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_________________________________________________________                       _________________ 

                  PARTICIPANT NAME                                            DOB 

 

eBrief Potential Participant Evaluation Checklist 

Please check all that apply for this participant and fill in the individualized 
items prompted for each section.   

Having one or more of the following factors indicates that the participant could 
benefit from the use of eBrief and the solutions the system provides.   

This list is not all inclusive. 
 

Participant experiences:  

☐ ANY DIAGNOSIS of INCONTINENCE by a physician to include (definitions cited 

from CMS):   NOTE: ATTACH PROOF OF DIAGNOSIS (I.E. MEDICAL RECORDS, 
CERTIFICATE OF MEDICAL NECESSITY, OR A LETTER FROM PHYSICIAN) 

o Urge Incontinence-Sudden, strong urges to expel urine before or at time 
bladder is full.  Characterized by abrupt urgency, frequency and nocturia.  At 
times participant cannot make it to the toilet to void in these cases even if 
they can feel the need to void.  It is the most common form of incontinence in 
elderly participants. 

o Stress Incontinence-Allows leakage when pressure on the bladder is increased 
such as when sneezing, coughing, laughing, lifting, standing up, or climbing 
stairs. 

o Mixed Incontinence-This is the combination of urge and stress incontinence 
that is experienced by the participant.  Most common for women to 
experience this form of incontinence.   

o Overflow Incontinence- Associated with leakage when bladder has reached 
capacity and potentially distended.  This may include symptoms such as weak 
urine stream, hesitancy, intermittency, dysuria, nocturia, frequency, 
incomplete voiding, and/or frequent or constant dribbling.   

o Functional Incontinence-Loss of urine is characterized by external factors such 
as cognitive problems (confusion, dementia, unwillingness to toilet), physical 
weakness or poor mobility/dexterity (poor eyesight, arthritis, deconditioning, 
stroke, or contractures), medications (anti-cholinergics, diuretics), or 
environmental impediments (distance from toilet, poor lighting, low chairs 
hard to stand, physical restraints, and/or toilet is difficult to access) 
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o Transient Incontinence-Temporary or occasional incontinence for any cause.  
Some examples delirium, infections, atrophic urethritis, vaginitis, sedatives, 
hypnotics, diuretics, anticholinergic agents, increased urine production, 
restricted mobility, fecal impaction or constipation.  Considered transient 
when related to potentially improvable or reversible cause. 

☐Uses _________________________________________________ (type of incontinence 

products)  and ☐ is able to change themselves or is ☐  unable to change 

themselves without the ability to identify when a need for change occurs due to  

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

☐Unable to communicate needs (non-verbal, speech problem, confusion, 

dementia, other diagnosis impairing speech or communication) due to 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

☐History of skin breakdown from exposure to moisture specifically related to 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 

☐Dependent on staff for assistance to toilet/hygiene with voiding due to 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 

☐Could benefit from a voiding or toileting schedule/training program due to 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 
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☐Suffering from conditions (I.E. (diagnosis, medication, temporary 

condition/impairment, new location of toilet, anxiety with toileting) or utilizing 
medications that can cause incontinence (temporary or permanent) such as 
 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 

☐Frequent Urinary Tract Infections (I.E. incontinence, immobility, poor hygiene) due 

to 
_________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 

☐History of behaviors or incidents related to toileting such as 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

 

☐Sleep disruptions due to incontinence, oversleeping during the day that is not a 

participant preference, and/or conditions that typically can cause incontinence as 
evidenced by 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 
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Additional Notes on the above marked items: 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

 

NOTE: It is recommended that the care team meets to discuss the 
participants’ potential benefit with the eBrief system and can 
either attach or verify that the Individualized Service Plan or 
Care Plan has been updated to include the above need for 
eBrief and goals associated with it. 

 

This document can be used for submission to state agencies 

for potential authorization for reimbursement through the 

Medicaid Waiver programs on qualified individuals, along 

with our Statement of Recurring Charges and official 

quotes. 
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