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	 Agency and Personnel (Y = present; N = not present; N/A = not applicable)

	1
	
License/certification with Hospice designation has been posted in a conspicuous place  at the site where services are provided to patients.
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	2
	
Documentation that all professional staff providing direct-care have a current license or certificate in their personnel record.
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	3
	
Documentation that staff attended continuing education on HIV/AIDS and end of life issues.
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	4
	
Documentation that supervisory provider or registered nurse provided supervision to staff. 

	[bookmark: Text5]     

	Policies and Procedures (Y = present; N = not present; N/A = not applicable)

	5
	
Agency has a policy regarding reasons for  refusal of referral.
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	6
	
Agency has a policy for patient discharge.
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Chart Review (Hospice Care)

	Chart Numbers:
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	
	
	
	

	 Eligibility Determination (Y = present; N = not present; N/A = not applicable)

	
	Eligibility Determination includes:
	
	
	
	
	
	
	
	
	
	

	7
	Eligibility documentation is filed in the patient’s record. 
 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	8
	Hospice certification letter written by provider is filed in the patient’s record.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	9
	Provider's orders for hospice care are obtained prior to the initiation of care. 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	10
	If the patient was refused for care, the reasons for refusal is documented in the patient’s file and is consistent with agency policy.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	        Provision of Care (Y= present; N = not present; N/A = not applicable)

	11
	Provider/advanced practice nurse orders are transcribed by attending nurse within 48 hours of admission.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	12
	Comprehensive health assessment is completed within 48 hours of admission and is filed in the patient’s record.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	13
	Signed written care plan is based on the provider/advance practice nurse orders and is completed within 7 days of admission.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	14
	Documentation that Care Plan was updated monthly.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	15
	Documentation that all scheduled and PRN medications given in patient’s record in accordance with physician’s order.  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	16
	Documentation of palliative therapy is consistent with Medicaid definition/Standards of Care.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	17
	Bereavement plan of care is completed and updated monthly.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	18
	Documentation that dietary counseling/education has been given consistent with Standards. 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	19
	Documentation that spiritual counseling was provided/offered consistent with Standards.  
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	20
	Documentation that medical social services was given/offered consistent with Standards.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	21
	Documentation that mental health services was given/offered consistent with Standards.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Discharge (Y = present; N = not present; N/A = not applicable)

	22
	Documentation of  reason for discharge is located in the patient’s record and is consistent with agency policy.
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