HOME HEALTH | STAFF EDUCATION

Admission Nurse and

Sign-Up Package Training

Start-of-care visit and bilingual sign-up package
Admitting RNs, therapists, and intake staff

THIS TRAINING INCLUDES

Eligibility, homebound status, acceptance to service

Identity, legal representative, dementia and ALF

Client Information Handbook and required notices

Rights, HIPAA, OASIS, Al disclosure, advance directives
Client Service Agreement Sections 1 and 2

Safety education and D1-D4 emergency plan

Intake forms, documentation, final quality check

Sample Agreement, Bill of Rights, Emergency Plan, and more
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Post-test, training record, certificate
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Admission and Sign-Up Package Staff Education Program

HOW TO USE THIS TRAINING

The admission (start-of-care) visit is the patient’s first experience with the Agency and the moment the legal
relationship begins. In one visit the admitting clinician must verify identity and authority, explain the Client Information
Handbook, obtain informed consent on the Client Service Agreement, deliver the required notices, teach safety,
classify the patient on the Emergency/Disaster Plan, and complete the clinical intake forms — accurately, without
pre-selecting the patient’s choices, and in a language the patient understands.

This training consolidates the Agency’s Admission Staff Training, Admission Professional Staff Training, and the
bilingual (English/Spanish) Sign-Up (SU) Package into one program. It follows the Medicare Home Health Conditions
of Participation (42 CFR 484.50, 484.55, 484.60, and 484.102), Advance Directive rules (42 CFR 489.102), HIPAA,
Section 1557 language access, and Florida home health agency requirements (Chapter 400 Part I, F.S., and 59A-8,
F.A.C)).

OBJECTIVES
After this training, the participant will be able to:
1. Confirm eligibility, homebound status, and the Agency'’s ability to meet the patient’s needs before admission.

2. Verify the patient’s identity and the legal authority of any representative, including patients with dementia or living
inan ALF.

3. Explain each section of the Client Information Handbook and deliver the required notices: rights, HIPAA, OASIS
privacy, Privacy Act, Al disclosure, and advance directives.

4. Complete the Client Service Agreement (Sections 1 and 2) correctly, including one payer, services and frequency,
and one patient signature.

5. Teach medication, oxygen, fall, home, and infection safety and classify the patient D1-D4 on the
Emergency/Disaster Plan.

6. Complete the clinical intake forms and perform the final quality check before leaving the home.

RNs and therapists who admit All modules; post-test; Training Record; observed 2 hours
patients admission
Intake, scheduling, and QA staff Parts 1, 3, and 6; post-test; Training Record 1 hour

Completion: at orientation, before the first independent admission, and every year. Passing score: 80%. New
admitting clinicians complete at least one admission observed by the Clinical Manager or designee.

THE ADMISSION VISIT AT A GLANCE

What the clinician does

1. Prepare Review the referral, orders, and face-to-face; confirm the Agency can meet needs; bring
a complete SU package; arrange an interpreter

2. ldentify Introduce yourself with your ID badge; verify the patient with two identifiers; identify any
legal representative

3. Orient Review the Client Information Handbook: services, hours, 24-hour on-call, 911

4. Rights and notices Rights, complaints and hotlines, HIPAA, OASIS privacy, Privacy Act, Al disclosure,
advance directives

5. Plan and payment Services, discipline frequencies, supervision, payer, and charges
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Admission and Sign-Up Package Staff Education Program

What the clinician does

6. Safety education Medications, oxygen, falls, home safety, infection control, D1-D4 emergency plan

7. Consent and Client Service Agreement Sections 1 and 2; representative information when applicable
signatures

8. Quality check Review every page, leave copies and the handbook, document the visit

MODULE 1 - PURPOSE AND REGULATIONS

initial visit
5 d ay s Can we meet

this need?
comprehensive

PATIENT RIGHTS: INFORM AND PROTECT ASSESSMENT TIMEFRAMES ACCEPTANCE-TO-SERVICE POLICY
Patient rights Timeframes Acceptance to service
Inform before care begins Initial visit and comprehensive Admit only if needs can be met
assessment
42 CFR 484.50 — Patient rights Give written notice of rights and responsibilities, transfer/discharge policies,

and the State hotline at the initial evaluation visit, before care begins; give
verbal notice in the patient’s primary language no later than the second skilled
visit; inform about expected charges and payer responsibility

42 CFR 484.55 — Comprehensive | Initial assessment visit within 48 hours of referral or return home, or on the
assessment physician-ordered start-of-care date; comprehensive assessment with OASIS
within 5 days after start of care

42 CFR 484.60 — Care planning Services follow orders and an individualized plan of care; the patient
participates in developing the plan

42 CFR 484.102 and 489.102 Emergency preparedness (individual emergency plan); advance directive
information and documentation

HIPAA, Section 1557, ADA Notice of Privacy Practices; free language assistance and auxiliary aids; no
discrimination

Florida (Ch. 400 Part lll; 59A-8) Service agreement, patient rights, abuse reporting, emergency management
plan with priority classification
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Admission and Sign-Up Package Staff Education Program

MODULE 2 — ELIGIBILITY, HOMEBOUND STATUS, AND ACCEPTANCE

gt ©

Homebound

ELIGIBILITY AND HOMEBOUND

Homebound
Leaving home is a taxing effort

* Physician-directed care: the patient is under the care of a physician or allowed practitioner who orders and
periodically reviews the plan of care, and needs intermittent skilled nursing, physical therapy, speech-language
pathology, or continuing occupational therapy.

» Face-to-face encounter: related to the primary reason for home care, performed within 90 days before or 30
days after the start of care and documented by the certifying practitioner.

« Homebound — Criterion 1 (one of): needs supportive devices, special transportation, or another person'’s help to
leave home because of illness or injury; or leaving home is medically contraindicated. Criterion 2 (both): a normal
inability to leave home and leaving requires a considerable and taxing effort. Infrequent, short absences (medical
care, adult day care, religious services, a barber, a special family event) do not end homebound status.

» Acceptance to service: admit only when the Agency can safely meet the patient’'s needs in the home with
available staff, services, and equipment. If not, do not start services; notify the Clinical Manager, inform the patient
and physician, and help with referral.

* Medicare pays only one home health agency for an episode — ask whether the patient is receiving home health
from another agency (CSA Section 1).
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MODULE 3 — PREPARING, IDENTITY, AND THE LEGAL REPRESENTATIVE

& ¢ G
O

INTRODUCE AND VERIFY IDENTITY VERIFY THE REPRESENTATIVE FREE INTERPRETER SERVICES
Introduce and verify Representative Interpreter
ID badge; two identifiers Verify legal authority Arrange before the visit

» Before the visit: review the referral, orders, diagnoses, face-to-face, payer, and caregiver information; confirm the
Agency can meet the needs; bring a complete SU package in the patient's language (English/Spanish) with the
cover sheet listing the assigned nurse, aide, therapist, and physician; plan for a qualified interpreter or auxiliary
aids.

* At the door: introduce yourself by name, title, and Agency; show your photo ID badge; verify the patient with two
identifiers (full name and date of birth) against the referral; ask whether the patient has a legal representative.

e Legal representative: a court-appointed guardian, health care surrogate or proxy, durable power of attorney for
health care, or a person appointed on CMS-1696 (Appointment of Representative). Ask for and copy the
document; record name, relationship, phone, and the reason the patient cannot sign.

- Dementia or cognitive impairment: a diagnosis of dementia alone does not mean the patient lacks capacity.
Explain in simple terms, involve the patient as much as possible, and use the representative only for what the
patient cannot decide.

» Assisted living facility (ALF): ALF staff may not sign for a resident unless they hold legal authority. Document the
facility contact, the representative’s name and authority, and how they were reached.

 If identity, authority, or consent cannot be established — or the representative cannot be reached — stop, call
the Clinical Manager, document every attempt, notify the DON, and never obtain an unauthorized signature.
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MODULE 4 — THE CLIENT INFORMATION HANDBOOK

CLIENT INFO

REVIEW THE CLIENT HANDBOOK

Client handbook

Explain, then leave it in the home

The handbook (English and Spanish) is the patient’s written reference for everything explained at admission. Review
each topic in plain language, ask the patient to teach back the key points — for example, “Who would you call at 2 a.m.
if you had a problem?” — and leave the handbook in the home.

Handbook topic

Definitions, disciplines, and services

Hours, emergencies, 24-hour on-call

Ethics, non-discrimination, confidentiality

Rights, responsibilities, grievances

Language assistance; sensory
impairments

Face-to-face, eligibility, homebound
Charges and payment

National Patient Safety Goals; fraud
prevention

Notice of Medicare Non-Coverage
Aide duties — allowed and not allowed

Safety topics

Infection control

Key message for the patient

Who the nurse, therapist, MSW, and aide are and what each does

Office hours; answering service 24 hours, 7 days; for an emergency
call 911

Equal care regardless of race, color, national origin, disability, age,
sex, or religion

How to complain without fear of retaliation; State and Agency
hotlines

Free interpreters, large print, braille, TDD/relay

What Medicare requires to qualify for home health
Minimum charges, copays, private pay, what Medicare covers

Patient identification, medication safety; how to report fraud

Right to a fast (expedited) appeal when services end
What the home health aide may and may not do

Medication, oxygen, diabetes, pain, falls, medical devices, biohazard
waste, home safety, smoke detectors, exit plan, Alzheimer’s,
anticoagulants and vitamin K, opioids

Hand hygiene, universal precautions, respiratory hygiene,
vaccinations (flu)
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Admission and Sign-Up Package Staff Education Program

Handbook topic Key message for the patient

Advance directives; HIPAA NPP; OASIS Required notices — explained and left in the home
and Privacy Act statements; Al disclosure

Hospitalization risk; transfer and Warning signs to call the Agency; reasons and notice for transfer or
discharge discharge
Family communication plan; Emergency contacts, special-needs shelter registration, community
special-needs emergency instructions; resources

resource guide

MODULE 5 — RIGHTS, COMPLAINTS, AND REQUIRED NOTICES

Abuse Hotline
. n HIPAA
HHA Hotline

RIGHTS AND HOTLINES PRIVACY NOTICES
Rights and hotlines Privacy notices
Report without fear HIPAA, OASIS, Privacy Act

« Bill of Rights: explain the rights to be informed, to participate in the plan of care, to refuse care, to privacy and
confidentiality, to be free from abuse, neglect, and exploitation, to voice complaints without retaliation, and to be
told about charges. Review responsibilities (give accurate information, follow the plan, tell the Agency about
changes). The patient signs the Bill of Rights statement acknowledging receipt.

e Complaints: to the Agency administrator (handbook grievance procedure); the AHCA Home Health Agency Hotline
1-888-419-3456; abuse, neglect, or exploitation to the Florida Abuse Hotline 1-800-962-2873 (1-800-96-ABUSE).

* HIPAA Notice of Privacy Practices (NPP): explains how health information is used and the patient’s privacy
rights. The patient acknowledges receipt on the CSA.

* OASIS privacy statement: tells the patient that OASIS assessment data are collected and reported to CMS and
how they are protected.

» Privacy Act statement: an information notice — not a consent, and no signature is required. Explain it and
leave it in the home.
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MODULE 6 — Al DISCLOSURE AND ADVANCE DIRECTIVES

ADVANCE
@ DIRECTIVE

Al ASSISTS - CLINICIAN DECIDES ASK ABOUT ADVANCE DIRECTIVES
Al disclosure Advance directives
The clinician reviews and signs Ask, document, respect

* Al disclosure —talking points: the Agency may use artificial-intelligence tools to help with documentation (for
example, organizing visit notes). Al never diagnoses, prescribes, or makes care decisions; the clinician reviews,
corrects, and authenticates every entry; information is protected under HIPAA and HITECH. The patient may ask
guestions and may decline. Do not rush this explanation — record the patient’s choice on the CSA.

* Advance directives: ask whether the patient has an advance directive, a living will (and where it is kept), a health
care surrogate or proxy (name, address, phone), or a DNR order. Record the answers on CSA Section 2, place a
copy in the chart when available, and give the handbook’s advance-directive information. Care is never conditioned
on whether a patient has an advance directive.

» A Florida Do Not Resuscitate Order is honored when it is on the official Department of Health form (DH 1896) or a
legible copy. Know where it is kept in the home and tell the team.

MODULE 7 — LANGUAGE ACCESS AND SENSORY IMPAIRMENTS

» Offer a qualified interpreter free of charge to every patient with limited English proficiency — in person, by phone,
or by video. Do not use minors; avoid using family members except in an emergency or when the patient insists
after being offered a free interpreter. Document the interpreter’s name or ID number.

» Post or leave the language assistance notice (taglines in the top languages); the HHS Office for Civil Rights number
is 1-800-368-1019 (TDD 1-800-537-7697).

- Deaf or hard of hearing: sign language interpreter, written materials, Florida Relay 711, or TDD; resources
through the Florida Coordinating Council for the Deaf and Hard of Hearing.

* Low vision or blind: large-print or braille materials, read documents aloud, and confirm understanding.

» Use the Spanish SU package for Spanish-speaking patients; the English and Spanish forms are identical in
content.
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MODULE 8 — TRANSFER, DISCHARGE, AND NOTICE OF NON-COVERAGE

» Explain the Agency'’s transfer and discharge policy at admission. Reasons include: goals met; the patient’'s needs
exceed what the Agency can provide; the physician no longer certifies; the patient moves or chooses another
agency; payer stops coverage; the patient or caregiver refuses services; or the safety of staff is threatened.

» Discharge for cause (disruptive, abusive, or uncooperative behavior that seriously impairs care) requires the
Agency to advise the patient, representative, and physician; try to resolve the problem; offer other options; and
document all efforts.

» Give written notice of transfer or discharge at least 5 calendar days before the planned date, except in situations
the regulations exempt (for example, an emergency transfer or the physician ending services).

* Notice of Medicare Non-Coverage (NOMNC, CMS-10123): delivered at least 2 days before covered Medicare
services end. The patient may request an expedited appeal from the Quality Improvement Organization (QIO); the
Agency then gives the Detailed Explanation of Non-Coverage.

MODULE 9 — CLIENT SERVICE AGREEMENT — SECTION 1

M Medicare
D Medicaid
[] mco/Hmo
[Jva

) box
D Private pay

CHECK ONLY ONE PAYER

One payer box
Never blank, never two

CSA Section 1 item How to complete it

Patient identifiers Full legal name, date of birth, Medicare/insurance number, address, phone —
exactly as on the referral

Voluntary admission Patient agrees to admission; ask and mark whether the patient wants a copy of
the plan of treatment

Consent to services Nursing, therapy, aide, and procedures ordered by the physician (including blood
draws, injections, IV therapy)

Other home health agency Patient certifies no other home health agency is providing services — only one
HHA is paid

Emergency services Agency is not an emergency service; call 911 for emergencies

Release of information Authorizes release to the physician, payers, and providers involved in care
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CSA Section 1 item How to complete it

Insurance —check ONLY ONE | Medicare; Medicaid (copay as stated, maximum one per day); Medicaid MCO;
HMO / commercial / Medicare secondary; VA; private pay. Match the verified

payer

MODULE 10 — CLIENT SERVICE AGREEMENT — SECTION 2

ONE SIGNATURE, COMPLETE FORM

One signature
Complete every field first

CSA Section 2 item How to complete it

Services and frequency SN, HHA, PT, OT, ST, MSW, Other — frequency and duration exactly as ordered
(for example, SN 1W1, 2W4)

Supervision RN or PT supervision of the aide every __ days per policy and regulation

Rights and abuse registry Patient received the Bill of Rights, hotline numbers, and grievance procedure

Advance directives Yes/No for advance directive, living will (location), proxy (name, address,
phone), DNR

HIPAA / OASIS / handbook Receipt of the NPP, OASIS privacy statement, and Client Information Handbook

Survey home visit (voluntary) | Patient agrees or declines to a home visit by State surveyors

Al consent Patient’s choice after the Al disclosure

Photo release (optional) Mark the patient’s choice; never required for care

Representative Name, relationship, and reason the patient is unable to sign
Signatures One patient (or representative) signature after all items are complete: “|

participated in the development of my plan of care.” Agency representative
name, title, signature, and date

Never pre-select the patient’s choices. A signature does not correct an incomplete form — complete every field
before the patient signs.
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MODULE 11 — SAFETY EDUCATION

||
[—]
] 20 sec
w soap & water
or hand rub
MEDICINE SCHEDULE AND TEACHING HOME SAFETY AND EXIT PLAN HAND HYGIENE EVERY TIME
Medications Home safety Infection control
Schedule, side effects, storage Exit plan, smoke detectors Hand hygiene every time

* Medications: reconcile all medications (prescription, over-the-counter, herbal); complete the Medicine Schedule;
teach purpose, timing, and side effects; secure storage and disposal; extra teaching for anticoagulants (consistent
vitamin K intake, bleeding signs) and opioids (constipation, drowsiness, safe storage, naloxone).

* Oxygen: no smoking or open flames; keep 5 feet from heat sources and 10 feet from flames; secure cylinders; post
“Oxygen in Use”; know the supplier's number.

« Falls and home safety: clear paths, remove loose rugs, night lights, grab bars, nonslip shoes, working smoke
detectors, and an exit plan for fire.

* Infection control: hand hygiene, universal precautions, respiratory hygiene (cover coughs, masks when ill), safe
sharps disposal in a puncture-resistant container, biohazard waste handling, and recommended vaccines (flu and
others).

» Use teach-back: “Show me how you will take this medicine.” Document what was taught and the patient’s
response.
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MODULE 12 - EMERGENCY / DISASTER PLAN — D1 TO D4

O oo

priority level

EMERGENCY / DISASTER PLAN

Priority level
Classify every patient at admission

D1 — High Cannot go without services; needs evacuation Ventilator or continuous oxygen, IV therapy,
help or a special-needs shelter insulin with no caregiver, bedbound alone

D2 — Moderate Services may be postponed 24—-48 hours; Wound care with caregiver, daily medication
caregiver can help help

D3 - Low Services may be postponed 72 hours or more; Ambulatory, stable, has caregiver and
independent transportation

D4 — Declined Patient declined the plan or signed a release; Document the refusal and education given

still give emergency information

e Complete the plan with the patient: emergency contacts, evacuation destination, transportation, medications and
supplies for at least 7 days, equipment needs, and special-needs shelter registration with the county when
appropriate.

* A blank or missing D1-D4 classification is a common error — the Agency uses it to contact and prioritize patients
during a disaster.
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MODULE 13 — CLINICAL INTAKE FORMS

CALENDAR AND CARE PLAN

Calendar and care plan
Visits and aide tasks

Form

Vulnerability to abuse/neglect
assessment

Medicine Schedule and drug
classes

Medicare Secondary Payer (MSP)
questionnaire

Care plan checklist

Home health aide care plan

Calendar of visits

Case management / coordination
note

CMS-1696; Bill of Rights
statement; flu flyer; language
poster

2] &
-

FOLLOW THE UPDATED CARE PLAN

Plan of care
Follow and update

Purpose and key points

16 Yes/No risk factors; any concern is reported to the Clinical Manager and,
when abuse is suspected, to the Florida Abuse Hotline

Each medication, dose, times, and side-effect codes (A—T key); drug class
sheet supports teaching

Determines whether another insurer pays first (employer plan, auto,
workers’ compensation)

Nursing, aide, and therapy problems and interventions selected for this
patient

Tasks and frequency for the aide; reviewed at least every 60 days and when
needs change

Scheduled visits by discipline so the patient knows who is coming and when

Communication with the physician, team, and other providers

Representative appointment, rights receipt, and patient education left in the
home
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MODULE 14 — DOCUMENTATION AND COMMON ERRORS

“2 cm purple
area, left shin”

o

DOCUMENT OBJECTIVE FACTS

Objective documentation
Facts, not opinions

» Write legibly in ink or the EMR; no white-out; single-line corrections with initials and date; never backdate or
pre-chart.

» Document who was present, the interpreter used, the representative and the authority document, every refusal
(with the education given), and what was left in the home.

Common error Prevention

Payer box blank or two boxes checked Verify the payer before the visit; check exactly one

Vague comments (“pt ok”, “see notes”) Write specific facts and the patient’s words

D1-D4 classification missing Complete the Emergency/Disaster Plan with the patient

Multiple or missing signatures, or signed One signature after every field is finished

before complete

Al disclosure rushed or skipped Use the talking points; record the choice

Handbook or copies not left in the home Final check: handbook, CSA copy, rights, calendar, Medicine
Schedule

Representative without documented authority Copy the legal document or CMS-1696; call the Clinical
Manager if unclear
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MODULE 15 — FINAL QUALITY CHECK BEFORE LEAVING

V]

FINAL QUALITY CHECK

Final check
Every page, every field

Checklist item

Patient identified with two identifiers; representative authority documented

Correct language package used; interpreter documented
Handbook reviewed with teach-back

Bill of Rights explained and statement signed

HIPAA NPP, OASIS privacy, and Privacy Act explained; NPP receipt marked
Al disclosure given and choice recorded

Advance directive questions answered; DNR location known

CSA Section 1 complete; exactly one payer box checked

CSA Section 2: services, frequencies, supervision match orders
Survey visit and photo choices marked (not pre-selected)

One patient/representative signature; Agency signature, title, date
Emergency/Disaster Plan complete with D1-D4

Vulnerability assessment, MSP, Medicine Schedule complete
Care plan checklist, aide care plan, calendar complete

Safety education documented with patient response

Copies, handbook, and calendar left in the home

N O O

Package returned to the office within the Agency timeframe
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MODULE 16 — PUTTING IT INTO PRACTICE

Scenario. Situation: The daughter of a patient with moderate dementia offers to sign everything “because Mom
won't understand.” She has no paperwork.

Best response: Dementia alone is not incapacity. Explain to the patient in simple terms and let her sign if she can.
If she cannot, ask for the legal document or CMS-1696; if none, call the Clinical Manager — do not accept an
unauthorized signature.

Scenario. Situation: The ALF nurse says she always signs admission papers for residents.
Best response: ALF staff cannot sign without legal authority. Identify and contact the legal representative,
document attempts, and notify the DON if unreachable.

Scenario. Situation: The patient has Medicare and a Medicare supplement and asks you to check both payer
boxes.

Best response: Check only one box — the primary payer verified at intake (Medicare); record secondary coverage
on the MSP questionnaire.

Scenario. Situation: A Spanish-speaking patient’s 14-year-old grandson offers to interpret.
Best response: Do not use a minor. Use the Spanish package and a free qualified interpreter; document the
interpreter’s name or ID.

Scenario. Situation: The patient asks, “Will a computer decide my treatment?”
Best response: Explain that Al only helps with documentation; the clinician and physician make all care decisions
and review every entry. Record the patient’s choice.

Scenario. Situation: The patient lives alone, uses continuous oxygen, and has no transportation.
Best response: Classify D1, plan evacuation and special-needs shelter registration, and confirm the oxygen
supplier's emergency plan.

REFERENCES

1. 42 CFR 484.50 (patient rights), 484.55 (comprehensive assessment), 484.60 (care planning), 484.102
(emergency preparedness); CMS State Operations Manual Appendix B.

2. 42 CFR 489.102 (advance directives); 42 CFR 424.22 (certification, face-to-face); Medicare Benefit Policy Manual,
Chapter 7 (homebound status).

3. HIPAA Privacy Rule (45 CFR 164.520); Section 1557 of the Affordable Care Act (45 CFR 92); CMS-1696;
CMS-10123 (NOMNC).

4. Chapter 400 Part Ill, Florida Statutes; Rule 59A-8, F.A.C.; Florida Abuse Hotline; Agency Admission policy, Client
Information Handbook, and SU Package (English/Spanish).
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ADMISSION PACKAGE — CLIENT INFORMATION HANDBOOK CONTENTS (SAMPLE)

» The handbook table of contents lists every topic reviewed at admission — use it as your teaching checklist (Module

4).

» All admission forms are located between the English and Spanish handbook sections of the Sign-Up Package.

SECTION

Welcome Letter

Agency Regular Business Hours
Protection from Abuse, Neglect, Exploitation & Complaints
Our Staff Information

Table of Contents (Index)

Home Health Care Definitions

Home Health Disciplines

Tips to Reach Maximum Independence
Hours of Operation & Emergency Services
Information for Persons with Sensory Impairments
Ethics Issues

Non-Discrimination Policy

Confidentiality

Diminished Vision Rehabilitation / Flu Information
Patient Rights, Complaints & Grievances
Language Assistance Services
Face-to-Face Requirement

Minimum Charges for Our Services

Home Care National Patient Safety Goals
Fraud Prevention

Services

Eligibility Criteria for Admission

Notice of Medicare Provider Non-Coverage
The Home Health Aide

Disposal of Biohazardous Waste

Home Care and Alzheimer’s

Medication Safety

Who Is Responsible for Your Medication:
Oxygen Safety at Home

Take Care of Yourself / Diabetes Care
Pain Management

Precautions to Prevent Fall

Medical Devices & Equipme auti@ihs
Help Prevent Errors in Your Car

Basic Safety Guidelines: Home Environment
Home Safety & Emergency Exit Plan
Smoke Detectors

Preventing Infections

Infection Control Procedures

Vaccinations & Disease Prevention

Staff Universal / Standard Precautions
Respiratory Hygiene Practices

Policy on Advance Directives

Information on Advance Directives

Notice of Privacy Practices (HIPAA)
Hospitalization Risk Management
Understanding Your Doctor & Caregivers

Family Communication Log / Opioid Instructions
Emergency Instructions for Special Needs
Resources Guide

(All admission forms and consents are located between the English and
Spanish Patient Information Handbook sections.)

CHAP | CLIENT INFORMATION HANDBOOK

(TABLE OF CONTENTS)

OASIS Statement of Patient Privacy Rights / Artificial Intelligence (Al) Disclosure
Anti-Coagulants, Complaints / Transfer-Discharge Policy / Patient Rights & Responsibilities

LOCATION

Inside Front Cover
Inside Front Cover
Inside Front Cover
Inside Front Cover
Page 1
Page 2
Page 2
Page 2
Page 3
Page 3
Page 3
Page 3
Page 3
Page 4
Page 4
ge 4
Page 4
Page 4
Page 4
Page 4
Page 5
Page 5
Page 5
Page 5
Page 5
Page 6
Page 6
Page 6
Page 6
Page 6
Page 6
Page 7
Page 7
Page 7
Page 7
Page 7
Page 8
Page 8
Page 8
Page 8
Page 8
Page 9
Page 9
Pages 10-11
Page 11
Page 11
Page 11
Pages 12-13-14
Pages 15-16-17-18-19
Page 20
Inside Back Cover
Inside Back Cover

www.pnsystem.com
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PART 6 — SAMPLE ADMISSION DOCUMENTS

The following pages are samples from the Agency’s bilingual Sign-Up (SU) Package. They are marked SAMPLE for
training only — always use the current forms from the Agency package. Each sample lists what the admitting clinician
must check before leaving the home.

A-B Client Service Agreement, Sections 1 and 2 9-10
@ Bill of Rights Statement 5

D-E Emergency/Disaster Plan and instructions 12

F Vulnerability to Abuse and/or Neglect Assessment 13

G Home Health Aide Care Plan 13

H Medicine Schedule 11, 13

SIGN-UP PACKAGE CONTENTS — WHAT IS SIGNED AND WHAT STAYS IN THE HOME

Document (English / Spanish) Signed by patient or Copy leftin the
representative? home?

Cover sheet with assigned staff; abuse and No Yes
complaint numbers

Client Information Handbook Receipt marked on CSA Yes
Client Service Agreement, Sections 1 and 2 Yes — one signature Yes (copy)
HIPAA NPP, OASIS privacy, Privacy Act, Al NPP receipt and Al choice on CSA; | Yes
disclosure Privacy Act — no signature

Bill of Rights Statement Yes Yes (copy)
Medicine Schedule and drug classifications No Yes
Medicare Secondary Payer questionnaire Yes (as required) No — office
Vulnerability to abuse/neglect assessment No — clinician completes No — office
CMS-1696 Appointment of Representative (when | Yes — patient and representative Yes (copy)
used)

Care plan checklist and Home Health Aide Care | Reviewed with patient Aide care plan — yes
Plan

Calendar of visits; flu flyer; language assistance | No Yes
poster

Emergency/Disaster Plan (D1-D4) and Yes Yes

instructions

Case management / coordination note No — clinician completes No — office

PN System Publication Series ¢ www.pnsystem.com Page 18 of 31



Admission and Sign-Up Package Staff Education Pro

SAMPLE A — CLIENT SERVICE AGREEMENT, SECTION 1

* Voluntary admission, consent to services, other-agency certification, emergency services, release of information.
* Insurance: check only one payer box that matches the verified payer.

(o S T S AV (o WXl S S 1SN (Spanish Translation in the back)

Patient:

Medical Record:

Page 1/2

VOLUNTARY ADMISSION: | VOLUNTARILY CONSENT TO ADMISSION TO THE AGENCY, AND TO TREATMENT THAT
MAY BE ADVISED AND OR RECOMMENDED BY MY PHYSICIAN AND TREATMENT TEAM.
| REQUEST A COPY OF THE PLAN OF TREATMENT: Y N

CONSENT TO RECEIVE SERVICES: | HEREBY AUTHORIZE THE AGENCY, TO RENDER APPROPRIATE SERVICES AS
PRESCRIBED BY MY PHYSICIAN, OR BY ANY OTHER PHYSICIAN WHO MAY BE TREATING ME, INCLUDING ALL
DIAGNOSTIC AND THERAPEUTIC TREATMENT THAT MAY BE CONSIDERED ADVISABLE OR NECESSARY IN THE
JUDGMENT OF THE PHYSICIAN. | HEREBY AUTHORIZE THE AGENCY, OR YOUR AGENTS TO PERFORM ANY WORK IN
TAKING BLOOD SAMPLES FROM ME OR ADMINISTERING INJECTIONS OR INTRAVENOUS THERAPY FOR NORMAL
MEDICAL PRACTICE. | HEREBY AUTHORIZE THIS WORK UNDER PHYSICIAN'S ORDERS, WHILE A PATIENT WITH YOUR
ORGANIZATION. | CERTIFY THAT | AM NOT RECEIVING HOME HEALTH CARE SERVICES FROM ANOTHER AGENCY. | AM
ALSO AWARE THAT ONLY ONE HOME HEALTH AGENCY WILL BE PAID ONCE | AM ADMITTED TO THIS AGENCY. |
HEREBY ACKNOWLEDGE THAT | AM NOT UNDER ANY CIRCUMSTANCE ABLE TO OPERATE ANY MOTOR VEHICLE.

EMERGENCY MEDICAL SERVICES: | UNDERSTAND THAT DURING THE COURSE OF MY TREATMENT THE NEED
FOR EMERGENCY TREATMENT AND/OR TREATMENT AND/OR TRANSFER TO &HOSPITAL MAY BECOME
NECESSARY AND APPROPRIATE. | UNDERSTAND THAT THE AGENCY DOEGNOT PROVIDE EMERGENCY MEDICAL
CARE AND THEREFORE SHOULD THE NEED FOR SUCH TREATMENT AND; NSFER MAY BE DEEMED
NECESSARY AND APPROPRIATE, THE AGENCY STAFF WILL CALL 911.1CO SUCH EMERGENCY
TREATMENT AND/OR TRANSFER TO A HOSPITAL AND HEREBY INDEMNIFY T NCY FROM SUCH
EMERGENCY TREATMENT AND/OR TRANSFER. | AGREE TO ASSUME SOLE RESPONSIBILITY FOR ALL CHARGES
INCURRED FOR SUCH TREATMENT.

P
RELEASE OF INFORMATION: | AUTHORIZE ALL THE PHYSI , HOS LS, NURSING HOMES, CLINICS, AND
OTHER HEALTH CARE PROVIDERS RELEASE OF MEDIC MATION RELEVANT TO MY CARE TO THE
AGENCY | HEREBY AUTHORIZE THE RELEASE OF ANY M INFORMATION FROM MY RECORDS TO ANY

LICENSED INSTITUTIONS, STATE, FEDERAL, OR ACCREDIT NSTITUTIONS FOR THE PURPOSES OF PROVIDING
CONTINUITY OF CARE, ESTABLISH CONTINUITY O RE, E BLISH CORRECT REIMBURSEMENT, ESTABLISH
NEED FOR SERVICE OR AS AUTHORIZE BY LAW. | P/ NO LIMITATIONS ON HISTORY OR ILLNESS OR
DIAGNOSTIC/ THERAPEUTIC INFORMATION | Y TREATMENT FOR SUBSTANCE ABUSE, PSYCHIATRIC
DISORDERS, OR ACQUIRED IMMUNODEFICIEN OME. "RELEASE OF INFORMATION" WILL BE
PERFORMED ACCORDING TO HIPAA REGULATIO
['SECTION ONE
INSURANCE BENEFITS AND PAYMENT:

AUTHORIZE MY PRIVATE INSURANCE CARRIER TO PAY
INSURANCE BENEFITS TO THE AGENC! D AGREE TO THE RELEASE OF ALL MEDICAL INFORMATION TO MY
INSURANCE CARRIER IF SHO BE REQWNIRED BY ANY PROGRAM

0O | HAVE BEEN ADMITTED THRO MEDICARE AND NO CHARGES WILL BE EXPECTED

| hereby request and authorize nt irectly to THE AGENCY | understand that to receive Medical covered home care
services, | must meet the qualifyin a as outlined under information of Medicare coverage criteria statement contained in
the home folder. if your home care sé€fvices conform to this rule, your Medicare home care services should generally be
covered without liability for payment.

If services should be determined as denied or non-covered by Medicare, then the patient will be notified via letter and payment
will be at the discretion of the agency. | understand that | am financially responsible for charges not paid under any
assignment, charges will not exceed the agency's regular Medicare charges ($100.00 per visit). | certify that the information
given by me in the applying for payment under the title XVIIl and/or XIX of the social security act is correct. | authorize the
release of all records required to act on this request. | request that payment of authorized benefits be made on my behalf.
furthermore, | hereby declare that | do not belong to any Health Maintenance Organization (HMO). If it is found otherwise, | will
be responsible for the charges Incurred.

O | HAVE BEEN ADMITTED THROUGH MEDICAID AND MY RESPONSIBILITY IS $ 2.00 CO-PAY PER VISIT WITH A
MAXIMUM OF ONE CO-PAYMENT PER DAY.

O | HAVE BEEN ADMITTED THROUGH MANAGEMENT CARE ORGANIZATION NOT Pt. CHARGES
O | HAVE BEEN ADMITTED THROUGH HMO, COMMERCIAL
INSURANCE, MEDICARE INSURANCE AS A SECONDARY PAYER. The charges will be determined

through third party contracts. [ | HAVE BEEN ADMITTED THROUGH VETERANS ADMINISTRATION (VA)

0O | HAVE BEEN ADMITTED THROUGH PRIVATE PAY AND THE CHARGES ARE SPECIFIED IN THE PRIVATE PAY
AGREEMENT ATTACHED (SECTION II).

| CERTIFY THAT THE FINANCIAL INFORMATION INDICATED ABOVE, RELATED TO THE PAYMENTS MADE BY
INSURER OR THIRD PARTY PAYER, THE SCOPE AND INTENT OF COVERAGE, AND THE CHARGES FOR
NON-COVERED SERVICE CHARGES, HAS BEEN EXPLAINED AND UNDERSTOOD.

WWW.p “om 305.818.5940 (Specialized in clinical forms)
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Admission and Sign-Up Package Staff Education Program

SAMPLE B — CLIENT SERVICE AGREEMENT, SECTION 2

» Services and frequencies exactly as ordered; supervision interval; advance directive answers;
HIPAA/OASIS/handbook receipt.

» Survey visit, Al, and photo choices are the patient’s — never pre-selected. One signature after every field is
complete.

CLIENT SERVICE AGREEMENT (Cont d)R&  E N IC S = e R e R 1=Y o] Page 2/2

Patient:

Medical Record:

SECTION TWO HOME HEALTH SERVICES TO BE FURNISHED, FREQUENCY AND CHARGES:

SKILLED NURSING HOME HEALTH AIDE

PHYSICAL THERAPY MEDICAL SOCIAL WORKER

SPEECH THERAPY OCCUPATIONAL THERAPY.

OTHER:

ALSO | AUTHORIZE THE AGENCY'S RN/RPT TO PERFORM VISIT OF SUPERVISION, EVERY DAYS.

STATEMENT OF PATIENT RIGHTS, RESPONSIBILITY AND ABUSE REGISTRY: | CERTIFY THAT | HAVE READ,
UNDERSTOOD AND RECEIVED A COPY OF THE STATEMENT OF PATIENT RIGHTS AND RESPONSIBILITY WHICH HAS BEEN
EXPLAINED TO ME VERBALLY BY A REPRESENTATIVE OF THE AGENCY | UNDERSTAND THE POLICY AND HAVE RECEIVED A
COPY WITH THE TOLL FREE ABUSE PHONE NUMBER (1-800-962-2873), AND HHA HOTLINE (1-888-419-3456).

ADVANCE DIRECTIVE AND LIVING WILLS: | HAVE RECEIVED WRITTEN INFORMATION REGARDING MY RIGHTS TO MAKE
DECISIONS CONCERNING MEDICAL CARE, INCLUDING THE RIGHT TO ACCEPT OR REFUSE MEDICAL OR SURGICAL
TREATMENT AND THE RIGHT TO FORMULATE ADVANCE DIRECTIVES UNDER STATE LAW.

I HAVE AN ADVANCE DIRECTIVE: OYES 0O NO.

I HAVE A LIVING WILL: O YES O NO. IF YES, LOCATION OF LIVING WILL:

| HAVE A PATIENT ADVOCATE/PROXY:O YES O NO: MY PATIENT ADVOCA RQXY IS: Name:
ADDRESS: PHONE:
I WANT TO USE THE DNR ORDER OY O N (If yes, compiete the official Legal

HIPAA/OASIS: NOTICE OF PRIVACY PRACTICES: | HAVE RECEIVE
PRACTICES, | HAVE DISCUSSED AND RECEIVED A COPY OF THE CLIENT

COPY OF THE AGENCY'S NOTICE OF PRIVACY
RMALION/ORIENTATION HANDBOOK.

CONSENT FOR HOME VISIT: | HEREBY CONSENT TO HAVE STAT] DERAL/A EDITATION HEALTH SURVEY PERSONNEL TO

CONSENT. | HAVE BEEN TOLD AND UNDERSTAND THAT RE OME HEALTH VISIT WILL HAVE NO EFFECT ON THE LEVEL
OR NATURE OF MEDICARE/MEDICAID BENEFITS TO WHICH
CONSENT FOR THE USE OF ARTIFICIAL INTELIGENCE (Al ERSTAND THE DISCLOSURE THAT HAS BEEN EXPLAINED TO ME
ECHNOLOGY DURING THE PROVISION OF MY SERVICES AND IN
IZE THE AGENCY TO USE Al TECHNOLOGY THAT COMPLIES WITH
QUIREMENTS, AND RECOGNIZED INDUSTRY SECURITY STANDARDS.

THE DOCUMENTATION OF MY CARE AND TREATMENT.
APPLICABLE FEDERAL AND STATE PRIVACY LAWS, HIP.

PATIENT RELEASE TO PHOTOGRAPH: Y GRANT THE AGENCY, AND THEIR REPRESENTATIVES, PERMISSION TO
TAKE PHOTOGRAPHS OF ME AND TO USE ED PHOTOGRAPHS IN ANY LEGITIMATE WAYS THEY DEEM PROPER.
FURTHER | RELINQUISH AND GIVE TO THE AGENCY, ALL RIGHTS, TITLE AND INTEREST | MAY HAVE IN THE FINISHED
PICTURES, NEGATIVES, REPROI ONS ANB,COPIES OF THE ORIGINAL PRINTS AND NEGATIVES. | ALSO GRANT THE
RIGHT TO GIVE TRANSFER ANDREXH THE NEGATIVES, ORIGINAL PRINTS, OR COPIES AND FACSIMILES, MAIL, DELIVERY,

THEREOF TO ANY RESPONSIBLY IDWAL, BUSINESS FIRM, OR PUBLICATION, OR TO ANY OTHER ASSIGNEES.

PATIENT SERVICE AGREEMENT® \VE RECEIVED A COPY OF THE AGENCY'S PATIENT SERVICE AGREEMENT AND HAVE
ALL QUESTIONS AND CONCERNS ANSWERED TO MY SATISFACTION. ALSO | AUTHORIZE TO s
(RELATION TO PATIENT ) TO SIGN ALL DOCUMENTS, BECAUSE I'M UNABLE TO DO SO. REASON UNABLE TO
SIGN: .

ONE PATIENT SIGNATURE: ADMISSION CONSENT/AGREEMENT FORM IS USED IN ALL PATIENT ORIENTATION BOOKLETS
(this booklet), AND IS USED TO ACKNOWLEDGE RECEIPT, UNDERSTANDING AND APPROVAL OF THE CONTENTS OF THE
BOOKLET AND FORMS (BILL OF RIGHTS, GRIEVANCE PROCEDURES, EMERGENCY PLAN, TRANSFER-DISCHARGE POLICY,
NAMES, ADDRESSES & PHONE NUMBERS OF THE FEDERALLY-STATE FUNDED ENTITIES, NAME & CONTACT INFORMATION OF
THE ADMINISTRATOR & CLINICAL MANAGER, TREATMENTS TO BE ADMINISTERED BY THE AGENCY AND INSTRUCTION
RELATED TO THE CARE, VISIT SCHEDULE, INCLUDING FREQUENCY OF VISITS, NON-DISCRIMINATION SECTION 1557
INFORMATION) — ALL IN ONE BOOKLET AND WITH ONLY ONE PATIENT SIGNATURE. THE CONFUSION AND PATIENT'S EFFORTS
OF SIGNING MULTIPLE FORMS IS ELIMINATED. | PARTICIPATED/INVOLVED IN THE DEVELOPMENT OF THE PLAN OF CARE.

=

SIGNATURE OF CLIENT OR AUTHORIZED REPRESENTATIVE DATE

RELATIONSHIP OF AUTHORIZED REPRESENTATIVE

NAME, TITLE & SIGNATURE OF AGENCY'S REPRESENTATIVE DATE

www.pnsystem.com 305.818.5940 (Specialized in clinical forms)
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Admission and Sign-Up Package

SAMPLE C - BILL OF RIGHTS STATEMENT

Staff Education Program

» Review rights and responsibilities in the patient’s language; include the hotline numbers and grievance procedure.
* The patient or legal representative signs the statement; the Spanish version (Declaracion de la Ficha de Derechos)

is identical.

BILL OF RIGHTS STATEMENT (As Our Client You Have the Right to Exercise Your Rights, and/or to Designate a Representative to Exercise
them for you) Patient Name: MR#:

Rights of the patient. The patient has the right to: Nombre del Paciente

(1) Have his or her property and person treated with respect; Choose a health care provider, including an attending physician

(2) Be free from verbal, mental, sexual, and physical abuse, including injuries of unknown source, neglect and misappropriation of property;

(3) Make complaints to our Agency regarding treatment or care that is (or fails to be) furnished, and the lack of respect for property and/or person by
anyone who is furnishing services on behalf of our Agency; Be able to identify visiting personnel members through agency-generated photo identification.
(4) Participate in, be informed about, and consent or refuse care in advance of and during treatment, where appropriate, with respect to

(i) Completion of all assessments; (ii) The care to be furnished, based on the comprehensive assessment; (iii) Establishing and revising the plan of
care; (iv) The disciplines that will furnish the care; (v) The frequency of visits; (vi) Expected outcomes of care, including patient identified goals,

and anticipated risks and benefits; (vii} Any factors that could impact treatment effectiveness; and (viii) Any changes in the care to be furnished.
(5) Receive appropriate care without discrimination in accordance with physician orders. Be fully informed of one's responsibilities.

(6) Have a confidential clinical record. Access to or release of patient information and clinical records is permitted in accordance with regulations
(See OASIS privacy notice if OASIS data is applicable). Be advised on the agency's policies/procedures regarding the disclosure of client/patient records.

(7) Be advised orally and in writing of (i) The extent to which payment for HHA services may be expected from Medicare, Medicaid, or any other
federally funded or federal aid program known to the Agency. The charges for services that may not be covered by Medicare, Medicaid, or

any other federally funded or federal aid program known to the Agency, (iii) The charges the individual may have to pay before care is initiated;
and (iv) Any changes in the information provided when they occur. Our Agency will advise the patient and representative (if any), of these changes
as soon as possible, in advance of the next home health visit. Be informed of client/patient rights und;
(8) Receive proper written notice, in advance of a specific service being furnished, if our Agency,
or in advance of our Agency reducing or terminating on going care. Be informed of any finan
(9) Be advised of the state toll free home health telephane hot line, its contact information, its
receive complaints or questions about local HHAs. (If applicable we will provide the Accreditation
10) Be advised of the names, addresses, and telephone numbers of the following F
where the patient resides: (i) Agency on Aging, (ii) Center for Independent Living, (iii)
Resource Center; and (v) Quality Improvement Organization.

(11) Be free from any discrimination or reprisal for exercising his or her righi
(12) Be informed of the right to access auxiliary aids and language servicé

state law to formulate an Advanced Directive.
ieves that the service may be non covered care;

our Agency and the physician who is responsible for the home heal of care agree that our Agency can no longer meet the patient’s needs,
jate transfer to other care entities when the needs of the patient
exceed the HHA’s capabilities; (2) The patient or payer will no for the services provided by our Agency; (3) The transfer or discharge is
appropriate because the physician who is responsible for the hol ealth plan of care and our Agency agree that the measurable outcomes and
goals set forth in the plan of care have been achiev: nd our Agency and the physician who is responsible for the home health plan of care
agree that the patient no longer needs the HHA's se w' e patient refuses services, or elects to be transferred or discharged; (5) Our
Agency determines, under a policy set by our Agency f@'the purpose of addressing discharge for cause that the patient’s (or other persons in the
patient’s home) behavior is disruptive, abusige, or unco@perative to the extent that delivery of care to the patient or the ability of our Agency to
operate effectively is seriously impaire cy must do the following before it discharges a patient for cause: (i) Advise the patient,
represent for the home health plan of patient’s primary care practitioner or other health care professional who will be
responsible for providing care and services atient after discharge from our Agency (if any) that a discharge for cause is being considered;
(i) Make efforts to resolve the problem(s) presented by the patient’s behavior, the behavior of other persons in the patient’s home, or
situation; (iii) Provide the patient and representative (if any), with contact information for other agencies or providers who may be able to
provide care; and (iv) Document the problem(s) and efforts made to resolve the problem(s), and enter this documentation into its clinical
records; (6) The patient dies; or (7) Our Agency ceases to operate.
Investigation of complaints. Our HHA must: (i) Investigate complaints made by a patient, the patient’s representative (if any), and the patient’s
caregivers and family,including, but not limited to, the following topics: (A) Treatment or care that is (or fails to be) furnished, is
furnished inconsistently, or is furnished inappropriately; and (B) Mistreatment, neglect, or verbal, mental, sexual, and physical abuse, including
injuries of unknown source, and/or misappropriation of patient property by anyone furnishing services on behalf of our Agency. (ii) Document
both the existence of the complaint and the resolution of the complaint; and (iii) Take action to prevent further potential violations, including
retaliation, while the complaint is being investigated. (2) Any HHA staff (whether employed directly or under arrangements) in the normal course
of providing services to patients, who identifies, notices, or recognizes incidences or circumstances of mistreatment, neglect, verbal, mental,
sexual, and/or physical abuse, including injuries of unknown source, or misappropriation of patient property, must report these
findings immediately to our Agency and other appropriate authorities in accordance with state law.(Contact information for our
Agency administrator, including the name, business address, and business phone number will be provided in order to receive complaints)
Accessibility. Information must be provided to patients in plain language and in a manner that is accessible and timely to: (1) Persons with
disabilities, including accessible Web sites and the provision of auxiliary aids and services at no cost to the individual in accordance with the
Americans with Disabilities Act and Section 504 of the Rehabilitation Act. (2) Persons with limited English proficiency through the provision of
language services at no cost to the individual, including oral interpretation and written translations.

(Service Agreement, signed by the patient, or legal representative, acknowledges that he/she received the Notice of the Bill of Rights)

Staff Name/ Title / Signature (Nombre/Firmay): Date:

PN System Publication Series ¢ www.pnsystem.com
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Admission and Sign-Up Package Staff Education Program

SAMPLE D — EMERGENCY/DISASTER PLAN, PAGE 1

» Complete contacts, allergies, equipment and supplies, evacuation destination, and transportation with the patient.
« Circle the classification D1, D2, D3, or D4 — a blank classification is a common error.

EMERGENCY/DISASTERPLAN FOR HOMEHEALTHCARE PATIENTS
PLAN DE EMERGENCIA/DESASTRE PARAPACIENTESEN SU CASA
(Keep this plan where it can be easily located/Mantenga este plan en un lugar accequible)
Client: MR #:
Date/Fecha: Nombre del cliente  DOB/Fecha Nac.: Age/Edad:

Address/Direccion:
Living situation/como vive:

Information obtained from:
[ Client/Patient (Cliente/Paciente)
[J caregiver (Persona encargada): Name/Nembre: Relationship/relacion: Phone:
Health Insurance, phone / Seguro Médico:
Service Provided (Servicios) [] Skilled Services [] Non Skilled

Client’sEmergencyClassification/ Classificacién de Emergencia del Cliente: (circle one) D1 D2 D3 D4 (see back instructions)
(problemas can el inglés) (lenguage primario)
Patient's Data / Datos del Paciente: [ Limited English proficiency . Primary language:

Allergies/Alergias: [JNKA [JPenicillin  [JSulfa OAspirin  [Jlodine fiods) []Other:
M Medications: See medication scheduled/Ver el registro de medicinas (part of the Emergency Plan)

tional Limitations (Necesidades
especiales, limitaciones)
[JService animaliayuda canina)

[ Fall precaution [ Obesity (obesidad)

Supplies/DME (Suministros y Equipos Médicos) Special Needs/F;
[0 Stethoscope(estetoscopo), Thermometer(termémetro), Prove
Cover, Sphygmomanometer (esfimo), Gloves(guantes), Alcohol

Pads(almohadillas de alcohol), and scale(pesa).

[ Walker (andador) [ Oxygen supplies (oxigeno) betic precautions{omens prec.) (dolor severs)

[ Cane (bastsn) [ Hoyer lift (gria) O Be : /EI éd”df mda} [Severe pain

[0 W/C (silla de rueda) 011V supplies (sueros) [1A mgmgw ng prec. [m} Spegch {habla)

[0 Commode (cémoda) O Injection Supplies finyecq Wound resstégge urlgcrgsr prec.  [OHearing (oido)

[0 Hospital Bed (cama de hospital) [ Foley Supplies (coteter) . Infectloﬂg\gpft[gnog T Ec(gg;:égns O Ambula(;lmoaﬂamm
[ Amputatlon [lncontinence I:| Endurance

[ Diabetic Supplies (suministros oM)C] Ostomy Supplies gstomia)
O Wound care Suppliesheridas) [ INR supplies {coas QR

[ Other(otro):
Mental Status/Depresion Hx

mputacion) (incontinencia) fresistencia)

(Am,
B Oxygen therapy, precautions "L Dyspneayecq ge arre)
(Precaucion con el oxigeno
[ Seizures pl’etautlQnS(mnvufsrunes)D Weakness (débil)

O Oriented (orientade) C] Disoriented (desorientado) Oal

[ Dementia (demencia) (] Forgetful{olvidac

Home Medical Equipment(Compadia de e E Phone: O None Ounknown
Doctor

Memory Impairm.

rmacia (nombre y teléfono)
Name:

Phone:
NCYCALL911 (EN CASO DE EMERGENCY MEDICA LLAMAR AL 911)

In Case of Nursing ated problem, please call our Agency (phone in the cover of you handbook)
Problemas con el Servicio llame a nuestra Agencia (el nimero en la cubierta de su manual)

In Case of EmergencyNotifyto/£n casode Emergencia notificar a: (nombre, relacidn y teléfono)

{nombre y teléfono)
Name:

Phone:

O Name: Relationship: Phone:
O nName: Relationship: Phone:
Your nurse/enfermera(o) (name/nombre) : Phone/Teléfono:

IntheeventofEmergency (OrNaturalDisaster)lwill/En caso de emergencia (o desastre natural) Yo:
[0 Stay at home (Me quedaré en casa. Who will help with meds/Quien le ayudard con medicinas):
[0 Stay with family (Voy con familiares): Name/Address:
O Go to Shelter (Voy al Refugio) address:
O Go to hospital, if medically necessary (Name):

(No necesaria) (La familia lo llevard) (servicio de transporte para necesidades especiales)
TRANSPORTATION: I:INot needed, N/A  [Cdclient will be driven by family [J Client will be picked up by special needs transportation service
[ client will take public transportation (transportacion publica) [ Other(Otro):

[ I do not want assistance for transportation or shelter placement at this time. If | desire assistance in the future, | understand it is may responsibility to
contact the Office of Emergency Management of my respective County. No deseo asistencia para transportacion o traslado a refugio en este momento.

Si deseara asistencia en el futuro, 1o que es mi resy bilidad c tar a la Oficina de I jos de Emergencias de mi respectivo Condado.
Staff Name/ Title / Signature Date/ Fecha
Nombre/Firma del Empleado PLEASE CONTACT OUR AGENCY FOR ALTERNATE SERVICE OPTIONS IN CASE OF DISASTER
WWww.pnsystem.com

POR FAVOR CONTACTAR NUESTRA AGENCIA PARA OPCIONES EN SERVICIOS ALTERNOS O EN CASO DE DESASTRE
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Admission and Sign-Up Package

SAMPLE E - EMERGENCY/DISASTER PLAN, PAGE 2 (INSTRUCTIONS)

Staff Education Program

* Leave this page in the home: what to do in an emergency, how the Agency will contact the patient, and the

meaning of D1-D4.

GENERAL INSTRUCTIONS TO CLIENT ON USE OF THIS FORM:
This information is provided to you as a quick reference source in case any emergency occurs. Keep this document where it can
easily be found. Inform other persons close to you (relative, neighbor, etc.) of its location.

1. Our Agency has a nurse on call 24 hours a day. You can reach the nurse through our phone number (on the
cover of the book), After office hours and on weekends an answering service will reach the nurse and he/she
will return your call and come to see the client if necessary, or simply answer any questions you may have.

2. In case of a serious medical emergency, the client should be taken to the hospital. Our Agency does not
operate as an emergency service, therefore valuable time may be lost by contacting the Agency for a serious
emergency such as diabetic coma, severe chest pain, unconsciousness, etc.

3. Ambulance service number is 911.

CLASSIFICATION
(Please circle the correct classification for client)
D1- Category 1 (High Risk)
Patients who cannot safely forgo care: Special needs clients of anyone who needs (Cp
with mild to moderate cognitive impairment, highly unstable patients with high pro!
not provided; IV therapy, highly skilled wound care, with no family/caregivel
D2-Category 2 (Moderate Risk)
Client whose condition recently worsened: moderate level of skilled care. That should vided that day, but could postpone
visit until emergency situation improves. Client with untrained families/ca@gegivers who could provide basic care in an emergency.
D3-Category 3 (Low
Client who can safely forgo care or a scheduled visit including Ho ealth Al its, Clients receiving routine supervisory visit,

mask, nebulizer, oxygen, etc.), anyone
ility of inpatient admission if home care is
ining medication or equipment.

INFORMACION GENERAL PARA EL PACIENTE S
Emergencia. Deben de dejar este formulario en u
se encuenta este formulario.
1. Nuestra Agencia tiene un Repres
agencia llamando a nuestro nime
agencia llamard a la gersona que s

FORMULARIO. Esta informacidén es en caso de una
ar rdpido de encontrar,(Digale a su familia, Vecinos, etc) donde

servicios las 24 hora al dia. Usted se puede comunicar con la
de teléfono (en la cubierta del libro), después de hora o fin de semana, la
ncuentre “ON CALL” (de guardia), Esta persona le devolverd la llamada.

2. En caso de una EME| , B/ paciente debe ser llevado(a) al hospital mds cercano. Nuestra Agencia No
opera como un servicio rgencia.
3. Parallamar a a una AMBULANCIA, deben marcar el 911.
CLASIFICACION

(favor de circular la clasificacién del paciente)
D1 (category 1) (Alto Riesgo)

Pacientes que no pueden renunciar a la atencién de forma segura: clientes con necesidades especiales de cualquier persona que
lo necesite (mdscara Cpap, nebulizador, oxigeno, etc.), cualquier persona con deterioro cognitivo leve a moderado, pacientes
altamente inestables con alta probabilidad de ingreso hospitalario si la atencién domiciliaria es no provisto; Terapia IV, cuidado
de heridas altamente calificado, sin familia / cuidador, medicamento o equipo para mantener la vida.

D2 (category 2) (Riesgo Moderado)

Pacientes cuyas condiciones empeoraron recientemente, moderado nivel de cuidado, que debe darse segun calendario, pero
puede posponerse hasta que la situacién de emergencia mejore. Pacientes con familiares/encargados no entrenados, pero que
pueden dar cuidados bdsicos en emergencias.

D3 (categoria 3) (Poco Riesgo)

Pacientes que de una forma segura se puede dejar de visitar, incluyendo la assistente de enfermera, clientes reciviendo rutinarias
visitas de supervisién, evaluacion. Clientes con 1 a 2 visitas por semana, o clientes que tienen familiares/encargados entrenados y
competentes.

D4 (Categoria 4)

Rehusd dar informacion, o liberé a la Agencia de Responsabilidades de Evacuacion.
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SAMPLE F — VULNERABILITY TO ABUSE AND/OR NEGLECT ASSESSMENT

» Answer all 16 risk factors Yes or No; any concern goes to the Clinical Manager.
» Suspected abuse, neglect, or exploitation is reported to the Florida Abuse Hotline, 1-800-962-2873.

ASSESSMENT FOR CLIENT VULNERABILITY TO ABUSE AND/OR NEGLECT
EVALUACION DE PACIENTES VULNERABLES A ABUSOS Y/O NEGLIGENCIAS

Client Name: M.R. #:

Nombre del Paciente No. de expediente

Date Client Assessed:
Fecha en que el cliente fue evaluado

K FACTORS / FA! RES VULNERABLES

VULNERABILITY RISK FACTOR
Factor Vuinerable

Demonstrates orientation to time, place, and person
Demuestra orientacion en tiempo, espacio y persona

Demonstrates ability to follow directions consistently
Demuestra habilidad para seguir indicaciones

Demonstrates assertiveness
Demuestra ser asertivo

Demonstrates ability to give accurate information consistently
Demuestra habilidad para dar informacion correcta
Demonstrates interest in environment activities

Demuestra interés en las actividades en su alrededor

Demonstrates ability to walk without assistive devices
Demuestra habilidad para caminar sin ningtn equipo

Demonstrates full range of motion
Demuestra movimientos completos

Demonstrates adequate endurance
Demuestra resistencia adecuada

Demonstrates pain-free condition/illness
Demuestra condicion o enfermedad sin dol
Demonstrates freedom from c icable di€ease
Libre de enfermedades contagi@s;

Demonstrates adequate auditory ion
Demuestra buena audicion

Demonstrates adequate speech
Demuestra habla adecuada

Demonstrates adequate touch sensation
Demuestra adecuada sensacién al tacto

Demonstrates cooperative behavior
Demuestra comportamiento cooperativo

Demonstrates ability to adhere to safety precautions consistently
Sigue instrucciones de precauciones adecuadamente

Demonstrates ability to report abuse and/or neglect
Tiene habilidad para comunicar abuso o negligencia

Other / Otros: ‘ | | |

Signature of Individual C: ing the Form Date
Firma del individual completando la forma Fecha
This form is confidential and is part of the patient's medical record. - Este formulario es confidencial y forma parte del expediente médico del paciente. www.pnsystem.com
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SAMPLE G - HOME HEALTH AIDE CARE PLAN

* Mark each aide task with its frequency and the precautions; the aide performs only what is written.
* Reviewed at least every 60 days and whenever the patient’s needs change.

HOME HEALTH AIDE CARE PLAN (PLAN DE CUIDADO DE LA AYUDANTE DE ENFERMERA)

Patient Address: Teleph No.

Directions to Home:

O Patient oriented with Care Plan [ Reviewed with Home Health Aide/CNA

Care . Phone No. PARANETERS T0 NOTFY CARE NANAGER / PARAMETROS A NOTIFICAR
Frequency/Duration: T BP.
Supervisory visits: 0 every 14 days 0 every 30 U every 60 L Other 5 R

rine

Patient problem:

Changes in skin condition
DNR: O Yes 0 No |Other (pain)
PRECAUTIONARY AND OTHER PERTINENT INFORMATION - Check all that apply. Circle the appropriate item if separated by slash.

0 Lives alone/Vive solo (2 Non weight bearivgiNo saporte de peso: QR L L | 10 DeturesDentaduras: OO UpperSup. (0 Lowerbaja | [ DiabefioDiabeico (L Do not cut nails/No cortar ufias
[ Lives with other/Vive con otros (O Fall precautions/Prevendian de caidas [ PartialParcial [ DietDieta:
L Alone during the day/Solo durante el dia | [ Spez sqiomentiqui i  Oriented/Orientado x 3 [ Alert/Alerta | [ Seizure precautionPrecauciones oon convuisiones
1 Bed bound/Confinado ala cama 0 FergetfulConfused-Olvidadiso/Confuso | T Walch (observar por) for hyperhypoglyoemia
0 Bed rest/BRPs/Descanso en lacama | O SpeechiCommunication deficitHabla deficente | O Urinary catheter/Cateter urinario 0 Bleeding precautions/Prec. sangreamientos
EID Up as tolerateciSe levanta hasta dond puede | [ Vision defcitVision def: (J Glasses/Espejuslos | [ Prosthesis/Protesis (spedify): [ Prone to fractures/Posible fracturas

ol

10 ContacisiLentes de contacio I Oty Oro fespeciar;
0 Other/Otro: (O Allergies/Alergias (specify) g

1 Partal weightbearingSepore depesoparcial ) R T L | Odearing deficDef Auditiva: D ¢
Check all applicable tasks. Specify by circling the applicable activity for those iter s separated by slashes. Write additional
precautions, instructions, etc as needed beside the appropriate item

Multi-Vis v Multi-Visits]
Every a Iy | Dther - Otro Commentsilnstructions E . a 1y | ther - Otro Comments lnstructions
ASSIGNMENT-TAREAS | "o lweeisy| 2 day onty |8 58 S e Pe ) ASSIGNMENT-TARE 4@ Roky|_a day only [T @ tarosinsirucciones
f%) Temperature/Temperatura g | o |ojojolo, Assist
8 Pulse/Pulso a | ajofajalo W(.M;A‘;Fa B 8 eoaio
= RespirationsRespiracion | J | O |0[a[alo) — =
= e Pt o [ olaaan Assistwith Mobilty! Q| a|ajajaja
) Biood Press esr [ d/Dangle-Sil scilar
g Weigh/Peso Q| afgoolag = prmode/Curia-Pato
Bl Pain Rating (0-10scale)Dolor] @ | O JQf O] O O B3 8 owerTub=D i
f=Y Tub/Shower-BafieraDucha) O | O |0| 00| 0 > M = = EE
= Bath: Bed'Sponge - Baro CamalSponia o | alololalo 5 grm RIL (Brazos D/T)
F=fl Partial Compigte-Parcial Compieto \ < eg RIL (Pies D/)
Pl AssistBat Chair-Asstrbaioensta| O | O [0 0ol gl O E Postoning Enoowrege /Cambiode Posiionesf 30 | O (3] O QO
Tl Personal CarelCuidadoPersonal | O | O |} O] O O ‘ Bl Assistassistic hrs
ﬁ Assist wilh DressingiAsistirvestise | 01 | O || Q] Q| O E Exerdise Per - Ejercicios por o | aloolala
[ER Hair Care/Cuidado del cabello] O | O |Qf Q] Ol O &l PT/OT/SLP
Bl i shampoding sk b bed| O | O |01 ] Care Plan/Plan de cuidado
g Skin CarelCuidado de la piel Q| ajooog Other (specify)Otro (especiicar): | 1 | O (Ol QjQ|O
g Foot Care/Cuidadodelospies | O | O |0 O] Ol
8 Checka'emeas.'UbemAdepresidn Q | O4ill 0jalo = Meal Preparation/Prep. de comida| 1 | O |3 Q{Q|O
oY Noi CorelCuidaco delesuies g 2ol s I rEEEEEERE
P Ore CarelCuidady ol 0 | gdfTUTR 0 Y L Ercourage L Bigh
o Ceenounsnpadrbirs | O | O] 0 [ 0 = [uiiatrhie ¥'o| o |gopl
- - =
=l ShavelAfsitar g g Ell% =4 Grocery ShoppingComprarcomica | O | 0 [T Q0|0
OtheriOtro: = -
Other (speciy pecificar):
Py Assstwith ElminaoniAsistielminacin] 1 | O [Q) DT O § ¢ yonotes (R E R
g Catheter CarlCuidado de caetes Q| ajaaoia ol o
E 0 CaelCudar - EE R EEEE YVash Clomjesﬂiavar‘m‘pa Olajaja
bellRecon take OuputRegsmomansaiia | O | O [QfQfafo =) Lioht HousekespingLigera impieza
B epect Reoreinspeeronar | 3 | 01 [QI[Q1[ Q[0 5| Bedroom/Baio | O Qiaaa
Il Dressing/Viendas (see specifics g Battroom(Cuato/ ichen Cocina
bl in commen! sectioniver i = Chenge Bed LienCantir st
é Medicafion Reminder/Recordar medicinas| [ Qoo F Ecupment CarelCuidadoceequios | 0 | Q|01 Q00O
F=g Other (speciy)/Otro (especiicar):| O =] m] Bl Other (speciy)Otro (especificar| O | O |0 QOO
RN N
Sig amr,:rrme: Date: Review and/or revise at least every 60 days
SIGNATURE/TITLE DATE SIGNATURE/TITLE DATE

PART 1 - Clinical Record PART 2 - Patient Home Folder
PATIENT NAME - Last, First, Middle Initial D#

As Nurse Aide you are an important member of the home care team. It is important that you check your Aide Care Plan before initializing care. Perform only the tasks assigned on the patient's Care Plan.
If there are tasks being performed that are not on the patient care plan, notify your supervisor for approval before the changes are made.
REMEMBER TO RESPECT PATIENT'S PRIVACY/PROPERTY prsystem.com 305.777.5580  (855)PNSystem
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SAMPLE H — MEDICINE SCHEDULE

 List every medication with dose and times; use the side-effect key (A—T) and the drug classification sheet to teach.

Medicine Schedule / Horario de Medicamentos
Patient's Name / Nombre del Paciente: MR #:
Pharmacy Name / Nombre de la Farmacia: Pharmacy Phone / Teléfono de Farmacia:
Address / Direccién: MD Name / Nombre del Médico:
Allergies / Alergias: MD Phone / Teléfono del Médico:
DO NOT USE THESE ABBREVIATIONS / NO USAR ESTAS ABREVIATURAS: U, IU, QD, Q.D., qd, q.d., QOD, Q.0.D., god, q.o.d., >, <, @. cc. jg. MS, MSO4, MgSO4, and trailing zeros (e.g. 1.0 mg)
D ortersd | .0 plc bate Medications / Dose, Route, Frequency Breaidast| Lunch | Dinner | Bedime | Classification | SHeSects || LYt Pationt Nurea”
echa de Orden At Medicamentos / Dosis, Via, Frecuencia Y Clasificacion | sesundarios | Good, Fair, Poor g:;‘:?;‘r:':[
1
2
3
4
5
6
7
8
9
10
1
12
13
14
Key to Side Effects / Guia de Efectos Secundarios
A- Nausea/Vomiting (Nausea/Vdmito) F- Skin Rash/Hives (Erupcion/Urticaria) - Edema (Edema) P- Bradycardia (Bradieardia) U- Anorexia (Anorexia)
- Constipation (Estreriimiento) - Headaches (Dolor de Cabeza) L+ Diaphoresis (Sudoracion) Q- Tachycardia (Taquicardia) - Malaise (Malestar)
C- Diarthea (Diarrea) H- Dizziness (Mareos) M- Hemorrhage (Hemorragia) A~ Tremors (Tembiores) - Dyspnea (Falta de Aire)
D- Hypertension (Presion Alta) I- Hypoglycemia (Hipoglucemia) N- Hematuria (Hematuria) s - Contusion (Confusion)
E- Hypotension (Presidn Baja) - Hyperglycemia (Hiperglucemia) ©O- Dry Mouth/Thirst (Boca Seca/Sed) - Flushing/Blurred Visiﬂﬂsmmw
Z- Other (Otros) __
[ ] No medication interaction identified by the nurse within the patient's medication schedule.
No se identifico ir 6n de i por la dentro del horario de medicamentas del paciente.
Check if any of the following were identified / Marque si se identificé alguno de los siguientes:
[1 Potential Adverse Effects/Drug Reaction (Posibles efectos adversos/reaccion a medicamentos) [ ] Ineffective Drug Therapy (Terapia de medicamentos inefectiva) [ ] Significant Side Effects (Efectos secundarios significativos)
[] Signi Drug i ificativas de [ Duplicate Drug Therapy (Terapia de medicamentos duplicada) | ] Non-Compliance with Drug Therapy (Incumplimiento con la terapia de medicamentos)
[] Physician (Médico) [JSN []PT []OT []ST []MSW []Aide (Asistente) []Other/Otro:
Update on / A, 6n de en: By | Por:
Update on / A 5n de en: o By Por: o
Nurse Name / Nombre de fa Enfermera(o): Nurse Signature | Firma de la Enfermera(o):
[X] Completed/reviewed copy provided to patient Date / Fecha: * Part of Emergency/Disaster Plan

PN System Publication Series ¢ www.pnsystem.com Page 26 of 31



Admission and Sign-Up Package Staff Education Program

POST-TEST — ADMISSION NURSE AND SIGN-UP PACKAGE

Admitting clinicians and intake staff — 20 questions

Name: Discipline: Date:

Circle the best answer or write the letter in the answer grid at the end. Passing score: 80%.

1. The face-to-face encounter must occur:

A. Only after discharge B. Within 1 year before start of care
C. Within 90 days before or 30 days after the start of D. Within 7 days after discharge
care
2. Theinitial assessment visit must be done within:
A. 14 days B. 30 days
C. 60 days D. 48 hours of referral or return home, or on the

ordered start-of-care date

3. If the Agency cannot meet the patient’s needs in the home, the clinician should:

A. Not start services and notify the Clinical Manager  B. Admit and hope for the best

C. Ask the family to provide skilled care D. Start services without orders
4. Patient identity is verified with:

A. Two identifiers, such as full name and date of birth B. The house number only

C. The caregiver’s word D. The patient’s photo on a wall
5. A diagnosis of dementia:

A. Does not by itself mean the patient lacks capacity B. Means services cannot start

C. Always means the family signs D. Means no consent is needed
6. ALF staff may sign admission forms for a resident:
A. Only if they hold legal authority B. If the resident is asleep
C. Always D. If the nurse asks them to
7. If the legal representative cannot be reached, the clinician should:
A. Sign for the patient B. Have a neighbor sign
C. Skip the consent D. Document attempts, notify the DON, and not obtain

an unauthorized signature
8. The Privacy Act statement:

A. Is optional to explain B. Must be signed twice

C. Is a notice only — no signature is required D. Is a consent to treatment
9. The Florida Abuse Hotline number is:

A. 1-800-222-1222 B. 911 only C. 1-800-962-2873 D. 1-888-419-3456
10. On CSA Section 1, the insurance section requires:

A. Leaving it blank B. The patient to write in any insurer

C. Checking every box that applies D. Checking only one payer box
11. The patient signature on the CSA should be obtained:

A. On every page before completing it B. Before explaining the form

C. Once, after every field is completed D. Only by the aide

12. When explaining the Al disclosure, the clinician says Al:
A. Assists with documentation; the clinician reviews  B. Replaces the nurse
and authenticates every entry
C. Prescribes medications D. Diagnoses the patient
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13. Advance directive information is documented by asking about:

A. Favorite foods B. Advance directive, living will location, proxy, and
DNR
C. The patient’s income D. Religion only
14. For a patient with limited English proficiency, the Agency provides:
A. An interpreter at the patient’s cost B. A minor family member as interpreter
C. English forms only D. A free qualified interpreter
15. A patient on continuous oxygen who lives alone without transportation is usually classified:
A. No classification B. D1 — high priority C. D4 - declined D. D3 — low priority
needed

16. D4 on the Emergency/Disaster Plan means:
A. The patient declined the plan or signed arelease = B. Moderate priority

C. Ventilator dependent D. Highest priority
17. The home health aide care plan is reviewed at least every:
A. Five years B. Year
C. Never D. 60 days and when needs change
18. The Notice of Medicare Non-Coverage is delivered:
A. At least 2 days before covered services end B. Only on request
C. At admission only D. After discharge
19. Which is a correct documentation practice?
A. Pre-charting the next visit B. Using white-out
C. Backdating a note D. Single-line correction with initials and date
20. Before leaving the home, the clinician must:
A. Skip the Medicine Schedule B. Perform the final quality check and leave the
handbook and copies
C. Take the handbook back to the office D. Leave the CSA unsigned

ANSWER GRID

1. 2. 3. 4. 5.
6. 7 8 °©@Q 0.
1. 2. 3. 14. 15
6. 7. 18. 9. 20,
Score: Graded by: Date:
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INFORMATION, TRAINING RECORDS

Admission Nurse and Sign-Up Package Training

Staff: Date:

Instructions given by:

Regulations, eligibility, face-to-face, homebound, acceptance
to service

Preparing for the visit; identity; legal representative; dementia
and ALF

Client Information Handbook orientation and teach-back

Rights, complaints, hotlines, HIPAA, OASIS privacy, Privacy
Act

Al disclosure and advance directives

Language access and sensory impairments

Transfer, discharge, and Notice of Medicare Non-Coverage
Client Service Agreement Sections 1 and 2

Safety education and Emergency/Disaster Plan (D1-D4)

ODooooo O od o
oot o odg o

Clinical intake forms, documentation, and final quality check

Observed admission — patient initials/MR#: Date:
Other:

Employee signature: Date:
Instructor signature: Date:

Questions, answers, and discussions were completed at the end of the training between the instructor and all
participants.
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IN-SERVICE ATTENDANCE RECORD

Admission Nurse and Sign-Up Package

Date: Time: Location / method:

Instructor (namettitle): Hours:

e G
1

2

N

© 0 N o o

10
11
12
13
14
15
16
17
18

Instructor (Name/Title): Signature Date
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CERTIFICATE OF COMPLETION

This certifies that

has successfully completed

Admission Nurse and Sign-Up Package

In-Service Education Program

Contact hours Date completed

Instructor (nameftitle) Director of Nursing / Administrator signature
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