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This guide covers the what, when, why, and how of the many required ICF/MR assessments. This guide gives practical 
information that will assist an agency/facility understand what is needed to stay in compliance with state and federal 
regulations governing the Medicaid ICF/MR program and will help ICF/MR staff to become more knowledgeable about 
the required assessments. 

 Why assessments are important  
 What happens with new admissions  
 What makes a good assessment  
 What ICF/MR regulations require  
 Common questions  
 Assessment forms- including sample forms 

ANCOR members: $55; non-members: $85 
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