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June 24, 2002

Dear Home Care Provider,

The Community Health Nurse Coordinators, Home Care Program, at McGuire VA Medical Center would like to take this opportunity to thank you for providing home care services to our veteran population.

In an attempt to provide appropriate care in the community and ascertain referral sources, please have the Nursing Director, or designee, complete the attached Annual Survey.

This annual survey is a means of updating our agency files.  Please mail back to the address above at your earliest convenience. 

Thank you for your attention to this matter.  If you have any questions, please feel free to contact us.

Sincerely,

_________________________

Kaye Cash, RN, BSN.C.

_________________________

Amy Mitchell, RN, BSN, C.

(804) 675-5384
Home Health Agency Services Information

Annual Survey

Community Health/Home Health (171H)
McGuire VA Medical Center

1201 Broad Rock Road

Richmond, VA. 23249

Date Completed:____________

Agency Name:___________________________________________________________

Address:________________________________________________________________

Phone:_(_______)___________________  FAX:_(______)________________________

Contact Person(s):________________________________________________________

When was your agency established?  Date:_____________________________________

Geographic areas served (cities, counties):______________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Office hours/days:_________________________________________________________

24 hour call/7 days per week:_______Yes or Other:______________________________

Services Provided:


Yes
No
# Visits/Year
# Patients/Year

RN




___
___
__________
____________

LPN




___
___
__________
____________

Home Health Aide


___
___
__________
____________

Physical Therapy


___
___
__________
____________

Occupational Therapy


___
___
__________
____________

Speech Therapy


___
___
__________
____________

Respiratory Therapy


___
___
__________
____________

Enterostomal Therapy


___
___
__________
____________

Medical Social Worker

___
___
__________
____________

Homemaker



___
___
__________
____________

Companion/Sitter


___
___
__________
____________

Other




___
___
__________
____________

REFERRALS/SERVICES
1.  What is your average number of referrals/month:____________________________

2.  What/who are your top three referral sources?

     
Referral Source


# of Referrals/Year
% Overall Referrals


____________________________
________________
__________________


____________________________
________________
__________________


____________________________
________________
__________________

3.  Does your agency provide hospice services? _________________________________

4.  Does your agency provide respite services? _________________________________

5.  Other services?________________________________________________________

CERTIFICATIONS





YES

NO

DATE

JCAHO



____

____

__________

Medicare



____

____

__________

Medicaid



____

____

__________

CHAP




____

____

__________

Other:




____

____

__________

GENERAL QUESTIONS

1.  List contracts held with other referral sources and/or managed care?

2.  What percent of total referrals can you take that are medically indigent?_________%

3.  Does your agency subcontract for any of its services and with whom?

4.  Are there any special services that your agency offers that you feel are unique to your agency?

5.  What outside/private lab does your agency take specimens to?  Name/phone#:

6.  Are you agreeable to provide timely and adequate feedback via FAX and phone re: any significant change in a patient’s clinical status?

STAFF SKILLS /COMPETENCY
SKILL




PROFICIENT:
YES

NO

Tracheostomy Care





____

____

Ventilators






____

____

Respiratory Care, inc. C-PAP monitoring etc.

____

____

IV therapy, inc.meds/TPN/fluids, etc.



____

____

SCI pt. management/bowel & bladder care


____

____

Psychiatric Program





____

____

Other:







____

____

Do you have a Performance Improvement Program?  _____Yes   _____No

Please list your PI Monitors and include copies of your most recent PI reports/summaries:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any other information you would like to share:__________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Completed by:

Name:__________________________________________________________________

Title:___________________________________________________________________

Signature:







Date:
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