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HOME HEALTH RECORDS

INTAKE RECORD

· Gives admission diagnosis, admitting physician and insurance information

ADMISSION RECORDS include:

· Patient’s signed Bill of Rights

· Consent for treatment with co-pay.  The consent should list treatment schedule, all disciplines and supplies involved in treatment and be signed.

· Complete admission assessment

· All certified agencies must complete a standardized assessment tool, OASIS (Outcome & Assessment Statistical Information Set) on all Medicare and Medicaid clients.

· Initial Plan of Care (POT), see below

· Initial medication sheet

· Signed grievance procedure

· HIPAA form giving permission to share information with patient’s physician and insurance company, signed.

PLAN OF TREATMENT (POT)

· A 485 form, a second page if needed is called a 486

· This establishes the initial care to be provided

· A Medicare certification.  It is used for all patients, even those with private insurance.

· Every 60 days a new POT must be completed to recertify care. These must be updated showing any and all new orders received during the 60-day certification period.

· Each certification and recertification must be signed by the physician.

PHYSICIAN’S ORDER FORM

· These may be in a form of a prescription or verbal order, must be signed by the physician

· Any and all changes within the certification period must be documented by an order sheet.

MEDICATION SHEET

· These must be updated at least every 60 days, as the same time the POT is completed.

PHARMACY RECORDS

· If the home health agency has a pharmacy that is furnishing medications for the patient, there must be pharmacy records documenting what these medications are, batch number(s) for each dose. If the medication is mixed by the pharmacy, dosage, how often it is supplied, etc.

NURSES NOTES

· One must be generated each time the nurse visits the patient and should be signed by the nurse and the patient or designated caregiver.

NURSING ASSISTANT CARE RECORD (if nursing assistant assigned to case)

· Some are done on a weekly basis and should be documented each time a nursing assistant sees the patient.

PHYSICAL THERAPY, OCCUPATIONAL THERAPY, RESPIRATORY THERAPY AND SOCIAL WORKER (as applicable)

· Each will have their own section if caring for the patient


LABORATORY TESTING (if agency is given orders to drawing any)

DELIVERY/PICKUP INVOICES

· If the home health agency is applying any durable medical equipment (DME) or other supplies, i.e., medications, dressings or oxygen supplies for the patient there is to be a “ticket / invoice” each time there is a delivery or pick-up.  These should be signed by the patient or designated caregiver.

DISCHARGE SUMMARY

· If the patient is no longer receiving care by the home health agency and should be signed if possible.

TIPS:

· There are many types of home health care agencies offering many types of home health care services.  Review the physician’s orders (review hospital discharge orders) and social worker and/or case manager’s reports to determine type of home health care requirements in case reviewing.

· Records may be electronically generated and sometimes difficult to interpret

· Treatment notes should be by discipline.
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