VA CHAPLAINCY BEST PRACTICES 








Submitting Facility Location:				                                VISN Number: _______





PRACTICE DESCRIPTION





Please answer all questions as appropriate. 


1. Title of Practice:_____________________________________________________


2. Description of Practice:(Describe the practice. Include the following, as appropriate: What is done, who does it, how it is done, what materials, equipment, and/or facilities are used.)























3. Responsible Office: (Office responsible for implementation and administration of the practice.)








4. Purpose: (Enter a brief purpose of the practice, i.e., why the practice was created.)

















5. Scope of the Practice: (Describe types of employees and/or patients who benefit from the practice; and who contribute to performing the program/practice, i.e., physicians, human resource staff, surgical or medical subspecialty patients, community organizations, veteran service organizations etc.)

















6. Method of Implementation: (Enter a description of the method of implementation.)























 7. Critical Success Factors:  (Describe any successes of the practice.)




















8. Barriers and Obstacles to Implementation:  (Describe any barriers and/or obstacles of the practice.)




















9. Lessons Learned:  (Describe any lessons learned during the process of the practice.)

















10. Implementation Start Date: Month  		Year 

















11. Measurable Outcomes:  ( Are there measurable outcomes? Select Yes or No) (In the explanation, provide measurable data if available.)





a. (Yes - No) Patient Treatment Outcomes


(If yes, please explain how Patient Treatment Outcomes have improved, providing measurable data if available.)




















b.	(Yes - No) Workforce Performance:


(If yes, please explain how Workforce Performance has improved, providing measurable data if available.)

















c.	(Yes - No) Employee Morale:


(If yes, please explain how Employee Morale has increased, providing measurable data if available.)




















d.	(Yes - No) Customer Satisfaction:


(If yes, please explain how Customer Satisfaction has improved, providing measurable data if available.)




















e.	(Yes - No) Other:


(If yes, please explain using any other measurable outcomes.)

















12. How are you collecting or planning to collect data to evaluate the outcomes of implementation?  (Database/Hand Collected/Other)  (If other, please explain or provide other data collection comments.)




















13. Implementation Resources Required:  





a.	Materials/Supplies/Equipment: $ _______


b.	Staff Education/Training Costs: $ _______


c. Total Implementation Costs:      $ _______


d.	Recurring Costs: $ _______


e. FTEE Required for Program:  _______


f.	Length of Time Required to Implement Program:  _______ (Total number of Months)


    





14. Attached are supporting documents, i.e., reports, customer service plans, policies, surveys, etc. 


       (Yes - No)  Please list attachments:


       








15. Additional Information or Comments:  











CONTACT INFORMATION:


16. Name:	Title:	Mail Routing Symbol:                


Commercial Phone:(     )       -          Extension  

















________________________________________


Signature of VA facility Director
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