Name:
SMC LME Client Record #:   


Combined Basic Assessment – PCP-Lite 
Smoky Mountain Center LME

Consumer Identification

Consumer Name




SMC LME Client Record #:      
Last:        First:        Middle:      
Date of Birth:         Age:      
                
Medicaid #:           FORMCHECKBOX 
Not Medicaid Enrolled







    FORMCHECKBOX 
Applied for Medicaid (Date):      
Gender

     FORMCHECKBOX 
 Female   FORMCHECKBOX 
 Male


Ethnicity

    FORMCHECKBOX 
 M (Hispanic Mexican American)

    FORMCHECKBOX 
 C (Hispanic Cuban)

    FORMCHECKBOX 
 P (Hispanic Puerto Rican)

    FORMCHECKBOX 
 N (Not Hispanic)

    FORMCHECKBOX 
 H (Hispanic Other)

Race

    FORMCHECKBOX 
 W (White)

    FORMCHECKBOX 
 B (Black/African American)

    FORMCHECKBOX 
 A (Asian)

    FORMCHECKBOX 
 I (American Indian or Alaska Native)

    FORMCHECKBOX 
 P (Native Hawaiian or other Pacific Islander)

    FORMCHECKBOX 
 U (Unreported)
Marital Status

    FORMCHECKBOX 
Never Married (S)

    FORMCHECKBOX 
Married (M)

    FORMCHECKBOX 
Annulled (A)

    FORMCHECKBOX 
Separated (P)

    FORMCHECKBOX 
Divorced (D)

    FORMCHECKBOX 
Widowed (W)

    FORMCHECKBOX 
Domestic Partners (L)

Primary Language

    FORMCHECKBOX 
 English (E)
    FORMCHECKBOX 
Sign Language (L)
    FORMCHECKBOX 
French (F)
    FORMCHECKBOX 
Spanish (S)
    FORMCHECKBOX 
Other (O)
    FORMCHECKBOX 
None (N)
    FORMCHECKBOX 
Unknown (U)
Consumer Residence 
 FORMCHECKBOX 
 01 Private Residence

            FORMCHECKBOX 
 Alone    FORMCHECKBOX 
 With Others

 FORMCHECKBOX 
 02 Other Independent

 FORMCHECKBOX 
 03 Homeless

 FORMCHECKBOX 
 04 Correctional Facility

 FORMCHECKBOX 
 05 Institution

 FORMCHECKBOX 
 06 Residential Facility (Not Nursing)

 FORMCHECKBOX 
 07 Foster Family/AFL

 FORMCHECKBOX 
 08 Nursing Home (ICF, SNF)

 FORMCHECKBOX 
 09 Adult Care Home (>7 beds)

 FORMCHECKBOX 
 10 Adult Care Home (<6 beds) 


 FORMCHECKBOX 
 11 Community ICF-MR (<69 beds)
 FORMCHECKBOX 
 12 Community ICF-MR (>70 beds)

 FORMCHECKBOX 
 00 Other

Evaluation Process

Provider Organization:      
Clinical Assessor & Credentials:      
Date(s) of Assessment:      
Place(s) Assessment Conducted:      
Collateral Persons Involved in Assessment:      
Collateral Information Used (e.g., records):      
Clinical Home Agency:      
Reasons for Seeking Services
Referred for assessment of:    FORMCHECKBOX 
MH    FORMCHECKBOX 
DD    FORMCHECKBOX 
SA Problems
Presenting Problems
     
Precipitating Events (Why seeking services NOW?)
     
General Health History
Problems and Symptoms:      
Treatment:      
Known allergies & adverse medication reactions:      
    FORMCHECKBOX 
None known/reported

Ever had tuberculosis?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Unknown

Mental Health Treatment History (Please check all that apply)     FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Outpatient

Outcome:  FORMCHECKBOX 
Unknown    FORMCHECKBOX 
Improved    FORMCHECKBOX 
No change    FORMCHECKBOX 
Worse


Treatment compliance (non-med):  FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
 Poor    FORMCHECKBOX 
 Fair    FORMCHECKBOX 
 Good

 FORMCHECKBOX 
 IOP/Partial

Outcome:  FORMCHECKBOX 
Unknown    FORMCHECKBOX 
Improved    FORMCHECKBOX 
No change    FORMCHECKBOX 
Worse


Treatment compliance (non-med):  FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
 Poor    FORMCHECKBOX 
 Fair    FORMCHECKBOX 
 Good

 FORMCHECKBOX 
 Inpatient/Residential

Outcome:  FORMCHECKBOX 
Unknown    FORMCHECKBOX 
Improved    FORMCHECKBOX 
No change    FORMCHECKBOX 
Worse


Treatment compliance (non-med):  FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
 Poor    FORMCHECKBOX 
 Fair    FORMCHECKBOX 
 Good

Number of psychiatric hospitalizations in the past 12 months:       in lifetime:      
Additional MH Treatment History/Information:      
Current Psychotropic Medications     Dose                  Frequency

   Usually adherent?
	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	     
	     
	     
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


Medication History:      
Substance Abuse Treatment History (Please check all that apply)     FORMCHECKBOX 
 Received No Treatment 


 FORMCHECKBOX 
 Outpatient

Outcome:  FORMCHECKBOX 
Unknown    FORMCHECKBOX 
Improved    FORMCHECKBOX 
No change    FORMCHECKBOX 
Worse


Treatment compliance (non-med):  FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
 Poor    FORMCHECKBOX 
 Fair    FORMCHECKBOX 
 Good

 FORMCHECKBOX 
 IOP/Partial

Outcome:  FORMCHECKBOX 
Unknown    FORMCHECKBOX 
Improved    FORMCHECKBOX 
No change    FORMCHECKBOX 
Worse


Treatment compliance (non-med):  FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
 Poor    FORMCHECKBOX 
 Fair    FORMCHECKBOX 
 Good

 FORMCHECKBOX 
 Inpatient/Residential

Outcome:  FORMCHECKBOX 
Unknown    FORMCHECKBOX 
Improved    FORMCHECKBOX 
No change    FORMCHECKBOX 
Worse


Treatment compliance (non-med):  FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
 Poor    FORMCHECKBOX 
 Fair    FORMCHECKBOX 
 Good


Number of substance abuse hospitalizations in the past 12 months:      

Number of substance abuse hospitalizations in lifetime:      
Additional Substance Abuse Treatment History:      
Alcohol & Drug Use
    FORMCHECKBOX 
No current/recent use of alcohol or other drugs 

    FORMCHECKBOX 
 Current/recent use of alcohol & other drugs within normal limits
   Comments:      
Current/Recent Abuse Indicators

    FORMCHECKBOX 
Recurrent use resulting in major role failure

    FORMCHECKBOX 
Recurrent use in situations in which it is physically hazardous
    FORMCHECKBOX 
 Recurrent substance-related legal problems

    FORMCHECKBOX 
Continued use despite causing persistent or recurrent social or interpersonal problems

Current/Recent Dependence Indicators
    FORMCHECKBOX 
Tolerance

    FORMCHECKBOX 
Withdrawal

    FORMCHECKBOX 
Substance taken in larger amounts or over longer time than intended

    FORMCHECKBOX 
Persistent desire or unsuccessful efforts to cut down or control substance use

    FORMCHECKBOX 
Great deal of time spent in activities necessary to obtain substance
    FORMCHECKBOX 
Important social, occupational, or recreational activities given up or reduced because of substance use

    FORMCHECKBOX 
Use continued despite knowledge of having persistent/recurrent physical or psychological problem 
 Substance Abuse/Dependence History  
   FORMCHECKBOX 
 No current or past substance abuse or dependence


	
	Substance

	Method

	Age 1st use

	Current Frequency
	Amount Current Use
	Date Last Used

(YYYYMMDD)

	Primary
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	     

	Secondary
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	     

	Tertiary
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     
	     


N.C. Modified A/ASAM Placement Level:      
Developmental Disabilities History

Problems and Symptoms:      
Treatment:      
Response to Treatment:      
Attitudes about Treatment:      
Factors contributing or inhibiting previous recovery:      
Consumer’s Supports
Ability to Care for Self


Competency Status:   FORMCHECKBOX 
 Minor (M)



       FORMCHECKBOX 
 Competent Adult or Adjudicated Minor (C)





       FORMCHECKBOX 
Incompetent Adult (I)




       FORMCHECKBOX 
Unknown (U)


Self Care deficits or problems:      
Primary Support Group
     
Friendships and Social Supports 

     
History of Abuse or Neglect
 FORMCHECKBOX 
No history of abuse or neglect
     
Relevant Family History:      
Highest Educational Level
 FORMCHECKBOX 
None, never attended school
 FORMCHECKBOX 
Kindergarten (30)

 FORMCHECKBOX 
01 First grade
 FORMCHECKBOX 
02 Second grade
 FORMCHECKBOX 
03 Third grade
 FORMCHECKBOX 
04 Fourth grade
 FORMCHECKBOX 
05 Fifth grade
 FORMCHECKBOX 
06 Sixth grade
 FORMCHECKBOX 
07 Seventh grade
 FORMCHECKBOX 
08 Eighth grade
 FORMCHECKBOX 
09 Ninth grade
 FORMCHECKBOX 
10 Tenth grade
 FORMCHECKBOX 
11 Eleventh grade
 FORMCHECKBOX 
12 Twelfth grade
 FORMCHECKBOX 
GED (20)

 FORMCHECKBOX 
Special Education (82)

 FORMCHECKBOX 
Some College (14)
 FORMCHECKBOX 
Associates Degree (35)
 FORMCHECKBOX 
Bachelor’s Degree (16)
 FORMCHECKBOX 
Post Graduate School (17)
 FORMCHECKBOX 
Post Bachelor’s Degree (18)
 FORMCHECKBOX 
School for Special Skills (50)
 FORMCHECKBOX 
Technical Trade School (80)

 FORMCHECKBOX 
Ungraded (81)
Employment Status
 FORMCHECKBOX 
Unemployed, available for work (00)

 FORMCHECKBOX 
Not in work force, Homemaker (05)
 FORMCHECKBOX 
Employed, full-time (01)



 FORMCHECKBOX 
Not in workforce, Not available for work (06)

 FORMCHECKBOX 
Employed part-time, <35 hrs./week (02)

 FORMCHECKBOX 
Armed Forces/National Guard (excl. Reserves) (07)
 FORMCHECKBOX 
Not in workforce, Student (03)


 FORMCHECKBOX 
Seasonal/Migrant Worker (08)
 FORMCHECKBOX 
Not in work force, Retired (04)


 FORMCHECKBOX 
Unknown (09)

Consumer’s Strengths & Limitations
Summarize consumer’s strengths and limitations in areas that affect treatment, including housing, financial, access to health care, legal.

     
Current Mental Status 

Grooming:    FORMCHECKBOX 
Well-groomed    FORMCHECKBOX 
Disheveled    FORMCHECKBOX 
Unkempt    FORMCHECKBOX 
Other:      
Dress:    FORMCHECKBOX 
Normal    FORMCHECKBOX 
Underdressed    FORMCHECKBOX 
Overdressed   FORMCHECKBOX 
Bizarre    FORMCHECKBOX 
 Other:       
Movements:    FORMCHECKBOX 
Within normal limits    FORMCHECKBOX 
Decreased, slow    FORMCHECKBOX 
Restless, fidgety   FORMCHECKBOX 
Atypical, peculiar

    FORMCHECKBOX 
Other:      
Speech:   FORMCHECKBOX 
Fluent    FORMCHECKBOX 
Coherent    FORMCHECKBOX 
Pressured    FORMCHECKBOX 
Expansive    FORMCHECKBOX 
Decreased

    FORMCHECKBOX 
Other:      
Affect:    FORMCHECKBOX 
Appropriate    FORMCHECKBOX 
Labile    FORMCHECKBOX 
Flattened    FORMCHECKBOX 
Constricted    FORMCHECKBOX 
Inappropriate

    FORMCHECKBOX 
Other:      
Mood:    FORMCHECKBOX 
Within normal limits    FORMCHECKBOX 
Euphoric    FORMCHECKBOX 
Depressed    FORMCHECKBOX 
Irritable    FORMCHECKBOX 
Anxious/Fearful    FORMCHECKBOX 
Angry

    FORMCHECKBOX 
Other:      
Thought Content:   FORMCHECKBOX 
Within normal limits    FORMCHECKBOX 
Obsessions    FORMCHECKBOX 
Compulsive, ritualistic    FORMCHECKBOX 
Delusions

    FORMCHECKBOX 
Persecutory ideas    FORMCHECKBOX 
Grandiosity    FORMCHECKBOX 
Hypochondriasis    FORMCHECKBOX 
Other:      
Perceptual Disturbance:    FORMCHECKBOX 
None    FORMCHECKBOX 
Visual hallucinations    FORMCHECKBOX 
Auditory hallucinations  

    FORMCHECKBOX 
Tactile hallucinations   FORMCHECKBOX 
Derealization, depersonalization    FORMCHECKBOX 
Other:      
Stream of Thought:    FORMCHECKBOX 
Within normal limits    FORMCHECKBOX 
Tangential    FORMCHECKBOX 
Associational disturbance

    FORMCHECKBOX 
Slowed thinking    FORMCHECKBOX 
Flight of ideas    FORMCHECKBOX 
Circumstantial    FORMCHECKBOX 
Other:      
Attention/Concentration:    FORMCHECKBOX 
Focused    FORMCHECKBOX 
Easily distracted    FORMCHECKBOX 
Inattentive    FORMCHECKBOX 
Other:      
Estimated Intellectual Functioning:  FORMCHECKBOX 
Above Average    FORMCHECKBOX 
Average    FORMCHECKBOX 
Below Average

Orientation:    FORMCHECKBOX 
Well oriented    FORMCHECKBOX 
Time disorientation    FORMCHECKBOX 
Place disorientation    FORMCHECKBOX 
Person disorientation

    FORMCHECKBOX 
Situation disorientation

Memory:    FORMCHECKBOX 
Within normal limits    FORMCHECKBOX 
Immediate recall impairment    FORMCHECKBOX 
Recent memory impairment

    FORMCHECKBOX 
Remote memory impairment

Insight:   FORMCHECKBOX 
Good    FORMCHECKBOX 
Fair    FORMCHECKBOX 
Poor    FORMCHECKBOX 
Denies/minimizes    FORMCHECKBOX 
Blames others    FORMCHECKBOX 
Other:      
Judgment:    FORMCHECKBOX 
Appropriate to age & intelligence    FORMCHECKBOX 
Impaired:      
    FORMCHECKBOX 
Other:      
Risk of Harm to Self  (Recent/ current)
 FORMCHECKBOX 
None

    FORMCHECKBOX 
 Suicidal thoughts    FORMCHECKBOX 
 Suicidal threats   FORMCHECKBOX 
Suicidal plans    FORMCHECKBOX 
Suicide attempts

    FORMCHECKBOX 
Family history of suicide    FORMCHECKBOX 
Preoccupation with death   Comments:      
Risk of Harm to Others (Recent/ current)
 FORMCHECKBOX 
None

    FORMCHECKBOX 
Thoughts to harm others    FORMCHECKBOX 
Threats to harm others    FORMCHECKBOX 
Plans to harm others

    FORMCHECKBOX 
Attempt to harm others    FORMCHECKBOX 
History of harming others   Comments:      


Other mental status information:      
Other Assessment Information & Data
     
DSM-IV-TR Diagnoses

	Disorder
	DSM-IV-TR Code
	Effective Date (YYYYMMDD)

	Axis I:  Clinical Disorders

	1.      
	     
	     

	2.      
	     
	     

	3.      
	     
	     

	4.      
	     
	     

	Axis II:  Personality Disorders and Mental Retardation

	1.      
	     
	     

	2.      
	     
	     

	3.      
	     
	     

	Axis III:  General  Medical Conditions

	1.      

	2.      

	3.      

	Axis IV:  Psychosocial and Environmental Problems

	 FORMCHECKBOX 
 Problems with primary support group

      Specify:      

	 FORMCHECKBOX 
 Problems related to the social environment

     Specify:      

	 FORMCHECKBOX 
 Educational Problems

     Specify:      

	 FORMCHECKBOX 
 Occupational Problems

     Specify:      

	 FORMCHECKBOX 
 Housing Problems

     Specify:      

	 FORMCHECKBOX 
 Economic Problems

     Specify:      

	 FORMCHECKBOX 
 Problems with access to health care services

     Specify:      

	 FORMCHECKBOX 
 Problems related to interaction with the legal system/crime

     Specify:      

	 FORMCHECKBOX 
 Other psychosocial and environmental problems

     Specify:      

	Axis V:  Global Assessment of Functioning (GAF) 

	     Current GAF:      

	     Highest GAF in past year:      


Level of Care

	 FORMCHECKBOX 
 A
	GAF > 70 or ASAM I

	 FORMCHECKBOX 
 B
	GAF 51-70 or ASAM II.1

	 FORMCHECKBOX 
 C
	GAF 31-50 or ASAM II.5

	 FORMCHECKBOX 
 D
	GAF < 31


Target Population Recommendations 

To determine IPRS Target Population status, click on the following link
http://www.smokymountaincenter.com/documents/IPRS_Eligibility_Matrix.xls
and complete the Child Eligibility Matrix or the Adult Eligibility Matrix. (Note: Target Populations must be entered into the Diagnostic Assessment Report; the matrix itself is no longer submitted to the LME.)   Enter all of the specific Target Populations for which the consumer qualifies in the table below.  Check the “Not in a Target Population” box if the consumer qualifies for no target population.
 (Check all that apply) 

	Child or Adolescent Target Groups
	Specify IPRS Target Population(s)

	 FORMCHECKBOX 

	Mental Health
	     

	 FORMCHECKBOX 

	Substance Abuse
	     

	 FORMCHECKBOX 

	Developmental Disability
	     

	Adult Target Group
	

	 FORMCHECKBOX 

	Mental Health
	     

	 FORMCHECKBOX 

	Substance Abuse
	     

	 FORMCHECKBOX 

	Developmental Disability
	     

	
	

	 FORMCHECKBOX 
 Not in a Target Population 
	


Assessment Interpretation & Case Formulation
     
Consumer’s Treatment/Recovery Goals
Goals:      
Consumer’s Readiness & Motivation to Engage in Treatment:

     
Assessors’ Treatment/Service Recommendations

     
Clinical Assessor’s Credentials and Signature

Name:      
Credentials:      
License # or Licensure Status:      
________________________________________________
_______________


Signature








Date


ACTION PLAN
	Problem/Need #      :      


	Goal A (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal B (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal C (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal D (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	


	Problem/Need #      :      


	Goal A (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal B (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal C (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal D (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	


ACTION PLAN, continued
	Problem/Need #      :      


	Goal A (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal B (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal C (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal D (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	


	Problem/Need #      :      


	Goal A (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal B (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal C (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	

	Goal D (Measurable)

     
	Service:      
	Responsible Person

     
	Target Completion Date

     

	
	Frequency:      
	
	

	Review Date:      
	Goal Status:  FORMDROPDOWN 

	Justification for continuing or discontinuing goal:      

	


Consumer Crisis Plan

Crisis Triggers:      
Crisis Prevention & Early Intervention Strategies:      
Crisis Response & Stabilization Strategies:      
Crisis Services Recommendations:      
Crisis Contact List (names, relationships, phone numbers):

     
Other Crisis Information:       
Signatures
My signature below confirms that medical necessity for services requested is present.

_____________________________________________________________________________

 Primary Clinician or Qualified Professional



Date
My signature below confirms my understanding of and agreement with this plan of care developed for me.

_____________________________________________________________________________

 Consumer (or Parent or Guardian)




Date

If Parent or Guardian, print name: __________________________________________________

Instructions

This is a Word template to be completed and saved electronically.  Tab between fields.

· To autofill consumer’s Name and Medicaid # at the top of each page:

· Click View, Toolbars, Forms

· Click Padlock icon on Forms Toolbar to unlock form

· Click View, Header & Footer

· Enter consumer’s Name and Medicaid # in Header section

· Click Close on Header & Footer Toolbar

· Click Padlock icon on Forms Toolbar to re-lock form

· This Combined Basic Assessment -- PCP-Lite is completed by the clinical home and submitted to the LME for review.

· To submit to SMC LME:  Go to the SMC LME web-based  Communication Center at https://intranet.smokymountaincenter.com/communicationcenter and submit for LME review.  To learn how to access the Communication Center see your agency’s Provider Security Representative or call the SMC Helpdesk at (828) 586-5501, x1499.
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