Perfect SOC

On PC



'ISeavchdeer\t..‘ Perspective Home Health, Inc. & A ra =

Admission Info

Search your patient, click on their name and o1010:3- DOE, JOHN

this should bring you to the patient’s chart. | T

21 Address
2 Contacts
D Allergies

© [Eergibility

If the patient is still “Pending” status, ~py

© 4 Admission (Target SOC: 04/25/2018) - F

then you will see this window and need to iz Adisn fo

© ¥ Admission Packet

convert the patient to “Admitted”: Apansion PR RS vy e

)¢ Physicians

er¢ -Please Select Ty He
e, Ftease Scloct Type Here-

View description

54 pisciplines F2F Visit: . \:%F S(gg;e [Select Full Code]
ﬁseme Locations Physician: Phone: Contact:
[ Referring Diagnosis H&P
Choose Edit $4 nouances o
a Pharmadies (Note: Below is for the Special Instruction Per Admission which is different from the Special Instruction in the Basic Info)
© 77 Episode: 04/25/2018 - 06/23/2018 Speckl Hstructon:
© 2 Admission - Non-Admit
© 2 Admission - Non-Admit
Choose Admission Status and select admit © % Admison (50C: 03/022015)-Dchar
% Document
2% Event
Admission Source  Source Of Referral Referring Diagnosis H&P

2= Patient Forum
Admission Type: Elective

Co nfl rm the correct SOC date Admission Source Code: 1 - Non-Heaith Care Facity Point of Origin v Patient transferred from another HHA

Inpatient Discharged Date: =

Type: -Please Select Admision Source Here-

Name: Phone:

Choose the correct Acuity Level e P

Market Source: -Please Select Market Source Here-

Choose the correct Emergency Triage

Choose Save on the top left
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Step 2

[ Perfect”  virina | v [ v [ searcn patient... Perspective Home Health, Inc. A r @R B
01010-3 - DOE, JOHN ik Add New Order 2
. .. . & L Patisnit Damographics ® Save Cancel  iFax  #: Drug Interactions Tool
Next, you will create the admission order: T Bocnis . -
2 | Address
¥ | Contacts Info Care Plan Update New Problems
D Allergies Physician Order =
“« ” . : .
Choose the “Orders” section on the left ® Wciobiny Pryscn e s o e
43 Billing KELLEY , ASHLEY V NPL:1205929320
© %2 Admission (S0C: 04/25/2018) - Active (% 653 Town Center Dr. Site 410, Las Vegas NV 89144 Contact:(702)967-3510 Fax:(702)967-3513
4 Admission Info y
@ =7 Admission Packet Co-signing Discipline: | Se is
“« ”
Choose the “Add New Order B Notiiaions JE—
1% Physicians Caller Nama Phone No.: me:[1 v|[s4 v|[em v
24 pisciplines
2 i
43 Service Locations Type Of Order:
h “ f 7 | [ Referring Diagnosis H&P on Order Note: Admission Orders will be copied over to POC. Intemal ['Plot Visits Acuity: | Low v
Choose “Type of Order” and select ~m——c
“” d HIS d 2 - @y Pharmacies
R tes
Admission Order © 17 Episode: 04/25/2018 - 06/23/2018 easoniotes
™ Calendar
[ Episode Summary
Enter your Discipline Name )
Physician Orders =
‘
-
Confirm the correct MD mm
© ™ Communication Notes
© (5§ Medication Profile /
© [ Visit Notes Goal =
Confirm the SOC date b
© [ Wound Notes
[ Wound History
.2 Clinical Instructions
sl QA Checklist )
T h e n SAV E E Parameter Graph 7 'ORDER READ BACK AND VERIFIED WITH PHYSICIAN
- © ", Care Coordination Medicationis
© [ Admission - Non-Admit
~ DISCLAIMER:
@B Admission= Non-Admit The material on this software function has been prepared and is copyrighted by Medi-Span® / Wolters Kiuwer Cinical Drug Information, The material presented especially the dn
i i i §5 encode the medial 0
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N Doclment Any changes in prefilled medication will ot update the previous medication.
= Event
4 Patient Forum #Inset = Remove Undo Redo Click to select a medication to discontinue
Free Te; ForDru New/Chang Date Medication Strength  Dose Frequency Route  Clasification Lab Neede« Date of Dis. Prefille
No data found
<4 »
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¥ l Search patient...

01010-3 - DOE, JOHN a New Order 2
Next, the admission order needs to be Py e—— | O |
? | Basic Info % Comments
completed. Start by entering the Medications. R e
B Allergies Physician Order -
© [ Eligibility Physician Name: | Search P Assigned Discipline: | <=
$3Billing KELLEY , ASHLEY V NPL:1205929320

. . H H “" 7 4 .
E nte rm ed | Cat ons by C I IC k N g on I nse ft © %2 Admission (SOC: 04/25/2018) - Active % 653 Town Center Dr. Suite 410, Las Vegas NV 89144 Contact:(702)967-3510 Fax:(702)967-3513

&4 Admission Info
= Co-signing Discipline:

© :7, Admission Packet

This will create a field where you can enter the o

™
d H t H 2 Physicians Caller Name: Phone No.: Order Date: * 04252018 | ™ Tme:[1 v |[se v |[pm ¥
medication. 36 Discplines
2% Service Locations Type Of Order: *
Referring Diagnosis H&P ‘Admission Order v Note: Admission Orders will be copied over to POC. Internal [PlotVisits Acuity: [ Low -

Caller Information

§4 Insurances
Start typing the medication name to bring forth .20 mme wome ===~
. . . ™ Calendar
a list of medications. -
© & oasis

, Care Plan Summary

Plan of Care
Choose the corresponding medication TFmn ‘
e i
© ™/ Communication Notes
Fill in the correct Strength, Dose, Frequency, ¢y ’
and Route e
7% Wound History
.2 Clinical Instructions
(@ QA Checklist y
ﬁ Parameter Graph L4 ORDER READ BACK AND VERIFIED WITH PHYSICIAN

To enter the next medication, click on the 8 Care Coriaion ol

© [ Admission - Non-Admit

Physician Orders [* .2

DISCLAIMER:
I Adrission - Non-
Inse rt a g ain © (%2 Admission - Non-Admit The et cn this sotvare functon ha been pregared and s opyied by Meds Span Mol Kaver cialbrg Informaton, The materal prsentedcspecialy the g
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— - ¢ documentation. Please rewew an edit lhe des\red ent before savlng ‘the information Oﬂ the page
y Document

= Ap Rges in prefilled medication will not update the previous medication.
T vent
+= Patient Forum Remove Undo Redo Click to select a medication to discontinue

Save often e LT

No data found
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Complete the “Reason” section.

Choose the template icon located next t the
“Reason/Notes”

010103 - DOE, JOHN a2

@ L pavent Demographics R W Onug Interactions Too

) Bosc Info
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@ Alerges Physician Order
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© 3K Admission Packet
o Notfications Caller Information
s i o
4 Disciplines
) Service Locations Type Of Order; *
{8 Referring Diagnoss HAP. e Over 10 POC
§3 Insurances
@y Pharmacies
© [T Episode: 04/25/2018 - 06/23/2018
9 Calendar
[ Episode Summary
© ¥l ossis
% Care Plan Summary
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© ] Other Notes
© ™ Wound Notes
7 Wound Hetory
T3 Clinical Instructions
4 QA Checkist
£ Parameter Gragh ¥ ORDER READ BACK AND VERIFIED WITH PHYSICIAN
© ‘% Care Coordination Medications.
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Choose the “Admission Order” patient
encounter template and click select.

Complete the narrative.

Feel free to amend the template to fit
your patient.

Your narrative should “paint” a clear
picture of the Pt’s status, problems,

skilled needs, and proposed solutions.

Save often
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Next, complete the “Physician Orders” section. i . ——
— —
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Choose by clicking the template icon with the
‘heart’

[HPerfect” vum & [ v [ search pote. Perspective Home Health, Inc. & Ll
01010-3 - DOE, JOHN a Add New Order v
@ J, Patient Demographics Sve  @Cancel wFax s Drug Interactions Tool
%) Basc Info ® Comments Wedkators
# Address DISCLAMER:
W) Contacs info | CarePlanUpdate  New Problems B e i e e e e e e T
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@ Allergies Physician Order . O
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© 153 Admision (S0C: 0/252018) - Actve e A S e et e e
i L) o signing Discipine:
© 3% Admission Packet
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£)¢Physiciens Callr Name: Phone No.: oderDate: *[ouzs208 | T Tme:[1 v sa v (e v
A4 Disciphines
3 Service Locations Tvoe Of Order; *
B Referrng Diagnosis H&P 2y Low v
N disciple, ch “Other Staff”
e For disciple, choose “Other Sta
@ [T Episode: 04/25/2018 - 06/23 N Ur. Rsniey RE— RIS 0N ai Oroers {febrie ot afebriie), AOQK2 33 or
£ Colendar Other Staff 485 new template S\iedmvsr\g Mmdﬁaq-uxy(vms e st 7 cays). Patent reguies
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@ g Medication Profile
™ Visit Not infection, if systolic BP <90 or >160, if diastolic BP <60 or >100, HR <60
¢ = Sancant changes i patiet's cndivon

m>llo;ﬂm >101 or of any . . . . -
s B Then continue adding the diagnosis teachings by

St o jgigeer  giine oneeen (oS A e, v - . . .
e (=, clicking repeating the earlier steps on this page.

9 G4 Chacie ¥ ORDER READ BACK AND VERIFIED WITH PHYSICIAN N
5 Parameter Graph

@ %, Care Coordination
DISCLAIMER:

e & e e o e e ] Under filter, start typing in the diagnosis (ie ulcer,

serting new medkation da
Please rvw and edit the Gesired entry before saving the information on

Medications

© N2 Admission (SOC: 03/02/2015) - Discharc

D Bocument Any changes in prefilled medication wil not update the previous medication, hypertenSIOn etC)
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Choose the diagnosis and click select
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Step 6

Physician Orders

Next, complete the “Goal” section.

.. . . d for Adr
Choose by clicking the template icon with the
‘heart’
Caller Name: Phone No.: Order Date: * 03/26/2020
Type Of Order: * s
Vrnission Order | | Internal Note: Admission Orders will be copied over to POC. Schedule a Vis ™"
Select Template X
‘eason/
fientis| Subject * Description “ e
other), PRUDUCTIVE CUUGH, UYSPNEA UIN MLN. EAEKTIUN, AUVENT1TIUUS LUNG ires
availabl SOUNDS(WHEEZING/RALES), AND GEN. MALAISE, AND WILL BE ABLE TO Imj
fety, et DEMONSTRAT! BREATHING AND COUGHING EXERCISES WITH NO SIGNS OF Da
sther \ho SOPCRLV v SN
teded); goals Patient’s respiratory condition will improve as evidenced by absence of productive colg
dyspnea on min. exertion, adventitious lung sounds (wheezing/rales), general malaise
and Patient will be able to demonstrate effective breathmg/coughlng exercises withae
S/SX's of superimposed respiratory infection within suthorzad-aese
thysicia cp certification period
cp certification period
CR Constipation resolved in 5 days,
CRF PT. WILL HAVE NO EVIDENCE OF CRF COMPLICATIONS LIKE HTN,DYSFUNCTION ON
SKELETAL MUSCLES,POLYURIA,NOCTURIA,
CELLULAR AND METABOLISM DYSFUNCTION,
ELCTROLYTE EMBALANCE AND OTHER UNTOWARD
COMPLICATIONS RELATED TO CRF AT THE END OF
o CERT. PERIOD.
ioal =i CRF PT. WILL HAVE NO EVIDENCE OF CRF COMPLICATIONS LIKE HTN,DYSFUNCTION ON
e | SKELETAL MUSCLES,POLYURIA,NOCTURIA, CELLULAR AND METABOLISM DYSFUNCTION,
ELCTROLYTE EMBALANCE AND OTHER UNTOWARD COMPLICATIONS RELATED TO CRF
AT THE END OF CERT. PERIOD.
CRF

ORbER READ BACK AND VERIFIED WITH PHYSICIAN

Medications

PT. WILL HAVE NO EVIDENCE OF CRF COMPLICATIONS LIKE HTN,DYSFUJ

¥4 \EAD BACK AND VERIFIED WITH PHYSICIAN |

Click on the arrow to arrange the “subject” by
alphabetical order.

Look for the diagnosis or reason that correlates to the
main reason why skilled home health was needed

Choose the Goal description and click select.
Then continue adding the more goals the above steps.

Save often



Step /

Any changes in prefilled medication will not update the previous medication.
\ Insert = Remove Undo Redo Click to select a medication to discontinue

Free Tey For Drur New/Change Date Medication Strength Dose Frequency Route Clasification Lab Needed Date of Disc Indicati: Prefillec

T MetFORMIN HCI 1000 Milligrar1 tab Twice per  Oral BIGUANIDES

T T

Medication Completion:

* Choose “Insert”

* Enter the “Date” of the prescription

* Start typing in the name of the medication under “Medication”

* Enter appropriate strength, dose, and frequency

* (Please note on Medications that have a finite prescribed period (ie Antibiotics), please enter length of the medication (ie x 4
days, 10-days, etc)

* Check “Lab Needed” box if labs are needed to monitor the medication.

* “Save” often

* When done, “Electronically Sign”

01010-6 - DOE, JOHN 2 03/26/2020 - Admission Order - In Progress

[ :. Patient Demographics Save @ Cancel = Delete & Mark as Sent 7 Electronically Sign % Print  4fi Fax = b O File Attachment = #¢ Drug Interactions T/
? | Basic Info
‘2| Address
® | Contacts Info Care Plan Update New Problems
€D Allergies Physician Order

[ @ Eligibility Physician Name: 2

$ Billing KELLEY, ASHLEY NPI: 1205929320

‘ [*4 Admission (SOC: 03/26/2020) - Active 7 653 Town Center Dr. Suite 410, Las Vegas NV 89144 Contact:(702)967-3510 Fax:(702)967-3513
% 4 Admission Info Co

@ 5 Admiccinn Parket



St e 8 © L. Patient Demographics B Save @ Canc
? | Basic Info

‘2’| Address
[® Contacts Info Caref
- €D Allergies Physician Order
. ] [E] Eligibility Physicia
o $. Billing
OAS I S CO m p I et I 0 n -3 ‘,'“a Admission (SOC: 03/26/2020) - Active
. ¥ A Admission Info
* Choose the OASIS section and chose SOC OASIS & B isiisinas
Lo Notifications Caller Informatio
Caller Name:

i}ﬁ Physicians

%4 Disciplines

/.'B Service Locations
[E] Referring Diagnosis H&P Admission Order
E’ Medical Diagnoses

$ 4 Insurances

Type Of Order: *

Reason/Notes '/

&Y Pharmacies
— Patient is (Please indi
@ 1t Episode: 03/26/2020 - 05/24/2020 or other), no 5/SXs of

o (if available, and state
[ Calendar ;_afg_ﬁ/, %tc). (F;Iease e
== is/her home to recein
|5/ Episode Summary needed).
2 0AsIS

2| 03/26/2020 - SQ - Visits Plar

@, Care Plan Summary Physician Orders £

© & Plan of Care

@ [ Orders

(5 All

~# Add New Order

52 03/26/2020 - Referred for Adr
& 03/26/2020 - Admission Orde|
© ™| Communication Notes

© g Medication Profile

£ d

i

Goal &



Select the appropriate Race and

Payment source

Select next to continue

Step 8 (cont)

03/26/2020 - SOC - Visits Planned (00) - In Progress

B Save ¥ Validate £ Clinical Validation & Print  (® Full OASIS Sumipéry Only

& POC Pointers Q PDGM Worksheet h 0 File Attachment Download OASIS XML

® Signature Pad &% ICD-10-CM 4 Side by side compare & View ICD-10 Version % View QA Remarks

Section: | PATIENT TRACKING SHEET v | [Next>> Item: Gearch Zoom: | Normal ¥ | fa Exdusivelock B Activity Logs
/[y, PERSPECTIVE HOME HEALTH INC. OASIS D1 -
C 6045 S Fort Apache Rd, Suite 110, Las Vegas, NV 89148
ﬂ I\] “| Phone: (702) 948 5095 / Fax: (702) 948 5115 START OF CARE
HOME HEALTH PATIENT TRACKING SHEET
(M0010) CMS Certification Number: 297100 (M0040) Patient Name:
(M0014) Branch State: NV JOHN — DOE
(M0016) Branch ID Number: N (First) (M) (Last) (Suffix)
: 7 48
(M0018) National Provider Identifier (N P I) for the attending Ehanes - (702)948:3095 -
physician who has signed the plan of care: Address: 6045 s fort apache rd LAS VEGAS, NV 89148
1205929320 UK - Unl or Not Availabl
Physician Name: KELLEY , ASHLEY V
Phone: (702)967-3510
Address: 653 Town Cénter br. " SuTte 4107 as (M0050) Patient State of Resid i
8gas, NVRE91ad (M0060) Patient ZIP Code: 89148
(M0063) Medicare Number: _ 1234567894 NA - No Medi
(including suffix)
(M0020) Patient ID Number: 01010 (M0064) Social Security Number:
(M0030) Start of Care Date: os/z:gzozo B Ui Unkoiin o7 Not Avalble
: ) . (mm/dd/yyyy) (M0065) Medicaid Number: ' NA - No Medicaid
MO0032) Resumption of Care Date: . «
@ NA - Not Applicable T (M0066) Birth Date: (04/%;}977)
m
Certification Period: 03/26/2020 - 05/24/2020 DERY,
(M0069) Gender: < 1-Male 2 - Female
Marital Status: Single v (M0150) Current Payment Sources for Home Care: (Mark all that
Religion: Ads i v apply.)m
glon: ventists 0 - None; no charge for current services
Primary Language: - v Translator Needed 1 - Medicare (traditional fee-for-service)

(M0140) Race / Ethnicity: (Mark all that apply.) @
1 - American Indian or Alaska Native
2 - Asian

Black or African-American

ispanic or Latino

RGN
)
T
2
s
o
-
5
o
S
o
o
Q
Ed
a
o
o
)
o
)
%

- Medicare (HMO/managed care/Advantage plan)
- Medicaid (traditional fee-for-service)

- Medicaid (HMO/managed care)

- Workers' compensation

Title programs (for example, Title I1l, V, or XX)

- Other government (for example, TriCare, VA)

- Private insurance

- Private HMO/managed care

Self-pay

Other (specify)
Unknown

WENOU R WN

o
(<)

{ o
=



Step 8 (cont)

Choose disciple type

Enter staff name

Confirm referral date or specified SOC date
Choose “Next” when done

03/26/2020 - SOC - Visits Planned (00) - In Progress
[ Save £ Validate = Clinical Validation % Print  (® Full OASIS Summary Only & POC Pointers ~ Q PDGM Worksheet ¢ O File Attachment Download OASIS XML

% Signature Pad 5 1CD-10-CM % Side by side compare %, View ICD-10 Version # View QA Remarks i In Progre

Section: | CLINICAL RECORD ITEMS Y. << Previous Next>> Item: Search Zoom: | Normal ¥ #a Exclusive Lock % Activity Logs
CLINICAL RECORD ITEMS
(M0080) Discipline of Person Completing Assessment: [1] (M0104) Date of Referral: Indicate the date that the written or
¥ 1-RN 2-PT 3-SLP/ST 4-0T verbal referral for initiation or resumption of care was
e Staff Name: LEE , NELIA B received by the HHA. K]
(M0080) Date Assessment Completed: @ i 03/26/2020
(mm/dd/yyyy) (mm/dd/yyyy)

Time Out: (M0110) $ Episode Timing: Is the Medicare home health payment

episode for which this assessment will define a case mix
group an "early" episode or a "later" episode in the
patient's current sequence of adjacent Medicare home

This Assessment is Currently Being Completed for the
Following Reason: @

Start / Resumption of Care health payment episodes? @
¥ 1 - Start of care - further visits planned @ 1 - Early
3 - Resumption of care (after inpatient stay) | Htar
(M0102) Date of Physician - ordered Start of Care (Resumption of UK - Unknown
Care): If the physician indicated a specific start of care NA - Not Applicable: No Medicare case mix group to
(resumption of care) date when the patient was referred be defined by this assessment.

for home health services, record the date specified. 1
[ Go to M0110, if date entered ]

/yyyy)
No specific SOC date ordered by physician




Step 8 (cont)

Complete all fields appropriately, and pay close
attention to all fields labelled with “COP” (Conditions
of Participation)

ALL “COP” fields needs to be completed thoroughly
Advance Directive information is needed, indicate if
none

If no advance directive, may place “Pt/PCG was
educated on advance directives and was provided with
educational materials and materials needed to enact a
simple advance directive.”

List POA

Inpatient DC date must be entered if Pt was DC'd from
an inpatient facility within 14-days of the SOC date.

Primary reason for Home Health. ie “The patient was
referred to skilled home health care for a skilled
evaluation on home safety, medication management,
knowledge deficit, to check vital signs, to provide
wound care, to provide therapy, and to provide skilled
teachings on observed knowledge deficits.”

03/26[2020 - SOC - Visits Planned (00) - In Progress

@Seve  p Validte | @ Cinical Valdstion 16 Print @ ruionsts O summery Ony .5 & O File Attachmes
5 si
Section: [ PATIENT HISTORY AN v | [<<Previous | ‘Next>> | nem SEreR| zoom: [Normel V| fa Exchsive &
PATIENT HISTORY AND DIAGNOSES
Y
ergency Triage: | Category 4 v [1J Acuity:  [LOW v
Does the patient have an Advance Directives order No Yes
Emergency Contact:
Last Name: First Name: Relationship: | -- v
Address: City
State: | Nevada v |Zip Code: Email Address
Home Phone Work Phone: Fax Number:
Mobile Phone:
Notes:
Y CARE PLANNING

eck all that apply
Emergency Priori
functional, mes

ity Code: assigned 1o this patient is based upon the comprehensive assessment of their
3l condition, psychosocial situation, cognitive, mental status and other significant care needs.
NOTE: Record the code on the front page of this form ond other ploces per egency policy
Obtained the patient's emergency contact numbers for the medical record
Discussed the HHA's plans for supporting their patients during a natural or man-made disaster
Discussed patient specific emergency planning options
Discussed the development of the patient's individualized emergency preparedness plan of care, including self-care readiness and the
procedure to follow up with the HHA in the event services are interrupted
If applicable, |- local utility companies . local emergency offices notified of life supporting equipment being used
State and local emergency preparedness of otified about the possible need for evacuation
List of recommended items to have prepared/ready and available in the event of an emergency
Educational materials provided to suggest/assist with emergency management/decision making priorities
List of local and state approved evacuation routes and community shelters relevant to the patient's specific geographic location
Wiritten materials to r e/reinforce the emergency preparedness procedures given to the L) Patient L Representative
Other:

Comments:

ADVANCE DIRECTIVES
Healthcare Representative v Living Will v
Do Not Resuscitate v Conservator Assigned v
Full Code v Organ Donor v
Limited Cardiopulmonary Resuscitation v Funeral Arrangements Made v
v

Power of Amtorney
T o

PE/BLE Provided With teaching materials and materials needed to enact a sTmple advance directive’

~_ Power of Attorney:

{M1000) From which of the following Inpatient Facilities was the patient discharged within the past 14 days? (Mark all that apply.) ()

1 - Long-term nursing facility )

2 - Skilled nursing facility (SNF/TCU)

3 - Short-stay acute hospital (IPPS)

4 - Long-term care hospital (LTCH)

5 - Inpatient rehabilitation hospital or unit (IRF)

6 - Psychiatric hospital or unit
7 - Other (specify)

NA - Patient was not discharged from an inpatient facility [ Go to M1021 ]
{M1005) Inpatient Discharge Date (most recent): (1]
UK - Unknown
(mm/dd/yyyy)

PHYSICIAN: Date of last communication [ 1% Dateoflastvisit [ %

Primary Reason for Home Health:




Complete homebound status and
patient medical history.

Step 8 (cont)

T AT HOMEBOUND REASON

Patient is unable
Patient requires tl
Patient has the fol
and requires the a

safely ambulate on uneven surfaces and is at high risk for fall.

use of for safety.
wing limitation
istance of another person when leaving place of residence.

Patient is homebouhd due to limiting ability to ambulate safely and independently.
and is currently dependent on

Patient is homebougd due to shortness of breath when ambulating greater than 20 feet, unsteady gait and requires

which rasults in making a taxing effort to leave their home.
Patient has had sevqral recent fall in the home/IF requiring PT to evaluate for the assistive devices for safety and gait training.

Other - Homeboung reason due to

Criteria Two: Describg why the patient has abnormal ability to leave home and why leaving home must require a considerable and taxing

effort.

Patient is homebofind due to dementia, poor safety awareness and high risk for fall.
Patient is homebglund due to recent hospitalization for
and is shortness pf breath when walking short distance, unsteady gait and unable to ambulate without assistance of another person.
Patient just retyfned from the hospital stay involving surgery

nd had the fojffowing limitation:
Pigient is hopfebound due to recent fall secondary to

Othsg - Hgaflebound reason due to

e ———
Influenza P Tetanus
Pneumonia 4 Shingles (Herpes Zoster) Vaccine
Other /

rior Hospitalizations \
No

Yes Number of times
Reason

Pertinent History and/or Previous Outcomes (note dates of onset, exacerbation when known)

Hypertension ) Fractures Cardiac Diabetes Open Wound
Cancer site:
Respiratory Infections Osteoporosis Immunosuppressed
urgeries
Other (spectiy W




Step 8 (cont)

(M1021 / 1023) Diagnoses and Symptom Control: List each diagnosis for which the patient is receiving home care in Column 1, and enter
its ICD-10-CM code at the level of highest specificity in Column 2 (diagnosis codes only - no surgical or procedure codes allowed). Diagnoses
are listed in the order that best reflects the seriousness of each condition and supports the disciplines and services provided. Rate the
degree of symptom control for each condition in Column 2. ICD-10-CM seguencing requirements must be followed if multiple coding is
indicated for any diagnoses.

. . . . Code each row according to the following directions for each column:
E nter d Iagl’l OSIS. M ay e nte r by d eSCI"I ptl 0 n Column 1: Enter the description of the diagnosis. Sequencing of diagnoses should reflect the seriousness of each condition and
support the disciplines and services provided.
or by Cod e. Column 2: Enter the ICD-10-CM code for the condition described in Column 1 - no surgical or procedure codes allowed. Codes

must be entered at the level of highest specificity and ICD-10-CM coding rules and sequencing reguirements must be
followed. Note that external cause codes (ICD-10-CM codes beginning with V, W, X, or ¥) may not be reported in
M1021 (Primary Diagnosis) but may be reported in M1023 {Secondary Diagnoses). Also note that when a Z-code is
reported in Column 2, the code for the underlying condition can often be entered in Column 2, as long as it is an
active on-going condition impacting home health care.
Rate the degree of symptom control for the condition listed in Column 1. Do not assign a symptom control rating if
the diagnosis code is a V, W, X, Y or Z-code. Choose one value that represents the degree of symptom control
appropriate for each diagnosis using the following scale:
0 - Asymptomatic, no treatment needed at this time
1 - Symptoms well controlled with current therapy
2 - Symptoms controlled with difficulty, affecting daily functioning; patient needs ongoing monitoring
3 - Symptoms poorly controlled; patient needs frequent adjustment in treatment and dose monitoring
4 - Symptoms poorly controlled; history of re-hospitalizations
Note that the rating for symptom control in Column 2 should not be used to determine the sequencing of the
diagnoses listed in Column 1. These are separate items and sequencing may not coincide.
(M1021) $ Primary Diagnosis & (M1023) 5 Other Diagnoses
Column 1 Column 2
Diagnoses ICD-10-CM and symptom control rating for each condition. Note that

{Sequencing of diagnoses should reflect the seriousness of each the sequencing of these ratings may not match the sequencing of the
condii support the disciplines jces provided) diagnoses

Description ICD-10-CM /
S
@ (M1021) $ Primary Diagnosis
.
0 1 2 3 4
Onset
‘mm/dd/yyyy)
| #13 [ TMTUZ37 Other Diagnoses All ICD-10-CM codes allowed
b. b. AYv
0 1 2 3 4
Onset
(mm/dd/yyyy)
= [3 AV
0 1 2 3 4
Onset
(mm/dc/yyyy)
d. d. AY
0 R 2 3 4
Onset
(mm/dd/yyyy)
e e AV
0 1 2 3 4
Onset
(mm/dg/yyyy)
1 E A
0 1 2 3 4
Onset

(mm/do/yyyy)




Step 8 (cont)

{M1028) Active Diagnoses - Comorbidities and Co-existing Conditions - Check all that apply
See OASIS Guidance Manual for a complete list of relevant ICD-10 codes.

1 - Peripheral Vascular Disease (PVD) or Peripheral Arterizl Disease (PAD)

. o . Yes No Not zssessed (no information)
Continue to complete all “(MXXXX) questions 2 - Disbetes Melitus (V)
Yes No Not zssessad [no information)
3 - Noneof the above
Yes No Not assessad (no information)
(M1030) S Therapies the patiznt receives at home: (Mark all that apply.) (i)
coP BSKFACIORS | OISO i BEOM 1 - Intravenous or infusion therapy (excludes TPN)
Not Applicable 2 - Parenteral nutrition (TPN or lipids)
Risk factors identified and followed up on by: ining Discussion Education 3 - Enteral nutrition (nasogastric, gastrostomy, jejuncstomy, or 2ny other artificial entry into the zlimentary canal}
Litersture givento: [ Patient [ Represemative [ Caregiver [ Family [ Other: A R af b
List iden « factors the patient has related to 2n unplanned hospital admission or 2 emergency department visit

(M1033) Risk for Hospitalization: Which of the following signs or symptoms characterize this patient as at risk for hospitzlization? (Mark
all that apply.)
1 - History of falls (2 or more falls - or any fall with 2n injury - in the past 12 months)

Comments: B

2 - Unintentional weight loss of a total of 10 pounds or more in the past 12 months
3 - Multiple hospitalizations (2 or more) in the past 6 months
4 - Multiple emergency department visits (2 or mor) in the past § months

HOSPITALIZATION RISK ASSESSMENT

Purpose: Screening tool to identify those at risk for

5 - Decline in mental, emotional, or behavioral status in the past 3 months
6 - Reported or observed history of difficulty complying with any medical instructions (for example, medications, diet,
exercise) in the past 3 months

o pattrm: Gk o thatsooiy

7 - Currently taking 5 or more medications

> 1 Hospitalizations or ER visits in the past 12 months (M1033)

History of falls *(M1033 and M1910) 8 sty reports exhaustion

Chronic conditions: Check all that 3 (M1021/1023)

S - Other riskis) not listedin 1-8

10 - None of the above

HF Chronic skin ulcers (Wound consult i indicated for any wounds)
Diabates HIV/AIDS
CoPD.

Risk factors: i

Discharged from hospital or skilled nursing facility (M1000)

More than 2 secondary diagnoses (M1023]

Halp with managing medications needed (M2020) P & Complete hOSpIta“ZEItion I’ISk

Non-compliance with madication regimen 4

Low sociosconomic status or financizl concerns ¢

Confusion (M1710) ¢ %

Lives zlone (M1200) > ¢

Pressure ulcer (M1206) %

Inadequate support nstwork (41100} ¢

ADL assistance needed (M2102) »

Skt S0 % Height and weight are mandatory

Overall Poor Status/Prognosis B

Home safety risks » ¢

Low literacy level ¢

Dyspnaa (M1400) > &

T Complete Safety Measures and Prognosis

Totzl number of checked boxes is

®Consider Therapy # Consider MSW referral W Consider Hospice refarral [ Consider N referral,
referrs| (PT, OT, ST) i not ordersd wmnuan e
Your agency may want to select a threshold score to target patients at high risk.
(For example: 5 or greater risk foctors may indicate thot the patient s at risk for hospitalizaton. Nete: This number s for convanience only (M1060) Height and Weight - While measuring, if the number is X.1 - X.4 round down; X.5 or greater round up @
and has not been tested or validated. The agency may modify the score based upon the needs of their patient population.) a. Height (in inches). Record most recent height measure since the most recent SOC/ROC
out interventions as iate/ordered, if patient is at risk for hospitalization: inches N
m:\:’"” e ol [P :i:::;::g: a’::iiﬁ:::g‘n ::;T;Eﬂ:\‘;::‘;‘i::; managament b. Weight (in pounds). Base weight on most recent measure in last 30 days; measure weight consistently,
HHA ) Distary Consultant Assess patient’s: knowledge, ability, ¢ pounds according to standard agency practice (for example, in a.m. after voiding, before meal, with shoes off, etc.)
Other: resources and adherence BMI
Education
[#15] SAFETY MEASURES
Hospice/Palliative Referral Phone Monitorin| Immunizations 2 B 2 i 2
g $ nflenza Preumococcal 1 - Bleeding precautions | 4 - Fall precautions 7 - Elevate head of bed 10 - Lock w/c with transfers
- - — —— > 2 - 02 precautions 5 - Aspiration precautions 8 - 24 hr. supervision 11 - Infection control measures
Individualized Patient Emergency Care Front-oading Visits Care Coordination (physicians, hospitals, : > e
Slan ursing hoes -) 3 - Seizure precautions 6 - Siderails up 9 - Clear pathways 12 - Walker/cane
= 3 13 - Other:
Fall Prevention Program Telemonitoring Other:
‘the folloving, as iate, i is at risk for hospitalization: [#20]PROGNOSIS
Physician Interdisciplinary Team: On Call Staff Payer: (e.2. Managed Care 1-Poor 10 2 - Guarded 3 - Fair 4 - Good 5 - Excellent
Correlate for physician Organizations)
ification of specific
pas 2rs/ i ions = =g Agency Case Manager Other: g 855-825-7234  About Noteefied, Inc. | Privacy Policy | Support | EULA web3awa

Clinician Name:




Step 8 (cont)

Living arrangement and PCG information needed

LIVING ARRANGEMENTS

(M1100)
assistance? (Check one box only.) @

Patient Living Situation: Which of the following best describes the patient's residential circumstance and availability of

Availability of Assistance
Living Arrangement Around the Regular Regular Occasional / | No assistance
clock daytime nighttime short-term available
assistance
a. Patient lives alone 01 02 03 04 05
b. Patient lives with other person(s) in the home 06 07 08 09 10
c. Patient lives in congregate situation (for example, assisted 1 12 13 14 15
living, residential care home)

Name of facility Phone
Primary Caregiver
Phone Number Relationship
List name/relationship of other caregiver(s):
Name: Contact #: Relationship:
Name: Contact #: Relationship:
Able to safely care for patient Yes No

HOME SAFETY ASSESSMENT

Architectural Barriers

Medications are properly stored

No telephone

Cluttered surroundings / Obstructed Paths
Inadequate railing / grab bars

Unsafe oxygen use / storage

No fire extinguisher
Inadequate electricity / cooling / heating
Inadequate supply of water
Inadequate sanitation / plumbing
Inadequate smoke detectors on all levels of home
Unsafe storage of equipments

No emergency exit plan

Rodent / insect infestation
Unsafe electrical wiring
Nonworking stove / refrigerator

Exposed flammables
Inadequate Lighting

Other:




Step 8 (cont) _

Complete the sensory status, make sure responses are
based on both subjective and objective observation.

M1242 Question asks if and how often does the pain
interfere with activities. NOT whether there is pain or

not.

Complete the “PAIN” portion even if response to M1242
is “1-4”

Don’t forget to indicate if the current pain measures
is/are adequate

(71200} S Visica (w
oo

No Problems identiticd

v

No Problems identiticd

No Problems identsticd

22z of zenc Sirvas problem

No Problems identticd




Step 8 (cont)

Complete the endocrine/hematology portion if
applies to the patient.

Complete the portion even if we are not treating

the patient for any endocrine or hematology
ailments.

Choose next when done

ENDOCRINE/HEMATOLOGY

No Problems Identified
Diabetes:
Diet/Oral control (specify)

Typel

Type ll Date of onset

— =

Insulin dose/frequency (specify)

On insulin since

Administered by: self
Disease Problems

Caregiver Nurse Other:

Hyperglycemia:
Hypoglycemia:

Glycosuria
Sweats
Fatigue

Enlarged thyroid

Polyuria Polydipsia
Polyphagia Weak
Intolerance to heat/cold

Faint

Stupor

Other:

Anemia {specify if known)

<91 Sevare Risk

10-12: HighRisk

13-18: Moderate Risk

15181 Mild Risk

SENSORY
PERCEDTION

Abifity to respond
meaningfully to
pressurecestes

Unresparsive 3
finch or grasp) to painful stmu
due to diminisned level of
consclousness or sedatien,

o8

2
Responds only to painful
simus, Cannot
communicate dizeomfort
excapt by moaring o

3
Responds only to verta!
commands but cannct
ahways communicate
discomfort or need to be

a
22500035 10 vero3)
commands. Has no
sansory defict which
would limit asitty to fes!

restessness or voice painor
discanaforr; imited abilfty tofesl pan over | OR discomfort
most of the body surface. has 3 sensory impairmant | has ome sensory
which limits the ability to | impairment which mits
feel pain or discomfort | abilty to fee! pain o
over 1/2 0f body. discomfortin 102
oxtramiter
MOISTURE 1 2 3. 4. RARELY MOIST
Skin is kegt moist aimost Siin is often but not woisT Skin s usually ary; linen

Dagroe to which
skinis xposed to

constantly by perspiration, urine

aways moist. Linen must

Suin s occasionaly moist,

only requires changing at

etc. Dampness s detected every | be changed st eastonce | requiringan extra finen | routine intervals.
molaare time patient s moved or turned. | a shif: change approvimataly

once » day.
AcnviTy 2. CHARFAST 3. WAL & WALKS FREQUENTLY

Degree of physical
activity

ity 10 wak severely

imited =
Cannot bear own weight
ang/or must be assisted
into enair or wheeichai

Walis occzsionally during
day, but for very short
distances, with or without
assistance. Spencs
majority of sach shiftin

the room at
‘sast twice 3 day 3nd
side room at least once
very 2 hours during
waking hours.

bed or chair
mosuTY 1 COMPLETELY IMMOBIE || 2. VERY UMITED 3. SUGHTLY 4. MO UMTATIONS
: Does not make even sight Makes ocasionalsight | Makes frequent though | Makes major and
Aifty 10 change | ianges in bady or extremity changes in body or slight changes inbody or | frequant changas in
andcontralbodr | potion ssistancs sxremity positonbut | extre p .
Lo unable to make frequent | independently assistance.
orsignifcant changes
~dependenty.
NUTRITION L VERY POOR 4. EXCELLENT

Usualfood intake.

Never eats 2 complete meal.
Rarely sats more than /3 of any

INADEQUATE
Rarsly eats 3 complate

Eats most of every mea!
Never refuses 2 meal

patern pripbeosy evinps or Usually eats 3 total of § o
fess of protein (mest or dairy dairy products) esch day. | more senvings of mest
products) per day. Takes fluids Occasionaly refuses 2 | and cairy products
poorly. Does nottake a fiquid | includes only 3 servings of | meal, but will sventually | Occasionaty eats
dietary suoplement meat or dairy products | take  supplement i Setween meals. Does not
or s day. Occasionally wil | offer require supplementation
SNPOL ang/or mainsinedon | take a distary supplement | OR

rliquids or IV2 for more than | OR is on tube feeding or
54 racaives loss than TN2 regiman, which
optimum amount ofliquid | probably meets mest of
et or tube feeding nutritonsl nesds.

FRICTION AND L PROBLEM 2. POTENTIAL 3. NO APPARENT

SHEAR Requires moderate to maximum PROBLEM
assistance in moving. Complete | Moves feebly o requires | Moves in bed and in chair
liftng without siding againat | minimum sssistance indepencertly and has
shests s impossiole. Frequently | During a move, skin sucient muscie svengn
sides down in bed or chair provaply sidestosoms | tolift up completely
requiring frequent repositioning | extent against sheets, | during move, Maintain
Wwith maximum sssstance s, restraints, or cther | goed postion in bed or
Spasticiy, contractures, or devices. Maineains chair 8l tmes.

10 8imast relztively 200 positon in
constant friction. chair or bed mostof the
time but cccasionally
sides down
TOTAL SCORE:
No Problems Igentited
Turgor: Good
itch Rash oy Scafing Redness Bruises Ecchymosis Palor Jaundice

Commarts: &

Secondary bleed:

GU GYN L

Unknown

'/ Hemophilia

DIABETIC FOOT EXAM

Not Applicable
Diabetic foot exam done by:

Patient RN/PT L

Other:

Caregiver (name):

Frequency:

Pedal pulses: Present R L

Comments: B

= Absent R L

Loss of sense of:
Comments: B

Warm R L

I~ Cold R L

Neuropathy TR 7
Tingling R L
Leg hair: Present R 5

Burning 4R L

I Absent R L

.855-825-7234 __ About Note-ofied. Inc. EULA weblave

Start completing the integumentary status page.



Step 8 (cont)

. Continue completing the integumentary section.

Definitions. * Not healing:

* Newly epithelialized: ® Wound with = 25% avascular tissue (eschar and/or slough); or
* Wound bed completely covered with new epithelium; and e of infection; or
.

clean but nongranulating wound bad; or
closed/nyperkeratotic wound edges; or

persistent failure to improve despite appropriate and
comprehensive wound management.

* Unhealed: The absence of the skin's original integrity.
Non-epithelialized: The absence of the rageneration of the
epidermis across a wound surface.

Pressure Ulcer: A prassurs ulcer is localized injury to the skit
andfor underlying tissue, usually over a bony prominence, 3s 2
result of pressure or pressure in combination with shear. 4
number of contributing or confounding factors also are
associated with pressure ulcers; the significance of these factors
is yet to be elucidated.

no exudate; and

no avascular tissue (eschar and/or slough}; and

N0 signs or symptoms of infection.

* Fully granulating:

Wound bed filled with granulation tissu to the level of the
surrounding skin; 2nd

no dead spacs; and

no avascular tissue (eschar and/or siough}; 2nd

no signs or symptoms of infection; and

wound edges are open.

Early/partial granulation:

Wound bed covered with = 253 of granulation tissue; and
wound bed covered with < 25% of avascular tissue (eschar
2nd/or slough); and

no signs or symptoms of infection; and

wound are edges open.

.
.

This guidance applies to surgical wounds closed by either primary
intention (specifically, approximated incisions) or secondary
intention (specifically, open surgical wounds).

(M1306) Does this patient have at lezst one Unhealed Pressure Ulcer/Injury at Stage 2 or Higher or designated as Unstageable?
(Excludes Stage 1 pressure injuries and all healed pressure ulcars/injuries)
0 - No[Goto M1322]
1-Yes

(M1311) 5 Current Number of Unhealed Pressure Ulcers/Injuries at Each Stage () Enter Number

Al Stage 2: Partial thickness loss of dermis presenting as 2 shallow open ulcer with  red or pink wound bed,
without slough. May also present as an intact or open/ruptured blister.
Number of Stage 2 pressure ulcers

BL. Stage 3: Full thicknass tissuz loss. Subcutaneous fat may be visible but bone, tendon, or muscle is not
exposed. Slough may be present but does not obscure the depth of tissue loss. May include undermining
and tunneling.

Number of Stage 3 pressure ulcers

CL. Stage 4: Full thickness tissue loss with exposad bone, tendon, or muscle. Slough o eschar may be present
©on some parts of the wound bed. Often includes undermining and tunneling.
Number of Stage 4 pressure ulcers

DL Nos
dressing/device
Number of P injuries due

Known but not stageable due to non-removable

EL. Unstageable: Slough and/or eschar: Known but not stagezble due to coverage of wound bed by slouzh
and/or eschar
Number of unstageable pressure ulcers/injuries due to coverage of wound bed by slough and/or eschar

FL. Unstageable: Deep tissue injury
Number of unstageable pressure injuries presenting as deep tissue injury

Pressure Ulcer Stages (NPUAP):

Category/Stage I: Non-blanchable erythema. Intact skin with nonblanchable redness of a localized area usually over 2 bony prominence.
Darkly pigmented skin may not have visible bianching; its color may differ from the surrounding area. The area may be painful, firm, soft,
warmer or cooler as compared to adjacent tissue. Category/Stage | may be difficult to detect in individuals with dark skin tones. May
indicate "at risk” individuals (a heralding sign of risk).

Category/Stage II: Partial thickness skin loss. Partia| thickness loss of dermis presenting as 2 shallow open ulcer with a rad pink wound bed,
without slough. May also presant as an intact or open/ruptured serum-filled biister. Presents as a shiny or dry shallow ulcer without slough
or bruising.* This Category/Stage should not be used to describe skin tears, tape bums, perineal dermaritis, maceration or excoriation.
*Bruising indicates suspected deep tissue injury.

Category/Stage Ili: Full thickness skin loss. Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon or muscle are not
exposed. Slough may be present but doss not obscure the depth of tissue loss. May include undermining and tunneling. The depth of 2
Category/Stage Ill pressure uicer varies by anatomical location. The bridge of the nose, 2ar, occiput and malieolus do not have subcutaneous
tissus and Category/Stage Ill uicers can be shallow. In contrast, areas of significant adiposity can develop extremely deep Category/Stage Il
pressure ulcers. Bone/tendon is not visible or directly palpable.

Category/Stage IV: Full thickness tissue loss. Full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar may be
present on some parts of the wound bed. Often include undermining and tunneling. The depth of 2 Catagory/Stage IV pressure ulcer varies
by anatomical location. The bridge of the nose, ear, occiput and malleolus do not have subcutaneous tissue and these ulcers can be shallow.
Category/Stage IV ulcers can extand into muscle and/or supporting structurss (e.g, fascia, tendon or joint capsule) making osteomyelitis
possible. Exposed bone/tendon s visible or diractly palpable.

Unstageable: Depth unknown. Full thickness tissue loss in which the base of the ulcer is coversd by slough (yellow, tan, zray, zreen or
brown) and/or eschar (tan, brown or biack) in the wound bed. Until enough slough and/or eschar is removed to expose the base of the
wound, the true depth, and therefore Catezory/Stage, cannot be determined. Stable (dry, adherent, intact without erythema or fluctusnce]
eschar on the heels serves as ‘the body's natural (biclogical) cover and should not be removed.

Suspected Deep Tissue Injury: Depth unknown. Purple or maroon localized area of discolored intact skin or blood-filled bister due to
damage of underlying soft tissue from pressure and/or shear. The area may be preceded by tissue that is painful, firm, mushy, bozgy,
warmer or cooler as compared to adjacent tissue. Deep tissue injury may be difficult to detect in individuals with dark skin tones. Evolution
may include 3 thin blister over a dark wound bed. The wound may further evolve and become covered by thin eschar. Evolution may be
rapid exposing additional layers of tissue even with optimal treatment.

{M1322) Current Number of Stage 1 Pressure Injuries: Intact skin with non-blanchable redness of a localized arez usuzlly over 2 bony
prominence. Darkly pigmented skin may not have a visible blanching; in dark skin tones only it may appear with persistent blue
or purple hues. I
0 g1 2 3 - 4ormore
{M1324) S Stage of Most Problematic Unhealed Pressure Ulcer/Injury that is Stageable: |Excludes pressurs ulcer/injury that cannot be
staged dus to = non-removable dressing/device, coverags of wound bed by slough and/or eschar, or deep tissue injury.} @
1-5tagel
2-5tegel
3 - Stage3
4 - Staged
INA - Pztient has no pressurs ulcers/injuries or no stageable pressure ulcers/injuries
(M1330) Doss this patient have a Stasis Ulcer? [1)
0 - No[GotoM1340]
1 - Yes, patient has BOTH observable and unobservable stasis ulcers
2 - Yes, patient has observable stasis ulcers ONLY
3 - Yes, patient has unobservable stasis ulcers ONLY (known but not obsarvable due to non-removable drassing/davice) [ Go
to M1340 ]
(M1332) Current Number of Stasis Ulcer{s) that are Observable: [1]
L 1-0One
2 - Two
2 - Thres
4 - Four or more
(M1334) S Status of Most Problematic Stasis Ulcer that is Observable: (1]
1 - Fully granulzting
2 - Early [ partial granulation
3 - Not healing
(M1340) Does this patient have a Surgical Wound? (1)
0 - No [ Go to M1400 |
1 - Yes, patient has at l=ast one observable surgical wound
2 - Surgical wound known but not observable due to non-removable dressing/device [ Go to M1400 ]
(M1342) S Status of Most Probl: ic Surgi Jound that is Observable: 1]

0 - Newly epithelizlized

1 - Fully granulating

2 - Early / partial granulation
3 - Not healing



Step 8 (cont)

Complete the wound information thoroughly

Indicate why or why can’t the Pt/PCG do the wound care
but also mention potential to learn wound care

Indicate if the patient is going to a wound care clinic, has
WoundTech seeing the patient and/or if SN is not needed
for wound care under comments.

Section: | INTEGUMENTARY STATUS v | | <<Previous  Next>> Item:

(IVIL342) 5 StdLUs O IVIUSU PTOUIETIEUC SUTICdl WOUTIU UidL IS UDSErvauie: La)

0 - Newly epithelialized
Fully granulating

1-
2 - Early / partial granulation
3 - Not healing

% Signature Pad | B 1CD-10-CM

Search Zoom: | Normal ¥

#4 Side by side compare | R View ICD-10 V.

fa Exclusive Lock R Activity Logs

Not Applicable /

WOUND prd #

#2

Type of Wouny

Location

Wold Status

Wglund Measurements (Lx W x
in cm)

ressure Injury Stage(Stage 1-4
er policy)

funneling

ndermining

rainage

ount of Drainage

o*r

Tisskof Wound Base

Tissue\surrounding Wound

Level ofN

Comments

Wound Treatment Procedu

Onset Date

Pt/CG willing to do wound care? No
If No, explain why il

Yes

NA

WOUND CARE:
Wound care done during this visit: Yes
Wound location:

Soiled dressing removed: Yes
If yes, by: Patient
Carestaff Other:

Caregiver (name):

No

Wound Care (indicate materials used):
Cleaned with:

Irrigated with:

Packed with:

Applied dressing:

Technique: Sterile Clean
Procedure tolerated well by patient: Yes

Comments: B

—>

sk No.: 1-855-825-7234  About Note-e-fied, Inc. | Privacy Policy | Support | EULA web3awa



Step 8 (cont)

PIRATORY STATUS v << Previous Next>> Item: Search Zoom: | Normzl v f Exclusive Lock & Activity Logs

Section:

RESPIRATORY STATUS
(M1400) S When is the patient dyspneic or noticeably Short of Breath? @
. . 0 - Patient is not short of breath
Continue to answer the Resp|rato ry Status 1 - When walking more than 20 feet, climbing stairs
2 - With moderate exertion (for example, while dressing, using commode or bedpan, walking distances less than 20 feet)
3 - With minimal exertion (for example, while eating, talking, or performing other ADLs) or with agitation
4 - At rest {during day or night)

VITAL SIGNS are mandatory VITALSIGNS

BloodPressure: /'R L v Weight: v
e: v Reported Weight Changes:
. Pulse: Apical ____ v Gainlloss ___ lb.X____ v
Complete the CARDIOPULMONARY section Radial v Helght Y
Respirations: v v| FBS: RBS: ___ BloodSugarRanges:____
02 saturation: % oz @ LPM via v Intermittent Continuous
. . /WVels? Yes No
Please be consistent with your responses
Note the new COVID-19 screening question when asked about L.
Where?
travel information '
CARDIOPULMONARY
COVID-19 questioning mandate answering the presence of o EToblems identiied
. Anterior: Right: v Left: v
CO u g h q u ESt | O n Posterior: ’ Upper Lower
Right: v Right: v
Left: v Left: v
. . . . Deferred
Please indicate on the bottom portion on other pertinent e e
Trach size/type
responses to COV'D_lg questlons Managed by: Self Caregiver Family RN Other:
Cough: No Yes: Productive Non-productive
/ :Describe:
Dyspnea: Rest During ADL's
Comments: B
Is positioning needed to improve breathing? No Yes
If Yes, describe:
Tuberculosis Risk Factors: Yes No Immigrated Within Last 5 Years Known Exposure
HIV Positive Other (specify):
History of: Asthma Bronchitis Pneumonia Pleurisy Emphysema
Other:
Heart Sounds
¥ Chest Pain
Ache Radiating Anginal Vise-like Dull
Sharp Substernal Postural Localized
Frequency/duration:
Associated with: Shortness of breath Activity Sweats Palpitations Fatigue
Edema

Comments: @




Step 8 (cont)

No Problems Identified
“Sounds: None Normal Hypo Hyperactive x quadrants

GASTROINTESTINAL

Others:
Dats of Last Bowel Movement: Frequency of BM: -
Nausea Vomiting Tenderness Reflux
H HH rtourn Fain Diarrhea Constipation Impaction
o swus Complete the Gl section and Nutritionat:: ageson plss
(M1600)  Has this patient been treated for 2 Urinary Tract Infection in the past 14 days? () . Sleeding ApdominalGith _____ cm

0-No Bowel program/regimen:

1-Yes S eCt I 0 n S . Enema/Laxative used: v

NA - Patient on prophylactic treatment Incontinence {descrive):

UK - Unknown Others/Diapers
(M1610)  Urinary Incontinence or Urinary Catheter Presence: (1] Ostomy care managed by: Seif Caregiver Other:
0 - No incontinence or catheter {includes anuria or ostomy for urinary drainage) Describe skin around stoma for lisostomy/Colostomy site:

i s Mention if Patient is on dialysis and

2 - Patient requires 2 urinary catheter (specifically: external, indwelling, intermittent, or suprapubic)

GENTOURNARY which days they go to dialysis center s

No Problems Identified
Urine Color: Amber Yellow/Straw Brown/Gray
Blood-tinged Other:
Consistency: Clear Sedimentary Cloudy Mucousy E
Normal Mild/Strong Odor N L B I M d NUTRITION
Frequency Hesitancy Burning £ ote Last Bowe ovement an o Probieme Idbatiiod
i Hematuriz Oliguriz Anuria Diapers . . . Appetite: Gosd Fair o
infiosnen [ v fre guency of elimination Heartoum Ahric Sore troat Oysshagia Diffcutty chewing
Urostomy site |specify). TEN or Lipids Poor hydration Ill-fitting dentures
Nausea/Vomiting:  Frequency Amount
Comments:

Ureterostomy Nephrostomy iieal conduit

UrinaryCaherr Indicate appropriate diet
Type: Last Changs:
Foley: Date Inserted [ ™ with French #16| Nutritional Requirements
Infisted balloon with ml Without Difficulty Suprapubic NPO No Added Sait Low Salt Low Fat Low Cholesterol No Concentratad Swests
‘:‘E“‘““ solution: Type: . . — - - - . Controlled Carbohydrates asular Fluid Restriction:
mount: m requancy. 2tient tolerated procedure well: fes o C I t t I f d H f t: omer /
Otners: Lomplete enteral reedings It present,
Comments: . T
; . even if we are not provi din g entera | Dicectons: Chick gacires with 'yes® o sssesament, hen total score to determine adaiional sk Ves
Has an illnegs-of condition that changed the kind and/or amount of food eaten. 2
H f d H Eats T than 2 meals per day 3
e eeding care. e :
R Has 3 or more drinks of beer, liquor or wine aimost svery day. 2
Has tooth or mouth problems that make it hard to eat. 2
Brazst self-exam. frequancy
iy Biisters O = Doss not always have enough money o buy the food needzd. 4
Surgical alteration Rectal Bleeding Hemorrhoids Hx Hysterectomy _Eréts !‘30"9 most O’f::e"’“e - - ¥k
Describe drainaze / dischars al ‘or more different prescribed or over-the-counter drugs a day.
Without wanting to, has lost or gained 10 pounds in th last & months. 2\
Not always physically able to shop, cook and/or feed self. 2 \
TOTAL \
Discharga: Right Left o Z
Mastactomy: Right Left Date: = "
Menopause  Date of Last PAP: Result
P':/s(azauarob lem: BPH I TURP Data: i 5 SNTERPRETATION
Selfitestcularexam  Frequency 0-2Good. As 2ppropriats reassess and/or provide information based on situation.
Dialysis:  Type: L) Hemodialysis L) Peritoneal AV fistula (shunt) Non-palpable thrill/no bruit 2 o . . N
oo o o Dialysis Treatupetst Schedude 3-5 Moderate risk, Educate, refer, monitor and reevaluate based on patient situation and organization policy,
Others: |

6 or more High Risk. Coordinate with physician, distitian, social service professional or nurse about how to improve nutritional health.
Reassess nutritional status and educate based on plan of ca

(M1620) S Bowel Incontinence Frequency: (1]
0 - Very rarely or never has bowel incontinence
1 - Less than once weekly
2 - One to three times weekly

Describe 2t risk intervention and plan:

3 - Four to six times weekly
4 - On a daily basis ENTERAL FEEDINGS
5 - More often than once daily
NA - Patient has ostomy for bowel elimination Type of Feeding: Nasogastric Jejunostomy j Other:
UK - Uninown Datz of Placement
(M1630) S Ostomy for Bowel Elimination: Doss this patient have an ostomy for bowel elimination that [within the last 14 days): ) was Pump Type: Continuous Rate:
related to an inpatient facility stay; or b) necessitated a change in medical or treatment regimen? [T Bolus Feedings: Type/Amt.
0 - Patient does not have an ostomy for bowel elimination. Flush Protocol:
1 - Patient’s ostomy was not relatad to an inpatient stay and did not necessitate change in medical or traatment ragimen. Dressing Care [spacify):
2 - The ostomy was related to an inpatient stay or did necessitate change in medical or treatment regimen. H
Performed by: SN Caregiver AN Gther.

Comments: B




Step 8 (cont)

NEURO / EMOTIONAL / BEHAVIORAL STATUS

(M1700) Cognitive Functioning: Patient's current (day of assessment) level of alertness, orientation, comprehension, concentration, and
immediate memory for simple commands.

0 - Alert/oriented, able to focus and shift attention, comprehends and recalls task directions independently.

1 - Requires prompting (cuing, repetition, reminders) only under stressful or unfamiliar conditions.

2 - Reguires assistance and some direction in specific situations (for example, on all tasks involving shifting of attention) or

consistently reguires low stimulus environment due to distractibility.
3 - Requires considerable assistance in routine situations. Is not alert and oriented or is unable to shift attention and recall
directions more than half the time.

4 - Totally dependent due to disturbances such as constant disorit ion, coma, persistent vegetative state, or delirium.
{M1710) When Confused (Reported or Observed Within the Last 14 Days): (1]

0 - Never

1 - In new or complex situations only

2 - On awakening or at night only

3 - During the day and evening, but not constantly

4 - Constantly

NA - Patient nonresponsive

(M1720) When Anxious (Reported or Observed Within the Last 14 Days): [1]

0 - None of the time

1 - Less often than daily

2 - Daily, but not constantly

3 - All of the time

NA - Patient nonresponsive

(M1730) Depression Screening: Has the patient been screened for depression, using a standardized, validated depression screening tool?

0- No
1 - Yes, patient was screened using the PHQ-2@* scale.

Instructions for this two-question tool: Ask patient:
"Over the last two weeks, how often have you been bothered by any of the following problems?"
PHQ-2@* Not at all Several days | More than half Nearly N/A
0-1day 2-6days of the days every day Unable to
7 - 11 days 12 - 14 days respond
a) Little interest or pleasure in doing things 0 o1 2 3 NA
b) Feeling down, depressed, or hopeless? 0 1 2 3 NA

2 - Yes, patient was screened with a different standardized, validated assessment and the patient meets criteria for further
evaluation for depression.
3 - Yes, patient was screened with a different standardized, validated assessment and the patient does not meet criteria for
further evaluation for depression.
*Copyright © Pfizer Inc. All rights reserved. Reproduced with permission.

(M1740) Cognitive, i and iatri thatare ated at least once a week (|
(Mark all that apply.) (1]
1 - Memory deficit: failure to recognize familiar persons/places, inability to recall events of past 24 hours, significant
memory loss so that supervision is required
— > 2 - Impaired decision-making: failure to perform usual ADLs or IADLs, inability to appropriately stop activities, jeopardizes
safety through actions
3 - Verbal disruption: yelling, threatening, excessive profanity, sexual references, etc.
4 - Physical aggression: aggressive or combative to self and others (for example, hits self, throws objects, punches,
dangerous maneuvers with wheelchair or other objects)
5 - Disruptive, infantile, or socially inappropriate behavior (excludes verbal actions)
6 - Delusional, hallucinatory, or paranoid behavior
7 - None of the above behaviors demonstrated

i} or Ol ):

(M1745) F of Disruptive Behavior (Rep or Observed): Any physical, verbal, or other disruptive / dangerous
symptoms that are injurious to self or others or jeopardize personal safety.
0 - Never

1 - Less than once a month

2 - Once a month

3 - Several imes each month
4 - Several imes a week

S - At least daily

Complete NEURO section

If patient has indicator of
being slightly none
compliant, make sure to
check # 2 in M1740 and
indicate “Inappropriate
follow-through in past

Complete “COP” sections

No Problems Identified

PERRLA Oriented to: Person Place Time
Hand Grips: Strong Weak specify,
Unegual Equal specify,
Pupils: Equal Unequal Right Left
Headache: Location Frequency
Aphasia: Receptive Expressive
Motor Change: Fine Gross Site
Paralysis/Hemiplegia: Right Left Dominant Non-Dominant
Paralysis/Monoplegia: RUE RLE LUE LLE
Paresis/Weakness: RUE RLE LUE LLE
Tremors: Fine Gross Paralysis  Site
Hallucinations: Auditory Visual
Hallucinogenic Drug Used:
Dose/Freguency:
Others:

Comments: &

copP PSYCHOSOCIAL
Educational level Unable to [ read [ write
Primary Language
Barriers:
Language Needs i
Learning: Mental Physical Psychosocial Functional
Emotions reported: || Angry Discouraged Withdrawn Flat affect Difficulty coping
Disorganized Depressed Recent Long term
Treatment:
Evidence of abuse/neglect/exploitation
Potential Actual 1) Verbal/Emotional Physical Financial
Unable to cope with altered health status, patient
Lacks motivation ) Has unrealistic expectations Denies problems Unable to recognize problems
Sleep/Rest: Adequate Inadequate No. of hours slept per night:
Comments:
Spiritual / Cultural implications that impact care
Comments.
Spiritual resource
Contact No.
Inappropriate responses to caregivers/clinician
Inappropriate follow-through in past
Others:
Did patient drive a vehicie before admission? L Yes L) No | NA Did the patient have a job before admission? Yes T'No
If yes, do they want to drive post-discharge? Yes No If yes, do they want to return to work post-discharge? ' Yes L/ No
=2 [#19] MENTAL STATUS
1-Oriented () 2- Comatose 3 - Forgetful 4-Depressed 5 - Disoriented 6 - Lethargic
7 - Agitated 8- Alert 9 - Confused 10 - Dementia 11 - Assaultive 1 12 - Delirious.

13 - Wanders 14 - Othe

Describe the patient's mental status. Include general appearance, behaviors, emotional responses, mental functioning, overall social
interaction as well as both clinical objective observations and subjective descriptions reported during this visit

Has there been a sudden/acute change in their mental status? Yes No Reported by:
If yes, did the change coincide with something else like medication change, fall, or loss of a loved one?
Comments:

No

Yes




ADL/1ADLs

Step 8 (cont)

MUSCULOSKELETAL

(M1800) Grooming: Current abilty to tend safely to personal hyg
‘make up, testh or denture care, or fingernail care). (]
0 - Able to groom self unaided, with ar without the use of assistive devices or adapted methods.
1 - Grooming utensls must be placed within reach before able to complete grooming actvities
- Someone must assist the patient to groom self.
pon = else need:

ne nesds (spacifically: washing face and hands, hair care, shaving o

(M1810)$ Current Ability to Dress Upper Body safely {with or without dressing aids] including undergarments, pullovers, front-opening
shirts and blouses, managing zippers, buttons, 2nd snaps:
0. Abl 0 gt cothes ot of coses and crawers,put 18 o and T&move hem fam e uppar oy wihaut ssisance.
1-Abletod clothing s aid out or handed to the patient
2. Someone must helpthe patient put on upper botly dothing.
3 - Patient depends entirzly upon another person to dress the upper body.

{M1820)5 Current Ability to Dress Lower Body szfely (with or without dressing ids) including undergarments, slacks, socks or nylons,
shoes:

0 - Able to obtain, put on, and remove clothing and shoes without assistance.
1 - Able to dress lower body without assistance if clothing and shoes are laid out or handed to the patient
2 - Someone must help the patient put on undergarments, slacks, socks or nylons, and shoes.
3 - Patient depends entirely upon ancther person to dress lower body.
{M1830) 5 Bathing: Current ability to wash entire body safely. Excludes grooming (washing face, washing hands, and shampooing hair). (1)
0 - Able to bathe self in shower or tub independently, including getting in and out of tub/shower.
1- With the use of devices, is 2ble to bathe seif in shower or tub independently, including getting in and out of the
tub/shower.
2 - Able to bathe in shower or tub with the intermittent assistance of another person:
() for intarmiteent supsrvision or encouragement or reminders, OR
(b) to get in and out of the shower or tub, OR
(<) for washing difficult to reach areas.

2 - Able to participat in bathing seifin shower or tub, but requires prasence of another parson throughout the bath for
assistance or supervision
4 - Unable to use the showsr or tub, bit 3ble to bathe self independantly with or without the use of devices at the sink, in
chair, or on commade.
S - Unable to use the shower or tub, but able to participate in bathing self in bad, at the sink, in bedside chair, or on
commode, with the assistance or supervision of anothar person.
6 - Unable to participate ffectively in bathing and is bathed totally by another person.
{M1840) S Toilet Transferring: Currant ability to get to and from the toilet or bedside commode safely and transfer on 2nd off tailet /
commade.
0 - Able to get to and from the tollet and transfer indapendently with ar without 2 device.
1 - When reminded, assisted, or supervised by another parson, able to get to and from the toilet and transfer.
2 - Unable to get to and from the tolet but is able to use a bedside commode (with or witheut assstance).
2 - Unable to get to and from the toilet or isabletousea v
- s totally dependent in tolleting.

(M1845) Toileting Hygiene: Current ability to maintain perineal hygiene safely, adjust clothes and/or incontinence pads before and after
using toilet, commode, bedpan, urinal. If managing ostomy, includes cleaning area around stoms, but not managing equipment.

0 - Able to manage 5 2 3nd clothing manz; '
1 - &ble to manage tileting 2 3nd clothing e vithout assistance if supplies / implements are lzid out for
the patient

2 - Someone must help the patient to maintain toileting hygiene and/or adjust ciothing,
3 - Patient depends entirely upon another person to maintain toileting hygiene.
(M1850) S Transferring: Current ability to move safely from bed to chair, or ability to turn and position seif in bed if patient is bedfast. (I
0 - Able to independently transfer.
1 - Able to transfer with minimal human assistance or with se of 2n assistive device.
2 - Able to bear weight and pivot during the transfer process but nable to transfer self.
3 - Unable to transfer self and is unable to bear weight or pivot when transferrad by anather person.
4 - Bedfast, unable to transfer but is able to tum 2nd position self in bed.
5 - Bedfast, unable to transfer and is unable to tum and position sff.

{M1860) S Ambulation / Locomotion: Current bility to walk safely, once in 2 standing position, or use 2 wheelchair, once in 2 seated
psition, on a variety of surfaces.

0 - Able toindependently walk on even and uneven surfaces and nagotiate stairs with or without railings (spacifically: needs

0 human assistance or assistive device).
- With the use of 2 ona-handed device [for axample, cane, single crutch, hemi-walker), abl to independently walk on

ven and uneven surfaces and negotiate stairs with o without railings.

2 - Requires use of 3 two-handad device (for example, walker or crutches) to walk alone on a level surface and/or raquires
human supsrvision or assistance to nagotiate staifs or steps o uneven surfaces.

3 - Able to walk only with the supervision or assistance of another parson at all times.

4 - Chairfast, unable to ambulate but s able to whee! seif independently.

S - Chairfast, unable to ambulate and is unable to wheel self.

6 - Bedfast, unable to ambulate or be up in a chair

(M1870) Feeding or Eating: Current ability to feed sef meals and snacks safely. Note: This refers only to the process of gating, chewing,
and swallowing, not preparing the food to be eaten

0 - Able to indepandently feed self.
L+ 4l to fesd seif ndependznty but reauires
2) meal set-up; OR

(5] intermimient assistance or supervision from anather person; OR
(¢} 2 liquid, pureed or ground meat diet.
2 - Unable to feed self and must be assisted or supervised throughout the meal/snack.
3 - Able to take in nutrients orally and receives supplemental nutrients through a nasogastric tubs or gastrostomy.
4 - Unable to take in nutrients orally and is fed nutrients through a nasogastric tube or gastrostomy.
S - Unable to take in nutrients orally or by tube feeding.

No Problems Identified
Weaknass
Joint stiffness

Shuffing/Wide-based gait High risk for falls Orthopedic aftercare

OPTIONAL
(M1910) Has this patiant had 2 multi-factor Falls Risk wsinga , validated @

0-No
1 - Yes, and it doss not indicate  risk for falls.

Poor balance Weight bearing restriction Poor conditioning 2 - Yes, and it does indicate 2 risk for falls.
tox Arthrits Gout [#13A] FUNCTIONAL LIMITATIONS
Coordination: Balance: 1- Amputation 3- Hearing 7 Ambulation A- Dyspnea with minimal
Muscle Strength: i 2- Bowel ce) 5- paralysis 8- Speech peini
Fracture: Joints Fain: 3- Contracture 6- Endurance 9- Legally blind
Atrophy - Other (specify)
Paresthesia:
Foot Drop: [ Right Left
RUE RLE LUE LLE
Quadriplegia Hemiplegia Paraplegia [#155] ACVITIES PERMITTED
Others:
1- Complets bedrest 4~ Transfer bedchair 7- Independent in home A- Whesichair
2- Bedrast/aR? 5 - Exercises prescribed 8- Crutches 8- Walker
3- Up as tolerated - Partial weight bearing 9-Cane C- No restrictions.
D-Other (specify)
VIAHC 10° - FALL RISK ASSESSMENT TOOL
Required Core Elements Points
Please check the appropriate box.
Information may be gathered from medical record, assessment and f applicable, the patient/coregiver. Beyond protocols isted APPLIANCES ] SPECIAL EQUIPMENTS
below, scoring should be based on your clinical judgment. (specify)
Age 65+ 0-No )
1-Yes
Diagnosis (3 or more co-existing) 0-No b
Includes only documented medical diagnosis 1-Yes Hansier sqiipmant tn Bedsida camivads
Prosthesis sue = e e Other.
Prior history of falls within 3 months 0-No Grab bars Sathroom Other
An unintentional change in position resuiting in coming to rest on the ground or at a lower level 1-Yes Hospital bed: [ Semivzlec Crank Spec
Incontinence T :v‘e:‘f(w:zxw
Inability to make i to the bathroom or commads in Smely manner. Includes fraquency, urzency, 2nd/or nacturia 1-Ves jeeds ispeciyl
Visual impairment 0-No
Includes but not limited to, macular degeneration, diabetic retinopathies, visual field loss, age relatad changes, decline in 1-Yes
visual acuity, accommodation, glare tolerance, dapth perception, and night vision or not waaring prescribed glasses or having Grygen:  BNE Co,
the correct prescription oMEfep Phone
= Cor nts:
Impaired functional mobility 0-No o
May include patients who need help with IADLS or ADLS or have gait or transfer problems, arthrits, pain, fear of faling, foot 1-Yes
problems, impaired sensation, impaired coordination or improper use of assistive devices.
Environmental hazards 0-No
May include but not limited to, poor ilumination, equipment tubing, inappropriate footwear, pets, hard to reach items, floor 1-Yes
surfaces that are uneven or clutterad, or outdoor entry and exits . .
ot Pramaey [ r more rseins -y ) ==~ Complete ADL/IADLs section using both
All PRESCRIPTIONS including pres:ﬂpﬂvﬂs for OTC HEGS Drugs highly associated with fall risk include but not limited to, 1-Yes
sedatives, 15, narcats o , corticosteroids, ant-anxiaty drugs, . . . . .
amscroinergc dugs and ypoghsemic crus subjective and objective observation.
Pain affecting level of function 0-No
Pain often affects an individual's esire or ability to move or pain can be 2 factor in deprassion or compliance with safety 1-Yes
recommendations.
Cognitive impairment 0-No
Could include patients with dementia, Alzheimer's or stroke patients or patients who are confused, use poor judgment, have 1-Yes

dacrea:

comprehension, impulsivity, memory deficits. Consider patients ability to adhere to the plan of care.

Ascore of 4 or more is considered at risk for falling Total

*MAHC 10 content by Missouri Alliance for HOME CARE

¥ Click to assess TUG

TIMED UP & GO (TUG) ASSESSMENT

Purpose:  To assess patient's mobility.
Equipment: A stopwatch

standard arm chair and identify a line 3 meters, or 10 fest away, on the floor.
1. Instruct the patient:

When | say “Go", | want you to:

1. Stand up from the chair

2. Walk to the line on the floor at your normal pace.

3.Turn

4. Walk back to the chair at your normal pace.

5. Sit down again.

2.0n the word "Go", begin timing.
3. Stop timing after patient sits back down.

4. Record time.

Time in Seconds: ssc Apatient who takes greater than 12 seconds to complete the TUG s at i

Directions: Patients wear their regular footwear and can use 2 walking id, if needed. Segin by having the patient sit back in a

017

(This document may be reproduced with this acknowledgerent retai

“Can patients be safer?”

Please think “within the past 7-days” when
answering questions

Must indicate Functional Limitation and
Activities Permitted



Step 8 (cont)

SECTION GG: FUNCTIONAL ABILITIES AND GOALS T [ T o = - .
{GG0100) Prior Functioning: Everyday Activities: Indicats the patient's usual ability with everyday activities prior to the current iliness, A. Eating: The ability to use suitable utensils to bring food and/or liquid to the mouth and swallow food and/or liquid once the meal is - Mot assessed (no information) | . Mot assessed (no information)
b placed before the patient. . & stepe: The sbity 1 §0 up and down our s WAl o Wihowt = i SOG/ROC peormance s cosed 07, 03, 10 or 55, 50 10
A, Self.Care: Code the patient's need for assistance with bathing, dressing, using the toilet, or eating prior to the current iliness, ptms ko vl formence
exacerbation, or injury. 06. Independent 06. Independent RPN, Plckdog tp cfect
3. - Patient completed the activities by him/herself, with or without an assistive device, with no assistance 05. Setup or clean-up assistance 05. Setup or clean-up assistance 06. lndependent 06. Independent
from 3 helper. 04. Supervision or touching assistance 04. Supervision or touching assistance s Satup or "“'*:*‘ "“"“fm 3: :-0 *,"-"-":' .;’"'M:u
2. Needed Some Help - Patient nesded partial assistance from another person to complete activities. 03. Partial / moderate assistance 03. Partial / moderate assistance - 17 m""‘m"’" e = h:'n”l"/"“" °'m m"l‘:“‘“ .
- Dependent - A helper completed the activiies for the patient. gi, ;ibm:ﬁal / maximal assistance gi SDuebst::eﬁal / maximal assistance i ek ey
. Unknom pendent pendent 01 Dependent 01 Dependent
9. Not Applicable 07. Patient refused 07. Patient refused 07. Patient refused 07. Patient refused
- Not assessed (no information) 03. Not applicable 03. Not applicable 05. Mot appicable 93. Mot applicable:
B. Indoor Mobility (Ambulation): Code the patient’s need for assistance with walking from room to room (with or without 2 10. Not attempted due to environmental limitations 10. Not attempted due to environmental fimitations 5,15 emeiddon o sevremerid e 530k il dos s st oo
device such as cane, crutch or walker] prior to the current lness, exacerbation, o injury. 58 Not o medical condith y 88 Not attemptad due to medical condition or safety concems B . e e i o
3. - Patient complet activities by him/herself, with or without an assistive device, with no assistance - Not assessed (no information) - Not assessed (no information)
from a helper. 0. 12 steps: The ability to go up and down 12 steps with or without a rail.
2. Needed Some Help - Patient needed partial assistance from another person to complete activities. B. Oral Hygiene: The 2bility to use suitable items to clean teeth. Dentures (if applicable): The ability to remove and replace dentures from o P
1. Dependent - A helper completed the activities for the patient. 2nd %o the mouth, 2nd manage equipment for sozking and rinsing them. 5. Setup o clean p asistance 05. Setup or clean-up assistance
8. Unknown 04. Supervision or touching assistance 04. Supervision or touching assistance
5. Not Applicable 05 Iadependent ’ 05 Judependent 3 02. Partial / moderate assistance 02. Partial/ moderate assistance
N ko) 5. Setup or clean-up assistance 05. Setup or clean-up assistance 02, St i il mdatiics 02 St il il st
& 2 & 04. Supervision or touching assistance 04. Supervision or touching assistance 01 Dependent 01 Dependent
. li‘kk ode the(:menzs l:e:d r assvsﬂ::e with internal or external stairs (with or without 2 device such as cane, crutch, or 03. Partial / moderate assistance 03. Partial / moderate assistance 07. Patient refused 07. Patient d
ixaikas) peioc S0 the Cumrant liness, exacartwtion orjiry. ) 02 Substantial / maximal assistance 02 Substantial / maximal assistance 09. Mot applicable 09. Not applicable
3. Independent - Patient completed the activities by him/herself, with or without an assistive device, with no assistance. 1. Plgndacs 10. Not attempted due to environmental imitations 10. Not attempted due to environmental imitations
from a helper. ety 53, Mo 8. Not
2. Needed Some Help - Patiant needed partial assistance from ancther person to complete activities. 3;' m:"p:ie;u;d g; ;:::;E“N: = WNotassessed (no information) - Not assessed (no information)
1. Dependent - A heiper complated the activities for the patient. o The sbii j Kupam ; o framthe for
i) i ;3 g 10. Not attempted due to environmental 10. Not attempted due to environmental limitations W Tha bl o to plekop s sl chisct aichssa spoow o te o
5. Not Applicable 28 Not to medical conditi Y 88 Not attempted due to medical condition or safety concerns 06. Independent 0. Independent
- Not assessed (o information) - Not assessed (no information) - Not assessed (no information) o dedeted brruai SO bz '?;.j:’::&“:;;‘mm
Functional Cognition: Code the patient's need for assistance with planning regular tasks, such s shopping or remembering to C. Toileting Hygiene: The zbility to maintain perineal hygiene, adjust clothes before and sfter voiding or having 2 bowel movement. If 02. Partial / moderate assistance 03. Partial / moderate assistance
take medication prior to the current iliness, exacerbation, or injury. managing an ostomy, include wiping the opening but not managing equipment. 02. Substantial / maximal assistance Substantial / maximal assistance
3. Independent - Patient completed the activities by him/herself, with or without an assistive device, with no assistance 01 Dependent Depandent
from a helper. 06. Independent 06. Independent 07. Patient refused Patient refused
A i 0. Not applicable Hot applicable
2. Needed Some Help - Patient needed partial assistance from ancther person to complete activities. 05. Setup or clean-up assistance 05. Setup or clean-up assistance < "
1. Dependent- A helper completed the activities for the patient. 04, Supervision or touching assistance 04. Supervision or touching assistance B e aren Maione s Mwone.
8. Unknown e | j":’;ﬁmf Sysxiri oyl [nlo;*eme g - Mot assessed (noiinformation) -~ Not assessed (no information)
9. Not Applicable . Substantial / maximal assistance stantial / maximal assistance -
- Not assessed (no information) 01 Dependent 01 Dependent & Dous petiont wee a whiesllick aidfor scosbert
{8G0110) Prior Device Use: Indicate devices and aids used by the patient prior to the current iliness, exacerbation, or injury. () 07. Patient refused 07. Patient refused 3 x
c,,,(k all that apply: 0. Not applicable ) 03. Not applicable ] " i e e
A. Manual wheelchair 10. Not attempted due to environmental limitations 10. Not attempted due to environmental limitations =
Yes No Not assessad (no information) 88. Not attempted due to medical condition or safety concerns 88 Not attempted due to medical condition or safety concerns L3 o i 3 %t 50 fost and make two turns.
B. Motorized wheelchair and/or scooter - MNot assessed (no information) - Not assessed (no information) 06. Independent Independent
Mo Not assessai (no Eafxmation) E. Shower/bathe self: The ability t bathe seif, including washing, rinsing, 2nd drying s=if (excludes washing of back and hair]. Doss not < chitetuins e
C NS 3 : ity f, including washing, rinsing, and drying u shing ir). 04. Supervision or touching assistance Supervision or touching assistance
' 5 <74 include transferring in/out of tub/shower. 03. Partial / moderate assistance Partil / moderate assistance
e No, Not-zssessed {rio/#iformation) 02 Substantial / maximal assistance Substantial / maximal assistance
D. Walker 06. Independent 06. Independent O Digsibtint gt
Yes No Not assessed (no information) 05. Setup or clean-up assistance 05. Setup or clean-up assistance 07. Patient refused Patient refused
E. Orthotics/Prosthetics 04. Supervision or touching assistance 04. Supervision or touching assistance 03. Not applicable Hot applicable
Ye: No Not assessed (no information) 03. Partial / moderate assistance 03. Partial / moderate assistance e Nt atbempted ut 10 smvivonmestat Rewkastons
Z. None of the above 02 Substantial / maximal assistance 02. Substantial / maximal assistance .
Yes No Not assessed (no information) 0L Dependent 01 Dependent i1 Mo abeccad o e ke ) = Mot assessed {no information)
(6GO130) Self-Care: Code the patient's usual performance at SOC/ROC for each activity using the 6-point scale. If activity was not 07. Patient refused 07. Patient refused I A ¢ i SRl it o St AL
attempted at SOC/ROC, code the reason. Code the patient's discharge goalls) using the 6-point scale. Use of codes 07, 09, 10 or 03. Not applicable 03. Not applicable L Manual
88 is permissible to code discharge goal(s). (i) £0. Not attempted due to environmental limitations 10. Not attempted due to environmental limitations 2 :’*’"“m ol J
Coding: 88. Not to medical condit y 8. Not attempted due to medical condition or safety concerns > Notsswmed (no iformmtion
Safety and Quality of Performance - If helper assistance is required because patient's performance is unsafe or of poor quality, - Not assessed (no information) - Not assessed (no information) S Wheel 150 feet: Once seted in wheelchair/scooter the abilty to whes! st lesst 150 feet n 8 corridor or similar space
score according to amount of assistance provided = = —- = 06. Independent 06. Independent
g mvms ey o6 comalesed it o withousass e Gevies. F. Upper body dressing: The ability to dress and undress above the waist, including fasteners, if applicable. & i B o e
Patient completes the activity by h jth no assistance from 2 helper. 06. Independent 06. Independent 04. Supervision or touching assistance 04. Supervision or touching assistance
os Setup or clean-up assistance - Helper sets up or cleans up; patient completes activity. Helper assists only prior to o 05. Setup or clean-up assistance 05. Setup or clean-up assistance & W/m::m o ;ml/mrrnm:-mm
2. Substantil assstance bstantial / maximal assistance
following the activity. 04. Supervision or touching assistance 04. Supervision o touching assistance P P 3
04. Supervision o touching assistance - Helper provides verbal cues and/or touching/steadying 2nd/or contact guard 02. Partial / moderate assistance 02. Partial / moderate assistance e e
assistance as patient completes activity. Assistance may be provided throughout the activity or ntermittently. 02. Substantial / maximal assistance 02 Substantial / maximl assistance 05, Notspplicable 05, Notapelicable
03. Partial / moderate assistance - Helper does LESS THAN HALF the effort. Helper lifts, holds or supports trunk or limbs, but 01 Dependent 0L Dependent 0. ot amempied du 1 environmental imitations 10. Not attempted due to environmental linstations
provides less than haif the effort. 07. Patient refused 07. Patient refused “ﬂ o . s8. - e V' "
02 Substantial / maximal assistance - Helper does MORE THAN HALF the effort. Helper lifts or holds trunk or limbs and 03. Not applicable 09. Not applicable - assessed (no information) - assessed (no information)
P l‘;’e‘“"i’”’i'z“" ’:”"‘: :"; e e i s e i 10. Not attempted due to environmental limitations 10. Not attempted due to environmental limitations SS1. Indicate the type of wheelchair or scooter used.
yk h"'l' el f;ﬁ ”h‘n - °’_’:! "‘":‘““ei:“:,' e effort to complete the activity. Or; the assiarance of 8. Not o medical conditi y 8. Not attempted due to medical condition or safety concerns 1 Manual
T AOME Nelpers S Teauier o N peens I CompiR R . - Not assessed (no information) - MNot assessed {no information) 2 Motorized
If activity was not attempted, code reason: ~. Mot assessed {no information)
07. Patient refused G. Lovrer body dressing: The ability to dress and undress below the waist, including fasteners; doss not include footwear.
. i the it i i i i ilines
03 ?‘x;ppllmle Not attempted and the patient did not perform this activity prior to the current iliness, exacerbation or pEE— EEET—
. Not attempted due to environmental limitations (.2, [2ck of squipment, weather constraints) 05, ;Setisp or claan up assistance 05.:Setup or dlaan up assistanos.
R - i 3 04 Supervision or touching assistance 04. Supervision or touching assistance

Under Functional Status, please assess the tasks if possible. If not, use subjective and objective observation to answer.

Please refrain from answering “Not assessed”.



Step 8 (cont)

% Inset = Remove  #: Drug Interactions Tool
Free New/Cl Date Medication Strength  Dose Route Frequency Classificatit Laboratory Date of Disc Indicati

Medications should populate under Medication section if it
was properly entered in the Admission Order

Please indicate under comments on Patient
compliance/none compliance, etc with medication

If patient has IV ABX, please indicate route (PIV, PIC,
Port-A-Cath), where IV is located, capacity for Pt/PCG to
learn and take over IV, and/or if specialty pharmacy nurse is
managing IV instead of us

Enter all known ALLERGIES

MEDICATIONS

£ MetFORMIN HC 1000 Milligr 1 tab Oral Twice par C BIGUANIDE =

Commexts: B
R Y

(M2001)

Drug Regimen Review: Did a complete drug regimen review identify potential clinically significant medication issues? (1]
0 - No - Noissues found during review [ Go to M2010 ]
1 - Yes - Issues found during review
9 - NA - Patient is not taking any medications [ Go to M2102 ]
Not assessed (no information)

(M2003) Medication Follow-up: Did the agency contact a physician (or physician-designee) by midnight of the next calendar day and
complete prescribed/recommended actions in response to the identified potential clinically significant medication issues? (51}
0 - No 1-Yes Not assessed (no information)
(M2010) Patient / Caregiver High-Risk Drug Education: Has the patient/caregiver received instruction on special precautions for all high-
risk medications (such as hypoglycemics, anticoagulants, etc.) and how and when to report problems that may occur?
0 - No
1-Yes
NA - Patient not taking any high-risk drugs OR patient/caregiver fully knowledgeable about special precautions associated
with all high-risk medications
(M2020) Management of Oral Medications: Patient's current ability to prepare and take all oral medications reliably and safely, including
administration of the correct dosage at the appropriate times/intervals. Excludes injectable and IV medications. (NOTE: This
refers to ability, not compliance or willingness.)
0 - Able to independently take the correct oral medication(s) and proper dosage(s) at the correct times.
1 - Able to take medication(s) at the correct times if:
(a) individual dosages are prepared in advance by another person; OR
(b} another person develops a drug diary or chart.
2 - Able to take medication(s) at the correct times if given reminders by another person at the appropriate times.
3 - Unable to take medication unless administered by another person.
NA - No oral medications prescribed.
(M2030) Management of Injectable Medications: Patient’s current ability to prepare and take all prescribed injectable medications
reliably and safely, including administration of correct dosage at the appropriate times/intervals. Excludes IV medications. @
0 - Able to independently take the correct medication(s) and proper dosage(s) at the correct times.
1 - Able to take injectable medication(s) at the correct times if:
(a) individual syringes are prepared in advance by another person; OR
(b) another person develops a drug diary or chart.
2 - Able to take medication(s) at the correct times if given reminders by another person based on the frequency of the
injection
3 - Unable to take injectable medication unless administered by another person.
NA - No injectable medications prescribed.
m Was psychotropic drug used? No Yes (see med sheet) Able to pay for medications: Yes No
If no, was MSW referral made? Yes No/comment:

[#17]ALLERGIES

Aspiri
€

None known /
Enicillin Sulfa Pollen Eggs Milk products Insect bites




Step 8 (cont)

Complete the whole section, especially the “COP”
sections

Proper completion will help “paint” a better picture of
the care and other circumstances that may hamper
care and goals.

CARE MANAGEMENT

(M2102) Types and Sources of Assistance: Determine the ability and willingness of non-agency caregivers (such as family members,
friends, or privately paid caregivers) to provide assistance for the following activities, if assistance is needed. Excludes all care by
your agency staff.

f.  Supervision and safety (for example, due to cognitive impairment)
0 - No assistance needed - patient is independent or does not have needs in this area
1 - Non-agency caregiver(s) currently provide assistance
2 - Non-agency caregiver(s) need training/supportive services to provide assistance
3 - Non-agency caregiver(s) are not likely to provide assistance OR it is unclear if they will provide assistance
4 - Assistance needed, but no non-agency caregiver(s) available

 cop] CARE PREFERENCES / PATIENT'S PERSONAL GOALS

Did the ' Patient!  Representative! ' Other: specify preferences involving home health provided

services? No Yes

If yes, specify:

Didthe! Patient! Representative! Other: specify any personal goal(s) he/she would like to achieve from
this home health admission? ./ No Yes

If yes, | Patient | Representative | Other: discussed the goals with the assessing clinician and:

Agreed their personal goals were realistic based on the patient's health status.

Agreed their personal goals needed to be modified based on the patient's health status.

Agreed to and identified actions/interventions the patient is willing to safely implement, so the patient will be able to meet their goals by
the anticipated discharge date

Patient! ' Representative! 'Other:____ helped write a measurable goals, understandable to all stakeholders.

Patient' Representative | Other: was informed, appeared to understand and agreed the personal goals
would be added to the patient’s individualized plan of care and submitted to the physician responsible for reviewing and signing the plan of
care.

Other:
Other:
=3 REFUSED CARES
Patient! Representative | Other: refuse'  Cares' Servicesin advance?
No Yes, explain

Could the | cares | = services they refused significantly affect the recommended plan of care? ' No | ' Yes, explain how

=3 STRENGTHS / LIMITATIONS

Based upon the patient's Physical, Psychosocial, Cognitive and Mental Status:
Patient’s Strengths:

Patient optimism that change can occur Vocational interests, i.e. hobbies

Motivation and readiness for change Interpersonal relationships and supports i.e., family, friends, peers
Setting and pursuing goals Cultural/spiritual/religious and community involvement
Attempting to realize one's potential Access to housing/residential stability

Managing surrounding demands and opportunities Financial stability

Exercising self-direction Knowledge of health conditions and medications

Others:

List the patient’s limitations that might challenge progress toward their goals, both personal and the HHA measurable goal.

How might the patient's limitations affect their safety and/or progress?




Step 8 (cont)

Enter anticipated amount of therapy visit
Enter all DME (both present and to be ordered)

Under PATIENT/PRIMARY CAREGIVER EDUCATION... you
may enter the following template:

Pt/PCG educated on on disease process, S/SX's of
exacerbation and reportable S/SXs. Instructed Pt/PCG on
proper medication management and monitoring of
effectiveness. Instructed patient on home safety and when
to call MD, SN, and/or EMS. Instructed patient about
Patient's Rights & Responsibilities, and Complaint Procedure
and State Hotline #. Informed patient of Agency’s hours of
operation and after-hours/weekends on-call contact
information. Patient/PCG expresses understanding

Under SKILLED CARE PROVIDED... enter the following
template:

SN observation and assessment of all systems, medication
compliance/efficacy/knowledge, pain levels/management.
With patient input prepared a POC. SN provided skilled
education on proper disease management, medication
management, home safety, and EMS protocol. MD notified
of findings and further plans. (Please add other skilled
services provided (ie wound care))

Under PATIENT SUMMARY, :

Please “Copy and Paste” the narrative you created in the
“Reason” section in the Admission Order

THERAPY NEED AND PLAN OF CARE

(M2200) $ Therapy Need: In the home health plan of care for the Medicare payment episode for which this assessment will define a case
mix group, what is the indicated need for therapy visits (total of reasonable and necessary physical, occupational, and speech-
language pathology visits combined)? (Enter zero ["000"] if no therapy visits indicated.) (1]
(____) Number of therapy visits indicated (total of physical, occupational and speech-language pathology combined).
NA - Not Applicable: No case mix group defined by this assessment.

[#14 [DME suPPLIES

WOUND CARE:

2x2's 4xd's ABD's Cotton tipped applicators Wound cleanser Wound gel Gloves: Sterile Non-sterile
Kerlix size Transparent dressings Drain sponges Hydrocolloids Nu-gauze | Tape Saline
Other:
DIABETIC:
Chemstrips Syringes Other:
IV SUPPLIES:
IV start kit IV tubing IV pole Alcohol swabs Extension tubings Central line dressing Injection caps
Angiocatheter size Tape Infusion pump Batteries size Syringes size
Other:

MISCELLANEOUS:

Enema supplies Suture removal kit Staple removal kit Steri strips Feeding tube: Type size
Other:
URINARY/OSTOMY:
Underpads Urinary bag/pouch External catheters Skin protectant Stoma adhesive tape
Ostomy pouch (brand, size) Ostomy wafer (brand, size)
Other:
FOLEY SUPPLIES:
Fr catheter kit Straight catheter Irrigation tray Saline Acetic acid
Other:
SUPPLIES/EQUIPMENT:
Bath bench Cane Commode Suction machine Hospital bed Hoyer lift Enteral feeding pump
Nebulizer Eggcrate Ventilator Walker Wheelchair Tens unit Oxygen concentrator
Special mattress overlay Pressure relieving device
Other:
[cor | PATIENT / PRIMARY CAREGIVER EDUCATION AND TRAINING AND THEIR RESPONSE
SKILLED CARE PROVIDED THIS VISIT
PATIENT SUMMARY
Frequency:




Step 8 (cont)

Complete the rest of the section with DC plans and Rehab
potential

When done, proceed “Next” to setup the Care Plan
Summary/Ongoing Plan of Care under the “CARE PLAN
POINTERS” page.

SUMMARY CHECKLIST

Care Plan has been reviewed
Care Coordination: Physician SN PT oT ST MSW Aide Other:
Medication Status: No change Order obtained
Check if any of the following were identified:
Significant side effects Potential adverse effects/drug reaction Significant drug interactions
Ineffective drug therapy Non-compliance with drug therapy Duplicate drug therapy

[#21] PROFESSIONAL SERVICES

Skilled Nursing

Frequency and Duration:
Physical Therapy

Frequency and Duration:
Occupational Therapy

Frequency and Duration:
Speech Therapy

Frequency and Duration:
Home Health Aide

Frequency and Duration:
Homemaker

Frequency and Duration:
Medical Social Worker

Frequency and Duration:

[#22] DISCHARGE PLANS AND REHABILITATION PO’

DISCHARGE PLANS

When goals are met

Medical condition is stable

When patient no longer in need of skilled services

Able to return to an independent level of care

Able to stay in residence with primary caregiver's assistance or community agency's support
When patient knows when to notify physician

Able to understand medication regime and care related to diagnoses

When patient reaches maximum functional potential

Other:

Discharge plans were discussed with patient

REHABILITATION POTENTIAL

Rehabilitation potential is poor Rehabilitation potential is good
Rehabilitation potential is fair Rehabilitation potential is excellent

| have personally reviewed all of the above information and hereby, certify, affirm, and declare that the above information is complete,
true, accurate, and correct.

[ Signature above / Printed name below ] Date

The Outcome and Assessment Information Set (OASIS) is the intellectual property of the Center for Health Services and Policy Research,
Denver, Colorado. It is used with permission.

Patient Name: DOE, JOHN MR #: 01010




Step 9

Completing the CARE PLAN POINTER will ® Signature Pad | X ICD-10-CM | R Side by sids compare | |
populate the “Ongoing Care Plan/Care Plan Secion: [ CARE PLAN POINTERS v [<<Previous| (Wext>s! e Search]| zoom: [Normal v |t Exchsvelock R Adivty Logs
Summary” that will help creat a road-map of Domain 14: Diagnosis @)

care and intervention you can provide one
every visit.

¥ ENCOUNTER FOR ADJUSTMENT AND MANAGEMENT OF VASCULAR ACCESS DEVICE (PICC/CENTRAL LIN

Goals Interventions
Name Na
. . . v Patient/ ill verbalize understandi infectiof trol and v Skilled s trave fi =ss i o’
Suggestions will automatically populate R e o = SEMERETITSAE. L W o 5o
Wi m n nt/ i n inf N
. . . Sl bbbl S e Sl il Sl iy nfusion <afety pincioles 2nd on the mportance of
depending on your responses and diagnosis e I e 2 oo oot S
y ou enter ed in th e O ASIS v Patient/carseiver il verbalized ynderstanding on the eg;:g?;?én@?t i fn‘s;;évga",g!;;;,e’;w’e‘?‘;n?’;mn’;:.s’ o
: management of PLCC/Cantral fne by second wask. Pebiente PICC e o Snchpiques i [V infuson e proper hancias g e
(ste) vl have no Sgns/eymptoms of infection and patient will demonsizate el ot coreives Chmsatanding 0 Fome”
oyt F el At e R e intravenous infusion administration princples.
. . - ¢ v Skilled nurse to educate patient/caregiver of the v
Pati / wll if inkr: us i indry, rtain that th i ;
If you cannot find the appropriate Care Plan e e Sofar ] S wackemton o et S o e T i s e R s e
drug precipitates, and ensure dressing is not applied bahtly within i, Hobe s bl el A
. Carbication pecod. Patient, will verbaiized on acessary bloot D Conoder e
Pointer, you can add your own Care Plan e g . ey o o ptient ' on PICC/Centzal Ine care, Reiforced nfecton
gl::gnglleabng from the insertion site and monitor pain intensity within 24 effectiveness of teach-back technique.

o € v Skiled nurse to assess ntravencus tubing for occulusion (@
of line such as kinks, dlampsor if it is too tight. Assess SN pT  OT ST N
for bleeding from the catheter insertion site and skin
sensitivity at insertion stte. Assess for pain during
infusion as it signifies reduced blood flow and decreased
hemodilution to these areas. Assess for leaking or

To add suggested pointers, choose the broken catheter.
“Domain 14: Diagnosis” by clicking on the °
“Circle w/ a triangle” inside Icon to expand
and reveal your choices

ENCOUNTER FOR ATTENTION TO DRESSINGS, SUTURES AND DRAINS

° @ ESSENTIAL (PRIMARY) HYPERTENSION

Goals Interventions
Name Name
You can expand the specific diaghosis b = P [zg’iﬁ?:ﬁtﬁ‘%?ﬂgff' %s&iﬁﬁ?ﬁi&'ﬂéﬁ%ﬂ'55:23”3‘5‘&2?;3"’732'“"3539? gy W 60and ’ =t & FooroSow
P P g y R e L e e e s,

. . ' a : s especal
clicking on the same icon as above e R A 20 Mmoo e e e

functions such as

) ‘ . blood prassure
e Patient/Caregiver will demonstrate proper administration of anti-hypertensive medication and will verbalize
Understanding of the teaching %.w‘? B the skilled nurse within 1 €6 2 weaks, Patient/Caregiver will demanstrate a0d hiee! cale tn
compliance to the distary and [festyle changss during the cartificabion period. et

Click on the box to check them and add them e S e e S e B
as part of your Care Plan Pointers.

ucate
patient/caragiver
on the
signs/symptoms of
hypertension such

Save when you are done choosing. Sy
hese are present.

v Skilled nurse to ’
int T v
patient/caregiver SHNET R UTR SRR,
o7 the proper
administration,
de effects and
adverse effects of
e anti-
hypertensive
s. Encourage
ea“{?;nt o sdhere
o prescribed diet
of sodium/fat
limitation and to
implement ragular
physcal exercse.

4 Skilled purse to |
instruct patientto SN PT OT ST WM
rise slowly from a
lying to nd:n%
position, sitting for
3 few minutes
Before standing.
Sleap with the

by
hpad gt 1



Step 9 (cont

You can add your own Care Plan Pointer if you don’t see
an appropriate Care Plan Pointer by choosing “Add
Problem”

You can search for a Care Plan Pointer by entering a key
word under “Search”

SUGGESTION: One of the best Care Plan Pointer to add
to any patient is “Deficient Knowledge”

—  Choose the appropriate “Goals” and
“Intervention”

—  When done, click on “Save Selected Problems”

03/26/2020 - SOC - Visits Planned (0o) - In Progress

[l Save  ® \slidsta & Clinical Validabian % Drint (8] €0l oacTe Cimmanns Nohy @ DOC Dointars O DNGM Workchaok 4, N Fila Attachmant

Is / Intervention Lookup

0ASIS PT oT ST MSwW CHHA CLINICAL GROUP (BETA)

Search: knowledge Search
@ ¥ Deficient knowledge
Goals Interventions
Description Description
4 Patient demonstrates how to 4 Allow repetition of the information (¢
mcor‘p‘ors:&‘:f new health regimen or skill. SN PT OT ST MSW HHA CM RD RT OS
into lifestyle.

Approach individuals of color with

Patient identifies learning needs. vs;?‘ect,warm&\, andprofessional SN PT OT ST MSW HHA CM RD RT OS

courtesy.
Patient shows motivation to learn.
Assess barrirs to learming (e.9.
patent  explins dissase state pecstiedcuinge i Rustyle; SN PT OT ST MSW HHA CM RD RT OS
and understands treatments. g:g;'gi-('gfﬁ,i;g?m"‘e by
PINENTs meoyucas et b Determine priority of learning
usad for more information or :
e pomal needs within the overall caréplan. SN PT OT ST MSW HHA CM RD RT OS
. Determine the patient's seif-
Patient exhibits ability to deal vith ;
) Fo e oy to Cra. if‘ﬁ:jgdg;]eam and apply new SN PT OT ST MSW HHA CM RD RT OS
control of life.
. Encourage questions
Patient identifies factors that :
improve Crcabon|perfusion SN PT OT ST MSW HHA CM RD RT OS
A2 oakes Fucuébaachm yesg;ansona
single concepf or idea. SN BT o A
P i I g N PT OT ST MSW HHA CM RD RT OS
da physician or health-care

Give information with the use of ]

media. Use visual aids like SN PT OT ST MSW HHA CM RD RT OS
diagrams, pictures, videotapes,

Patient will be able to actively gudotapes, and nfersctve

participate in tolerable planned Internet websites, such as

exercises or activities with the Nurses!

assistance of caregiver assuring
patient's safety vithin 4 weeks.

professional within 2 weeks.

Identify cultural influences on
Patient vill be able to

03/26/2020 - SOC - Visits Planned (00) - In Progress

[ Save ¥ Validate & Clinical Validation & Print  (® Full OASIS Summary Only & POC Pointers Q
F5 Signature Pad % ICD-
Section: | CARE PLAN POINTERS Y << Previous Next>> Item:

° Domain 14: Diagnosis o

+ Add Probl:

A

03/26/2020 - SOC - Visits Planned (0o) - In Progress

| £

i Sava | W \alidate | @ Clinicsl \alidabing// i Drink @1 codl ancre Cuwmmans Ok | @ DOC Daintars | O DNGM Wirkchast | N Fila &Hachma:
Goals / Intervention Lookup
Nursing Diagnosis 0A%1S PT oT ST MSW CHHA CLINICAL GROUP (BETA)

Search knowledge Search
) Domain 1: Health Promation (@)

° Domain 10: Life Principles 9

€ Domain 11: Safety/Protection )

€ Domsin 12: Comfort

° Domain 13: Growth/Development 9
€ Domain 2: Nutrition

€ Domain 3: Elimination and exchange )

@ Domain 4: Activity/rest €

) Domain 5: Perception/Cognition ()

- Active

412020 € Domain &: Self-Perception EEY

€ Domain 7: Role relationships §E)
© Domain : Sexuality @

€ Domain 3: Coping/stress tolerance €5

© others €)

Visits Pla

health teaching. SN PT OT ST MSW HHA CM RD RT 05
femratrats Weshjle chunges I Incorporate rewards into lesming
Jnieowls smok oroceze, G oT AT & mew mua rm Bn AT

Save Selected Problem(s) Close
%



Step 9 (cont)

& 03/26/2020 - SOC - VisitzPlanned (0o) - In Progress
Save, wait for a couple of seconds, then
Validate __—" @ Save B Valdate f Clinical Validation 4 Print  ® Full OASIS () Summary Only & POC Pointen
Fix Errors and Problems as best as you can by
Section: VQREPL»'-.N DOH\.‘ERS ¥ | << Previous Next>> Item:

choosing the item and it will bring you to the
problem o Domain 14: Diagnasis n

P Signature Pad | % ICD-10-CM 4 Side by side compare = E. View ICD-10 Version =~ % View QA

. . Section: | INTEGUMENTARY STATUS v | | <<Previous  Next>> Item: Search  Zoom: | Normal V| #a Excusivelock &/
SO me E rrors can on Iy be leEd by us in the by anatomical location. The bridge of the nose, ear, occiput and malleolus do not havi .

Results  Print
Category/Stage IV ulcers can extend into muscle and/or supporting structures (e.g., ® Y =

office due to their technical nature (ie tive possible, Exposed bona/tendon Isvislble or directly palgable. tem ExorWarring
. Unstageable: Depth unknown. Full thickness tissue loss in which the base of the t 1M0150 CPAY NONE: ?a'giyet;‘fet;ihaeé
|nc0 rrect ICD—lO Code) brown) and/or eschar (tan, brown or black) in the wound bed. Until enough slough Report may be
wound, the true depth, and therefore Category/Stage, cannot be determined. Stable MO150 CPAY NONE: Both M0150_C1
eschar on the heels serves as 'the body's natural (biological) cover and should not be | 1M0150_CPAY_L
Suspected Deep Tissue Injury: Depth unknown. Purple or maroon localized area ¢ M0150 CPAY UK: Poth MoLo0 9
Save a nd re_Va I idate When done damage of underlying soft tissue from pressure and/or shear. The area may be pr eI o ; I_
warmer or cooler as compared to adjacent tissue. Deep tissue injury may be difficult ~ 2L50 CPAY MCARE FES: able of the e
may include a thin blister over a dark wound bed. The wound may further evolve & Report may be
rapid exposing additional layers of tissue even with optimal treatment. M0150 CPAY MCARE HMO: g'l',liyet:’et;:héf
. Report may b
Th en go ba Ck to th e pat|e nt ca | enda r by Copyright© 2016 by the Wound, Ostomy and Continence Nurses Society™ - www.w: e‘l’" h'"ayl B
MD150 CPAY MCAID FFS: Only the values
e . (M1322) Current Number of Stage 1 Pressure Injuries: Intact skin with non-blanc ohie cktheDe
CI |Ck| ng the Cca I en d ar prominlen:‘e. Da&;y pigmented skin may not have a visible blanching; in ¢ 1 <0 cpav wcamp Hio: ontyte e
or purple hues. able of the De
Report may be
0 i 2
. . . MO150 CPAY WRKCOMP: Only the values
& Service Locations may include a thin blisi (M1324)$ Stage of Most Problematic Unhealed Pressure Ulcer/Injury that is Stag ieble ot B
" o y . . ey \ staged due to a non-removable dressing/device, coverage of wound bed b EROr Ay e
@ Referring Diagnosis H&P rapid exposing addition 1- Stage1 MO150 CPAY TITLEPGMS: Oy the valve:
3 2 - Stage 2 Report may be
5 ical Di 3
[EI Medical Disonoses COPy"ght@) 2016 bY th “ 3 - Stage 3 M0150 CPAY OTH GOVT: Only thf: values
$ 2 Insurances 4 - Staged e otihepe
[ ~ Pati S

ﬁ Pharmacies (M1322) Current Nur NA 'Panefn has no pressl{re ulcers/injuries or no stageable pressure ul S A B ?’&y ‘"fetx""’;*
prominence (M1330)  Does this patient have a Stasis Ulcer? (1) fable ok the e

— . [
© (11 Episode: 03/26/2020 - 05/24/2020 0N [lGo fal1340] 5 ]
-D e / / or purple hu 1 - Yes, patient has BOTH observable and unobservable stasis ulcers 10150 CPAY PRIV HMO: ?;.‘,'é‘o"ﬁﬁ"si'
e 2 Calendar Ho ) 2 - Yes, patient has observable stasis ulcers ONLY Report may be
= 3 - Yes, patient has unobservable stasis ulcers ONLY (known but not of 110150 CPAY SELFPAY: ?a’l‘:llyetohfetxzhae;
| Episode Summary (M1324) § Stage of Mc to M1340] Report may be
[ !i QASIS + d d t (M1332) Current Number of Stasis Ulcer(s) that are Observable: (1) MO0150 CPAY OTHER: to,l;lly thfetxahae:

= of

‘ staged due O 1-0ne Repoet iy be
{21 03/26/2020 - SOC - Visits Pla 1 - Stag g - I‘;‘VO MO150 CPAY UK: Only the values
4 - Three table of the De
=y, Care Plan Summary 2 - Stag Ao S ceinors Report may be

STG PRBLM ULCER: 1f MO100_ASSH

; 3 - Stag M1324 )

© X Plan of Care 4 g (M1334) $ Status of Most Problematic Stasis Ulcer that is Observable: [F————% and N132 1ie
( : i M

- 4 - Stag 1 - Fully granulating MI311BR 51
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Step 10

Complete the “Case Conference” form by clicking on
the Case Conference Icon

@ 0 Fi Attachment

Created on: Mar 26, 2020 3:34 PM.

Last ssved on 4/2/2020 10:5%:47 AN |

CASE CONFERENCE

Significant change in general condition
Questionable medication effectiveness
impaired wound healing process
Symptoms of infection

Inadequate nutrition/hydration

Unreliable with meds/needs further instructions
Pain management

Unstable VS requiring frequent MD contact
Slow to comprehend treatment

Poor bowel/bladder management
Dyspnea/Edema

Cardiac/Lung/Circulatory Problem
Vision/Hearing impaired

Diet Compliance

Nausea/Vomiting/Weight problem
Catheter care/Incontinence problem
Constipation/Diarrhea

Ostomy care/Supplies

No reliable caregiver

Other:

HOME HEALTH AIDE
Difficulty with self-care
Unsafe in performing ADL's / 1ADL's

PT/OT/ST Assistance as instructed
Observed changes in patient condition
Other:

Has need for light meal preparation/laundry/houseviork

D.0.B. 04/02/1977 [5OC Date: 03/26/2020 [ Certification Period 03/26/2020 - 05/24/2020
Primary Diagnosis: AP TERCARE FOLLOWING JOINT REFLACEVENT SURGERY

Disciplines Involved: SN LpT LioT [UsT LIHHA [ MSW |Case Manager.

Type of Assessment: ¥'soC ROC RECERT Follow-Up Transfer Discharge DAH
SERVICES PROVIDED

SKILLED NURSING PHYSICAL THERAPY

Difficulty in transfer

Decreased upright tolerance/endurance
Poor safety balance

Change in mental status

Limited ROM/Strength

Pain

Impaired bed mobility

Need of therapeutic exercise

Difficulty with gait

Difficulty with equipment

Modalities required

Home safety problem

Difficulty with pt family follow through
Other:

OCCUPATIONAL THERAPY
Difficulty wiith ADLs
Decrease coordination with Fine/Gross Motor coordination
Decrease upright tolerance/endurance
Decrease ROM/strength
Difficulty with cognitive/perceptual motor
Pain
Requires Splinting/Adaptive equipment
Needs instruction in Energy Conservation/Seif Pacing
Difficulty with pt family follow through
Other

MEDICAL SOCIAL WORKER
k I hological Problem

SPEECH THERAPY
Dysphagia/Difficuity in swallowing
Difficulty with receptive/expressive communication
Voice Disorders/Speech articulation
Facial /Tongue Mobility Deficit
Patient cough and chokes

Family unable to cope with situation

Living arrangement unsafe/inadequate for level of care
Patient having difficulty following medical treatment
Patient needs financial assistance/placement

Patient is socially isolated

Patient is overwhelmed with condition

Other: Need for community resources

Other:

=

] —>

PARTICIPANTS IN CASE CONFERENCE:

BNgupervisor: ST

skilled Nursing: MSW:

°T/PTA CHHA:

ot/ OTA MD:

Other: Other:

Patient Name: DOE, JOHN

[ MR#: 01010

Edit Visit Plan

P Batch Post Visit @ View Plan of Care 8% Technical Chart Audit

& Visit Frequency Info

Q View Visits By Discipline 8@ Legend | PDGM LUPA: 5 (1st 30-day), 2
Tuesday Wednesday Thursday Friday
Mar 26 7 Mar27
— ¥ [¥]| Case Conference
*-| Coronavirus (CO...
Mar 31 April Apr2 Apr3
Apr7 Apr8 AprS Apr 10

Write down Diagnosis if known
Choose identified SN problems being dealt with

“Copy & Past” the narrative you created in the Admission Order
into the “Comment” section.

Enter your name in the “RN Supervisor” and/or Skilled Nursing

“Save” then “Review



