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	HOME HEALTH AGENCY (HHA) – CLINICAL RECORD REVIEW
For State-Licensed (DHS 133) / Federally-Certified (42 CFR 484) HHAs

	Name – HHA 
[bookmark: _GoBack]     
	Location
     
	License No.
     
	CCN
     

	Name – Surveyor 
     
	Surveyor ID No.
     
	Date – RR
     
	Time – RR
     
	RR Cert Period
     
	Date – HV
     

	Name – Patient 
     
	Confidential ID No.
     
	Date – Referral 
     
	Date – Start of Care (SOC)
     

	Payor Source
|_| Medicare     |_| MA     |_| VA     |_| Private Ins.
	|_| Open    |_| Closed
	Date – Discharge     |_| N/A                         
                    

	Primary / Secondary Diagnoses
     
	Discipline(s) Ordered (Circle.)
SN    PT    OT    SLP    MSW    Aide

	State 
	Fed 
	Regulation Guidelines – State and Federal Level 1 Standards
	Y
	N
	N/A
	Comments


             
	
	
	Patient Rights – 133.08 / 484.50
	
	
	
	

	T141
	G434
	Written acknowledgement of acceptance; to be informed about and to consent to or refuse care in advance of and during treatment, where appropriate, with respect to:
· Completion of all assessments
· Care to be furnished, based on the comprehensive assessment
· Establishing and revising the plan of care (POC)
· The disciplines that will furnish the care
· The frequency of visits
· Expected outcomes of care, including patient-identified goals and anticipated risks
· Any factors that could impact treatment effective ness 
· Any changes in the care to be furnished
	
	
	
	

	T149
	
	Complaint Form F-62069
	
	
	
	

	T150
	
	Acceptance and Discharge – 133.09 / 484.60
	
	
	
	

	T152
	
	Service Agreement – Signed with services, fees, and charges identified
	
	
	
	

	T153
	
	Discharge of Patient – Written notice (See T154 – T160.)
	
	
	
	

	T161
	G476
	Patient right to file complaint and investigation of complaints 
	
	
	
	

	T162 / T245
	Discharge summary within 30 days
	
	
	
	

	T168
	
	Referrals – 133.11 / 484.60  Appropriate referrals made
	
	
	
	

	
	
	Coordination with Other Providers – 133.12 / 484.60
	
	
	
	

	T169
	
	Conferences with other agency/providers/appropriate referrals made
	
	
	
	

	T170
	G590
	Emergency Notification – 133.13 / 484.60 MD aware of changes
	
	
	
	

	T231
	G1008
	Medical Records – 131.21 / 484.110
	
	
	
	

	T237
	G1010
	Content – Record must include the following:
	
	
	
	

	T237
	
	· Patient ID information
	
	
	
	

	T238
	G1012
	· Appropriate (hospital) information; required items in clinical record
	
	
	
	

	T238
	G1012
	· Current comprehensive assessment; clinical notes
	
	
	
	

	T240
	G1012
	· Plan of care 
	
	
	
	

	T241
	G1012
	· Physician orders
	
	
	
	

	T242
	G536
	· Medication list and patient instructions
	
	
	
	

	T243
	G1014
	· Progress notes with services, condition, goals G1016, and progress
	
	
	
	

	T244
	
	· Summaries of review of POC
	
	
	
	

	T246
	
	· Form of entries
· Entries are legible
	· Entries are permanently recorded
· Entries are authenticated with name and title
	
	
	
	

	
	
	Plan of Care – 133.20 / 484.60
	
	
	
	

	T224
	G572
	Requirement – Plan developed within 72 hours in consultation with physician, patient, contractual provider (signed within 20 working days)
	
	
	
	

	T225
	G574
	Contents – Goals measurable; time-specific with benchmark dates
	
	
	
	

	T226

	G574
	POC complete and accurate (includes methods / discipline):
· All pertinent diagnoses
· Patient’s mental, psychosocial, and cognitive status
· Types of services, supplies, and equipment required
· Frequency and duration of visits to be made
· Prognosis
· Rehabilitation potential
· Functional limitations
· Activities permitted
· Nutritional requirements
· All medications and treatments
· Safety measures to protect against injury
· Description of patient’s risk for ER visit and hospital re-admission and all interventions to address underlying risk factors
· Patient / caregiver education and training to facilitate timely discharge
· Patient-specific interventions and education; measurable outcomes and goals identified by the HHA and patient
· Information related to any advance directives
· Any additional items the HHA or MD choose to include
	
	
	
	

	T227
	
	Review of plan – MD review at least every 60 days
	
	
	
	

	
	
	MD notified of changes in condition
	
	
	
	

	T229
	G580
	Drugs and treatments provided per order; T.O. signed by MD within 20 days; only as ordered by a physician
	
	
	
	

	
	G582
	Influenza and pneumococcal vaccines
	
	
	
	

	T171
	
	Skilled Nursing – 133.14 / 484.55 and 484.75 Skilled Professionals
	
	
	
	

	T172
	G510 / G512
	Initial evaluation visit with complete assessment
	
	
	
	

	
	G514
	RN performs initial assessment
	
	
	
	

	
	G518
	Completion of the comprehensive assessment
	
	
	
	

	
	G520
	Five calendar days after start of care
	
	
	
	

	
	G522
	Eligibility for Medicare Home Health Benefit
	
	
	
	

	T173
	G544
	Re-evaluations of patient needs; update of comprehensive assessment
	
	
	
	

	
	G548
	Within 48 hours of the patient’s return
	
	
	
	

	
	G704
	Standards – Responsibilities of skilled professionals
	
	
	
	

	T174
	G708
	POC – Initiates, revises, develops, evaluates
	
	
	
	

	T175
	G710
	Provides services requiring specialized care and services in the POC
	
	
	
	

	T176
	G524
	Initiates preventative and rehab procedures; therapy eligibility
	
	
	
	

	T177
	G716
	Clinical / progress notes; preparing clinical notes
	
	
	
	

	T178
	G718
	Reports changes to MD; communication with physicians
	
	
	
	

	T179
	G712
	Arranges for counseling; patient, caregiver, and family counseling
	
	
	
	

	T180
	
	Participates in in-service programs for agency staff
	
	
	
	

	T181
	G714
	Supervises and teaches other personnel; patient and caregiver education
	
	
	
	

	
	
	Practical Nursing – 133.14 / 484.75
	
	
	
	

	T183
	
	Duties clearly delegated; supervision evident
	
	
	
	

	T184
	G706
	Coordination with other disciplines; interdisciplinary assessment of patient
	
	
	
	

	
	
	Home Health Aide Services – 133.17 / 484.80
	
	
	
	

	T192
	
	Services given in accordance with plan of treatment (POT)
	
	
	
	

	T200
	
	Duties – Report changes in condition
	
	
	
	

	T201
	
	Completes appropriate records
	
	
	
	

	T202
	G798
	Assignments – Written instructions per RN / therapist; updated Q60D
	
	
	
	

	T193-199
	Duties performed as assigned
	
	
	
	

	T214
	G808
	Supervisory Visit – Skilled patient every 14 days
	
	
	
	

	T215
	G814 
	Supervisory Visit – Non-skilled every 60 days
	
	
	
	

	T186
	G728
	Therapy – 133.15 / 484.75    PT, OT, ST
	
	
	
	

	
	
	MSW – 133.16 / 484.75                      
	
	
	
	

	T187 - 191
	PT – T187     OT – T188     ST – T189     MSW – T191
	
	
	
	

	
	
	Evaluation and therapy plan developed in consultation with MD
	
	
	
	

	
	
	Coordination between RN, therapist, MSW
	
	
	
	

	
	
	Progress note after each visit
	
	
	
	

	
	
	Summary report and recertification every 60 days
	
	
	
	

	ALWAYS  DOUBLE  CHECK  CITATION  REFERENCES.





