[bookmark: _GoBack]Skill RN QA/Report submitting Non-Clinical Check List
The purpose of this Check List is helping the internal staff to check the quality and compliance after the Skill RN submit the report. It is designed to help and prepare the audit progress.

Skill visit – Initial Assessment include as follow:
· General info 
· Patient’s name need to match in all pages
· Patient information need to be fill out correctly
· RN need to sign at the right place
· Initial Assessment Report – 9 pages
·  all question need to be answered in the report; make sure “Assessed, no problem identified” is checked if no other answer were applied.
· make sure Emergency Priority Code/ “must cover” level is checked
· Nurse’s supervisory visit report – 1 page
· MD visit Date need to be checked and dated corrected; 
· TAL info required 
· PAIN RATING SCALE – 1 page
· Number of scale need to choose from 0-10
· RN need to sign the page
· Medication Profile – 1 or more pages
· Pharmacy and Physician info need to fill out
·  list all the medication pt is current taking
· Evaluation of Performance & Competency Skill Review – 1 page:
·  Performance Goals/Time frame for achievement need to write in details, no exception
· make sure RN check all the box or put N/A if the answer is not applicable
· Plan of Care (POC) – 1 page:
· Circle the task pt needed
· Each task should  have frequency
· frequency either stated in detail or “as directed by patient”; 
· GOALS need to be filling out.
· Mental Status, Allergies, Diet, Fluid, Equipment, Safety  precautions need to match with the initial report
· Service Consent/Statement of Service and Charges – 2 pages
·  need to signed and dated by RN and patient.
· Service type, Frequency, Hourly Fee, Weekend/Holiday Fee, Insurance Coverage, Patient’s Financial Responsibility need to be filled out
· Bill of Rights – 2 pages 
·  need to signed and dated by RN and patient.
· Consent for the Release of protected Health Information (PHI) – 1 page 
· patient info and Xincon info need to be filling out.
· Healthix form – 1 page 
·  patient signed and dated
· Medical Order (MO) 
· all per-dim RN need to submit per-dim MO
· all the information need to match with the report (patient diet, mental status, safety measures etc.)
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Bathroom Safety Assessment
[Skid resistant mats n place?

[Grab bars, b bench in place”

[Elecic sppliances away Fom ibabower?
Home Safety Assessment Yes  No

[Proper storage or handling of food?

[Adequate heatcooling ventilafion and Eghi?

[Scater rugs secured?

[Adequate space for care?

[Fooms free for clufer and object it Fpalr mObiy?

FireEmergency Safety Assessment Yes Mo
[ Stk detectors present and working on each level of the home?

[Rnowledzesble n accessing emergency assistance?

[Plamed escape route rom all ooms of e home”

[Stoking safery guidelmes followed?

[Fss Emergency preparedoess Eif and/or xita medicaions supplies?

[Fss Emergency plan  event of dsnpiion of services?

Emergency Doty Code: check one
1 Level 1- High Priority - needs uninterrupted services. Must have care. In case of disaster every possible effort mmst be.
‘made to provide services o this patient.

7] Level 2- Moderate Priority. - Services for patients at thi level may be postponed with telephone contact.
‘A caregiver can provide basic care uatilthe emergency sifuation can improve

7] Level 3- Lo Priority. - This patient may be stable and has access to informal resources fo help them. They can safely
‘miss a scheduled visit with basic care provided safely by family or other informal supports or by the patient themselves
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Nurse's supervisory visit report
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. Follo standara precautions infection contra practcs: Ove O

. Maintias clean, st and sty emviromment: Ove O

. Supporsclint's Right's Respectfor privacy Ove O

(7. Demonstrates competence in providing care: DOves Ove.

. Follow writen Plan of Care: Cve O
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SIRCON FOWE HEALTR CARE SERVICES TNC.

PERSONAL CARE AIDE/HOME HEALTH AIDE PLAN OF CARE

PT. Name: ‘Address
Tl Tives Alone :OYesO No_Other: Sex: OM O F_pets: OvesO Mo
Emergency Contacts Home Phone: Work Phone:

TASK /ACTIVIES [SANTRAX TASK ] JPRPGUENEY |24 HOUR ON-CALL 212 560-9218 ASK FOR NURSE

1. Personal Care

[OCall 911 for emergency severe bieeding,chest pan or

Shower: Bed (18] Tub [15] Shower [16]

<hortness of beath; O loss of consciousness.

Halr Care Shampoo [21] Comb/brush [21]

Satety: Call agency immediatly i there s  change inthe

Shave (23] Nal care (DO NOT CUT 241

patient conditions; fall oris injured.

Oral Rygiene/Mouth Care [13] Denture [15]

Other/Patient Specific ssues:

[Skin Care 3]0 Lotion OGther

oot Gare [20]

Dressing 27]:OTotal O Aesit

[eals (58] OBF Olunch_Ooinner

AsisFeed Patient 57

Ambuation 42]: Assist-OCane Owalker

Transfer (43]; O Bed_OChair

ROM Turn Q2Hours (48]

fuicoalsiaws Onier Ooriented O confused Orarzetfu

Ostomy [641/ Catheter (48] Longusge EngishO SpanishO Chinese Other
it Dressing Change _[63] Alergis:

Medication (60 O ssist ORemind

"Observe/Report Physical (95 Mental 53] et Type:

ecord Intake (69 Output (4HA ONLY) 70]

Record Temperature [30]

Record Weight (HHA ONLY) 35]

Toeting Tollet (25] =

‘Commode Urinal/pedpan [26] restictions:

ncontinent Bowel Badder Diapers [26] encourage:

Bladder traiing (26) Bowe Trainig [26]

supplements

Exercise program (Rs per P nst) (451

[EQUIPMENT-OW/C OHoyer Lift Orospial 5040 Gane

11 HOUSEHOLD /Kitchen

b Walker O Shower Chair©_ commde O pers Other

Tght Dusting [60] Wet Mop (601
Light Vacuuming [80)

Onygen Dher

Bathoom (80] patient Area 601

Safety Consderation/precautions: Bleeding Precautons

Clean Stove (80]_Gean Refigerator (801

Seizure recautions; Oxygen Precaution; OFallPrecaution
H/0Falls Oves O No

Tinen Change (82] Laundry (82]

firitations/ Adaptive equpment

Shoppng/Errands (811 frson
Escortto Appointment (83] bicarine

brobiiey

buo restrictions _other:
‘Advance DirectivelDNA]: G Yes O No Specal nstructons

pioityCode O1_02 O3
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REVIEW OF POC/DATE REVIEW OF POC/OATE





