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A1600: Entry Date 

 
Item Rationale 

• To document the date of admission/entry or reentry into 
the facility. 

Coding Instructions 
• Enter the most recent date of admission/entry or reentry 

to this facility. Use the format: Month-Day-Year: XX-
XX-XXXX. For example, October 12, 2010, would be 
entered as 10-12-2010. 

• In the case of an interrupted stay, the return date (i.e., date of continuation of Medicare 
Part A stay in the same SNF) is entered in A1600 using the format above. 

A1700: Type of Entry 

Item Rationale 
• Captures whether date in A1600 is an admission/entry or reentry date. 

Coding Instructions  
• Code 1, admission: when one of the following occurs: 

1. resident has never been admitted to this facility before; OR 
2. resident has been in this facility previously and was discharged return not anticipated; 

OR 
3. resident has been in this facility previously and was discharged return anticipated and 

did not return within 30 days of discharge. 
• Code 2, reentry: when all three of the following occurred prior to this entry; the 

resident was:  
1. admitted to this facility, AND  
2. discharged return anticipated, AND 
3. returned to facility within 30 days of discharge. 

DEFINITION 

ENTRY DATE 
The initial date of admission 
to the facility, or the date the 
resident most recently 
returned to your facility after 
being discharged. 
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A1805: Entered From 

 

Item Rationale 
• Knowing the setting the individual was in immediately prior to facility admission/entry or 

reentry informs the delivery of services and care planning that the resident receives 
during their stay and may also inform discharge planning. See the Glossary and Common 
Acronyms in Appendix A for additional descriptions of these settings. 

• Demographic information. 

Steps for Assessment 
1. Review transfer and admission records. 
2. Ask the resident and/or family member, significant other, 

and/or guardian/legally authorized representative. 

Coding Instructions 
Enter the two-digit code that best describes the setting the 
resident was in immediately preceding this admission/entry or 
reentry. 

• Code 01, Home/Community: if the resident was 
admitted from a private home, apartment, board and 
care, assisted living facility, group home, transitional 
living, or adult foster care. A community residential 
setting is defined as any house, condominium, or 
apartment in the community, whether owned by the 
resident or another person; retirement communities; or 
independent housing for the elderly. 

• Code 02, Nursing Home (long-term care 
facility): if the resident was admitted from an 
institution that is primarily engaged in providing 
medical and non-medical care to people who have a 
chronic illness or disability.  

DEFINITIONS 

PRIVATE HOME OR 
APARTMENT 
Any house, condominium, or 
apartment in the community 
whether owned by the 
resident or another person. 
Also included in this category 
are retirement communities 
and independent housing for 
the elderly. 
BOARD AND CARE/ 
ASSISTED LIVING/ 
GROUP HOME 
A non-institutional community 
residential setting that 
includes services of the 
following types: home health 
services, homemaker/ 
personal care services, or 
meal services. 


