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Executive Director
The Alliance Training Center
• Leah is the founder and director of The Alliance Training Center and the author of  numerous published articles in 
industry journals, periodicals, trade publications,  books, video trainings, and lectures nationally on current industry 
topics. Leah is  passionate about her work and her energy is contagious when helping clients and  industry members 
manage Care Delivery & Clinical Competency, Wellness & Restorative Care Giving, Compliance & Risk Management, 
Leadership, Re-engineering & Facility Planning, Skilled Facility Operations, Payment & Reimbursement Strategies, 
Assessment and Assessment Documentation including the MDS Process, and Regulatory Compliance.
• Leah was named one of the “40 for 40” notable newsmakers by McKnight’s, publisher of the nation’s leading senior 
care journals McKnight’s Senior Living and McKnight’s Long-Term Care News. This honor, which recognizes innovative 
leaders to mark McKnight’s 40th Anniversary, is bestowed upon Klusch for her many contributions as a nurse, speakers, 
educator, consultant, and leader. Leah received one of the first annual McKnight’s Pinnacle Business Partner Award in 
2023 for being an industry veteran who sets the standards, drives change and provides guidance and inspires.

Presented by:
Leah Klusch, RN, BSN, FACHCA
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O.I.G. Introduction of Compliance Program
A. OIG’s History of Compliance Program Guidance:  Commitment to Preventing 

Health Care Fraud and Abuse. 

B. OIG’s Current Compliance Guidance Approach: A Roadmap Going Forward

1. Compliance- foundation of successful operations. Rule changes produce 
compliance risks and educational responsibilities.

2. Importance of data accuracy for payment and outcome documentation.
3. Competency – New Rule – New payment levels and requirements – Education 

– Documentation.
4. Internal Audits to confirm accuracy – Identify training and policy changes. 
5. Prepare for External Audits.

Strategies
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Annual Healthcare Fraud and Abuse Review  
-Bass, Berry & Simms

• Most FCA Allegations against healthcare defendants do not involve blatantly false statements or 
“obviously wrong” conduct, but instead deal with purported violations of highly complex 
statutory and regulatory requirements. 

Strategy 1 - Compliance
• Compliance is a big picture for the entire organization – F Tag 895 rewrite (October 2022)
• Must be honest and open – review where investment is being made. 
• Start with compliance related to payment – eligibility – documentation – federal coverage 

documents.
• Internal compliance requires audits to confirm practice and policy implementation.
• Review provider agreements – Part A Medicare – insurance, therapy, and other contracts. 
• HIPPA is a new federal focus – implications for the MDS because o data use and sharing.
• Cannot cover up bad practice
• Excellent opportunity for QAPI programs and Quality Assurance focus. 
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Part A Medicare

• Medicare Provider Agreement must be in place for you to admit and bill for Medicare Benefits in the SNF
• What document tells you the federal rules and coverage guidelines for Part A Medicare?
• Who needs to have the specific guidelines  for admission, coverage of services, documentation, and 

certification?
• MEDICARE BENEFIT POLICY MANUAL – CHAPTER 8 is the reference – the only reference – Who has copies 

and knows specific content?
• All claims denials and audit denials need to be justified from this document – have been for many years.
• WHO HAS THIS DOCUMENT IN YOUR CORPORATE COMPLIANCE OFFICE AND ON SITE IN THE FACILITIES 

WHERE ADMISSION AND COVERAGE DECISIONS ARE MADE?
• YOU MUST DOCUMENT THAT ADMISSIONS & SERVICES ARE COVERED TO THE PART A STANDARD and 

Documentation in the Medical Record. 
• Use the Medicare Benefit Policy Manual (chapter 8) for orientation, in-services, documentation guidelines, 

coverage decisions, and certification rules.
• Document the sections of chapter 8 in your documentation notes or utilization minutes to confirm 

coverage.
• None of the Medicare Part A requirements change with P.D.P.M.
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Essential Review MBPM – chapter 8

• Updated 10-05-2023 – Important
• Section 20.1 Three-Day Prior Hospitalization (Page 4-6)
• Section 30 Skilled Nursing Facility Level of Care (Page 14 

& 15)
• Section 30.2.1 Skilled Services Defined (Page 18)
• Section 30.2.2.1 Documentation to Support Skilled 

Care Determinations (Page 20 & 21)
• Section 30.2.3.3 Teaching and Training Activities (Page 

25 & 26)
• Section 30.3 Direct Skilled Nursing Services (Page 26 & 

27)
• Section 30.4.1 Skilled Physical Therapy (Page 28 & 29)
• Section 30.5 Non-Skilled Supportive on Personal Care Services 

(Page 32 & 33)
• Section 40 Physician Certification and Recertification (Page 37)
• Section 40.1 Who May Sign the Certification or Recertification for 

Extended Care Services (Page 38)
• Section 70.4 Services Furnished Under Arrangements with 

Provider (Page 45&46)
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Health Care Fraud Enforcement and Other 
Standards: Overview of Certain Federal Laws

• The Federal anti-kickback statue prohibits entities involved in Federal health care 
program business from engaging in some practices that are common in other business 
sectors, such as offering or receiving gifts to reward past or future referrals. More 
specifically, under the Federal anti-kickback statute, it is a criminal offense to knowingly 
and willfully offer, pay, solicit, or receive any remuneration to induce, or in return for, the 
referral of an individual to a person for the furnishing of, or arranging for the furnishing 
of, any item or service reimbursable under a Federal health care program. 

• For purposes of the Federal anti-kickback statue, “remuneration” includes anything of 
value, whether in cash, in kind, or other form. By way of example only, remuneration m 
ay take the form of cash, cash equivalents, cos-sharing waivers or subsidies, and 
opportunity to earn a fee, items, space, equipment, and services – regardless of the 
amount of remuneration.

• Individuals and entities should evaluate arrangements that implicate the statute and do 
not fit into a safe harbor by reviewing the totality of the facts and circumstances, 
including the intent of the parties. 

A. Federal Anti-Kickback Statue
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Key Questions
• Nature of the relationship between the parties.
   -What degree of influence do the parties have, directly or indirectly, on the generation of Federal health care 
program business for each other? 
• Manner in which participants were selected.
-Were parties selected to participate in an arrangement in whole or in part because of their past or anticipated 
referrals?
• Manner in which the remuneration is determined.
-Does the remuneration take into account, either directly or indirectly, the volume or value of business 
generated?
 -Is the remuneration conditioned in whole or in part on referrals or other business generated between the 
parties?
-Is the arrangement itself conditioned, either directly or indirectly, on the volume or value of Federal health 
care program business? Is there any service provided other than referrals?
Value of the remuneration.
• -Is the remuneration fair market value in an arm’s-length transaction for legitimate, reasonable, and 

necessary services that are actually rendered?
-Is the entity paying an inflated rate to a potential referral source? Is the entity receiving free or below-market-
rate items or services from a provider, supplier, or other entity involved in health care business?
-Is compensation tied, either directly or indirectly, to Federal health care program reimbursement?
 - Is the determination of fair market value based upon a reasonable    methodology that is uniformly applied 
and properly documented? 
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• Federal program impact.
-Does the remuneration have the potential to affect costs to any of the Federal 
health care programs or their beneficiaries?
-Could the remuneration lead to overutilization or inappropriate utilization?
• Clinical decision making.
  -Does the arrangement or practice have the potential to interfere with, or skew, 
clinical decision making?
  -Does the arrangement or practice raise patient safety or quality of care concerns?
  -Could the payment structure lead to cherry-picking healthy patients or lemon-
dropping patients with chronic or other potentially costly conditions to save on 
costs?
  -If the remuneration relates to the dissemination of information, is the 
information complete, accurate, and not misleading?

11

Key Questions Cont.



B. Physician Self-Referral Law
The Federal physician self-referral (PSL) law, also known as the “Stark law”, prohibits a 
physician from making referrals for certain designated health services (DHS) payable by 
Medicare to an entity with which the physician (or an immediate family member) has a 
financial relationship, unless an exception applies and it’s requirements are satisfied.
 Designated health services are:
• physical therapy, occupational therapy, and outpatient speech-language pathology services;
• prosthetics, orthotics, and prosthetic devices and supplies;
• clinical laboratory services;  
• home health services;
• outpatient prescription drugs;
• inpatient and outpatient hospital services.
• durable medical equipment and supplies;
• parenteral and enteral nutrients, equipment, and supplies;
• radiology and certain other imaging services; and
• radiation therapy services and supplies.
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C. False Claims Act
The civil False Claims Act provides a way for the Government to recover money when an individual or entity 
knowingly submits or causes to be submitted false or fraudulent claims for payment to the Government. The 
False Claims Act, among other things, prohibits:
• knowingly presenting or causing to be presented to the Federal Government a false or fraudulent claim for 

payment or approval;
• knowingly making or using or causing to be made or used a false record or statement to have a false or 

fraudulent claim paid or approved by the Government; and
• knowingly making or using or causing to be made or used a false record or statement to conceal, avoid, or 

decrease an obligation to pay or transmit money or property to the Government.
The civil False Claims Act provides a way for the Government to recover money when an individual or 
entity knowingly submits or causes to be submitted false or fraudulent claims for payment to the 
Government. The False Claims Act, among other things, prohibits:
• knowingly presenting or causing to be presented to the Federal Government a false or fraudulent claim 

for payment or approval;
• knowingly making or using or causing to be made or used a false record or statement to have a false or 

fraudulent claim paid or approved by the Government; and
• knowingly making or using or causing to be made or used a false record or statement to conceal, avoid, 

or decrease an obligation to pay or transmit money or property to the Government.
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D. Civil Monetary Penalty Authorities

OIG is authorized to pursue monetary penalties and exclusion through 
a variety of civil authorities – most notably, the Civil Monetary Penalties 
Law (CMPL). Under the CMPL, OIG can pursue assessments in lieu of 
damages, CMP’s, and exclusion from participation in the Federal health 
care programs. 

While False Claims Act cases are pursued by DOJ on behalf of HHS in 
Federal court, CMP cases are administrative and pursued by OIG before 
an HHS administrative law judge. 
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E. Criminal Health Care Fraud Statue
• There is a criminal health care fraud statute that makes it a criminal offense to defraud a health 

care benefits program. The criminal health care fraud statute prohibits knowingly and willfully 
executing, or attempting to execute, a scheme to either: (1) defraud any health care benefit 
program; or (2) to obtain, by means of false or fraudulent pretenses, representations, or 
promises, any money or property from any health care benefit program.

• Cases that involve violations of the criminal health care fraud statute also often involve complex 
money laundering, tax, and  other associated financial criminal offenses. The penalties for 
violating the criminal health care fraud statute may include fines of up to $250,000, imprisonment 
of not more than 10 years, or both. 
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F. HIPPA Privacy and Security Rules

• HHS’s OCR is responsible for administering and enforcing the HIPAA Privacy, 
Security, and Breach Notification Rules. 

• The Privacy Rule requires appropriate safeguards to protect the privacy of 
PHI and sets limits and conditions on the uses and disclosures that may be 
made of such information without an individual’s authorization. 

• The Security Standards for the Protection of Electronic Protected Health 
Information, known as the Security Rule, was also promulgated pursuant to 
HIPAA. It specifies a series of administrative, physical, ,and technical 
safeguards for covered entities and their business associates to ensure, 
among other provisions, the confidentiality, integrity, and security of 
electronic PHI. 
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Compliance Program Infrastructure – 
7 Elements of a Successful Compliance Program
1. Written Policies and Procedures
2. Compliance Leadership and Oversight
3. Training and Education
4. Effective Lines of Communication with the Compliance Officer and 

Disclosure Program
5. Enforcing Standards: Consequences and Incentives
6. Risk Assessment, Auditing, and Monitoring
7. Responding to Detected Offenses and Developing Corrective Action 

Initiatives
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What Changed on 10/1/2024?  
• PHQ 2-9 – When to stop interview
• BIMS – Documentation on “0” answer codes
• GG Functional Score – More metrics
• Race and Ethnicity
• Social Determinants of Health – Will be expanding
• Diagnosis coding – CMS MAPPING 
• High Risk Medications – New category
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SPADES
• Standardized Patient Assessment Data Elements

• Assessment data elements standardized for all PAC Providers
• Expansion of 5 new SPADES for 10/1/23 MDS 1.18.11

• Race, ethnicity, preferred language, health literacy, social isolation
• Outcomes can be measured regarding Health Equity

• Data collected on Admission and Discharge Assessments
• Reproducible data in the Medical Record -
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CMS Framework for Health Equity 2022–2032

• Priority 1: Expand the Collection, Reporting, and Analysis of Standardized Data
• Priority 2: Assess Causes of Disparities Within CMS Programs, and Address Inequities 

in Policies and Operations to Close Gaps
• Priority 3: Build Capacity of Health Care Organizations and the Workforce to Reduce 

Health and Health Care Disparities
• Priority 4: Advance Language Access, Health Literacy, and the Provision of Culturally 

Tailored Services
• Priority 5: Increase All Forms of Accessibility to Health Care Services and Coverage
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What stayed the same?

• Daily skilled documentation
• Supportive documentation for MDS coding- Reproducibility 
• Staff competencies required for MDS completion- Job description 

(Liability)
• Signature and dating requirements
• Audits- 5-Claim to impact all SNF Providers –Part A Medicare Claims. 
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Operations Alert
• As new sections are added to the MDS that had not been 

collected previously, operations managers will likely need to 
consider collection, tracking, capture and eventually coding of 
the new data sections

• Consider policy impact
• New
• Revised 
• Increased liability for providers with no MDS Policies and Procedures
• Payment Denials are increasing
• Compliance Rules clarification – Regulatory support.
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What Team Members Need to Know

• Essential to have each team member be competent with the new definitions and 
data formulation for each section or item on the MDS 3.0. – October 2023 Update. 

• Tag 641 in the current regulatory process states, “Facilities are responsible for 
ensuring that all participants in the assessment process have the requisite 
knowledge to complete an accurate assessment.”  The assessment must represent 
an accurate picture of the resident’s status during the assessment reference period.

• Has your facility implemented all the definitional and data formulation changes in 
the October 2023 update?  The P.D.P.M. programs builds on those guidelines and 
definitions.

• Have you changed current data formulation to match October 1, 2023 changes? Final 
RAI Manual is now available and defines all coding instructions. 
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Data Formulation Policy and Procedure
• Important Part of Compliant Operations 

• Begins with Regulatory Structure – TAGs

• Responsible parties – Job descriptions – Competency evaluations – Regulatory 
resources

• Section by Section coding responsibility and timelines for data collection- New RAI 
manual (October 2024)

• Structure of data base software programs – Training - Audits

• Passwords – documentation and assignment

• Timelines for assessment completion, transmission and validation – Review CASPER 
Reports 

• Audit program and reporting – Have a format for Part A Medicare Case audits 
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P.D.P.M. Model – MDS Drivers by Section
• B Hearing, Speech, and Vision-SLP / Nursing
• C Cognitive Patterns-SLP / Nursing 
• D Mood-Nursing
• E Behavior-Nursing
• GG Functional Abilities and Goals – PT / OT / Nursing
• H Bladder and Bowel-Nursing/N.T.A.
• I Active Diagnoses-PT/OT/SLP /Nursing / N.T.A.
• J Health Conditions-PT/OT/SLP/Nursing
• K Swallowing/Nutritional Status-SLP / Nursing / N.T.A.
• M Skin Conditions-Nursing / N.T.A.
• N Medications–Nursing
• O Special Treatments, Procedures and Programs (all while a resident) –SLP / 

Nursing / N.T.A.
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Impact on QMs Related to 10/1/24 Changes

• Transition from G to GG
• QM Freeze from April 2024 to January 2025 (for some)
• Staffing ratings frozen related to transition from STRIVE studies to PDPM 

based acuity system
• 5 QMS delayed in addition to staffing

• ADLs
• B&B
• Improvement in Function
• Inability to move independently worsened
• Pressure ulcers
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Documentation: Skilled or Not
• Skilled for Med a and MA-daily notes
• Custodial for Medicaid-episodic
• Both audited in most states
• Different focus for each type of audit
• Strictly following RAI definitions

• Some asking for more than RAI for Medicaid

• Competencies for staff
• Licensed, CNA, IDT

• Monitor documentation in lookback period, repeat if necessary
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High Risk Areas for Revenue Recoupment

• Diagnostic Assignment – CMS Mapping updates
• Primary and other
• Importance of I 8000 codes.

• Supportive documentation- Skilled services, no hospital stay, 
Utilization Review notes and signatures. 

• Signatures and dates
• Coding 

• MDS – Direct coding – E.M.R. Documentation
• Claims – Triple check – HIPPS codes. 
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October 2023 PHQ2 vs. PHQ9 
(Changes to Resident Interview only)

Reimbursement 
Impact
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PHQ 2-9 
• Scripted interview

• You Tube videos

• Signatures and dating compliance, date of interview, Notes during interview
• 14-day lookback period

• Multiple interviews in the lookback window –Documentation Form 

• More difficult to score 10+ with new system for interview
• Documentation in medical record to support staff assessment
• Coding interview directly into MDS data set- Question- What is in the EMR substantiating the interview?
• 14 day look back – Pre interview Preparation

Section D- PHQ2 vs. PHQ9
Determine whether to ask the remaining seven questions (D0150C to D0150I) of the Resident Mood Interview 
(PHQ-2 to 9©). 
If BOTH D0150A1 and D0150B1 (symptom Response) are coded 9 (no response) 

OR
BOTH D0150A2 and D0150B2 are coded 0 ( Never or 1 Day) or (2 to 6 Days)
END the PHQ interview – New directions and examples in October 1, 2023 RAI Manual
Retraining essential – Structure of Documentation necessary
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BIMS Test
• SCRIPTED interview

• You Tube videos

• Read the Steps for the Assessment in RAI

• Signatures and dating compliance

• 7-day lookback period
• Multiple interviews in the lookback window – (Everyone follows the steps for assessment)

• Documentation in medical record to support staff assessment -

• Medicaid CMI auditors looking for staff training on wandering and Cognitive performance

• Where is BIMS, interview and score documentation in Medical Record? 
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Interviews vs. Assessment
• Must attempt to interview all residents unless the resident is rarely 

or never understood. 
• Allowed to conduct interview anytime in the 7 Day look-back period

• CMS would prefer interview as close to ARD as possible
• Cannot be conducted after the ARD
• Must have a system to  ensure that the Interview is completed timely 

and documented in the Medical Record with comments and additional 
responses by the resident. 
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Operations Alert
• Update ADL flowsheets

• EMR software will likely have a solution built in
• Make sure the system generated reports are also updated to pull the 

new information as opposed to the old information based on Section G
• Determine who you want the data collected by CNA, Nursing, Rehab, Combo

• Integrate what CNA is doing under old Section G (ADLs) with the new 
tasks assigned from Section GG (Functional Score)

• Already seeing denials from Managed Care on GG data collection
• May impact:

• Policies 
• Process
• Care plan
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GG-Functional Performance Score

• Teaching Staff requirements – New items and new scoring
• Schedule for documentation
• Data collection format
• Understanding definitions and instructions
• Calculate the FPS for both Nursing and Rehab to monitor for errors – 

RAI Manual Chapter 6-16, 17, 18
• Requires an additional step the Section G did not

• (Assessment must be performed by qualified clinicians for GG.)
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G Data Elements That Have Been Added to 
Section GG
• G0400 Functional Limitation in ROM is now GG0115
• G0600 Mobility Devices is now GG0120
• G0110J Personal Hygiene is now G01301
• G0120 Bathing
• The tub/shower transfer is now GG0170FF. Tub/Shower Transfer
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Best Practice for Managing GG-FPS

• Check nursing documentation daily during the 3-day lookback 
periods. Note any variations or concerns & discuss/clarify with 
nursing staff during the 3-day documentation period.

• Develop a routine in discussing nursing & therapy documentation of 
admission performance & DC goals during meetings with Therapy 
Manager. Know your therapy short & long term goals on eval.

• Goals should be periodically reviewed throughout the stay to 
determine progress toward the goal. If a goal is determined to need 
revision based on resident needs or changes, the plan of care should 
be updated. 

• Once the Usual Performance on admit & DC goals are determined, 
add this information to your weekly Medicare meeting. 

Continue through 30-day window. 39



Operations Alert

• Update ADL flowsheets
• EMR software may still track both G and GG
• Make sure the system generated reports are also updated to pull the new 

information as opposed to the old information based on Section G
• Determine who you want the data collected by CNA, Nursing, Rehab, Combo

• Integrate what CNA is doing under old Section G (ADLs) with the new tasks 
assigned from Section GG (Functional Score)

• Already seeing significant denials on GG data
• High impact on :

• Policies
• Process
• Payment
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Important Definitions
Usual Performance - A resident’s functional status can be impacted by the environment 
or situations encountered at the facility. Observing the resident’s interactions with 
others in different locations and circumstances is important for a comprehensive 
understanding of the resident’s functional status. If the resident’s functional status 
varies, record the resident’s usual ability to perform each activity. Do not record the 
resident’s best performance and do not record the resident’s worst performance, but 
rather record the resident’s usual performance.
Qualified Clinician – Healthcare professionals practicing within their scope of practice 
and consistent with Federal, State, and local law and regulations. 
Helper – For the purposes of completing Section GG, a “helper” is defined as facility 
staff who are direct employees and facility-contracted employees (e.g., rehabilitation 
staff, nursing agency staff). Thus, “helper” does not include individuals hired, 
compensated or not, by individuals outside of the facility’s management and 
administration such as hospice staff, nursing/certified nursing assistant students, etc. 
Therefore, when helper assistance is required because a resident’s performance is 
unsafe or of poor quality, consider only facility staff when scoring according to the 
amount of assistance provided. 41



GG Definitions

42

REMINDER: If two 
or more helpers are 
required to assist the 
resident in 
completing the 
activity, code as 01, 
Dependent. 



GG Rehab Section G
Independent – High Numbers Independent Independent – Low 

Numbers
Setup or clean-up assistance Independent/Modified 

Independence
Set Up only

Supervision or touching assistance Supervision Supervision

Supervision or touching assistance Contact Guard Limited

Partial/moderate assistance Min-Mod Assist Extensive

Substantial/maximal assistance: Mod to Max Assist Extensive

Dependent – Low Numbers Dependent Dependent – High 
Numbers
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Diagnosis Coding and Sequencing
• Primary diagnosis

• 2-step process now
• Diagnosed by practitioner (assigned or renewed) within last 60-days
• Active in the last 7 days

• One of the highest areas for recoupment/ PDPM adjustment
• Should be the reason for skilled services under Med A, not highest 

reimbursement
• Conflict between bulk of services being provided between IDT clinicians and focus of 

care.
• Accurate DX in UR process. 
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• The items in this section are intended to code diseases that have a direct 
relationship to the resident’s –
• Current functional status, cognitive status, mood/behavior status, 
• Medical treatments, 
• Nursing monitoring, 
• Risk of death. 

• Diagnosis identification: (Step 1) is a 60-day look-back period.  
• Diagnosis status: Active or Inactive (Step 2) is a 7-day look-back 

period (except UTIs, which use a 30-day look-back period).

Section I: Active Diagnoses
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Documenting Completion Date
• Sign the date the interview was complete for interview items
• Sign separately for those items requiring completion after the ARD (e.g.E)
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PT & OT
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PT & OT
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NURSING CASE-MIX CLASSIFICATION GROUPS
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NURSING CASE-MIX CLASSIFICATION GROUPS 
CONT.
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NURSING CASE-MIX CLASSIFICATION GROUPS 
CONT.
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SLP CASE-MIX CLASSIFICATION GROUPS
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Request for Information: Update to PDPM NTA 
Component

• Updates to 
Conditions and 
Extensive Services 
Used for NTA 
Classification 
(cont.)
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Operations Alert
• Recommendations for best practice

• Review current applications for admission and make changes as 
needed

• Assess current referral forms and determine if the additional data can 
be obtained, or if changes will be needed

• Add data collection items to current tools to include the additional 
section questions

• Alert team members as to where the data will be kept and how to 
access
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Managed Care Audits

• Least lenient
• Misinterpretation of RAI manual
• Making up payment rules not included in contracts, manuals, or 

RAI/MBPM/MCPM
• No appeal process for ‘payment audits’

• Mainly OON
• Must pay at PDPM rate

• Many current ‘levels’ below default or Medicaid rates
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UPCOMING CHANGES TO QUALITY 
MEASURES
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Resources Links

 Med Pass-RAI Manual- Two Versions
 L3RA11 – Long-Term Care Facility Resident Assessment Instrument 3.0 Essential MDS 

User Manual w/Flash Drive – No Updates: https://www.med-pass.com/index.php/ltcf-
rai-3-0-essential-mds-user-s-manual-with-usb-flash-drive.html

 L3RA33 - Long-Term Care Facility Resident Assessment Instrument 3.0 Enhanced MDS 
User Manual w/Flash Drive – Receives 1 year of Updates - https://www.med-
pass.com/index.php/ltcf-rai-3-0-enhanced-mds-user-s-manual-with-usb-flash-
drive.html?___SID=U

 MDS Form- Med Pass (Item Number CP911911) 
 MDS 3.0 Resident Interview Cue Cards (Item number CP301C-18).
 MDS 3.0 1.19.11 item sets V6 https://www.cms.gov/medicare/quality/nursing-home-

improvement/resident-assessment-instrument-manual 
 https://www.cms.gov/files/document/mds30finalitemmatrixv1191foroct12024.pdf
 https://padona.com/news/mds-version-1-19-11-effective-october-1-2024-2/
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