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OASIS C-1

• Outcome and Assessment Information Set
• Part of the comprehensive assessment done by

RN to determine eligibility/payment for home
health under Medicare

• SOC, Recertification, ROC and Discharge
• Must be filled out completely and in a timely

manner



COMPREHENSIVE ASSESSMENT

• OASIS items required
• Drug Regimen Review
• Head-to-toe assessment
• Agency’s core comprehensive assessment

items
• Agency’s discipline specific assessment items



SOC – Start of Care

• Done within 48 hours of referral or on
physician ordered date

• Multiple forms needed to establish patient’s
care

• RN must explain what home health is, assess
patient and their needs, and discuss plan of
care on initial visit.

• Opens a 60 day certification period



Recertification / Discharge

• Done in the last 5 days of the certification
period

• RN reassesses the patient to determine if
patient will continue home health services for
another 60 days (recertification) or is stable
enough to be discharged



ROC-Resumption of Care

• Must be done within 48 hours of return home
from an inpatient facility admission of 24 hrs
or > for reasons other than diagnostic tests

• Proper medication reconciliation is very
important at this time

• Proper assessment of patient’s needs to avoid
re-hospitalizations



OASIS Guidelines

• Please fill out the OASIS completely,
especially the first page and the patient name
and MR# on each page. Fill out all items, not
just the M items in blue.

• Most items are self-explanatory. Make sure to
read each question carefully, taking note of
exclusions, skip questions and time frame of
each question



Time Frame

• Most questions pertain to the day of
assessment – 24 hrs preceding and including
assessment visit, unless otherwise specified

• Examples of other time periods
• Within the last 14 days- anxiety, confusion
• Day of assessment and recent pertinent past - pain
• Prior to current illness, exacerbation or injury –

M1018, M1900, M2040
• This payment episode – 60 day paymeny episode
• Since the previous OASIS assessment – at or since



OASIS CONVENTIONS

• Patient’s status may change from day to day or
during a given time

• Consider what patient’s status is >50% of the time

• Never use NA, unknown or no assessment done
• Direct observation is needed, especially for ADLs
• Combine observation, interview (both pt and PCG)

and other strategies to complete assessment
• Assistance means hands-on, standby, verbal cues

or reminders
• Base on patient’s ability, not performance



Vaccinations

• On every RN assessment, ask the patient if
they received the flu shot (flu season is Oct 1-
Mar 31), PNA shot and Tetanus

• Document on OASIS if patient received it
• when and where

• If patient wants the flu shot, we offer it during
flu season

• Assess if they qualify for the flu shot
• Have them sign the consent for flu shot and submit

with your packet



Let’s break down the OASIS



MD Information

CMS # : 059602

Branch State: CA

Branch ID #: NA



Patient’s info

All this information will
be on your patient profile
for SOC or 485 for all
other OASIS

Please fill out
completely



More of Page 1



Diagnosis

• M1010, M1016, M1020 and M1022
• Please put your suggested diagnosis on a post

it and attached to specified area
• The office has a coder that looks at the H&P,

MD progress note, RN OASIS/assessment and
medications to come up with a comprehensive
list of diagnosis to submit to Medicare



Living arrangement/Supportive
assistance



Caregiver



Vision and Hearing



Speech/Oral (Verbal) expression



Pressure Ulcers



Pressure Ulcers

• Review your definition of pressure ulcer stages
• If slough/eschar makes it hard to see the wound bed,

then it is unstageable
• Stage I and II can heal
• Stage III and IV close but they do NOT heal
 They can also turn into a surgical wound if

amputated or muscle flap procedure is performed
• Reverse staging is not appropriate
• Debridement does not change the classification of a

wound



Skin Lesions



Integumentary Status



Head to Toe Assessment

 Vital signs, BS, Ht and Weight
 Pain
 System by system

• Endocrine
• Integumentary
• Cardiopulmonary
• Respiratory
• Nutritional/GI
• Elimination
• Abdomen
• Neuro/Emotional/behavioral



Depression Screening – a must!

 Never answer “NO”

 If patient has s/s or medication for depression,
M2250 d. should always be a “YES”



ADLS



More on ADLs



ADLs

• If your answers on SOC, ROC or recert are all 0
(independent) for the ADLs, then call the
office because that means that patient does
not meet qualifications for home health.

• Remember, independent means 100%
independent with hands on assistance, stand
by assistance or even verbal cues or reminders
needed.

• Patient can be independent on discharge
assessment.



M1900 Prior Functioning
ADL/IADL

• This is their level of function before the
current illness, exacerbation or injury

• Medicare wants to see a change or
decline in their level of functioning,
prompting the need for home health

• Thus, it is ok to answer 0 or 1 here and
then show the current decline in ADLs in
M1800-M1890



ACTIVITIES PERMITTED

• Usual answers are 3-Up as tolerated and 5-
Exercises prescribed, especially if patient
has PT

• Do not answer 7-Independent in home
because this means patient does not need
home health



ALLERGIES

• Important to as the patient for any
allergies to medications, food or latex

• Note the allergies on the OASIS, Med
profile and home health folder
(white/green folder)



MEDICATIONS

• Follow skip pattern of questions
• If a problem is found during SOC/ROC the

MD needs to be contacted within 1 day
with a response to fix the issue

• If patient takes meds via G-tube, M2020 is
NA

• Answer should always be what is safe for
the patient and not what patient does



INFUSIONS

• If patient has infusions, please fill out infusion
section in detail and indicate medication to be
infused and flushing instructions

• If no infusion, then check N/A



M2102: CARE MANAGEMENT

• If patient was referred to PT, answer 2 for ADL assistance (a),
Medical treatments (d) and Safety (f) because PT will instruct
patient/PCG on ambulation, transfers, HEP and safety/fall
precautions.

• If patient has nursing visits planned, answer 2 for Medication
administration (c) because nurse will instruct on medications
on visits.

• Do not answer 0 or 1 on all types of assistance because that
means patient does not need home health

• If 3 and 4 are answered, then refer the patient to MSW since
there is no caregiver available to help the patient.



M2250 Plan of Care Synopsis

• Never answer No, either Yes or NA only
• Answers should match the other answers in

the OASIS
• Ex: c. Fall prevention should match M1910

f. Intervention to prevent pressure ulcer
should match M1302 and Braden scale



Narrative

• Please fill up all narrative portions of the
OASIS with a description of all skilled
care/interventions done during the
assessment.

• For the recert and discharge OASIS, please fill
up the 60 day or discharge summary with a
summary of what happened to the patient
during the certification period.



SUMMARY

• Please fill out the OASIS entirely, not just the blue M
items.  The office uses all the information on the
OASIS to generate the 485/POC and diagnosis for
billing.

• Your answers determine the payment for the episode.
• Incomplete or wrong documentation by the RN

adversely affects the patient’s chart, plan of care,
coding and billing.

• Fill out the rest of the paperwork included in the
packet, such as wound assessments, consents, etc.



 If you are not sure which one to answer, especially
in ADLs, choose the lower one.

• Ex: patient has both a walker and a cane, choose the
walker

• We do not want the patient declining under our care.
Thus, if the RN assessed the patient as needing a cane,
and then in later assessments needs to use a walker, that
is considered a decline in function.

• Ex: Stage I vs.  Stage 2 pressure ulcer
• Choose the Stage 2 because patient can easily progress to

a stage 2 in a few days.



• If you have any questions, please feel free to
talk to any of the case managers in the office
and we will be happy to assist you with your
paperwork

• All packets are due within 48 hrs/2 days of
your assessment

• If we need to change any of your answers on
your assessment after auditing it, we will
inform you and get an approval


