
THIS TRAINING INCLUDES

Eligibility, homebound status, acceptance to service

Identity, legal representative, dementia and ALF

Client Information Handbook and required notices

Rights, HIPAA, OASIS, AI 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

Post-test, training record, certificate

PN System Publication Series www.pnsystem.com

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



Admission and Sign-Up Package Staff Education Program

PN System Publication Series www.pnsystem.com Page 1 of 31

TABLE OF CONTENTS

Introduction 2

HOW TO USE THIS TRAINING 2
Part 1 – Before the Visit and Identity 3

MODULE 1 – PURPOSE AND REGULATIONS 3
MODULE 2 – ELIGIBILITY, HOMEBOUND STATUS, AND ACCEPTANCE 4
MODULE 3 – PREPARING, IDENTITY, AND THE LEGAL REPRESENTATIVE 5

Part 2 – The Client Information Handbook and Notices 6

MODULE 4 – THE CLIENT INFORMATION HANDBOOK 6
MODULE 5 – RIGHTS, COMPLAINTS, AND REQUIRED NOTICES 7
MODULE 6 – AI DISCLOSURE AND ADVANCE DIRECTIVES 8
MODULE 7 – LANGUAGE ACCESS AND SENSORY IMPAIRMENTS 8
MODULE 8 – TRANSFER, DISCHARGE, AND NOTICE OF NON-COVERAGE 9

Part 3 – The Client Service Agreement 9

MODULE 9 – CLIENT SERVICE AGREEMENT – SECTION 1 9
MODULE 10 – CLIENT SERVICE AGREEMENT – SECTION 2 10

Part 4 – Safety Education and Emergency Plan 11

MODULE 11 – SAFETY EDUCATION 11
MODULE 12 – EMERGENCY / DISASTER PLAN – D1 TO D4 12

Part 5 – Intake Forms, Documentation, and Quality Check 13

MODULE 13 – CLINICAL INTAKE FORMS 13
MODULE 14 – DOCUMENTATION AND COMMON ERRORS 14
MODULE 15 – FINAL QUALITY CHECK BEFORE LEAVING 15
MODULE 16 – PUTTING IT INTO PRACTICE 16
REFERENCES 16

Part 6 – Sample Admission Documents 17

ADMISSION PACKAGE – CLIENT INFORMATION HANDBOOK CONTENTS (SAMPLE) 17
PART 6 – SAMPLE ADMISSION DOCUMENTS 18

Evaluation and Records 27

POST-TEST – ADMISSION NURSE AND SIGN-UP PACKAGE 27
INFORMATION, TRAINING RECORDS 29
IN-SERVICE ATTENDANCE RECORD 30
Certificate of Completion 31



Admission and Sign-Up Package Staff Education Program

PN System Publication Series www.pnsystem.com Page 2 of 31

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 III, 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
in an ALF.

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

Audience Required content Time

RNs and therapists who admit
patients

All modules; post-test; Training Record; observed
admission

2 hours

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

Step 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. Identify 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, AI disclosure,
advance directives

5. Plan and payment Services, discipline frequencies, supervision, payer, and charges
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Step What the clinician does

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

7. Consent and
signatures

Client Service Agreement Sections 1 and 2; representative information when applicable

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

MODULE 1 – PURPOSE AND REGULATIONS

Patient rights
Inform before care begins

Timeframes
Initial visit and comprehensive

assessment

Acceptance to service
Admit only if needs can be met

Requirement What it means at admission

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
assessment

Initial assessment visit within 48 hours of referral or return home, or on the
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 III; 59A-8) Service agreement, patient rights, abuse reporting, emergency management
plan with priority classification
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MODULE 2 – ELIGIBILITY, HOMEBOUND STATUS, AND ACCEPTANCE

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

Introduce and verify
ID badge; two identifiers

Representative
Verify legal authority

Interpreter
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.

• 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 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 Key message for the patient

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

Hours, emergencies, 24-hour on-call Office hours; answering service 24 hours, 7 days; for an emergency
call 911

Ethics, non-discrimination, confidentiality Equal care regardless of race, color, national origin, disability, age,
sex, or religion

Rights, responsibilities, grievances How to complain without fear of retaliation; State and Agency
hotlines

Language assistance; sensory
impairments

Free interpreters, large print, braille, TDD/relay

Face-to-face, eligibility, homebound What Medicare requires to qualify for home health

Charges and payment Minimum charges, copays, private pay, what Medicare covers

National Patient Safety Goals; fraud
prevention

Patient identification, medication safety; how to report fraud

Notice of Medicare Non-Coverage Right to a fast (expedited) appeal when services end

Aide duties – allowed and not allowed What the home health aide may and may not do

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

Infection control Hand hygiene, universal precautions, respiratory hygiene,
vaccinations (flu)
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Handbook topic Key message for the patient

Advance directives; HIPAA NPP; OASIS
and Privacy Act statements; AI disclosure

Required notices – explained and left in the home

Hospitalization risk; transfer and
discharge

Warning signs to call the Agency; reasons and notice for transfer or
discharge

Family communication plan;
special-needs emergency instructions;
resource guide

Emergency contacts, special-needs shelter registration, community
resources

MODULE 5 – RIGHTS, COMPLAINTS, AND REQUIRED NOTICES

Rights and hotlines
Report without fear

Privacy notices
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.

• 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 – AI DISCLOSURE AND ADVANCE DIRECTIVES

AI disclosure
The clinician reviews and signs

Advance directives
Ask, document, respect

• AI disclosure – talking points: the Agency may use artificial-intelligence tools to help with documentation (for
example, organizing visit notes). AI 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
questions 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

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 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

AI consent Patient’s choice after the AI 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: “I
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

Medications
Schedule, side effects, storage

Home safety
Exit plan, smoke detectors

Infection control
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

Priority level
Classify every patient at admission

Level Meaning Examples

D1 – High Cannot go without services; needs evacuation
help or a special-needs shelter

Ventilator or continuous oxygen, IV therapy,
insulin with no caregiver, bedbound alone

D2 – Moderate Services may be postponed 24–48 hours;
caregiver can help

Wound care with caregiver, daily medication
help

D3 – Low Services may be postponed 72 hours or more;
independent

Ambulatory, stable, has caregiver and
transportation

D4 – Declined Patient declined the plan or signed a release;
still give emergency information

Document the refusal and education given

• 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
Visits and aide tasks

Plan of care
Follow and update

Form Purpose and key points

Vulnerability to abuse/neglect
assessment

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

Medicine Schedule and drug
classes

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

Medicare Secondary Payer (MSP)
questionnaire

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

Care plan checklist Nursing, aide, and therapy problems and interventions selected for this
patient

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

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

Case management / coordination
note

Communication with the physician, team, and other providers

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

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

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
before complete

One signature after every field is finished

AI 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

Final check
Every page, every field

Checklist item Done

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

AI 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

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 AI 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 III, 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.
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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.

Sample Document Module

A–B Client Service Agreement, Sections 1 and 2 9–10

C 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
representative?

Copy left in the
home?

Cover sheet with assigned staff; abuse and
complaint numbers

No Yes

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, AI
disclosure

NPP receipt and AI choice on CSA;
Privacy Act – no signature

Yes

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
used)

Yes – patient and representative Yes (copy)

Care plan checklist and Home Health Aide Care
Plan

Reviewed with patient Aide care plan – yes

Calendar of visits; flu flyer; language assistance
poster

No Yes

Emergency/Disaster Plan (D1–D4) and
instructions

Yes Yes

Case management / coordination note No – clinician completes No – office
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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.
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SAMPLE B – CLIENT SERVICE AGREEMENT, SECTION 2

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

• Survey visit, AI, and photo choices are the patient’s – never pre-selected. One signature after every field is
complete.
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SAMPLE C – BILL OF RIGHTS STATEMENT

• 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 (Declaración de la Ficha de Derechos)
is identical.
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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.
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SAMPLE E – EMERGENCY/DISASTER PLAN, PAGE 2 (INSTRUCTIONS)

• 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.
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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.
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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.



Admission and Sign-Up Package Staff Education Program

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

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.
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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
care

D. Within 7 days after discharge

2. The initial 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 AI disclosure, the clinician says AI:
A. Assists with documentation; the clinician reviews
and authenticates every entry

B. Replaces the nurse

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
needed

B. D1 – high priority C. D4 – declined D. D3 – low priority

16. D4 on the Emergency/Disaster Plan means:
A. The patient declined the plan or signed a release 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. 9. 10.

11. 12. 13. 14. 15.

16. 17. 18. 19. 20.

Score: Graded by: Date:
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INFORMATION, TRAINING RECORDS
Admission Nurse and Sign-Up Package Training

Staff: Date:

Instructions given by:

Items Y N Comments

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

AI 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)

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 (name/title): Hours:

# Name (print) Discipline Signature Score

1

2

3

4

5

6

7

8

9

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 (name/title) Director of Nursing / Administrator signature
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