
ity indicators/quality measures. 

It also affects your transmissions 

and the CMS survey process. 

Are there big changes in 

MDS 3.0??? 

You would think there are, but 

really, there are not. The   

changes are “back to the      

basics”. The RAI process has     

always required the conducƟng 

of interviews and direct commu-

nicaƟon with residents, family 

members, and staff members 

involved in each resident’s care. 

AddiƟonal structured interviews 

are added for the residents and 

staff members if the residents 

are not able to complete      

interview process. 

These interviews include the 

BIMS (Brief Interview for Mental 

Status) and PHQ9 (PaƟent 

Health QuesƟonnaire 9-item) 

for mood and behavior. There 

are also interviews for daily 

preferences, acƟvity preference 

(Con nued on page 2) 

The MDS 3.0 Roll Out! 

If you were around when MDS 

2.0 was released then you re-

member how  challenging it was 

to learn the new form and pro-

cess. This is  what  most of the 

clinicians and faciliƟes are say-

ing about MDS 3.0. It is ex-

pected that the transiƟon will 

have some bumps in the road 

but this is also an exciƟng Ɵme 

as we progress to something 

more comprehensive in captur-

ing resident condiƟons and 

needs. 

Healthcare providers and CMS 

have come a long way since the 

MDS form was developed in 

1988. The original MDS was first 

used in October of 1990. MDS 

2.0 began in April of 1995 and      

payment electronic submission 

began on June 22, 1998. Now 

here we are in 2011 and “We 

have come a long way baby!” 

Regardless of the changes over 

the years, the intent of the MDS 

has always been the same: to 

make sure nursing residents are 

receiving appropriate care,  that 

the providers are paid properly, 

and to give healthcare clinicians 

a tool to assess the status of 

their residents in order to    

develop a plan of care to      

opƟmize  each resident’s quality 

of life. 

Why change to MDS 3.0? 

The OBRA (Omnibus Budget         

ReconciliaƟon Act ) of 1987 is 

the Statutory & Regulatory basis 

for a Resident Assessment In-

strument (RAI), to provide a 

comprehensive, accurate,   

standardized, reproducible  

assessment of each resident’s 

funcƟonal capabiliƟes, and to 

help staff idenƟfy health     

problems. 

The MDS 2.0 is outdated and it 

is not consistent with current 

clinical pracƟces. The MDS 3.0 

has a new focus, new item sets, 

new assessments and new qual-

Under SecƟon Q nursing home 

residents who may not have 

previously been considered as  

candidates for community living 

are being reassessed. One of the 

key components of the MDS 3.0 

is to increase resident input and 

parƟcipaƟon in the assessment 

and care planning process.   

SecƟon Q has been revised to be 

person-centered and is designed 

to idenƟfy each resident’s goals 

and expectaƟons relaƟng to 

where she/he lives and whether 

she/he stays in the nursing 

home or transiƟons to other 

living situaƟons. Nursing      

faciliƟes are required to iniƟate 

a referral to a state designated 

Local State Agency (LCA) to  

provide the resident with     

informaƟon and explore the         

potenƟal for returning to the         

community.    

Section Q  
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“   Do you want 

to talk to 

someone about 

the possibility of 

returning to the 

community?” 

The MDS 3.0 Roll Out! —from page 1 

 MDS 3.0 Section S & California POLST 

 10 Things You Should  Know About Section Q  
1. Each resident should be mean-

ingfully engaged in his/her dis-

charge and transiƟon plan. 

2. If a resident answers “Yes” to 

the SecƟon Q 0500B quesƟon, “Do 

you want to talk to       someone 

about the possibility of returning 

to the                 community?”, then 

the nursing home is required to 

iniƟate care       planning and to 

make a referral to the designated 

LCA.                             

3. The LCA will respond to the 

resident by phone or in person 

and provide informaƟon to the 

resident about community living 

in each county to provide the 

resident with informaƟon about 

community-based services and 

supports. 

7. The nursing home conƟnues 

to be responsible for discharge 

planning as required by the 

state and federal regulaƟons. 

This includes a post-discharge 

plan of care, developed with the 

resident and his/her family, 

which is designed to assist the 

resident and discharge planning 

for the resident. 

8. The MDS 3.0 is to be used 
(Con nued on page 4) 

the Emergency Medical     

Services Authority (EMSA) 

California .     

In the State of California, the 

law requires that the orders in 

a POLST form be followed by 

health care providers. The law 

also provides immunity to 

those who comply with a 

POLST in good faith. 

When a resident has a POLST 

With the implementaƟon of 

MDS 3.0, California started to 

require the compleƟon of an 

MDS 3.0 SecƟon “S”. This sec-

Ɵon of the MDS  is specific to 

each state in the United States. 

California is using SecƟon “S” to 

collect  informaƟon regarding 

Physician Orders for Life  Sus-

taining Treatment (POLST). The 

POLST form was developed by 

form or Advanced DirecƟve 

then facility staff should   

review the POLST form and      

Advance DirecƟve to ensure         

consistency, and if necessary, 

work with the resident to 

update the forms appropri-

ately to resolve any conflicts.  

The POLST form does not 

replace Advance DirecƟves. 

(Con nued on page 4) 

expert commentary, long 

term care evidence- based, 

culture experts, and special 

studies. 

Many RAI Coordinators are 

overwhelmed by the number 

of item sets. Just take each 

item one step at a Ɵme. Once 

you are familiar with the MDS 

3.0 is will be easier and faster 

to complete accurately than 

the MDS 2.0. The MDS         

submission flow used to be 

from the facility to the state  

and then to CMS.  Now the 

submission goes from the 

facility to CMS to the state.  

Changes with which you need 

to become familiar include 

SecƟons M, O, S,  X, and Z, the 

new ARD  calculaƟons, End of 

Therapy and Start of Therapy 

calculaƟons  and CATs and 

CAAs 

CMS anƟcipated problems in 

transiƟoning to this process 

and they and their consultants 

are working  diligently to  

solve issues and have a work-

able system. 

and pain. 

These resident interviews 

allow you to obtain direct 

input and valued informaƟon 

from the resident’s desires, 

needs, wishes, abiliƟes, and 

how the resident wants such 

care delivered. 

The changes in the MDS 3.0 

are for each resident’s bene-

fit. It is truly a resident—

centered assessment tool. 

Other changes in the MDS 3.0 

are from the result of clinical 

C A L I F O R N I A  M D S  N U G G E T S        

services and supports.  

4. The LCA’s role is to provide 

Ɵmely informaƟon about choic-

es of services and supports in 

the community, and collaborate 

with the nursing facility to   

organize the transiƟon to         

community living. 

5. LCA’s may assist the resident 

and the nursing home in        

transiƟon planning to secure/

locate housing, home           

modificaƟons, personal care, 

and       community integraƟon. 

6. California has idenƟfied LCAs 
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On April 1, 2011, 

CMS revised its 

MDS 3.0 assess-

ment modifica-

Ɵon policy to prohibit nursing 

home and swing bed providers 

from revising an exisƟng MDS 

3.0 record to correct an event 

date or a reason for assess-

ment.  Instead, these providers 

must make these correcƟons 

by inacƟvaƟng the incorrect 

record in the Quality Improve-

ment and EvaluaƟon System 

Assessment Submission and 

Processing (QIES ASAP) system.  

A new MDS 3.0 record with the 

correct event date or reason for 

assessment must then be creat-

ed and submiƩed. Event date 

items on the MDS 3.0 include the 

following:  Assessment Refer-

ence Date - Item A2300; Entry 

Date - Item A1600; and Discharge 

Date - Item A2000.  The Reason 

for Assessment item on the MDS 

3.0 is item A0310.A – A0310.F, 

which includes the following 

types of assessments: 

 Federal Omnibus Budget 

ReconciliaƟon Act (OBRA) 

capture aƩestaƟons of all individuals 

compleƟng some porƟon of a parƟcu-

lar assessment.  

 

Also on February 1, 2011, CMS made a 

decision that the print format provided 

by jRAVEN for a MDS 3.0 assessment is 

acceptable for review in the nursing 

home survey process.  Providers do 

not need to provide printed copies of 

blank items on the MDS 3.0.  For those 

On February 1, 2011,  CMS revised 

its MDS 3.0 assessment formaƫng 

policy by issuing version 1.0.5 of  

jRAVEN, the CMS data entry soŌ-

ware applicaƟon that nursing home 

and swing bed providers use in col-

lecƟng, maintaining, and submiƫng 

MDS 3.0 assessment informaƟon.  

This version of jRAVEN allows users 

to add more signature lines to item 

Z0400 of the MDS 3.0 as needed to 

providers who uƟlize the services of a 

soŌware program other than jRAVEN, 

the printed copies of the MDS 3.0 are 

acceptable if they display the following: 

 The item idenƟfier; 

 The item descripƟon; 

 The item response; 

 The assessment reference and resi-

dent birth dates; and 

 IdenƟfiers including resident name.  

Changes to MDS 3.0 Assessment Formatting Policy 

Reason for Assessment; 

 ProspecƟve Payment System 

(PPS) Assessment; 

 PPS other Medicare Re-

quired Assessment – Other 

Medicare Required Assess-

ment (OMRA); 

 Is this a Swing bed clinical 

change assessments; 

 Is this assessment the first 

assessment (OBRA, PPS, or 

Discharge) since the most 

recent admission; and 

 Entry/discharge reporƟng. 

Finally,  on April 23, 2011, CMS 

“froze” QM data and the Five Star 

QM raƟngs currently on the Nurs-

ing Home Compare website for a 

period of six months.  The QMs 

displayed on Nursing Home Com-

pare since January, 2011,  reflect 

MDS 2.0 data submiƩed during 

quarters one, two, and three of 

2010, prior to the conversion to  

MDS 3.0 Impacts on Nursing Home Compare: 

MDS 3.0.  Historically, CMS has 

updated QM data each quarter.  

However, new MDS 3.0-derived 

QM data are not yet available for 

display, so CMS will retain the 

current QM scores and Five Star 

raƟngs unƟl October, 2011.  We 

anƟcipate that new MDS 3.0 QM 

data will be available in early 

2012.   

 

Each resident should be 
meaningfully engaged in 

his/her discharge and 
transition plan. 
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with all nursing home residents, 

regardless of payment source.  

9. The nursing home staff and the 

LCA are expected to work         

collaboraƟvely to implement   

transiƟon and discharge planning 

for the resident. 

10. The designated Local Agency 

for each County can be found at: 

hƩp://www.dhcs.ca.gov/services/

ltc/Pages/MDS3,/secƟon.aspx. 

 

You may also contact the          

DHCS California Point of Contact 

(POC), Therese Llanes, at  

SecƟonQPOC@dhcs.ca.gov or 

(916) 558-1770 if you require       

addiƟonal informaƟon. 

RESOURCES 

 Consumer Resources from CMS 

(Center for Medicare & Medi-

caid Services). 

 

 “Your Right to Get InformaƟon 

About Returning to the Commu-

nity Brochure”,      developed by 

CMS. It explains to the resident 

why they are being asked by the 

facility staff whether they want 

more informaƟon about the 

possibility of returning to the 

community. There is a place in 

Measures and CMS’s Five Star 

Quality RaƟng system. CMS is 

performing further analyses of 

the dash submission data.  

Meanwhile, please double check 

your use of dashes. Manual Up-

date  was revised and  the use of 

dashes should be rare.           

AddiƟonal info is here:  

hƩp://www.cms.gov/

NursingHomeQualityInits/

Downloads/

MDS30TheUseOfDashes.pdf 

 

The 2011 RAI User’s  released on 

The use of dashes in compleƟng 

MDS assessments: 

CMS has reviewed MDS 3.0    

submissions and found dashes 

were used in 40% of assessments. 

This does not only include dis-

charge assessments but also for 

QI items like pain, mood, and 

pressure ulcer on PPS and OBRA            

assessments. 

Excessive use of dashes can    

adversely impact the accuracy of 

Nursing Home Compare Quality 

6/2/11. You can access it at: hƩp://

www.cms.gov/

NursingHomeQual-

ityInits/45_NHQIMDS30TrainingMa

terials.asp#TopOfPage. 

 

For RUGs IV or SNF PPS QuesƟons 

and Concerns;    

hƩp://www.cms.gov/SNFPPS/ 

For other informaƟon such as    

vendor issues, technical quesƟons,  

bulleƟns, and quesƟon and an-

swers, conƟnue to use:   hƩps://

www.qtso.com/mds30.html 

An updated POLST form was    

developed by EMSA and took 

effect on April 1, 2011;    however 

any older POLST forms completed 

prior to April 1, 2011 remain acƟve 

and in effect. Residents do not 

have to complete new POLST 

forms. 

Quick links where you can learn 

more informaƟon about POLST: 

www.caPOLST.org  and 

www.CoaliƟonCCC.org. 

The CoaliƟon for Compassionate Care 

of California (CCCC) is a non– profit 

partnership of more than 95  regional 

and statewide organizaƟons 

prompƟng high quality, compassion-

ate end -of -life care for all Californi-

ans.  The CCCC provides leadership 

and oversight for POLST acƟviƟes in 

California with support from the Cali-

fornia Healthcare      FoundaƟon. 

Just remember that POLST is a volun-

tary form but SecƟon S of the MDS 3.0 

(Con nued on page 7) 

The California Department of  

Public Health released All Facility 

LeƩers (AFLs) 10-25, 10-42 and    

11-26.  These AFLs discuss the 

MDS and POLST and provide            

instrucƟons on how to code the 

POLST responses on the MDS, 

when applicable. It is important to 

remember, unƟl further noƟce, 

that each item in SecƟon S must 

have a response in order to avoid          

rejecƟon when you submit the file. 

 Section S & California POLST... continued from page 2 

MDS 3.0 Updates  

the back of the brochure for 

contact informaƟon for the long 

term care ombudsman pro-

gram; hƩp://

www.medicare.gov/

publicaƟons/pubs/pdf/11477/

pdf. 

 Your Discharge Planning         

checklist-created by CMS for       

individuals and their caregivers  

preparing to leave a hospital,     

nursing home, or other health 

care seƫng; hƩp://

www.dhcs.ca.gov/services/ltc/

Pages/MDS3,.secƟon.aspx. 
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Timing will be shortened for 

compleƟon and submission of 

OBRA required assess-

ments.  Chapter 2 of the MDS 

3.0 RAI Manual contains a 

chart with the RAI OBRA-

required Assessment Sum-

mary.  Facility coordinators will 

need to adjust to the new re-

quirement of scheduling assess-

ments ARD to ARD.  In addiƟon, 

facility Master Schedules must 

be reviewed and revised to ac-

commodate the new require-

ments. For example, the new 

assessment required for Death 

these MDS items triggered the 

CAA focuses your assessment 

and ensures that what triggered 

is assessed appropriately. There 

are 4 types of triggers that can 

change the focus of the CAA 

review.  

1.      PotenƟal Problems: These 

factors suggest the presence of a 

problem that warrants addiƟon-

al assessment and consideraƟon 

of a care plan intervenƟon. 

2.      Broad Screening Triggers: 

These factors assist you in idenƟ-

fying hard-to-diagnose prob-

lems. Because some problems 

are oŌen difficult to assess in the 

elderly populaƟon, certain trig-

gers have been broadly defined 

The Care Area Assessment (CAA) 

is the new “Resident Assessment 

Protocol” from MDS 2.0. 

The CAA process is a decision 

facilitator, which should lead you 

to a more thorough understand-

ing of the areas of concern trig-

gered by the MDS for further 

review. The CAA expands your 

assessment findings from the 

MDS, and then has you chart your 

thought process so it can be fol-

lowed by others. 

The first step in compleƟng a CAA 

is to idenƟfy what MDS items 

triggered the CAA and why. Using 

Chapter 4 of your RAI manual or 

using your MDS soŌware will 

help with this. Determining why 

and consequently may have a fair 

number of false posiƟves (i.e., the 

resident may trigger a CAA that is 

not automaƟcally representaƟve of 

a problem for the resident). 

3.      PrevenƟon of Problems: These 

factors assist staff in idenƟfying 

residents at risk of developing par-

Ɵcular problems. 

4.      RehabilitaƟon PotenƟal: These 

factors are aimed at idenƟfying 

candidates with rehabilitaƟon po-

tenƟal. 

Use the triggers and your criƟcal 

thinking skills to “work the CAAs” in 

order to help you have the best 

assessment for each resident  and 

thereby the best care you and your 

facility staff can provide. 

level as (3) extensive assistance .  

The excepƟons are as follows:  

(4) Total dependence –the acƟvity 

must require full assist every Ɵme. 

(8) AcƟvity did not occur –the acƟvity 

must not have occurred at all.  

When an acƟvity occurs at various 

levels, but not three Ɵmes at any giv-

en level, apply the following rule:  

When there is a combinaƟon of full 

staff performance and extensive assis-

tance, code (3) extensive assistance . 

When there is a combinaƟon 

of full staff performance, 

weight-bearing assistance and/

or non-weight-bearing assis-

tance, code (2) limited assis-

tance.    

If none of the above are met, 

code (1) supervision.  

InstrucƟons for the Rule of Three:   

When an acƟvity occurs three 

Ɵmes at any one given level, code 

that level.  

 When an acƟvity occurs three 

Ɵmes at mulƟple levels, code the 

most dependent.  

For example: If a resident requires 

(3) extensive assistance three 

Ɵmes and (2) limited assistance 

three Ɵmes then you code the 

 An MDS Golden Rule—The Rule of Three 

Care Area Assessments (CAAs) 

in facility (non-comprehensive) 

must be completed no later than 

7 calendar days from the 

event.  This MDS assessment 

must then be transmiƩed no 

later than 14 days from the 

event (death).   

Coding levels of care in column 
one and column two in MDS 
3.0 Section G does not differ 
from coding on the MDS 2.0. 
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A major change in the way nursing 

faciliƟes submit MDS 3.0 records was 

to take place in June. We are sƟll 

awaiƟng final informaƟon. Watch this 

website: 

hƩps://www.qtso.com/cmsnet.html  

For informaƟon regarding the “NoƟce: 

H@ Login Procedure Changing” an-

nouncement.  As of 6/29/11 it says:  

CMS is transiƟoning the CMSNet con-

necƟvity from AT&T to Verizon. This 

transiƟon will affect your h@ login ID 

and will streamline the steps to con-

nect. Your login ID for all other ac-

counts (CASPER Login ID and State 

Login ID) will not be affected. 

required because the Admission 
assessment was not completed 
during the resident’s prior stay. If 
the resident was conƟnuing in a 
Medicare Part A stay, a Medicare 
Return/Readmission (A0310B = 06) 
would need to be completed, prob-
ably best done in combinaƟon with 
the Admission assessment. Even if 
the resident’s condiƟon seems to 
indicate that she might need a Sig-
nificant Change assessment, the 
Admission assessment must be 
done first since no comprehensive 
assessment has been completed. 
Q. What is the appropriate entry in 
A2400C End Date of Most Recent 
Medicare Stay if a resident in a Part 
A stay must return to the hospital? 
A.The Discharge Date (A2000) 
would be entered in A2400C on 
the Discharge Return AnƟcipated 
assessment. If the resident 
returned in a Part A stay, the date 
of reentry would be coded at 
A2400B Start Date of Most Recent 
Medicare Stay. (p. A-25-27). 
Q. DocumentaƟon is required for 
every shiŌ to support a posiƟve 
entry at M1200A Pressure Reducing 
Device – chair. How 
should this be handled for shiŌs 
when the resident is not in the 
chair, e.g., 11 – 7? 
A. DocumentaƟon in the record 
should be complete and consistent. 
Use your facility policy for charƟng 
that an event did not occur, e.g., 
enter NA for Not Applicable, circled 

iniƟals, etc. 
Q, Must there be documentaƟon eve-
ry shiŌ for a Turning/ReposiƟoning 
program (M1200C)? 
A. There are several requirements to 
support a turning/reposiƟoning pro-
gram in the RAI Manual on page M-
33:“Includes a consistent program for 
changing the resident’s posiƟon and 
realigning the body. “Program” is de-
fined as a specific approach that is 
organized, planned, documented, 
monitored and evaluated based on an 
assessment of the resident’s needs.” 
The program must be specific as to 
the approaches for changing the resi-
dent’s posiƟon and realigning the 
body including the specific interven-
Ɵon and frequency. Progress notes, 
assessments, and other documenta-
Ɵon should support that the program 
is monitored and reassessed to deter-
mine the effecƟveness of the inter-
venƟon. In addiƟon, the same federal 
regulaƟon (42 CFR 483.25(c)) that was 
discussed on the teleconference in 
relaƟon to pressure-reducing devices 
also applies to this item: There must 
be evidence that the intervenƟon was 
implemented and monitored consist-
ently over Ɵme and across all shiŌs. 
 
In short, though documentaƟon of 
every shiŌ is a requirement, there are 
many other pieces that must be put in 
place to support a turning/posiƟoning 
program. 

 RAI and MDS Q & A’s 

The CMSNet migraƟon will be com-

pleted by the end of CMS’ Fiscal Year 

2011. A migraƟon schedule for pro-

viders will be posted as soon as it be-

comes available. In the meanƟme, 

conƟnue to connect as normal unƟl 

further instrucƟons are posted. 

Q: Is it all right to do the inter-
views aŌer the ARD? Personnel 
may not be available if the ARD is 
set, e.g., on a Sunday. 
A: Any data gathered aŌer the 
ARD may not be recorded on the 
MDS. The resident interviews 
must be done during the look-
back period. It is strongly recom-
mended that some be done on 
the ARD or the day before, but 
this is not an absolute require-
ment. In this situaƟon, the inter-
views could be done on the Fri-
day prior to the ARD. Even beƩer, 
personnel who are working on 
the weekend could do the inter-
views. It is not required that they 
be done by the RNAC. 
Q. How should the interview 
items be handled on the dis-
charge assessment when the resi-
dent is sent to the hospital in an 
emergency situaƟon? 
A. The various resident interview 
items should be dash-filled. Do 
not do the staff interviews as a 
subsƟtute. 
Q. What MDS records need to be 
completed on the resident’s 
return if the resident was hospi-
talized aŌer a 5-day/Return an-
Ɵcipated discharge were com-
pleted? What should the re-
sponse be in A1700 on her/his 
reentry? 
A. The first record would be an 
Entry tracker (A0310F =01) 
with A1700 = 1 Admission. This is 

Changes are hard but changes 
can also be a good thing. 



home may combine the admission    
assessment with the discharge    assess-
ment when applicable. 
Q- A resident had a prior Discharge  
Assessment completed that indicated 
the resident was expected to return, 
then we learned that resident would 
not be returning to the facility. Is it 
necessary to inacƟvate the assessment 
to a discharge return not anƟcipated? 
A-There is no Federal requirement for 
inacƟvaƟon of resident’s record nor to 
complete another discharge assess-
ment. This may be a state specific re-
quirement and the State of California 
does not  require this. 
Q– When transferring a resident to 
another SNF should the sending facility 
include a copy of the most recent MDS 
with transfer paperwork? 
A-Page 2-5 of the RAI Manual states 
as the first point under Resident Trans-
fers: "When transferring a resident, the 
transferring facility must provide the 

is mandated by the State of California. 

MORE MDS Q&A’s 
Q—If the resident does not have a POLST 
what would be the response to secƟon 
S0940A? 
A—You would code “0” which means “No” 
if a POLST is not available in the resident’s 
chart.  
Q– If the resident has a POLST and an Ad-
vance DirecƟve (AD), which one would the 
facility follow? 
A-The most recent and updated AD. Facili-
Ɵes should make sure each resident's AD 
coincides with the POLST form. 
Q– If the resident has both an advanced 
direcƟve and a POLST how do you answer 
SecƟon H? 
A-Answer the quesƟon as stated, i.e. Is Ad-
vance DirecƟve available &  reviewed?              
Q– What do you do for a resident who goes 
in and out of the facility on a frequent basis 
and a return is expected within 30 days? 
A-This status sƟll requires an Entry Tracking 
Record each Ɵme the resident returns to 
the facility and a discharge assessment each 
Ɵme the resident is discharged. The nursing 

new facility with necessary medical rec-
ords, including appropriate MDS assess-
ments, to support the conƟnuity of 
care." It’s not only a good idea to in-
clude a copy of the most recent MDS, 
it's a requirement! On the same page, it 
states “The admiƫng facility should look 
at the previous facility’s assessment in 
the same way they would review other 
incoming documentaƟon about the resi-
dent for the purpose of understanding 
the resident’s history and promoƟng 
conƟnuity of care. However, the ad-
miƫng facility must perform a new Ad-
mission assessment for the purpose of 
planning care within that facility to 
which the resident has been trans-
ferred.” 
 

Please send your quesƟons to:  

mdsoasis@cdph.ca.gov 

Phone : (916) 324-2362 

 

We strive to get back to you within 

3 working days when we are in the 

office. 

 

Send your questions and ideas for this newsletter to: 
State RAI Educational Coordinator: (for RAI/MDS questions) 
Susana Belda, RN, HFEN 
 
OR 
State Automation Coordinator (for Software/IT/Technical 
questions) 

Janet Lynd,  Data Processing Manager 
 
 Phone: (916) 324-2362 or  
              (800)-236-0747 
Fax: (916)552-8965 
E-mail: mdsoasis@cdph.ca.gov 
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