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Inpatient Rehabilitation Facility – Patient Assessment Instrument 

I. SCOPE: 
This policy applies to Tenet, its consolidated subsidiaries, and all hospitals and other healthcare 
operations owned or operated by Tenet’s consolidated subsidiaries (Tenet) that provide Acute 
Inpatient Rehabilitation Facility services. 

II. PURPOSE: 

To utilize a comprehensive reliable system for collecting standardized patient assessment data to 
conform to Centers for Medicare and Medicaid Services (CMS) Regulations. 

III. POLICY: 

A. All patients admitted to a Tenet Inpatient Rehabilitation Facility (IRF) or unit will 
have a comprehensive, standardized, and reproducible Patient Assessment Instrument 
(PAI) completed at admission and discharge by an IRF trained clinician.  This is 
required for all admissions in order to track facility compliance of 75% rule through 
eRehabdata.  A facility must utilize the IRF-PAI for assessment of all patients for the 
purpose of clinical care, program evaluation, or benchmarking.   

B. All patients must be informed of the Patient Rights and Privacy Act Notice associated 
with the PAI prior to the initiation of the assessment. 

IV. PROCEDURE: 

A. The following steps must be performed to ensure support of payment and quality 
objectives: 

1. Patient Rights and Privacy Act Notice: 

All patients admitted to the Inpatient Rehabilitation Facility (IRF) will be 
informed of their rights and privacy prior to an assessment being initiated.  This 
process does not replace the need to notify patients of their rights under Health 
Insurance Portability and Accountability Act (HIPPA). 

2. PAI Completion 

It is the responsibility of the Case Mix Coordinator or a clinician trained in how 
to perform a patient assessment using the IRF-PAI, including collection of, 
recording, and transmitting the patient assessment instrument data to ensure the 
following: 
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a) The accuracy and thoroughness of the specific data recorded on the PAI 
b) The accuracy of the assessment reference date inserted on the PAI 

3. Sources of Information: 

a) Physician orders 
b) Physician progress notes 
c) Nursing notes 
d) Therapy notes 
e) Diagnostic tests and their results 
f) Other associated information such as social worker or case management 

notes 
g) Clinical record from Acute Care, Skilled Nursing Facility, or home health 

record 
h) Patient 
i) Patient’s family 
j) Someone personally knowledgeable about the patient’s clinical condition 

or capabilities. 

The assessment process must include direct patient observation and 
communication with the patient, and when appropriate and to the extent 
feasible, patient data from the patient’s physician(s), family, someone personally 
knowledgeable about the patient’s clinical condition or capabilities, the patient’s 
clinical record and other sources. 

A patient’s clinical status for a given time period must be verifiable and 
consistent with the clinical information independently or separately recorded in 
the patient’s medical record. 

4. ICD-9 codes will be coded by HIM coder. 

B. Inpatient Rehabilitation Facility - Patient Assessment Instrument (IRF-PAI) 
Completion 

The Inpatient Rehabilitation Facility - Patient Assessment Instrument (IRF-PAI) must 
be completed for all patients.  The IRF-PAI form is available at 
http://www.cms.hhs.gov/providers/irfpps/irfpaiform.pdf . 

http://www.cms.hhs.gov/InpatientRehabFacPPS/downloads/CMS-10036.pdf
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C. Assessment Schedule 

1. Admission Patient Assessment Instrument 
The first day that the Medicare Part A inpatient is furnished Medicare-covered 
services during his or her current inpatient rehabilitation facility stay is counted 
as day-one of the patient assessment schedule. 
a) Days 1 through 3 – Observation  

(i) The admission assessment time period is calendar days 1 through 3 
of the patient’s current inpatient rehabilitation stay.  

(ii) Observation is the three days used to collect information on a 
patient’s status. 

b) Day 3 – Assessment Reference Date – Third calendar day.  
c) Day 4 – Completion Date   

(i) Calendar day that follows the admission assessment reference date.  
(ii) The day the inpatient rehabilitation facility patient assessment FIM 

statement is filled out. 
(iii) The deadline date when the process of recording data on the IRF 

PAI must be completed. 
d) Day 11 – Encode Date  

(i) Seventh calendar day following the Completion Date.  
(ii) The date when the patient assessment instrument data is entered 

into the computer software program. 

2. Discharge Patient Assessment Instrument 

The Discharge assessment time period covers three calendar days and is the 
discharge assessment reference day and the two calendar days prior to the 
discharge assessment reference date.  Select a specific 24 hour period during 
that three day period for final FIM assessment score. 
a) Day of Discharge – Discharge Date.  

The discharge assessment reference date is the actual day the first of either 
of the following two events occur: 1) the patient is discharged, or 2) the 
patient stops being furnished Medicare Part A fee-for-service inpatient 
rehabilitation services. 

b) Day of Discharge – Discharge Assessment Reference Date. 
c) Five days post discharge including the day of discharge - Completion 

Date.   
Completed on the fifth calendar day that follows the discharge assessment 
reference date, with the discharge assessment reference date itself being 
counted as the first day of the five-calendar daytime span. 

d) Eleven days post discharge including the day of discharge –Encode Date  
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(i) Seventh calendar day following the Completion Date. 
(ii) The encoded patient assessment data must accurately reflect the 

patient’s clinical status at the time of the aptness assessment. 
e) Seventeen (17) days post discharge including the day of discharge – 

Transmission Date  
(i) Transmission is the day when the patient assessment instrument is 

sent to CMS (Centers for Medicare & Medicaid Services) via the 
software program. 

(ii) The facility must transmit both the admission patient assessment 
and the discharge patient assessments at the same time – by the 
seventh calendar day in the period beginning with the applicable 
patient assessment instrument encoding date.  

D. Penalties for Late Assessments  
If the inpatient rehabilitation facility transmits the patient assessment data more than 
ten (10) calendar days late; the inpatient rehabilitation facility will be paid a CMG 
(Case Mix Group) determined payment that will be reduced by 25%. 

E. Tracking Log  
Each facility will maintain a log specifying the following: 

1. Name 

2. MR# 

3. Admission date 

4. Admission reference date 

5. Completion by date 

6. Actual completion date 

7. Encoded by date 

8. Actual encoded date 

9. Discharge date 

10. Discharge reference date 

11. Discharge completion by date 
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12. Discharge encoded by date 

13. Actual discharge encoded date 

14. Transmission due date 

15. Actual transmission date. 

F. Record Storage: 

Each rehabilitation facility will maintain a copy of the transmitted IRF PAI form in 
the patient’s medical record as a legal document. .  The data from the transmitted 
IRF-PAI will be maintained in an electronic computer file format that can be easily 
obtained for a period not less than five years. 

V. REFERENCES 

1. 42 CFR Parts 412 and 413, Medicare Program: Prospective Payment System for 
Inpatient Rehabilitation Facilities, Final Rule, August 7, 2001, pp. 41324-41325; 
41328-41329; 41331; 41335; 41411.   

2. CMS website for Inpatient Rehabilitation Facility Patient Assessment Instrument 
(IRF PAI).  

3. 42 CFR, Part 412 , Medicare Program: Changes to the Inpatient Rehabilitation 
Facility Prospective Payment System; Final Rule, August 1, 2003 

http://www.cms.hhs.gov/InpatientRehabFacPPS/04_IRFPAI.asp


INPATIENT REHABILITATION FACILITY – PATIENT ASSESSMENT INSTRUMENT

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form CMS-10036 (01/06) 1

Form Approved
OMB No. 0938-0842

CMS-10036.qxp  1/30/06  12:59 PM  Page 1



INPATIENT REHABILITATION FACILITY – PATIENT ASSESSMENT INSTRUMENT

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form CMS-10036 (01/06) 2

CMS-10036.qxp  1/30/06  12:59 PM  Page 2



INPATIENT REHABILITATION FACILITY – PATIENT ASSESSMENT INSTRUMENT

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form CMS-10036 (01/06) 3

CMS-10036.qxp  1/30/06  12:59 PM  Page 3


	hhs.gov
	Appendix E v 3.0 12_18_01.doc




