1lomae 3Tealils

Deat Applicant,

Please provide a copy of the following credentials or information being
requested.

We wiil need a copy of...

e A valid CA Driver License

e Social Security Card

o Clear Background Check

e Valid Auto Insurance verification

o Professional License

o Professional Resume

s Professional Liability Insurance if applicable
¢ Valid CPR Card

e Physical Exam Results (within the last 6 months)
¢ TB Test Results

e Additional documentation may be required

If you have any questions please DO NOT HESITATE to contact Beneficial Home
Health Services, Inc, (714) 256-0756.

770 S. Brea Blvd. Suite 217 Brea, CA 92821
Tel. No. (714) 256-5312 * Fax No. (714) 256-0754




Beneficial Home Health Services, Inc.,

Application for Employment
An equal opportunity Employer

Beneficial Home Health Services, Tne. fs an Equal Opportunity Company and considers all applications for
Employment cqua]ly regardless of race, color, and creed, national origin, sex, age, 1elig[on, veteran status or any

disability that is not job related.

Applicant’s Name (Last, First, Middie) . Today's Date

Address Nursing License Number | Expiration Date

City State Zip Code Cexﬁf’icatian Number Effective Date N
Soeial Security Nuinber CPR 0 YES 0O NO Expiration Date

Home Phone Number (ax'eaecode) - Cell Phonte Number - Page NMumber 7

WORK HISTORY — STARTING WITH YOUR MOST RECENT WORIK EXPERIENCE,
LIST LAST THREE (3) POSITIONS

Company’s Name (Present or most present) Date Started Date Ended Phone Number

Address (Street, City, Zip Cade)

Supervisor’s Name and Title/Departmetit Title of Your Position

Daseribe Work Performed

Reason for Leaving

Company's Name Date Started Date Endex Phone Number

Address (Siveet, City, Zip Code)

Supervisor’s Name and Tiile/Depariment Title of Your Position

Describe Work Performed

Reason for Leaving

Company’s Name Date Started Date Ended Phone Number

Address {Street, City, Zip Code)

Supervisor’s Name and Title/Depariment Title of Your Position

Describe Work Performed

Reason for Leaving

Have you ever heen fired or asked fo resign from a job for any reason? (if yes, please explain)




Beneficial Home Health Services, Inc.

EDUCATION _
High School Name Loeation , : Diploma
College Name Location Major Course Degree
Graduate Schiool Loeation Major Course Degree

ARE THERE ANY REASONS YOU WOULD BE UNABLE OR UNWILLING TO PERFORM ANY OF THE
TASK REQUIRED BY THE JOB YOU ARE APPLYING FOR? (IF YES, PLEASE EXPLAIN)

LIST THREE (3) PERSON WHO ARE FAMILIAR WITH YOUR WORK OR SCHOOL BACKGROUND-
(DO NOT LIST RELATIVES)

Name Ocecupation Address Telephone No. Relationship

HAVE YOU BEEN CONVICTED OF A FELONY WITHIN THE LAST SEVEN (7) YEARS?

{Conviction will not necessarily disqualify an applicant from employment) 0 Yes o No
NAME OF PERSON TO NOTIFY IN CASE OF EMERGENCY

ADDRESS TEL NO.
AFFIDAVIT |

I certify that iny answers to the foregoing questions ave true and correct and that 1 have not left out any significant information of
any kind whatsosver. Iunderstand that if I am employed, any false, incomplete, misteading or otherivise, incorreet statements
made on this application form, any other company document, or during any interviews, may be grounds for my immediate
discharge, regardless of when discovered.

T hereby, undertand and acknowledge that unless otherwise defined by applicable law, any employment relationship with other
organization is of an “at the nature”, which means that I may resign at any time and that the company may discharge me any time,
with or without cause, and with or without prior notice. Fusther, T understand that this “at will” employment refationship may not
be changed by any written document, or by conduct, unless such change is specifically acknowledged in writing by the authorized
diviston/subsidiary Administrator/Directar of Mursing of this organization, and the writing condition of this affidavit.

T hereby authorize the Company to contact any entity or individuals it deeins appropriate to investigate my employment history,
character, and justifications, and give my full and complete consent to the companies and individuals revealing any and all
information as a part of the investigation. In addition, I hereby waive my right to bring any cause of action against these
companies or individuals for defamation, invasion of privacy, or any other reason because of their release of information,
Applicant authorizes the use of a photocopy of this affidavit as authorization. Tagree that If T am employed, T will abide by ali the
rules, regulations, and safety programs of the Company, as weil as instructions T recelve from my supervisor(s).

This application will be used by the Company te decide if you are to be hired, but its receipt does not imply that you will be
employed. IFT am employed, 1 further uirderstand and agres that when my employment is terminated by retirement or otherwise,
I must return all Beneficlal Home Health Services, Ine., property in my custody, including beeper, forms, nursing bag, and
disposable patient supplies. Otherwise, the cost of any property not refurned will be withheld from the amount due upon

separation until the property is returned,
THANK YOU FOR YOUR TIME, BEFFORT AND INTEREST IN JOINING OUR COMPANY

SIGNATURE OF APPLICANT DATE




Employment Eligibility Verification USCIS

. : Form 1.9
Department of Honreland Security OMB No. 1615-0047
11,8, Citizenship and Immigration Services Expires 03/31/2016

B START HERE. Read instructions carefully before completing this form. The Instructions must bo avallable during complellon-of this form,
ANTI-DISCRIMINATION NOTICE: It lsillegal lo discriminate against work-authorized individuals. Employers CANNOT spedify which
document(s) they will accept from an amployee. The refusal o hire an individual because the documentation presented has a fulure
expiration date may also constitele illegal disarimination.

First Name (Given Name) Middio Iniliat { Olher Names Usad {if any)

Address (Street Number and Name} Apl. Number | Clty or Town Stale Zip Cede
Date of Bith {mavddiyyy} [U.S. Sodal Securily Number | E-mail Address Telaphone Number

LOTHTHTT
| am aware that federal law provides for Imprisonment ang/or (ines for false statements or use of false documents In
connecflon with the completion of this form,

| attest, under penalty of perjury, thatl am (¢heck one of the following);

{1 A citizen of the Unitsd States

I ] A noncitizen national of the Unlted Stales (See insfructions)

{1 Atawful permanent resident {Allen Registration Number/USCIS Number):

{73 An alicn authorized fo work unlil {explration date, if applicabile, mmiddiyyyy) . Some aliens may write "NJA® in this field.,
{Ses instructions) .
For afiens authorized to work, provide your Alierr Regisiralfon Number/USCIS Number OR Form 1-94 Admission Number:

1, Allen Registration Number/USCIS Number:
OR 3-D Barcode
: Do Not Write In This Space
2. Form 1-94 Admission Mumbern:

if you oblained your admission number from GBP In ceanection with your ardval In the United
States, Include the following: ‘

Foreign Passport Number:

Couniry of Issuance:
Some allens may write "NFA" on the Foreign Passport Number and Country of [ssuance flelds. (See insfructions)

Sigralure of Employee: Date (mm/ddbnyy):

[ attest, under penaity of perfury, that! have assisted in the completion of this form and that to the hest of my knowledge the
Information is true and correct.

S?gna{ufé of Preparar or Transtator: ' . Dale (mmsaddiyyy):
Last Name [Family Nams} Firs{ Name (Given Namae)
Address {Stroat Nurabar and Nama) Cily or Town Slale Zip Code

Form I-& 03/08/13 N ' Page 7 of ®
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Form W-4 (2013)

Purpose, Complete Form W-4 so that your
employer can withhold the correct fedesalinconte
lax from your pay. Consider completing a new Form
W-4 each year and when your personal of financial
silualion changes.

Exemplion from vdthholding. If yeu are exempt,
complate only fnes t,2,3, 4, and ¥ and sign the
formto valldate it. Your exemption for 2013 axplras
February 17, 2014, Sgo Pub. 505, Tax Withkolding
and Estimated Tax,

Hole, I ancther person can claim you asa
dependent on his or her tax relurn, you cannot ¢lalm
examption from vathholding If your Income exceeds
$1 000 and Includes more han $350 of uneamed
inceme {for examale, interest and dividends),

Basle Insintetions, If you are not exempt, compiete

the Parsonal Allowancas YWorksheet helow, The
viorksheats on page 2 further adjust your
vithhelding allovances based on itemized
deductions, certain oredits, adjusintents te facome,
of tve-earaers/muitipla jobs situations.

Complete ali woskisheels that apply. However, you
may clafm fewer {or zero} aliowances. For regutar
wages, withholding raust be based o allowances
yaut claimed and may not be a Rat armatint or
percentage of wages.

Head of household. Generally, yau can ¢faim kead
of househo!d filing stalus on your lax ralurm enly if
you are upmarrled and pay more than 50%% of the
cosls of keeplng u{.) a home for yourself and your
dependanl(s?or ather quatifying individuals. Sea
Fub. 501, Exempilions, Standard Deduction, and
Filing Information, for Infarmaton.

“Tax orediis, You ¢an lake projecled tax creditsInla

accouat In figuring your allowable number of
vithhiolding altewances, Gredits for child o¢
dependent vare expsnses and the chitd fax credit
may ba claimed using the Personal Mliowances
Worksheet below. Seo Puly, 585 for Information on
converding your othies credils Info withholdiag
allowances,

Nonwage Incame, H vou have a large amount of
nanwaga incoms, stich as interest or dividends,
cansider making sslimaled lax payments using Fom
1040-ES, Estimated Tax for fndividuals, Qthenvase, vou
may ours additienal tax. 1F you hava penslon o annuily

income, see Pub. 505 to find oul if you should adjust
your wilhholding on Ferm W-4 or W-4P,

Twre garners ar multiple Jobs, i you have a
working spouss or move than one fob, figure the
{otal number of allowasnces you are entitled to ¢laim
on all jobs vsing workshests from ondy one Form
W4, Your withholding uspally will be most accurate
when 21l allowances are clalmad on e Form W-4
for the highesl paying job and zes0 allewances are
clalmad on the others. See Pub. 585 for delails,

Nonrgsident aflen, if you are a nonvesident allen,
see Notice 1392, Supplementat Form W-4
Instructions for Nonresident Aliens, before
completing this (orm.,

GChack your withhalding, Ater your Form W-4 takes
aifect, use Pub, 605 to see how the amouant you are
having withheld compares to your projected lota) tax
{or 2013, See Pub, 505, especlally if your earnings
axceed $130,000 (Single) or $180,000 Pdanted),
Fulure davalopmenis. Informalion about any fulure
developments affecting Form W-4 [such as
Tegislation enacted after we release it} wilt be posted
at wenfrs.govivd.

Personal Allowances Worksheet {Keap for your records,)

A Enler 1" for yourself If no one else can clalm youl as a dependent | A
+ You are shhgle and have only one joby; or
B  Enter"i”if { * Yot are marrded, have only ona job, and your spouse does not worl; or B
+ Your wages from a second job o your spouse's wages {or the tolal of beth) are $1,500 or less.
G Enter "1" for your spouse, But, you may cheose 1o enter "-0-" if you are manled and have eilher a waorking spouse or more
than one job. (Entgring *-G-" may help you avold having too iittle tax withheld)} . . . D o
D Enter number of dependents {other than your spouse or yoursel)) you will ¢ialm on your tax return | D
E  Enter “1"if you will file as head of housahold on your tax return {see conditions under Head of household above) E
F

F Enler *1"if you have at least $1,200 of child or depsndant care expensas for which you pian to clalim a credit

{Note. Do not clude chlld support payments. Ses Pub, 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Gredit {(including addltional child tax credit). Sea Pub. 972, Chlld Tax Credlt, for mora Information.
« It your tolal Income will be less than $85,000 ($95,060 if marrded), enter “2" for each eligible child; then fess *1" if you
have thres to six ellgibls children or less “2” if you have seven or more eligible children.
+ [{ your tolat Income vl be betwesn $65,000 and $84,000 {395,000 and $119,000 if manded), enfer *1* for each efigiblechild . . . G =
H  Addlines Athrough G and enter total here. (Note. Thls may be different from the number of exemptions you claira en your tax retum} » H
¢ if you plan 1o Remibze or claliny adjustments to Income and want to reduce your withholding, see the Deducilons

for accuracy,
complete all
worksheets
ihat apply.

and Adjustments Worksheet on page 2.

* |i you are single and have more than one job or are married and you and your spouse both work and the combined
earaings from all fobs sxceed 540,000 ($10,000 if married), see the Two- EamerslMu]tl;)le Jobs Workshest cn page 2 to

avold having teo litlle tax withheld,

» |t naithor of the above siluations applles, stop hore and enter the numbser from line H on line § of Form W-4 below.

Form wf"@

Depariment of the Traasury
talernal Rovenuo Sevice

Employee's Withhoiding Allowance Certificate

P Whether you are entitled to ¢laim a certaln numbaer of allowances or exemmptian from withholding Is
subject to revievs by the IBS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545.0074

2013

1 Your first name and middle inilla

Last name

2 Your seelal secudily number

Home addrasa {number end slreet or cural route)

3 [ single T Marrted £1 Marded, but withhold at higher Single rate,
Hote. i married, but legaly s¢patated, or spousa is anorresident alien, cheek the “Single® box.

Gty or Town, state, and ZIP cods

4 If&our fast name ditfers {rom that shown on your soolel security eard,
check hare, Yot must call 1-800-772-1213 for a repfacement card. 3 [

<&

8 Total number of allowances you ara glaiming {from line H above or from the appllcable worksheel on page 2) E
Additionat amount, if any, you want wilhhsld from each paycheck . .. 6

7 lchaim exeraption from withholding for 2013, and | cerlify that | mest both of the Iolfowing condn!ions for exemption. m
+ 1ast year | had a right to a refund of all federal income tax withheld because | had no tax liability, and 5
» This year ] oxpect a refund of all federal Income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” hera

Bakl

Under penaltles of perjury, | declare that | have examined thls cenlficate and to !he besl of my knowledde and belief, It s true, correct, and complete,

Employee’s signature
{Tls form is not valid unless you sign it} »

Date»

8 Employes's name and address (Employer: Complate lines 8 and 10 only if sending to the IRS)

9 Gifica code loptionaly | 10 Emplayer Identificaticn number {EIN)

For Privacy Act and Paperwork Reduetlon Act Nollce, see page 2.

Cat. No. 10220Q

Foen Wed (2013




Physical Examination and Health History

Name ' S$SN
Position Sex
Date of Empioyment DOB

HEALTH HISTORY (TO BE COMPLETED BY EMPLOYEE}
Have you had or do you have any of the following conditions (check Yes or No)

_ YES | NO YES | NO
Back Pain Hepatitls
Chest Pain Visual Problems
Chronic Cough High Blood Pressure
Diabetes Low Blood Pressure
Epilepsy Seizures -
Fainting or Dizziness Shortness of Breath
Hearing Disability Tuberculosis
Frequent Headaches Varicose Veins
Heart Trouble Other:

Physical Exam: (to be completed by Physician)
Height Woeight BP Pulse
PPD Test: Negative Positive

Erythema mm. Induration mm.

A posliive PPD must be followed by a 35.568 cm x 43,18 e (14" x 17") chest X-ray unless conlraindicated by the Physician,
Chest X-ray results
Any treatment recommended for Positive Chest X-ray

Comments

| certify that the applicant is physically and medically qualified to perform the
duties assigned and has no health condition that would create a hazard to

patients.

MD Signature Date
Applicant Signature




Beneficial Home Health Services, Inc.
770 S. Brea Blvd. Suite 217, Brea CA 92821 Tel: (714) 256-0756 Fax: (714) 256-5054

AUTHORIZATION FOR BACKGROUND CHECK

1 hereby authorize BENEFICIAL HOME HEALTH SERVICES, INC. to conduct a criminal
background check, using the information provided below.

I acknowledge that in order to be employed at BENEFICIAL HOME HEALTH SERVICES,
INC. this criminal background check must be conducted,

I understand that the information obtained during the criminal background check will be solely
for the purpose of employment and will remain confidential.

T understand that if T am subject to a state criminal offense, T am deemed unsuitable for and may
not be employed according to BENEFICIAL HOME HEALTH SERVICES, INC., policy,

However, before such determination is made, I will have the opporfunity to review and challenge
the factual accuracy of the criminal background result.

Applicant Signatre Date
First Name: Ml
Last ﬁame:
Date of Birth:
City: State:
County: Zip Code:

o If residency at above address is less than one year, please list pervious address:

City: | State:

County: Zip Code:




Beneficial Home Health Setrvices, Inc.

770 S. Brea Blvd., Suils 217, Brea, CA 92821 Tel. (714) 256-0756 Fax (714} 266-0754

To:

Date:

VERIFICATION AND REFERENCE CHECK

The undersigned, having applied for a position with Beneficial Home Health Services,
Inc, does hereby authorize you to provide BHHS with the information requested herein, I
specifically consent to disclose in accordance with the provisions of all applicable and
state laws, -

Name: SSN: : Position:
" Dates: From To Signature
Is the above information correct? Yes O No 0O
Eligible for Rehire Yes [ No 0O
Above Average Average Below Average
Dependability '
Punctuality
Quality of Work
Job Knowledge
Adtitude
Comment:
Overall Performance; Excellent Good Fair Poor

REASON FOR LEAVING (if applicable):

Printed Name: Title: Date:

Signature;




Beneficial Home Health Services, Inc.

Verification of State License & Confirmation

RN/LVN/CHHA/PT/ST/OT/MSW

(Please circle one)

Name:

Position:

License No.:

Expiration Date:

RN (800) 838-6828  (WWW.RN.CA.GOV)
LVN (916) 263-7800  (WWW.BVNPT.CA.GOV)
PT (916) 263-2550

oT (916) 263-2550

ST (916) 263-2382

MSW (916) 445-4933

CHHA (916) 327-2445

Findings {circle one) Active, Inactive, Suspended, No Record, Pending Case

Confirmation No.: Date Verified: g

Verified by:

Print Name & Sign




Beneficial Home Health Services, Inc.

Confidentiality Statement

I have been formally instructed in maintaining the confidentiality of the medical records '
and I understand that the medical information regarding the patient may not be discussed
with anyone, either inside or outside the agency, (except as needed to conduet the husiness
of the day). [ understand that no medical records are to be removed from the home health
agency, unless a “release for information” form has been completed and signed by the
patient. It is my understanding that such diécussion or release of information is cause for
dismissal, I have been formally instructed in the policies and procedures of Beneficial
Home Health Services, Inc, I have attended a formal orientation and have read and signed

a job description for my specific classification,

Employee’s Signature Date




Beneficial Home Health Services, Inc.

Disclosure Authorization and Release

I, , hereby authorize

(Company) and its employee representative to provide

any pertinent information they deem appropriate, including any information regarding my
employment, job performance, and related matters, fo BENEFICIAL HOME HEALTH
SERVICES and any of its employee representatives, and agents. This infonnaﬁon may be
provided either verbally or in writing. In addition to authorizing the disclosure and release of
‘any information regarding my employment and/or acquaintance, I hereby fully waive any rights
or claims T have or may have against any person or persons who provide the information to
BENEFICIAL HOME HEALTH SERVICES and iis agents, employees, and representatives,
and release the above company and its agents, employees, and representatives from any and all
liability, claims, and damages that may directly or indirectly result fiom the use, disclosure, or

release of any information by any person or party, whether such information is favorable or

unfavorable to me,

T acknowledge that I have read this authorization and release, fully understand it, and

voluntarily agree to its provisions.

Employee/Applicant Signature Date




Beneficial Home Health Services, Inc.
770 8. Brea Blvd. Suite 217, Brea CA 92821 Tel: (714) 256-0756 Fax: (714) 256-0754

PAY RATE AGREEMENT

Name: Date of Hire:

Position: Department:

Pay Rate:
r1 Rate per Visit
Evaluation =
Follow-up Visit =
Recertification =
Discharges =

1 Rate Per Hour =

o Rate Per Month w

I agree to abide by BENEFICIAL HOME HEALTH SERVICES, INC, Policy and Procedures
regarding Clinical Documentation and Timiely Submission of Clinical notes/documents as per
Management of Information Policy and Clinical Documentation. I further agree to abide by
BENEFICIAL HOME HEALTH SERVICES, INC. Policy and Procedure regarding Initial and
Comprehensive Assessment and Update of the Comprehensive Assessment,

Signature: Date:

Acknowledged/Approved By: Date:

FOR PAYROLL DEPARTMENT USE ONLY

Posted By: Date:




Beneficial Home Health Services, Inc,
770 8. Brea Blvd. Suite 217, Brea CA 92821 Tek (714) 256-0756 Fax: (714) 256-0754

EMPLOYEE CONFIDENTIALITY AGREEMENT
THIS CONFIDENTIALITY AGREEMENT is made and entered into by and between:

Employee: (“Employee”)

Home Health Agency: Beneficial Home Health Services, Inc, (“Agency™)

Effective Date of these Terms and Conditions:

WHEREAS, the services of Agency performs for its patients are confidential; and

WHEREAS, by reason of employment with the Agency, Employee will have access to , will be
provided with, and will, in some cases, prepare confidential and proprietary business
information, such as patient services and diagnoses, employee information, financial data, and
operations information, which must remain confidential for the protection of the Agency, its
patients and its emplayees; and

WHEREAS, Employee acknowledges that he or she has received training by the Agency on all
privacy policics and procedures applicable to the Employee’s job function; and

WHEREAS, Employee understands that, by virtue of this Confidentiality Agreement
(“Agreement™), it is hereafter a condition of employment with the Agency that all confidential
information be maintained as confidential in compliance with the Agency’s privacy policies and
procedures as well as all applicable state and federal laws and regulations,

NOW, THEREFORE, in consideration of compensation paid in conjunction with the execution
of this agreement; and intending to be legally bound hereby, the Agency and Employee agree as
follows:

1. Contract Consideration, The following provision that is initialed and dated by both parties is
hereby incorporated into this Agreement (initial and date only one provision, and only the
initiated and dated provision is made part of theses Terms and Conditions):

In consideration of employment, Employee agtees
to the Terms and Conditions as provided herein.

Employce Agency’s
Initials/Date Initials/Date

2. Confidentiality. Employee shall not, at any time during or following employment with the
Agency, disclose or use, except as required in the course of employment, any confidential or
proprietaty information of the Agency whether such information is in memory or embodied
in writing or other physical form, Confidential or proprietary information (i) is information
that is not genetally available to the general public, or competitors, or ascestainable through




Beneficial Home Health Services, Inc.
770 S. Brea Blvd. Suite 217, Brea CA 92821 Tel: (714) 256-0756 Fax: (714)256-0754

common sense or general business knowledge; and (ii) includes, but is not limited to
corporate information and patient information,

3. Property, All records, files, or other objects maintained by ot under the control, custody, or
possession of the Agency, including, without limitation, medical records, shall be and remain
property of the Agency. Upon termination of employment, Employee shall return all such
property received in connection with Employee’s employment. '

4. Breach, Disclosure or use of confidential or proprietary information, except as permitted
under this Agreement, shall constitute a breach of this Agreement and a breach of a condition

of employment with the Agency.

5. REMEDIES, ANY BREACH OF THIS AGREEMENT MAY RESULT IN
DISCIPLINARY ACTION, UP TO AND INCLUDING IMMEDIATE DISMISSAL. IN
THE EVENT OF A BREACH OF THIS AGREEMENT, MONEY DAMAGES
ALONE MAY NOT BE ADEQUATE TO COMPENSATE THE AGENCY FORITS
LOSSES, AND, THEREFORE, EMPLOYEE AGREES THAT THEF, AGENCY SHALL
BE ENTITLED TO INJUCTIVE RELIEF, IN ADDITION TO ANY OTHER
REMEDIES PROVIDED BY LAW OR IN EQUITY.,

6. Further Information. If af any time during or after employment, Employee believes he or she
needs finther information regarding the Agency’s confidentiality policies and procedures or
how confidentiality relates to the Agency’s business. Employee shall request information
form a supervisor or other appropriate representative of the Agency.

7. Amendment, This Agreement may not be changed, modified, or terminated except in writing
signed by both Employee and authorized Agency representative,

8. Law. This agreement shall be governed by and constructed in accordance with the laws of the
State where the principal Ageney office in which the Employee works is located.

IN WITNESS WHEROF, the parties have caused this Agreement to be executed by their duly
authorized representatives on the date first above written.

EMPIL.OYEE
By:

Name (Print):
Title:

BENEFICTAL HOME HEALTH SERVICES, INC,
By:
Name (Print):
Title:




Beneﬁclal Home Health Services, Inc.
770 S. Brea Blvd, Suite 217, Brea CA 92821 Tek (714) 256-0756 Fax: (714)256- 0754

DOCUMENTATION TIMELINE

Field staff of Beneficial Tome Health Services, Ino. agree to abide by fhe documentation
timelines of the company concerning all patient related paperwork. Please read and review this
timeline, as it is imperative that we follow it in order fo remain in compliance with our company
Policies and Procedures and the Medicare Conditions of Participation.

- Start of Care Evaluation (SOC) / Re-Certification Evaluation (Re-Cert} / Resumption of Care
Evaluation (ROC)} / Discharse Evaluation

(initial) Verbal Report to be given immediately to the Case Manager, not to
exceed 24 hours from the Evaluation date.

(initial) All paperwork to be submitted to BHHS within 48 hours of the
' Evaluvation.

* Follow-up Noles and Additional Papersvork

(initial} To be submitted weekly by 5 PM on the Monday after the visit
~oceutred.

Chart Completion for End of Certification or Discharge -

~ (initial}) All notes for the patient’s chart must be submitted by the Monday
' after the patient’s End of Certification of Discharge Date. The
Discussed Discharge or Re-Certification with the Case Manager
shall be considered the verbal request for all paperwork necessary
to complete the chart or previous certification.

(initial) 2 weeks after the patient’s End of Certification or Discharge Date,
BHHS will send a written request to the appropriate employee(s) if
the patient’s chart has not been satisfactorily completed.

(initial) 3 weeks after the panent’s ¥ind of Certification or Discharge Date,
BBHS will send a 2™ written warning and request to the
appropriate employee(s) ‘ |

(initial} 4 weeks after the patient’s End of Certification or Discharge Date,
if it has been decided that atiempt to complete the necessary
paperwork has not been sufficient, a 3% Jetter will be sent to the
appropriate employee(s), stating that lacking notes will no longer
be accepted and will not be paid.




TIMELINESS OF DOCUMENTATION & SUBMISSION

RATIONALE ‘ :
Home Heallh agencies are obligaled to meet very strict guidelines as specified by Callfornia Title 22

and Medicare Conditions of Participation when it comes {o documentation of services rendered to its
home health reciplents. Agencies found out of compliance may be subject fo discipiinary actions by
regulatory Agencles, including revocation of privileges to provide the Medicare Home Health Benefit,
The burdan of the responsibility to submit medical records in a timaly manner must be shared by the

slaff/ contractor Invalvad.

PURPOSE -

To define the timeframe that documents are expacted fo be completed and be included in the dlinical
racord,

To dafine the actions available to the Agency in the event of non-compliance to the State and Federal
regulations as well as Agency policy.
POLICY

Clinleal documentation from home vislts by employses and/or contract staff will be completed the
day of the visit and submitted to the home health office in a timely manner meeting the requirements
as specified by Title 22 and Medicare Conditions of Participation. , _

PROCEDURE

1, “All ¢linical documentation must be completed the same day the visit is made.

2. The Contraclor shail personally prepare, complele and submit the initial evaluation to the agency
within 72 hours from the time of initial visit,

3. The Contractor shall personally prepare, complete and submit all pertinent-documents including
clinical notes and progress notes o the agency within 7 days of visit from 9:00AM to 5:30PM.

4, QASIS docu:ﬁenfaiion, Clinical notes and route sheels may ba faxed to the Agency within that
timeframe, with the original to be submitted to the Agency by the end of the following week.

5. ‘The,contractor understands that home heailh visits are nol complete untl 1) the visit is made and
2) a BILLABLE note is submitied. Therefors, no visit will be paid unless hoth oriteria are met.
The contractor understands it is his/ her responsibility to clarify deficient notes.

6. Itis the responsibility of the vislting staff/ coniractor to confirm receipt of the clinical
<ocumentation by the Agency.

7. ltis the responsibility of the visiting stafff contractor fo maintain a copy of both the clinical records
and the roule sheet in the event that submitted records are "misplaced”.

Printed Name : - Signature ' ~ Date




8. Failure to submit documentation 1 week from the day of the visit could result in a verbal warning.

9, Fa:!ure to submit documentation 2 weeks from the day of the visit could result in the visiting
professional being relfeved of his/ her dutles and a written warning which will be placed in the

smployes’s personnel vecord,

10, Failure to submit documentation 3 weeks from the day of the visit-could result in a writien
grievance form being sent to the appropriate Board {See Complaint Process Attachments 5-023.B

and 5.023.C)

11, Documentation submitied greater than 3 weeks from the date of the visit will be accepted for
processing, However, payment will be reduced {0 a rate equal to an hour of the State minimum

wage as sst by California Labor Code {currently set at $8).

BY SIGNING BELOW, | AFFIRM THAT | HAVE THOROUGHLY READ THROUGH AND AGREE TO
ABIDE BY THE AGENCY’S POLICY REGARDING TIMELINESS AND SUBMISSION OF

DOCUMENTATION,

Printed Name Signature  Dafe




Beneficial Home Health Services, Inc.
770 8. Brea Bivd. Suite 217, Brea CA 92821 Tel: (714) 256-0756 TFax: (714)256-0754

FIELD PERSONNEL STANDARDS AND
PROCEDURES |

Beneficial Home Health Services, Inc. requires adherence to the following standards and
procedures:

L.

Rl

9.

All personnel are expected fo dress in a manner appropriate to the health care
environment, or as directed by the client/patient’s family, This includes personal hygicne,
jewelry, hair and make-up.

Smoking in the presence of the clicnt/patient is prohibited.

Licensed personnel must always wear the company’s badge, and carry their current
professional license and CPR card while on assignment.

All personnel are expected to arrive on time fo all accepted assignment, However, in the
case of emergency or any other situation that should cause absence or at least a five
minute delay on the assignment, Beneficial Home Health Services must be notified
immediately,

If you have any problems, incident, or accidents on the job, do not discuss it with the
client/patient, call Beneficial immediately.

If you are relieved by someone else, do not Ieave until your relief person has arrived.
Any deviation from the scheduled duration of assignment must be authorized by
Beneficial Home Health Service, Inc. ,

Pavaprofessional personnel (i.e. aides) hereby acknowledge that they WILL NOT
UNDER ANY CIRCUMSTANCE, DISPENSE OR ADMINISTER ANY
MEDICATION.

Under no circumstance is the client/patient’s personal property to be asked, accepied or
taken home.

10, Any involvement with the client/patient’s financial affairs (i.c. check writing) is strongly

prohibited.

11. All personnel are expected to honor the confidentiality of any client/patient information

which is obtained in the regular course of employment.

12, No services of any kind, that require the “touching” of any person or running errands for
y

others, will be performed on non-Beneficial Home Health Services patients,

13. All services must be provided by qualified assigned Beneficial staff.
14. No form of compensation will be accepted/made to or by Beneficial Home Health staft

for services to be provided by Beneficial Home Health staff.

INITIAL HERE:




Beneficial Home Health Services, Inc.

Hepatitis _Vaccine Requirement

I ' | acknowledge that T am af risk

of exposure or have been unknowingly exposed to Hepatitis B as a result of my employment
and acknowledge that the Agency will arrange for me to veceive the Hepatitis vaccine at no

cost to myself, It is my decision fo:

request that T receive the Hepatitis vaccine,

refuse the Hepatitis vaceine and HOLD HARMLLESS THE AGENCY,
I undexstand that by declining the vaceine T continue to be at risk of
acquiring Hepatitis B, a serious discase, If, ii the future, I continue to
have occupational exposure to blood or other potentially infectious
materials, and I want to be vaccinated with Hepatitis B vaccine, T can
receive the vaccine series at no charge to me.

provide written proof of immunity (attach)
provide written proof of previous vaccination (attach)

provide written proof of medical contraindication (attach)

Signature: Date:

Supervisor or witness: Date!




Beneficial Home Health Services, Inc.
77 8. Brea Blvd. Suite 217, Brea CA 92821 Tel: (714) 256-0756  Fax: (711) 256-0754

TUBERCULOSIS SCREENING
- QUESTIONNAIRE

Name: _ o

Do you currently bave any of the following symptoms?

Any exposure lo TH?

{2

Unusual fatipue

3. Weight Joss (unexplained)

4. Anorexia (Joss of appetile)

5. Persistent cough (more than 3 weeks duration)

6. Hemoptysis (blood streaked sputum)

7. Fever associated with cough of more than | week

8. Night sweals

Signature:

Date:

NO




Beneficial Home Health Services, Inc.
770 8. Brea Blvd,, Suite 217, Brea, CA 92821 Tel; (714)256-0756 Fax: (714)256-0754

Reporting of Child, Elder, Dependent Adult Abuse
and Domestic Violence

California law requires the reporiing of incidents of child, elder, dependent adult abuse and/or
domestic violence that comes to your atfention in your professional capacity, Please read the
statements below and sign in the space provided to acknowledge that you will comply with the
reporling requirements, If you have any questions, or need assistance with this requirement,
please notify your Supervisor. '

Chapter 1396, Status of 1987 mandates fhe reporting of any suspected Dependent Adult/Elder
physical abuse. Any elder or dependent adult care custodian, health practitioner, or employee of
a counity adult protective services agency or a local law enforcement agency, who in his or her
professional capacity or within the scope of his or her employment, cither has observed an
incident that reasonably appears to be physical abuse, has observed a physical injiry where the
nature of the injury, its location on the body, or the repetition of the injury, clearly indicates that
physical abuse either to the long-term coordinator or to a local law enforcement agency when the
physical abuse is alleged to have occurred in a protective services agency or to a local law
enforcement agency when the physical abuse is alleged to have occurred anywhere else,
immediately or as soon as possible by telephone, and shall prepare and send a written report
{SOC 341) thereof within two (2) working days.

Any person knowingly failing to report, when required, an instance of elder or dependent adult
abuse is guilty of a misdemeanor punishable by imprisonment in the county jail for a maximum
of six (6) months or fine $100 or both imprisonment and fine,

Section 11166 of the Penal Code requires any child care custodian, medical practitioner, non
medical practitioner, or employee of a child in his or her professional capacity or within the
scope of his or her employment who he or she know or reasonably suspects on an instance of
child abuse, to report to the child protective agency immediately or as soon as practically
possible by telephone and/or prepare and send a written report thereof within 36 hows of
teviewing the information concerning the incident.

Seetion 11160 of the Penal Code requires health care workers to report known or suspected cases
of a wound or injury resulting from domestic violence or spousal abuse. Such cases must be
reported immediately by telephone (or as soon as practically possible) to the local law
enforcement agency, Tollowed by a written report to the local law enforcement agency within
two (2) working days.

Signature Date




Beneficial Home Health Services, Inc.

770 5. Brea Bivd., Suite 217 Bres, CA 92821 Tel, (714} 2560756 Fax (714) 256-0754

VACCINATION DECLINATION FORM

#%¥Please print clearly %%

Employee Name:

Last Tyst \% 1

Discipline: SS# - -

I understand that due to my occupational exposure to blood or other
potential infectious materials, I may be at risk of acquiring Hepatitis B
Virus (HBYV) infection. Thave been given opportunity to be vaceinated
with the Hepatitis B vaccine, at no charge to me. However, I decline this
vaccine, I continue to be at risk of acquiring Hepatitis B, a serious disease.
If in the future, I continue to have occupational exposure to blood or other
potentially infectious materials and I'want to be vaccinated with Hepatitis
B vaccine, I can receive the vaccination series at no charge to me.

Fmployee Signature/Title:

Date:

Agency Representative Signature/Title:

Date:




Beneficial Home Health Services, Inc.
770 S. Brea Blvd. Suite 217, Brea CA 92821 Tel: (714) 256-0756 Fax: (714) 256-0754

COMPETENCY EYALUATION
LVN/RN
INTERMITTENT

Date:
Name: Skills verified by:

: Skill Demonstrated | Date Observed Comments

Blaod Glucose Monitoring
0 Ability to do control test | O Yes O No
L1 Ability to use blood O Yes ONo
glucose monitoring equip.
Wound Care

C1 Wet to dry dsg. 0 Yes ONo
0 Sterile dsp. change O Yes ONo

Foley Catheter Care HYes HNo

Infection Contrel
] Hand washing 0Yes ONo
1 Disposal of infectious O Yes [dNo
materials in the home

Physical Assessment
00 Lung sounds [ Yes DO No
[T Cardiac Assessment O Yes ONo

Comments:

Signature of Evaluator

Date




Beneficial Home Health Services, Inc.
770 8. Brea Bivd. Suite 217, Brea CA 92821 Tel: (714) 256-0756 Fax: (714) 256-0754

ADA REQUIREMENTS

Position:

The information below is intended to describe the general context/requirements for perfornance
of this job. During the workday, this position requires the activities listed, I is nof io be
considered an exhaustive statement of duties responsibilities, or requirements and does not limit
the assignment of additional duties. The frequency of each activity is identified by the following

columns:
. Rarely Oceasionally | Frequently | Continually
Physical activities required in Less 5 fo 25 2.5.5.5 5580 | NA
this position than 5 ha/da hi/day hes/da
hr/day Y ’ d

Sitting

Stationary standing

Walking on a variely of surfaces
(inside/outside)

Ability to be mobile

Crouching (bending at knees)

Kueeling/Crawling

Stooping (bending at waist)

Twisting (knees/waist/neck)

Turning/Pivoting

Climbing

Balancing

Reaching Overhead

Reaching Extension

Grasping

Pinching

Position requires individual fo:

o Push/Pull

- Less than 20 pounds

- Typical Weight: 20 to 50
pounds .

- Maximum Weight: 75-100
pounds

o Liff/Carry

- Less than 20 pounds

- Typical Weight 20-50 lbs




Physieal activities required in
this position

Rarely
Less
than .5
hr/day

Occasionally
S0 .25
hr/day

Fr'eqnently
2.5-5.5
hr/day

Cbntinually
5.5-8.0
hrs/day

NA

- Maximum Weight 75-100
pounds

Other (specify):

Sensory Activities

Talking in person

Talking on the telephone

Hearing in person

Hearing on telephone

Vision for close work

Other (specify):

Fnvironmental Considerations

Driving a car in all weather
conditions

Providing services in variety of
environment

Potential for exposore to
infections disease

Ability to manage clinical
equipment/machines

I have read and nnderstand the job deseription of

as described on these pages.

Signed;

Date:




Job TitlefPosition:  Registered Nurse

Reports To: Clinical Supervisor

JOB DESCRIPTION SUMMARY
The registered nurse plans, organizes and directs Home Health care and is experienced in
nursing, with emphasis on community health educationfexperience. The professional nurse

builds from the resources of the community to plan and direct services to meet the needs of
individual and families within thelr homes and cornmunities.

ESSENTIAL JOB FUNCTIONS/RESPONSIBILITIES

Patient Care

1. Completes an initial assessment of patient and family to determine Home Heaith needs.
Provides a complete physical assessment and history of current and previous illness(es).

2. Provides professional nursing care by ulilizing all slements of nursing process.
3. Assesses and evaluates palient’s status hy:

A, Writing and initiating plan of care

B. Regularly re—e.valuatlng patient and family/caregiver needs

C. Revising the plan of care as necessary

4. Initiates the plan of care and makes necessary revisions as patisnt status and needs
change.

5. Uses health assessment data {o delermine nursing dlagnosis.

6. Develops a care plan that eslablishes gaoals, based on nursing diagnosis and incorporétes
palliafive nursing actions. Includes the patient and the family in the planning process.

7. Initiates appropriate preveniive and rehabilitative nursing procedures. Administers
modications and treatments as prescribed by the physician in the physician’s plan of care.

8. Counssls the patient and family In meeting nursing and related needs.
9. Provides health care instructions to the patient as appropriate per assessment and plan.

10. Assists the patient with the aclivitias of daily living and facilitates the patient's efforts toward
self-sufficiency and optional comfoit care.

11. Acts as Case Manager when assigned by Clinical Supervisor and assumes responsibility to
coordinate patient care for assighed caseload.




Job Descri tions

Job Title/Position: Registered Nuise

Commaunicafion

1.

8.

Completes, maintains and submits accurate and relevant clinical notes regarding patlent's
condition and care given. Records pain/fsymptom management changes/outcomes as

appropriate.

Communicates with the physician regarding the patient's needs and reports changes in the
patient’s condition; obtains/receives physicians’ orders as required.

Communicates with community health related persons to coordinate the care plan.
Teaches the patient and family/caregiver self-care techniques as appropriate. Provides
medication, diet and other insfructions as ordered by the physician and recognizes and
ufilizes opportunities for health counseling with pattents and families/caregivers. Works in
concert with the other Home Health interdisciplinary group members.

Provides and maintains a safe environment for the patient.

Assists the patient and family/caregiver and other team members in providing continuity of
care.

Works in cooperation with the family/caregiver and Home Health Interdisciplinary Team
Members to meet the emotional needs of the patient and family/caregiver.

Attends interdisciplinary group meefings.

Additional Duties

1.

2.

Participates in on-call duties as defined by the on-call policy,

Ensures that arrangements for equipment and other necessary items and services
are available.

Supervises ancillary personnei and delegates responsibilities when requirad.

Assumes responsibility for personai growth and development and maintains and upgrades
profassional knowledge and practice skills through attendance and participation in
continuing education and inservice classes.

Fulfills the obligation of requested and/or accepted case assigniments,

Actively participates In quality management program.




Beneficial Home Health Services, ne,

Job Title/Position: Registered Nurse

POSITION QUALIFICATIONS

1.

S

@

10.

Registered nurse with current licensure to practice professional nursing in the state.
Graduale of Nafional League for Nursing accredited school of nursing.

Maintains a current CPR cerification. |

Current valid driver's license.

Minimum of two years experlence, at lease one of which Is in the area of public heaith,
home care, or Home Health nursing is preferred.

Self directed and able to work with minimal supervision.
Management experience not required. Responsible for supervising Home Health aides.

Demonstrates excellent observation, problem solving, verbal and written communications;
nursing skills per competency checkiist,

Shows ability to organize and priotize workload independently.
Prolonged or considerable walking or standing. Able to lift, position, and/or transfer

patients. Able to lift supplies and equipment. Caonsiderable reaching, stooping, bending,
knesling, and/or crouching. Visual acuily and hearing to perform required nursing skilis.

Job Deseri tio




Beneficial Home Health Services, Inc

PERFORMANCE EVALUATION

Job Descriptions

Job Title/Position:  Regisiered Nuyse

Date:
Reviewer; [ 1 Annual [ 190 Day { 1 Other Page 1
“ ‘Keys 4= SuperiorPerformence 3= Salisfaclory Performante 2 = Inconsislent Peformence 1 » Unaceaplable Parformance
A. Patient Care Responsihilitie Rating
Paf!ent Care
Completes an Initial assessment of patient and famlly to deleimine home care nseds. 1 2 3 4
Provides a complete physical assessment and hislery of current and previous
liness(es).
2. Regulady re-evaluates pallent nusing negds. 1 2 3 4
3. Iniiiales the plan of care and makes necessary revislens as patlant slalus and needs 1 2 3 4
change.
4. Uses health assessment dala to determine nursing diagnosis, ; o 3 4
5. Dsvelops a care plan that eslablishes goals, based on nursing dlagnosis ard
incomporates therapetilic, preventive, and rehebliltalive nursing aclions. includes the
patlent and the family In the planning process, 4 2 53 4
6. [niliates appropriate preventive and rehabilitallve nursing procedures. Adminislers
medications and frealmenis as prescribed by the physiclan.
7. Counssls the palfent and family In mesting nursing and related needs, 1 2 3 4
8 Provides hoallh care instructions {o the pallent as appropriale per assessment and
plan,
9. ldenlifies discharge planning needs as par of the care plen development and i 2 3 4
implements prior {e discharge of {he patient.
o 1 2 3 4
Communication
1. Prepares clinical noles and updates the pimary physiclan when necessary and at
least every other wesk. i 2 3 4
2, Cemmunlcates with the physician regarding the palient's needs and reporis and
changes In {he pallent's condition; obtainsfrecsives physlclan’s orders as required.
3. Communicales vdth communlly heallh relaled persons to coordinate the care plan. 1 9 3 4
Addia‘onal Duties
Participates In on-call dutles as defined by the on-call polioy. i 2 3 4
2. Ensures that arrangements for equipment and othar necessary items and services are 1 2 3 4
avallabls.
3. Inslucts, supervises and evaluates Home Heaith aide care provided every fourteen
days. 1
Targeted Goals For Next Review Cycle: ez
1 2 3 4
Commenis:
Reviewer: Date:
Name of Personnal, Date:




eneﬁcial Home Health Services, Tnc.

Clinical Competency Prog ran

INITIAL COMPETENCY ASSESSMENT SKILLS ('\ZHE'CK'LIST—
REGISTERED NURSE '

Name:

Date of Employment;

Date Completed:

Self Assessiment. IIEERTEY i
Doyou “°| “Aveyou. | .. - R ! EE SR .,(i;m;l;:rett?:ncy
-have - -f - competent ] . ERRARETR e B S ’ - Valldation

experiente | perforining ¢ Registeved Nurse &~ Pl;eﬁgil?clgy 5 E;;i‘:ﬂi;m': - Indicated by
with this -] = the "l LTy RRERER b TR L] s Precepiors
skdll? . F following: ol ~ " 1 Initlgls and Date
YES [ NO | VES | NO S e -
Demonstrates ability to process
paperwork and associated *
functiohs necessary to facilitate:
Admission to organization
a. Initiates assessment form *
b. Initiates care plan based on .
agsessment
c. Knowledge of nursing process *
Health history/physical exam *
Development of problem list and .
caré planning
f.  Conducts complete inifial N
evaluation
. Knowledge of the Medicare *
Home Health Benefil
a. Patient rights *
b. Services avallable .
¢. Participation requiraments *
d. Other *
. Concepts of death and dying *
a. Normal vs. abhormal ¥
h. Cultural attitudes toward death *
c. Values of patientfamily *
d. Denial and coping mechanisms
e. Grief and family, children and N
others
f. Anticipatory grief *




_ Beneficial Home Health Services, Inc

Chinical Competency Prog ram

" Self As

sessment . | e

Doyou
“have - ¢
sxperfence
with this ] -
skili? "

YES -

NO

"YES

NO

“Tollowingt -

| profictency
i Required -

Eva lrlrl:atiun B
“Method

o Qniylpctpllcy

- Validatlon -
- Indieated by -
-~Preceptors

. s ana Dt

g.

Other

. Home Health concept and philosophy

of care

a.

Treating the family and the patient
as the unit of care

Palliative care

Participation in the interdisciplinary
group

Pemonstrating continuity of care at
inpatient seitings; alternate
setlings

Phitosophy of comfori, dignity,
autonomy, quality of life, and
empowernment

f.

Other

Documentation

a.

Medicare guidelines for
documentation

b.

Corractions to the medical record

C.

Accident/incident reports

d.

Clinical notes, flow charis

. Other

a.

Supervision of ancillary staff

b.

Supply requisition and
managsment

Review of Systems: Demonstrates
ability to obtain and document
appropriate age specific history/
assessment for patients in the
following categories:

Symptom assessment/management

Nausealyomiting

Ancrexia

Fluidfelecirolyte imbalance

a.
b.
c.
d.

Weight loss/multritional deficiency




“Doyou _

Beneficial Home Health Services, Inc

Clinical Competen

cxasmiaie lfé’."r‘éie.fﬁii‘gl_’_jf : P;{ggggig;v Bt | N
with this, .} : : R AT Pleceptms
- ;gull?ﬁ 0 A YES e o ; ' }angtia_l_s.a.n:i Date

e, Diarrhea

f.  Constipation

¢g. Mucous membrane lesions

h, Skin breakdown/lesions

i.  Weaknessffatigue

jo Fever

k. Dysphagia

. Edema

m. Hypotension

n. Dyspnea

0. Cognitive impairment

p. Depression

a. Urinary incompetence/retention

r. Other

Pulmonary System

Pulmonary Assessment

Trachsostomy care

Oxygen administration

Pharyngeal suction

Use of oralinasal inhalers

~lole|eiTi o

Oxymeter

d.

CPAP

h.

Oxygen mask, nasal cannula,

concentrator, portable oxygen

i.

Alrway insertion

J.

SVN/Nehulizer treatment

k.

Home ventilator management

Fareign body airway cbsiruction




‘Beneficial Home Health Services, Inc., Clinical Competency P

Doyou .| - Areyon v 7";C‘(:Ampefelncy

have -} -eompefent '} - - oo oo T o ooy i od e .. Validation
experience | pevforming - ‘Compstency for.the Registered Nurse Pﬁgﬁg;en;y E;;h:fﬂ:lm” “Indicated by
wighthis Tf Coother o f T s T T R .,‘_e:q_g_,re Jethot 1 ¢ Preceptors
skl T folowlng: bl oo L i T T S . Initlals and Date

VES |'NO | YES | "NO

m. Breathing exercises/incentive
spirometry
n.  Other

3. Cardiovascular System

a. Cardiovascular assessiment
b. Pulses (apical, radical, femoral,

pedal)

¢. FEdema assessment and
mahagemesnt

d. Supine and orthostatic biood
pressure

. NTG use, inhaler use

f. GPR

g. Energy conservation techniques

h, Other

4. Neurologic System

Neurologic assessment

a
b. Aphasia care

¢c. Mental status exam

d. Seizure precautions

e. Spinal.cord injuries care .. :
f.  Head injury care

g. Other

5. Gastrointestinal System

Gaslrointestinal assessment”

a
b, Nulritlonal assessment

NG tube insertion/care

Jejunostomy tube care

Gaétrostémy fube care

~|o{ale

Enteral feedings




Clinical Competency Program

Self Assessiient -
Doyou 1 “dreyow i PRI B .Cm‘npetaincy K
_ have ] competens | Proficiene aoir a1 Valtdation
esperiees |- penforming : Reduired -|  Metnot, =] - Indicated by
with thls - oothe i equired. ) MEOG - preceptors
stifi?- =} following: | = - cLf 5o oo Indtials and Date

YES [NOJ YES | NO |~

Suctlon machine(s)

h. Ostomy care

i, Dysphagia precautions

j.  Impaction removal

k. Enema

I, Boweliraining
m. Other

6. Genitowrinary System

a. GU assessment

b. Urinary cathelerization insertion
and care {male and female)

¢. lrrigation of catheters

d. Obtaining specimens

e. Removal of urinary catheter
f.  Care of supra-pubic catheter
g. Care of urostorny

h. Bladder training

i.  Nephrostomy tubes

J. Knowledge of types of cathsters
and indications for use (straight,
indwelling, condom)

K. ilsostomy care

i.  Incontinence care

m. GU post op care
n. Other
7. IntegumentaryiWounds/Dressings

a. Assessment of skinfwound

b. Measurement of wounds

¢.  Wound irrigation




ou

;C&#ﬁ:éfeuw

Do yon; - : -~ Are ¥ i e P Validaii
. haye f T dompetent - | Proficiency .1 Evaluation -]~ =¥ Alkdation -
experlence | performing “ompefency fox the Reglstered Niwse . - .i:"}"qﬁd.ff’ﬁy ; I-.};I;]-‘:]"tg’r_l';‘ ndicated by
with this | o7ocfhe 7 L nequired o EIOE L - Cpreceptors
sk | -follpwing: = f ~ P : 1 Initials and Date
YES [NOTYES [ RO | e

d.  Wello dry dressing(s)

e, Decubilis care:

1. Assessment and staging

2. Prevention -

3. Various freatmenis
(hydrocollid, calcium
alginate, transparent fiims)

4. Documentation/plctures

f.  Acewrap, ¢ast care, compresses

g. Hemovac

Sterile dressing change

i, Suture/staple removal

8. Musculoskeletal System

a. Assessment

b. Range of molion (ROM)
c. TEDhose
d. Total knee care
e. Total hip care
f. Cast assessment and care
¢g. Devices:
1. Walker

2. Wheelchair

3. Transfer board

4,  Hoyer lift

h. Pain assessment

i. Transfers

. Other

9. Pain asssssment and management




o competent
experience . '
with this
shdli? .-

YES

‘Competency

| Profic
" Requi

Validation
ieated by

Preceplors

finls pnd Date

a. Conducts pain svaiuation which
includes location, onset, intensity,
duralien, alleviating factors

b. Uitilizes a pain raling scaie to
collect dala

¢.  Knowledgeable aboul types of
"~ pain {neuropathic, viseral, hone,
smooth muscle, psychologic)

d. Knowlsdgeable about drug
therapies indlcation and dosing

1. NSAIDS

Steroids

Benzodiazipines

Anticonvulsanis

Narcotics

2
3
4, Tricylic antidepressants
5
8
7

Other

e. Non-pharmacologic methods:

1. Relaxation (guided imagery,
meditation, massage)

2. Psychologic {biofeedback,
therapy)

3. Neurologlc (TENS)

4, lcetheat

. Pallent/family teaching

1. Drug use, side effects

2. Management of constipation

3. Addiction vs. tolerance

4. Other

10. Metabolic

a.  Assessment

b. Diabetic assessment and
teaching




- Self Assessm

Beneficial Home Health Services, ne

Compelency

‘Doyou ~f “Aveyo - TR A SRR ;

~“have' - Ceampetent - - : "Pl'o'ﬁcl'cilé)"; ‘Evaluation | -, validation
expevience | ' performivg g 1 “Metod | -Indlcatedby -
with this o <17 e ‘ 4 R -~ “Preceptors

_skill? ] following: Ao no s Initials and Date
YRS RET o[ Emitials and ]

1. Insulin types and teaching

2. Uss, care and teaching of
glucose monitoring system

3. Diet, exercise and sick day
teaching

4. Signs and symptoms of
Hypo-Hyperglycemic
reactions

5. Foot and skin care

C.

Coumadin therapy

d.

Other

11. Behavioral Assessments

a. Psychosocial Status

b. Suiclde precautions

c. Psychotropic drugs

d. Care of the demented patient

&. Spiritual

£ Grief

g. Other

. Miscellansous Skills

a. Vitalslgns

b. Intake and output

¢.  Caring for immunocompromised
patients

d. Eyefear irrigation

¢. Postmortem care

f.  Collection, labeling and delivering

laboratory specimens (blood,
urine, sputum, wound, stool)

Medication Administration:
Demonstrates ability to administer,
monitor and document
medications for patients,
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Medication Administration Techniques

a. Oral

=

Intra muscular

Intravenous-boius/push

Subcutaneous

Total Paranteral Nutrition

~loiale

Suppositorles

Ear, eye, nose drops

7|

Heparin administration

Insulin administration, site
fotation

j. Assessment for side effects,

adverse reactions, therapsutic
response

Intravenous Therapy

a. Technigue and care of;

1. Venipuncture

Butterfly

2
3. Owver the needle catheter
4

Regulation of IV flow rate, -

use of infusion pumps

bh. Other

Ceniral Venous Access Devices

Drawing blood from

a
b. Silte care

Flushing

Cap change

Needleless systam

~lo |ale

Other

D.

infection Control
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1. Handwashing technique *
2. Aseptic technique *
3. Proper bag techniquse *
4. 8afe needle technique *
6. Personal protective equipment *
8. Exposure control plan *
7. TB exposure controf plan *
8. Reporting of infections for patient and R

staff
9. _ Standard precautions *
E. Equlpment
Displays knowledge of the following:
a. Electric hed
b. Special beds
¢. Alternafing pressure maitress
d. Infusion pumps
e.  Ambulatory infusion devices
2. Home Glucose Monitoring:
a. Verbalizes purpose of test *
b. 8pecimen coflection *
¢. Instrument callbration *
d. Cuality confrol process *
e. Test correcily performed and R
interpreted
3. Ofther
F. Safety
1. Restraints, indications and policy
2. Fire extinguishers
3. Emergency preparedness
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Hazardous materials

5.  Assessment of patient safety risks
and home safety

Patient Education

1. Delermine patient and famiiy
learning needs

Sets measurable objectives

Developsfimplements teaching plan

Evaluates effectiveness of teaching

GglHrjelm

Revises teaching pian based on
patient needs

Documents response to teaching

&

Provides instruction in the following:

a. Emergency care

b. Diet and nutrition

6. Medications

1. Route, dosage, frequency,
side effects, adverse
reactions, safe storage,
labeling, indications,
drugffood Interactions, home
monitoring program,
therapsutic blood levels

8. Provides instruction about advance
directives and patient rights

9. Disease process

10. Death and dying

11. Grief process

12. Other
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