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

	1
	
Agency has policies/procedures in place to each of the following:
· Patient rights and responsibilities, including confidentiality guidelines
· Patient grievance policies and procedures
· Patient eligibility requirements
· Data collection procedures and forms, including data reporting
· Guidelines for language accessibility

	     

	2
	
Agency has a health education curriculum that defines risk reduction counseling and outlines types of information, health education, and risk reduction counseling to be provided.


	     

	 Staff Qualifications and Training (Y = present; N = not present; N/A = not applicable)

	3
	
Documentation of related work experience for all staff is located in the personnel file.


	     

	4
	
Documentation of required initial training by HE/RR staff completed within three (3) months of hire is located in the personnel file.
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	5
	
Documentation that staff has visited collaborating service agencies/has knowledge of local resources.


	     

	Staff Supervision (Y = present; N = not present; N/A = not applicable)

	6
	
Documentation that supervisors reviewed 10 percent of each HE/RR staff client records each month.

	     

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

	7
	
Documentation of services provided to clients has been tracked by type and level of services.

	     

	8
	
Documentation that supervisor/program manager has reviewed pre-post tests and program evaluations.

	     





Chart Review (Health Education/Risk Reduction Support Services)

	Chart Numbers:
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	
	
	
	

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

	9
	
Eligibility documentation is filed in the client’s primary record. 
 

	     

	        Assessment/Service Plan  (Y = present; N = not present; N/A = not applicable)

	10
	Educational Assessment was completed within 30 days of intake.

	     

	11
	Service Plan was completed within 30 days of intake.
	     

	Services Provided   (Y = present; N = not present; N/A = not applicable)

	
12
	
Documentation that method of HIV transmission, how to reduce risk of transmission, how to improve health status, and how to reduce risk of transmission to others is being discussed with client.


	     

	13
	
Documentation that information regarding available medical and psychosocial support services was discussed with client.


	     

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

	14
	
Pre- and post-test is filed in the client primary record.
	     

	15
	
Evidence that care was coordinated as appropriate across all medical care coordination team members.

	     

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

	16
	
Documentation that referrals were made as needed.
	     

	17
	
Documentation is present in the client’s primary record of the referral and the outcome of the referral.

	     





Copy the following if additional entries are needed
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