DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

CLIENT RIGHTS AND RESPONSIBILITIES


POLICY:

Agency staff will provide each client with a written notice of the Client’s Rights and Responsibilities in advance of furnishing care to the client or during the initial evaluation visit before the initiation of services.

PURPOSE:

1.	To promote client interest and well-being

2.	To ensure that the client’s civil rights and liberties are not infringed

3.	To inform the client of his/her responsibilities associated with the receipt of home care services

PROCEDURES:

1.	Each client admitted to the Agency is given a written notice of his/her rights and responsibilities in:

A.	Review the Client Rights and Responsibilities Form with the client or responsible party.

B.	Request the client to sign a copy of the Home Care Bill of Rights/Responsibilities Form.  If the client refuses or is unable to sign this form, the Agency Director and/or Service Supervisor/RN will document this information in the client’s record.

C.	Leave a copy of the Client Rights and Responsibilities Form with the client.
 
2.	The Agency Director and/or Service Supervisor/RN places a signed copy of the Client Rights and Responsibilities Form in the client’s record. 

CLIENT’S RIGHTS AND RESPONSIBILITIES

1.	To be informed and participate in his or her plan of care.

2.	To be treated with respect, consideration, dignity, and full recognition of his or her individuality and right to privacy.

3.	To receive care and services that are adequate, appropriate, and in compliance with relevant federal and State laws and rules and regulations.

4.	To voice grievances about care and not be subjected to discrimination or reprisal for doing so.

5.	To have his or her personal and medical records kept confidential and not be disclosed except as permitted or required by applicable State or Federal law.

6.	To be free of mental and physical abuse, neglect, and exploitation.



7.	To receive a written statement of services provided by the agency and the charges the client is liable for paying.

8.	To be informed of the process for acceptance and continuance of service and eligibility determination.

9.	To accept or refuse services.

10.	To be informed of the agency's on-call service.

11.	To be informed of supervisory accessibility and availability.

12.	To be advised of the Agency's procedures for discharge.

13.	To receive a reasonable response to his or her requests of the agency.

14.	To be notified within 10 days when the agency's license has been revoked, suspended, canceled, annulled, withdrawn, recalled, or amended.

15.	To be advised of the Agency's policies regarding patient responsibilities.

As a client of Diversified Healthcare, Inc., you have a responsibility to:

1. Provide accurate and complete information about your condition and needs, as well as an accurate financial
history regarding ability to pay for in-home aide services.

2. Notify Diversified Healthcare, Inc. of any change in situation that will impact the agreed
upon in-home aide services you are receiving.

3. Notify Division of Health Regulation Services’ Complaint Hotline at 1-800-624-3004 of any complaints or
concerns and may notify Diversified Healthcare, Inc. at (919) 522-5221 (o) of any problems,
concerns or complaints with services being provided.

4. Request information and ask questions.

5. Provide and maintain a safe home environment.

6. Clients are promptly notified of any change in the services to be furnished or liability for payment.

7. Clients are given prompt written information about changes in the Client Rights and Responsibilities.
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DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

COORDINATION AND REFERRAL


PROCEDURES:

1. Referral for home care services or request for services will be documented on an Agency Client Order Form.  Referrals or request for services will be accepted from the following sources:

· physician and office staff
· hospital discharge planners, registered nurses, social workers
· prospective clients and/or family members
· insurance case managers
· others - department of social services, council on aging, etc.

2.	The Service Supervisor/RN shall assess the home care referral information for admission to determine whether the client’s needs can adequately be met by the Agency.

3.	The Service Supervisor/RN shall:

A. Contact the client and/or responsible party by telephone or personal contact within 24 hours of the referral.

4.	The Agency Director and/or Service Supervisor/RN shall make a referral to and coordination with other agencies when the Agency is unable to respond to a request for service prompt, or to continue to provide services.


DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

ACCEPTANCE OF CLIENTS FOR SERVICE PROVISION


POLICY: 

Determine the appropriateness of admission to the Agency.

PROCEDURES:

1. After the initial assessment, the Service Supervisor/RN shall:

A.	Inform the client and/or family member of the decision to accept or not accept the client for admission to home care.

B.	Notify the Agency Director of appropriateness of client’s admission for home care services.

C.	Initiate admission documentation within 48 hours which will include but not limited to:

· Financial Responsibility Form
· Client’s Rights and Responsibilities Form
· Initial Assessment Form
· Aide Agreement Sheet
· Code Status Form/Advance directives
· Care plan, including problem goals, interventions

2..	If the Agency cannot meet the client’s needs, or if the client’s home environment will not support the Agency’s services, the client will not be admitted or the Agency will not continue to provide services.

A. For clients not accepted for admission, the Service Supervisor/RN will:

· Complete an assessment note of evaluation and reason for none acceptance of client

· Notify the referral source of non-acceptance of admission to home care services and reason for non-acceptance within 48 hours

· File communication and assessment notes with the client’s order


DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

INITIAL ASSESSMENT


POLICY:

To provide a comprehensive assessment of the client and to collect baseline data about the client’s condition.

PROCEDURES:

1. The initial assessment shall be conducted in the client’s home by the Service Supervisor/RN which should include the following:

· The client’s functional status in the areas of:

· Social
· Mental
· Physical health
· Environmental
· Economic
· ADLs
· IADLs

2. The initial assessment shall be conducted by the Service Supervisor/RN prior to the development of the plan of care.

3. Service Supervisor/RN will inform the client of the following as part of the assessment process:

A.	The scope of services offered by Diversified Healthcare, Inc.

B.	The client’s rights including providing the client with a copy of the Bill of Rights

C.	The process for acceptance and continuation of services and eligibility determination

D.	Diversified Healthcare, Inc. on-call system

E.	Accessibility and availability of supervision of the Diversified Healthcare, Inc. staff

F.	A telephone number and contact person at Diversified Healthcare, Inc. for information, questions, or complaints about services provided by Diversified Healthcare, Inc., and the process used by Diversified Healthcare, Inc. to investigate complaints

4. The initial assessment shall be signed and dated by the Service Supervisor/RN.


DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

NO SMOKING IN THE WORKPLACE


POLICY: 

GENERAL STATUTES

Smoking means the use or possession of any lighted cigar, cigarette, pipe, or other lighted smoking product.

The Agency is committed to providing a safe and healthful working environment for all employees and clients.  Diversified Healthcare, Inc. shall prohibit its employees from smoking while providing services to a client in the client’s home.

PROCEDURES:

1.	The Agency is responsible for educating employees regarding no smoking in the workplace.

2.	In-service on “No Smoking In The Workplace” should be included during new employee orientation and periodically for all staff on an as-needed basis.

3.	This policy applies to all employees.

4.	Employees who violate this policy will be terminated from the Agency.

5.	Inform client of smoking is prohibited in the home by the employee of the Agency.

6.	A copy of this policy will be provided to client for appropriate signatures during admission and placed in the client’s record.


DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

SUPERVISION OF STAFF


POLICY:

The Agency shall ensure that In-Home Aides are supervised by the Services Supervisor/RN.

PROCEDURES:

1.	The Service Supervisor/RN shall supervise the In-Home Aides delegated to activities according to the client’s requested services.

2.	The Service Supervisor/RN shall make a supervisory visit to each client’s residency every 90 days with or the in-home care aide’s presence, and annually, while the In-Home Aide is providing care to each client. 

· The supervisory visit shall include review of the client’s general condition, progress, and response to the services provided by the In-Home Aide.

· The Service Supervisor/RN conducting a supervisory visit for any In-Home Aide may simultaneously conduct the case review every 90 days as required.

3.	At least annually, the Service Supervisor/RN shall observe the demonstrate correctly all assigned client care tasks.

4.	Documentation of supervisory visits shall be maintained in the Agency’s records and shall contain:

· date of service
· findings of visits
· signature of Service Supervisor/RN

5.	If follow-up corrective action is needed based on findings of the supervisory visit, documentation provided by Service Supervisor/RN of such corrective action shall be maintained in the employee(s) personal files.

6.	The Agency shall ensure that there is a continuous availability of Service Supervisors/RNs for supervision and consultation during the hours that in-home aide services are provided.


DIVERSIFIED HEALTHCARE, INC.

CLIENT CARE POLICIES

ARRANGEMENTS FOR SERVICES WITH OTHER
AGENCIES OR INDIVIDUALS


PROCEDURES:

1. When Diversified Healthcare, Inc. makes arrangements for providing services through other agencies or individuals, or where the Agency contracts with a State or County Agency to provide licensed home care services, there shall be:

A. A written agreement, signed by both parties, which includes the following:

· specific services to be provided

· period of time the contract is to be in effect

· availability of services

· financial arrangements

· verification that any individual provide service is appropriately licensed or registered as required by statute

· provision for supervision of contract personnel when applicable

· assurance that individuals providing services under contractual arrangements meet the same requirements as those specified by the Agency’s personnel

· provision for the documentation of services rendered in the client’s service record

· provision for the sharing of assessment and plan of care data

· the geographic service area the contractor agrees to service

B. All contract services shall be provided in accordance with the client’s plan of care.

C. The Agency shall assure that all contract services are provided in accordance with the Agreement.  The Agency Director shall review and update agreements, if necessary, on an annual basis.

D. The Agency who is subcontracting its work must maintain or produce a complete home care record for the client.

DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

DISCHARGE


POLICY:

Clients are discharged from the Agency when services are no longer needed or desired or the Agency determines that the client’s needs no longer be met with the resources available to the Agency.


PURPOSE:

1.	To establish specific criteria for the discharge of clients from the Agency.

2.	To ensure consistent treatment of all clients served by the Agency.


PROCEDURES:


1.	When a specific service to a client is terminated and other services continue, there shall be documentation of the date and reason for terminating the specific service

2.	Clients may be discharged from the Agency for the following reasons:

· The client no longer needs the Agency

· The client or caregiver indicates that he/she no longer wishes to receive services from the
Agency

· The client or caregiver sexually harasses staff.

· The home situation is unsafe for the Agency staff

· The client or caregiver will not cooperate with the agreed-upon care plan

· The client is admitted to the hospital, nursing home, rest home, or other institutional setting

· The client expires

· The Agency does not have adequate resources to furnish the level of services needed by the 
client



3.	The client or caregiver will be involved in the discharge planning process and given at least a 48- hour advance notice by phone and correspondence when service provision is to be reduced or terminated in the following situation:

· Client is in agreement with changes

· There is a danger to the client or staff member

· The physician terminates services

4.	The Agency will provide information about other community services and agencies that may be beneficial to the client when applicable to the client’s situation.

5.	The following steps are documented in all situations where the Agency decides to discharge the client:

· Agency professional staff and the Service Supervisor/RN attempt to resolve the situation that threatens the Agency staff with the client and/or caregiver.

· Advance written notice is given to the client of the discharge, reason, and other resources for needed services available in the community.

· Referrals are made to other appropriate community agencies if the client requires services that are not available through the Agency.

· The client’s physician is notified for the plan to discharge if the Agency is providing services that require physician’s orders.

· The County Department of Social Services is notified if the client’s health or well-being will be endangered in the absence of the services being provided by the Agency.

6.	Documentation is entered into the service record for all discharge that includes, at a minimum, the date and reason for discharge.

7.	A review of the number of client’s discharge with reason and the discharge policy will be reviewed at least annually as part of the Agency’s care services.

8.	The Service Supervisor/RN reviews all discharge summaries for appropriateness of discharge from the Agency.  The discharge summary includes an overall summary of services provided by the Agency and the date and reason for discharge.

9.	The discharge summary should be written and completed by the Registered Nurse, a copy should be given to the client within seven (7) days, and then the client’s case will be closed.




DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

AGENCY COMPLAINT WITH 
COMPLAINT HOTLINE NUMBERS AND RESOLUTION


POLICY: 

Provide a means for client to communication problems with care delivery

PROCEDURES:

1.	Clients will voice complaints and grievances about treatment or care that is (or fails to be) furnished or regarding lack of respect for property without reprisal or discrimination for same.  Clients will be informed by the Agency Director the procedure to voice complaints/grievances.

	Complaints or questions may be registered with Diversified Healthcare, Inc. by phone, in person or in writing to:

			8009 Bright Oak Trail
			Raleigh, NC  27616

Clients may also call (919) 522-5221 (office) between the hours of 9:00 a.m. – 6:00 p.m., Monday-Friday.

2.	The Agency will investigate the complaint and resolution of the same.

3.	Notify Division of Health Regulation Services’ Complaint Hotline at 1-800-624-3004 of any complaints or concerns and may notify Diversified Healthcare, Inc. at (919) 522-5221 of any problems, concerns or complaints with services being provided

4.	Diversified Healthcare, Inc. will investigate all complaints, within 72 hours, made to the Agency by a client or the client’s family and/or responsible party and must document both the existence of the complaint and the resolution of the complaint.

5.	When a complaint of any kind is made, the Complaint Report Form is used.  Individual who is receiving the complaint shall complete the top part of the form.

6.	The individual completing the record will make sure to document the following information on the form.

· Date the incident occurred
· Time the incident occurred
· Date the complaint was received
· The department receiving the complaint
· The complaint as noted
· Name of person who received complaint
· Date the complaint form was completed

7.	The Complaint Form is then referred to the responsible/designated supervisor.  The Service Supervisor/RN must review the complaint, document any actions taken and sign and date the form.



8.	Responses and appropriate resolution to all complaint will be made within 72 hours.

9.	All complaints and actions will be handled by the Administrative Office and reported in summary form by the administrator to the governing board necessary.

10.	The Agency will conduct all investigations in a fair and discreet manner to ensure confidentiality and to protect the individual’s rights.  The Agency recognizes that every investigation requires a determination based on all the facts in a timely manner.  The Agency must ensure that no reprisals will be taken against a client as a result of a complaint.

11.	The complaint will be notified either verbally or in writing of the outcome of the complaint investigation


DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

HEALTH CARE PERSONNEL REGISTRY


POLICY: 

The Health Care Personnel Registry is a comprehensive listing of the names unlicensed health care personnel who are under investigation for all allegation (pending allegation investigation) or have a substantiated allegation:

· Neglect or abuse of a person to whom home care services 

· Misappropriation of the property of a client in places where home care services are being provided

· Misappropriation of the Agency property 

·  Diversion of drugs belonging to a client or Agency

The Agency Director and/or Service Supervisor/RN and client will be responsible for reporting to the State any complaints and allegations against any staff providing in-home care services.  (Refer to “Agency Complaint Policy with State Hotline Number(s)” p. 11.)

PURPOSE
This procedure describes the requirements for health care providers to report allegations to the N.C. Health Care Personnel Registry (HCPR) and the general process followed during the HCPR Investigations Branch process once the reports are received.  Citizens who want to report a complaint about the care and services provided to a patient/resident/consumer by health care providers licensed by the Division of Health Service Regulation may file a complaint with the Complaint Intake Unit.
The HCPR reporting requirements can be found in N.C. G.S. 131E-256.  Rules in Title 10A of the North Carolina Administrative Code (10A NCAC 13O) apply.  Additional reporting requirements for nursing facilities are contained in 42 CFR 483.13 (PDF, 46 KB).  Reporting forms and additional information are available from the HCPR Investigations Branch.
The N.C. Health Care Personnel Registry is a comprehensive listing of unlicensed health care personnel who are under investigation for an allegation (pending allegation investigation) or have a substantiated allegation finding as defined in G.S. 131E-256(a).  Information on the HCPR is available to health care employers about potential employees that have administrative actions listed including the nature of a finding or allegation and the status of an investigation (also see Verify Registry Listings).  As required by Federal Law, 42 CFR 483.156(c)(iv) (PDF, 48 KB) and 42 U.S.C. 1819(g)(1)(C)(D),  substantiated findings of resident abuse, resident neglect, and misappropriation of resident property committed by nurse aides against nursing home residents are also listed on the N.C. Nurse Aide I Registry.


Health care facilities are required to report the following allegations to the HCPR:
· Abuse of a resident
· Neglect of a resident
· Diversion of drugs belonging to a resident
· Diversion of drugs belonging to a health care facility
· Fraud against a resident
· Fraud against a health care facility
· Misappropriation of the property of a health care facility
· Misappropriation of resident property
· Injury of unknown source
[G.S. 131E-256(a)(1)]
 A "Health Care Facility" required to report allegations to the HCPR are all of the health care providers specified in G.S. 131E-256(b), including all of the following:
· Adult Care Homes
· Hospitals
· Home Care Agencies
· Nursing Pools
· Hospices
· Nursing Facilities
· State-Operated Facilities
· Licensable Facilities for mentally ill, developmentally disabled, and substance abusers
· Multiunit Assisted Housing with Services
· Community-Based Providers of Services for the mentally ill, developmentally disabled, and substance abusers that are not required to be licensed
· Agencies providing in-home aide services funded through the Home and Community Care Block Grant Program
The statutory references for the types of health care providers required to report allegations to the HCPR Investigations Branch may be found in G.S.131E-256(b).
"Health Care Personnel" includes any unlicensed staff of a health care facility that has direct access to residents, clients, or their property [G.S. 131E-256(c).  Direct access includes any health care facility unlicensed staff (including contracted staff) that during the course of employment has the opportunity for direct contact with an individual or an individual’s property, when that individual is a resident or person to whom services are provided [G.S. 131E-256(c)].
Federal reporting requirements contained in 42 CFR 483.13 (PDF,46 KB) requires nursing home facilities to also report allegations made against any employee or contracted staff - licensed or unlicensed - providing services for nursing home residents.
The information regarding substantiated findings or pending allegation investigations listed on the Health Care Personnel Registry is accessible to any inquirer 24-hours a day, seven days a week on the division's telephone voice response system at 919-715-0562, or via the online registry.  Certain employers may have prohibitions from employing an individual with a finding listed on the Health Care Personnel Registry or the Nurse Aide I Registry.   Please refer to the regulatory requirements applicable for the specific type of facility or service for any prohibitions from employment of individuals with substantiated findings.  Reporting forms and additional information are available from the HCPR Investigations Branch.


Contacts: For questions regarding any part of this process, please contact the Health Care Personnel Registry Section of the N.C. Division of Health Service Regulation.

	Health Care Personnel Registry Section
	919-855-3968

	HCPR Investigations Branch
	919-855-3968

	Online Registry
	https://www.ncnar.org/verify_listings1.jsp



Procedure:
1. Reporting to the Health Care Personnel Registry (HCPR) Investigations Branch
A.	Health care facilities must report allegations to the HCPR in writing.  Reports may be faxed to 919-733-3207, or mailed to the Health Care Personnel Registry Investigations Branch, Division of Health Service Regulation, 2719 Mail Service Center, Raleigh, N.C. 27699-2719.

B.	24-Hour Report - Health care facilities are required to report all allegations against health care personnel, and injuries of unknown source, to the HCPR Investigations Branch within 24-hours or becoming aware of the allegation [10A NCAC 13O .0102, PDF, 10 KB].  Nursing home facilities must report allegations made against any employee or contracted staff (licensed or unlicensed) providing services for nursing home residents. Although not required, a 24-hour report form (PDF, 44 KB) is available for use.

C.	5-Working Day Report – The results of all investigations are required to be submitted within 5-working days of the initial 24-hour report whether the allegation was substantiated or not.  The report should include the documentation and results of a thorough investigation.  Although not required, a 5-working day report (PDF, 49 KB) is available for use.

2. Allegation report screening and pending allegation investigation listing

A.	The allegation report is reviewed and evaluated (screened) to determine if the HCPR Investigations Branch will conduct an investigation of the reported allegation.  Additional information may be requested from the reporting health care facility.

B.	A decision to investigate an allegation results in a "pending" (pending allegation investigation) listing entered onto the Health Care Personnel Registry with the accused individual's name. A certified letter of notification is mailed to the accused individual.  The letter includes notice of the investigation and due process rights available.  A letter is also sent to the reporting health care facility.  The pending allegation investigation listing remains on the HCPR until the allegation is either unsubstantiated or a substantiated finding is listed onto the Health Care Personnel Registry.

C.	A decision not to investigate an allegation results in letters mailed to the accused individual and the reporting health care facility notifying them of the decision.  No pending allegation investigation is listed on the HCPR, and no further action is planned.

3. Investigations of Allegations

A.	HCPR investigations gather evidence to determine whether an allegation is substantiated or unsubstantiated.  HCPR Investigators primarily conduct the investigations.  In some cases, a local law enforcement agency or the Medicaid Investigations Unit of the Department of Justice may conduct an investigation instead.  Investigations may include on-site visits, records reviews, and interviews with victims, accused individuals, witnesses, and other individuals.


B.	When an investigation is completed, the accused individual is notified of the outcome.  If the allegation is substantiated, the accused is notified by certified letter of the intent to enter a finding onto the Health Care Personnel Registry.  If the allegation was of abuse, neglect, or misappropriation of the property of a nursing home resident, the notification includes that the finding will also be entered onto the Nurse Aide I Registry.  The notification contains information about the due process rights that are available to the individual.  The pending allegation investigation listing remains on the HCPR.

C.	If the allegation is unsubstantiated, the "pending" allegation investigation listing is removed from the HCPR, and the accused and the reporting facility are notified of the outcome by letter.

4. Listing Substantiated Findings

A.	Accused individuals with substantiated allegations have due process rights available to them.  A substantiated finding is not listed until after the completion of a 30-days opportunity to file a petition for a contested case hearing with the Office of Administrative Hearings.

B.	If the accused individual does file a petition for a contested case hearing, the listing of the finding is postponed until after an Administrative Law Judge hears the case and the division director makes the final decision.

C.	If the accused individual does not exercise his/her due process rights by filing a petition for a contested case hearing with the Office of Administrative Hearings, the finding is listed.  The pending allegation listing is removed when the finding is listed.

D.	After a finding is listed on the Health Care Personnel Registry and, if applicable, the Nurse Aide I Registry, the specific allegation, the evidence summary, the date of the hearing (if the individual chose to have one) and the outcome are available to an inquirer.  If the individual chooses to make a rebuttal statement, it is also included with the registry listing and provided to inquirers.




DIVERSIFIED HEALTHCARE, INC.


CLIENT CARE POLICIES

PLAN OF CARE


POLICY:

To develop and revise client’s plan of care and to individualize care for each client according to the client’s needs.

PROCEDURES:

1. After the initial assessment of a new client, a plan of care will be developed by the Service Supervisor/RN who conducted the assessment.

2. The plan of care shall be established in collaboration with the client, clients authorized designee, and/or family member.

3. The plan of care shall contain the level of assistance required by the client for each ADL.  If the client’s plan of care requires the In-Home Aide to provide extensive assistance, the In-Home Aide shall be listed on the Nurse Aide Registry.  However, if the client’s plan of care requires the In-Home Aide to provide only limited assistance, the In-Home Aide is not required to be listed on the Nurse Aide Registry.

4. The plan of care should have goals that are measurable within a time frame that serves the parameters for evaluation.

A.	If the goals outlined in the plan of care are not met during the stipulated time frame, the Service Supervisor/RN and client or authorized designee or family member of the client will update or revise the plan of care.

5. The plan of care should also include these components:

· type of services and care to be delivered
· frequency and duration of services
· activity restrictions
· safety measures
· service objectives and goals

Where applicable, the plan of care shall include:

· equipment required
· functional limitations
· rehabilitation potential
· diet and nutritional needs
· medications and treatments
· specific therapies
· pertinent diagnoses
· prognosis


6. The plan of care shall be reviewed every 90 days by the Service Supervisor/RN and revised as needed based on the client’s needs.  If the client record is thinned, the original and updated authorization or orders for care shall be maintained in the client’s record.  All records shall be available to staff and client for review if requested.  

A.	If physician orders are needed for the services, the Service Supervisor/RN shall notify the physician of any changes in the client’s condition that indicates the need for altering the plan of care or for terminating services.

7.	A copy of the plan of care will be kept at the place where the client is receiving the services.
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CLIENT CARE POLICIES

CLIENT RECORD CONTENT AND HANDLING


POLICY:

To maintain a service record for each client for home care services.

PROCEDURES:

1.	General Requirements

A.	Each page of the client’s record shall have the client’s name.

B.	All entries in the record shall reflect the actual date of entry.

C.	Reference to any activity that occurred on a date prior to the date of entry must be identified as “Late Entry” “Out of Sequence Entry, or addendum.

2.	Content of Service Records

A.	If the Agency is providing services to a client which do not require a physician’s order, the service record shall contain the following information at a minimum:

1) Admissions Data

· Identification data, such as name, address, telephone number, date of birth, sex, and marital status

· A copy of the signed Client’s Rights Form or documentation of its delivery

· Names of next of kin or legal guardian, or other family members

· Names of other family members

· Source of referral

· Assessment of home environment

2) Service Data

· An initial assessment by the Service Supervisor of the client’s functional status in the areas of social, mental, physical, health, environmental, economic, activities of daily living, and instrumental activities of daily living

· Identification of problems, the establishment of goals and proposed interventions and indication of the client’s understanding of and approval for services to be provided

· If client is not competent to understand the treatment plan, the approval of the client’s responsible party should be documented
· A record of all services provided, directly or by contract, with entries dated and signed by the individual providing the service.  Records must include dates and times of service provision

· A discharge summary includes an overall summary of services provided by the Agency and the date and reason for discharge.  When a specific service to a client is terminated and other services continue, there will be documentation of the date and reason for terminating the specific service

· Evidence of coordination of service when the client is receiving more than one home care service

· When the Agency is providing services to a client that requires a physician’s order, the service record shall include all of the items listed above plus the following:

· Admission and discharge dates from hospital or other institution when applicable

· Name of physician(s) responsible for the client’s care

· The client’s diagnosis

· Physician’s orders for services being rendered

· If the Agency is providing services to a client in hospital or nursing facility, the Agency’s service record shall include the following items at a minimum:

· Referral information
· Dates and times of service
· Documentation of services provided

3.	Storage of Service Records

A.	Original copy of all service records are kept in a secure location on the licensed premises unless subpoenaed by a court of legal jurisdiction or needed in a central location for review as part of an agency evaluation.

1) 	Records removed from the premises for an evaluation must be returned to the original premises within 5 working days

2)	The Agency will maintain a sign-out log that includes to whom the record was released, the client’s name, and the date removed

B.	No records will be taken from the licensed premises without prior knowledge and consent of the Service Supervisor at the Agency.

C.	Appropriate portions of service records may be copied and removed from the licensed premises providing that the records are stored in a securely locked storage box during transportation.

D.	A copy of service record may be stored in the client’s home to ensure that appropriate health professionals will have information readily available to enable them to provide the appropriate level of care and/or manage the delivery of home care services.

E.	The original and updated authorization or orders for care as appropriate.



4.	The Agency will assure that all service record information is kept confidential.

A. Only authorized persons will have access to client’s records.

B. Persons authorized to review the client’s service records are as follows:

1. Authorized personnel

1. Clerical staff responsible for filing or other activities that necessitates access to records

1. NC Division of Health Service Regulation representatives

1. Third party payers

1. Attending physician
	
1. Other individuals hired by the Agency that aid in direct client care

C.	If a medical facility requests medical records or a discharge summary, the Agency will require a release form to be signed by the client or the responsible party before releasing any of the service records to any outside medical source.

D.	The client or responsible party will be responsible for maintaining confidentiality of any copies of service records stored in the client’s home.

E.	Authorized staff in possession of copies of service record information will be responsible for destroying the copies by using a shredding machine which is located in Diversified Healthcare, Inc.

5.	Retention of Service Records

A.	Client’s service records are retained in the Agency’s office according to State regulations.

1)	Records of discharge adult clients will be retained for a period of not less than 5 years from the date of the most recent discharge of the client.

2)	Records of discharged minor clients will be retained until 3 years after the client’s 18th birthday.

B.	The Division of Health Service Regulations will be notified in writing of the storage of client’s records for the required retention period if the Agency ceases its operation.
[bookmark: _GoBack]
16
