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X0900: Reasons for Modification (cont.) 
• An item coding error includes any error made coding an MDS item (for exceptions when 

certain items may not be modified see Chapter 5), such as choosing an incorrect code for 
the Functional Abilities – Mobility item GG0170A, Roll left and right (e.g., choosing a 
code of “02” for a resident who requires supervision and should be coded as “04”). Item 
coding errors may result when an assessor makes an incorrect judgment or 
misunderstands the RAI coding instructions. 

Coding Instructions for X0900Z, Other Error Requiring Modification 
• Check the box if any errors in the prior record accepted into iQIES were caused by other 

types of errors not included in Items X0900A through X0900D. 
• Such an error includes any other type of error that causes a record accepted into iQIES to 

require modification under the Correction Policy. An example would be when a record is 
prematurely submitted prior to final completion of editing and review. Facility staff 
should describe the “other error” in the space provided with the item. 

X1050: Reasons for Inactivation  
The items in this section indicate the possible reasons for the inactivation request. Check all that 
apply. These items should only be completed when A0050 = 3, indicating an inactivation 
request. If A0050 = 2, indicating a modification request, these items should be skipped. 

 
Coding Instructions for X1050A, Event Did Not Occur 

• Check the box if the record accepted into iQIES does not represent an event that actually 
occurred. 

• An example would be a Discharge assessment submitted for a resident, but there was no 
actual discharge. There was no event. 

Coding Instructions for X1050Z, Other Reason Requiring Inactivation 
• Check the box if any errors in the record accepted into iQIES were caused by other types 

of errors not included in Item X1050A. 
• Facility staff should describe the “other error” in the space provided with the item. 
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X1100: RN Assessment Coordinator Attestation of Completion  
The items in this section identify the RN coordinator attesting to the correction request and the 
date of the attestation. 

 
Coding Instructions for X1100A, Attesting Individual’s First Name 

• Enter the first name of the facility staff member attesting to the completion of the 
corrected information. Start entry with the leftmost box. 

Coding Instructions for X1100B, Attesting Individual’s Last Name 
• Enter the last name of the facility staff member attesting to the completion of the 

corrected information. Start entry with the leftmost box. 

Coding Instructions for X1100C, Attesting Individual’s Title 
• Enter the title of the facility staff member attesting to the completion of the corrected 

information on the line provided. 

Coding Instructions for X1100D, Signature 
• The attesting individual must sign the correction request here, certifying the completion 

of the corrected information. The entire correction request should be completed and 
signed within 14 days of detecting an error in a record accepted into iQIES. The 
correction request, including the signature of the attesting facility staff, must be kept with 
the modified or inactivated MDS record and retained in the resident’s medical record or 
electronic medical record. 

Coding Instructions for X1100E, Attestation Date 
• Enter the date the attesting facility staff member attested to the completion of the 

corrected information. 

• Do not leave any boxes blank. For a one-digit month or day, place a zero in the first box. 
For example, January 2, 2011, should be entered as: 
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