LOCAL DEPARTMENT OF HEALTH

STANDARDS REVIEW

(PART B)

Name of Program:         County:       
Name of Health Care Coordinator       
Date of Report:       
	
	
	II.
	PERSONNEL

	
	
	E.
	Health Care Coordinator 

	YES
	NO
	
	
	

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	1.
	Health Care Coordinator on Site a Minimum of 4 Hours Per Day and Additional Hours as Specified in Standards.

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	2.
	Health Care Coordinator Responsibilities, Consistent with the Nursing Practice Act, Include But Are Not Limited To:

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	a.
	Completing Preadmission Health Assessment for Initial Acceptance Into Program, Including Problem-Identification and Care Planning;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	b.
	Implementing the Health Care Components of the Established Service Plan; 

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	c.
	Monitoring Participant's Response to Medical Treatment Plan and Nursing Interventions and Revising Plan of Care as Necessary;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	d.
	Reporting and Recording Results of the Nursing Assessment, Care Rendered and Participant's Response to Care;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	e.
	Collaborating With Other Health Care Professionals and Caregivers Regarding Provision of Participant's Health Care;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	f.
	Educating Other Staff Members to Emergency Procedures and Providing Information to Staff and Caregivers About Health Concerns and Conditions of Participants;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	g.
	Providing First Aid Treatment as Needed.

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	h.
	Making Certain Health and Personal Care Services Are Provided (Standards, Pg. 19.

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	3.
	Health Care Coordinator Meets the Following Minimum Qualifications:

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	a.
	Either a Registered Nurse or a Licensed Practical Nurse Currently Licensed to Practice in North Carolina.

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	b.
	If the Health Care Coordinator is a Licensed Practical Nurse:  If N/A, check ( FORMCHECKBOX 
)

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	
	(1)
	Supervision Is Provided by a Registered Nurse Consistent With The Nursing Practice Act G.S. 90-171 and 21 and 21 NCAC 36 .0224 - .0225

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	
	(2)
	On-Site Supervision By The Registered Nurse Occurs No Less Frequently Than Every Two Weeks;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	c.
	Knowledgeable and Understanding of The Physical and Emotional Aspects of Aging, the Resultant Diseases and Infirmities and Related Medications and Rehabilitative Measures;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	d.
	At Least 18 Years of Age;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	e.
	Medical Report Dated Within Prior 12 Months Presented Prior to Employment;


	YES
	NO
	
	
	

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	f.
	At Least 3 Reference Letters or The Names of Individuals With Whom a Reference Interview Can Be Conducted.

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	g.
	If hired since the program’s last recertification, Evidence that a statewide criminal history records search for the past five (5) years conducted by an agency approved by the North Carolina Administrative Offices of the Courts. 

	
	
	F.
	Staff Responsible for Personal Care in Adult Day Health Centers

	
	
	
	All Day Health Center Staff Providing Personal Care Present Evidence of Meeting the Following Qualifications Before Assuming Such Responsibilities:

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	1.
	Successful Completion of Nurse's Aide, Home Health Aide or Equivalent Training Course, Or

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	2.
	A Minimum of 1 Year Experience Caring for Impaired Adults

	If NO is Checked for Any Standard Under PERSONNEL, Please Explain and Comment as to Actions Needed and Program Plans to Insure compliance:      


	YES
	NO
	III.
	FACILITY

	
	
	B.
	Treatment Room

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	1.
	Facility Includes a Treatment Room Meeting the Requirements of the NC State Building Code And Which Is Enclosed and Private From the Rest of the Facility.  The Treatment Room Has a Sink or a Doorway Which Connects it to a Room Containing a Sink.  The Treatment Room Contains a Treatment Table or Bed With Waterproof Mattress Cover, Storage Cabinet for First Aid and Medical Supplies and Equipment, Table or Desk and Two Chairs.  The Storage Cabinet is Kept Locked.  

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	2.
	The Treatment Room Has a Means of Insuring the Privacy of the Person on The Treatment Table

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	3.
	At a Minimum, the Following Medical Supplies and Equipment Are In The Treatment Room:

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	a.
	First Aid Supplies With Required Components

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	b.
	Fever Thermometer

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	c.
	Blood Pressure Cuff

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	d.
	Stethoscope

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	e.
	Medical Scales or Scales That Can Be Calibrated

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	g.
	Emesis Basin

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	h.
	Bed Pan

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	i.
	Urinal

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	j.
	Wash Basin


	If NO is Checked for Any Standard Under FACILITY, Please Explain and Comment as to Actions Needed and Program Plans to Insure Compliance:

     


	YES
	NO
	IV.
	PROGRAM OPERATION

	
	
	B.
	Health and Personal Care Services

	
	
	1.
	The Following Health Care and Personal Care Services Are Provided in Day Health or Combination Programs:

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	a.
	Assistance With Activities of Daily Living Including, But Not Limited to Feeding, Ambulation, or Toileting As Needed By Individual Participants;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	b.
	Health Care Monitoring as Specified in Standards;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	c.
	Assistance To Participants and Caretakers With Medical Treatment Plans, Diets, and Referrals As Needed;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	d.
	Health Education Programs On A Regular Basis, At Least Monthly;  

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	e.
	Health Care Counseling Tailored to Meet the Needs of Participants and Caretakers;

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	
	f.
	First Aid Treatment as Needed.

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	2.
	Specialized Services Facilitated by Program as Required By a Physician and As Available Through Community Resources.

	
	
	F.
	Medications

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	1.
	Medications Administered According to the Participant’s Established Medication Schedule or, For Non-Prescription Medications as Authorized by the Participant's Caregiver.

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	2.
	A Record of All Medications Given to each Participant is Kept Indicating each Dose and Other Required Information.

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	3.
	Medication Record Has Been Updated at Least Once Every Three Months

	( FORMCHECKBOX 
)
	( FORMCHECKBOX 
)
	4.
	Medications Are Kept In Original Pharmacy Containers In Which They were Dispensed.  The Containers are Clearly Labeled with the Required Information. Medications Kept By The Program Are Kept Locked in a Safe Place.

	If NO is Checked for Any Standard Under PROGRAM OPERATION, Please Explain and Comment as to Actions Needed and Program Plans to Insure Compliance:

     



Continued Next Page
SUMMARY AND cONCLUSION (Use this Space for Your Evaluation of the Day Health Program's Overall Health Service, and Health Related Services and Activities Which Are Considered to be Significant And are Not Included Elsewhere in this Report.)

     
The Local Health Department Recommends:

( FORMCHECKBOX 
) Approval of Program's Health Services

( FORMCHECKBOX 
)  Disapproval of Program's Health Services

If Program's Health Services are Not Approved, Please Use A Separate Sheet of Paper for Statement of Reasons for this Recommendation, Including Standards Which have been Violated and Factual Account of Actions Taken By the Program to Correct Violations.

________________________________________                                   _______________________________________
Adult Day Health Specialist


                          Health Director
Date:      

                                         

  
Date:      
                                    




     
Health Specialist Phone Number    


             Local Health Department Area

DAAS-6205  Part B      (4/2014)
DAAS-6205  Part B      (4/2014)

