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How to Complete the PM 160 (version 07/03)

A PM 160 must be completed for all well visits for Medi-Cal members under the age of 21. Please fill out each
PM160 completely, using the guidelines below.

Section 1 - Demographic Information

’ Please fill in all information on the member and their responsible person.
, Record the member’s age in months up to the age of 2 years {24 months).
r PM160s that do not record the date of service will be returned.

Section 2 - Assessment Information

’ Fill out information refating o the assessment completely, making sure to insert the proper follow-up in
Columns C and D. Checks in these columns will not be accepted.

» Record member’s height in feet and inches; weight in pounds and ounces. Metric measurements are
not acceptable.

> Record head circumference up to 24 months. Head circumference can be recorded in the area on the

left of the height and hemoglobin areas.

Blood pressure must be recorded at every visit after the age of 3 years.
Urinalysis or urine dipstick is needed; not both.

Hemoglobin or Hematocrit is needed; both are not necessary.

The Mantoux TB test is to be used; muitipuncture is not acceptable.

Birthweight should be recorded up to 24 months.

Code 15 - Blood level outcome for lead level must be given in comments section.
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Section 3 - Immunization Information

> One column (A, B, C or D) should be filled in for each immunization.

. If an immunization is given, the number of the series should be recorded in Column A or B as
appropriate.

. Checks should be recorded in Columns C or D if an immunization is not given.

. Preprinted immunizations previously listed on the PM160 have been removed and replaced with blank

lines. This will permit you to indicate all the vaccines administered during one CHDP health
assessment on one form.

> Record the series number of the immunization on all PM180s; this is not restricted to 0-24 months
only.

Section 4 - Referral Information

> List diagnoses to correspond with assessment findings from Section 2. Use follow-up codes as listed.

. Members shoutd be referred for dental services at every visif, beginning at the age of 3.

- Enter the patient's Dental Plan provider name and phone number in the ‘Referred To' and ‘“Telephone
Number’ boxes.

. List all appropriate ICD-9 codes. If more space is needed, list codes in the comments/problems area.

An ICD-9 code must be entered in the box even if no ilinesses are present; a V20.2 code for a ‘routine
child health visit’ may be appropriate.

Section 5 - Physician Information

, The prepaid project code for LA Care, Care 1, CHP, UHP and Blue Cross is 304. The prepaid project
code for Health Net, Molina and Universal is 352.

- Left justify the numbers in the space provided. Do not use Medi-Cal numbers.

. Enter LA Care or Heaith Net's name and address in the ‘Provider of Service’ section if it is not already
there. The name of the actual heaith plan should be written under the prepaid project code box.

. Print or stamp the name of the rendering provider in the area labeled ‘Rendering Provider'. The
provider's medical license number, address and telephone number should also be documented in this
area,

> The PM160 must be signed by the provider of service, Any other signatures will not be accepted.

s Partial Screenings must be rmarked if patient needs to come back te complete physical and a date of
return must be entered.

> List member's Medi-Cal number, including county and aid codes. The member identification number

should be taken from the patient's Medi-Cal BIC card (10 digits).



