Renaissance

Compassionate Care. Every Patient. Every Time.

Common Problems



SOC paperwork

m We need SOC paperwork back within 24 hours.

m It needs to be filled out completely and accurately.
m This holds up billing.

m Itis a Medicare requirement.
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Pharmacy Info

m Enter Pharmacy into FACILITIES section under the Demographics tab, in Point Care, if
not an option, then.

— Selective Refresh to see if added since your last Refresh (can be done at home after
your visit) if still not there

— Enter info in SOC note and
- Add note, “/REQUEST TO ADD NEW PHARMACY”

m SOC note and Pharmacy note MUST be written, if not entered directly into Point Care

m MUST be ADDED to Medication sheet as well
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How to add Pharmacy: Step by Step
Located under Demographics

GO0 8 QB %l 89% M 11:00 AM SOEo 8 QB %l 89% M 11:00 AM

9-3 @PointCare

Demographics .
LUUIUIIUUTT NULES Demographics

Diagnoses

Directions Related Facilities [Edit]
No Facilities information found for this patient

Emergency Preparedness
Episode

Face-to-Face

Medical Release Code
Payor Source
Personal

Physicians

Procedures

Scheduling Acuity

Expand All

e 5
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Facility Type <Choose>

Facility Name

Contact Name Enter Contact Name
Enter Address
Enter City
yAIll Enter Zip
Enter Phone Number
No Facilities records - Use the Add button to add a facility.

Enter Fax Number

Add
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Facility Type PHARMACY

Facility Name
ADULT DAYCARE

ASSISTED LIVING FACILITY

Contact Name Fnter Contact Name
CCM PROGRAM

Address Enter Address
DIALYSIS CENTER

City Enter City

5

Enter Phone Number

DME COMPANY

FUNERAL HOME

HOSPITAL

INFUSION COMPANY

Enter Fax Number

JOHNS HOPKINS

OTHER

PHARMACY

PLACE OF WORSHIP

SENIOR CENTER

SKILLED NURSING FACILITY
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@PointCare Manager

Q Facility Type PHARMACY

Facility Name

ACME SAVON PHARMACY WEST GOSHEN

5 STAR PHARMACY & MEDICAL SUPPLY
209 2ND STREET PIKE SOUTHAMPTON, PA 18966
Phone: (215) 355-2004

ACME - HOLMES
503 S. MACDADE BLVD HOLMES, PARR043
Phone: (610) 586-0557

ACME SAVON PHARM: CY AVONDALE
851 GAP NEWPORT PIKE AVONDALY #€19311
Phone: (610) 248"578

ACME SAVOIREHARIMACY BOOTHWYN
643 CONCHESTER PIKE BDOTHWYN, PA 19061
Phone: (610) 8590088

ACME SAVON EHARMACY CLIFTON HEIGHTS
5300 BALEMOREWPIKE'CLIFTON HEIGHTS, PA 19018
Phone: (618, 2846503

ACME SAVION PHARMACY.CONURDVILLE
101 BYERS DR GEEN MILLS, PA 19342
Phone: (610) 3@1-9523

ACME SAVON PHARMAZY REVON
700 W LANCASTER AVE WAYNME, RA19087
Phone: (610) 341-0951

ACME SAVON PHARMAICY DOWNINGTOWN
3951 LINCOLN HWY DOWNINGTOWN, PA 19335
Phone: (610) 873-8589

ACME SAVON PHARMACY EALLE
400 SIMPSON DR CHESTER SPRINGS, PA 19424
Phone: (610) 458-5275

ACME SAVON PHARMACY GLENOLDEN Save ]|[ Cancel

Contact Name 'Enter Contact Name

907 PAOLI PIKE

WEST CHESTER

610-431-6270

Enter Fax Number
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ACME SAVON PHARMACY WEST GOSHEN

Demographics
90 O T CHESTER, PA
Phone: 31

PHARMACY

Related Facilities [Edit]

Name ACME SAVON PHARMACY WEST GOSHEN
Address 907 PAOLI PIKE
19380-, WEST CHESTER
Type PHARMACY
Contact N/A
Phone 6104316270
Fax N/A

>
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Discharge Paperwork and DC Summary Note

m The Forms and Note MUST be written, by ALL DISCIPLINES.
m Needed due to Medicare regulations
m Should be sent in within 24 hours

m What forms are needed
— DC Summary for all disciplines
- NOMNC - completed by last person, at least 48 hours prior to DC
- HHCCN - by ALL Disciplines
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PATIENT EMERGENCY AND CONTACT INFORMATION

PATIENT ID:

Responsible Person’s Name:

Home Telephone: Work Phone: Cell Phone:
Availabilty:
Relative/Friend Not Living with You: Relationship:

: : Cell Phone:

m Acuity status on Emergency Contact Form need
to match Patient Chart

. el
m Most patients are Low, some are Moderate, © (\\)\""b
very few are HIGH. OQ(\ Natural Disaster Emergency Plan - Check the applicable Category:

Q(
-\
m HIGH means: cwe

— Lives alone or NO SUPPORT
The medical care can only be performed by a licensed professional
- UN S TAB LE Ventilator or Trach patient
— REQ U/RES DA /LY V/S/TS @Moderate = 2'° Highest priority — No significant adverse effects for the patient are anticipated if

services are postponed for 1 or 2 days. Capable caregiver may be coached over the phone if
appropriate. Patient requires phone call and visit if possible:
- MEDICAL CARE PROVIDED BY MEDICAL . Patient lives alone but has family or caregiver support
Patient’s condition is stable and
PROFESS/ONAL ONLY Patient requires daily or specific timed visits but
Patients health would not be adversely affected if care was not provided and

The medical care can be performed by a non-licensed person
The family or caregiver can perform the needed care

? 1. ngh =1 Priority- Requires a visit:

Patient lives alone and has no family or caregiver support and/or
Patient condition is unstable and

Patient requires daily or specific timed visits and

Patient’s health would be adversely affected if care was not provided or

MO O

mmo o w>

’? 3. Low = Non-priority — Acute needs are met, no significant effects for patient care anticipated if services
are postponed for 2 or more days. Telephone contact to reschedule the visit is appropriate:
A. Patient lives with family or caregiver
B. Patient’s condition is stable
C. Patientis independent with own care
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Immunization information

m Please add this information into PointCare so it is documented
- Flu
-  Pneumonia
- Shingles

m Fluseason is from Oct thru March, so when answering the question, about the Flu
vaccine, and the case was opened or closed within this time frame the answer is
YES.
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Allergies

m Just because they may or may not be added in the chart at intake, they must be
asked at SOC, to the patient.

m Allergies change and people develop new ones over time. We need to get them
ACCUATELY documented in the chart.

- For accuracy

- Medicare Requirement

- Medication reconciliation

- Reduce Re-Hospitalizations
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Visit frequency

m Visit Frequency MUST Match

- SOC Consent
— Initial POC form

- Calendar visits plotted

m Why...?

Because it is a Medicare Regulations
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RENAISSANCE HOME HEALTH INFORMED CONSENT

PATIENT NAME: PATIENT ID: DATE:

R MTET TSNS | ackiowledge recelpt of my rights and responsibiilies as an agency patient (including
“OASIS" fighs) and | nderstand thm. The Pernsyivaria Stte Home Hesth Holine number, s purpose and hours of apaatin hava boen
rovided and explalned to me. | acknowledge that I have chosen this agancy to provide home health care to me. No employee of this agency

has mnmea or coarced my decision in selacting this home health agency.
[CONSENT FOR CARE/SERVICENEEESY q!ve my permission for authorized personnel of your home health agency to perform al
necassary procadures and (realment as prescribed by my physician for the dolivory of home hoaith care. | understand that the agency wil

supervise services provided. | may refuse trealment or tesminate services at any Ume and the agency may terminale their services lo me as
explained al the tme of my inilial admission. | agree and consent (o the home care plan and payment as we have discussed and has boen
outined. | have racaived an explanation of 1o sanvices o bo provided (ckuding disciings, proposed fraquency of visis and anlicpatod

itcomes), baen involved in the development of my plan of care and how changes wil be mada if needed. | understand that | andlr my
familylcaregiver will be responsible for my care in the absence of the staff. Understanding and I(rvwmn that | require homo hoalthcare
servicas, | do hereby voluntarly consent to receive such services from this agency as prescribed by my physician. This consent is Intended as
2 walver of liabity for such treatment excepling acis of negligence. | acknowledge that no guaraniees have been made 1o me as to the result

st homa heaihears senvices
| acknovledige recept ofte Nofico of Prvacy Practcos nd was gvan an cpprunty t ask questons and
volce concems. | understand that the agency may use or disclose protected health information about me to carry out krealment, payment or
health care operations. | heraby authorize your agency o release 1o of recaive from hospitals, physicians, insurance companies, liable tea
panzes or other agencies invaived In my care all madical fecords and information partinent to my care. | hereby give permission for the rev
madical records by licensing, accrediting and/or regulatory bodies and health care providers involved In my care and reatment.

ity o iomaton o by o eyt e T X (o). i X
{Medicaid) of the Social Socurity Act andior ofher third party payer is correct. | authorze release of all records required fo act on this requ
request that payment of authorized benefits from Medicare, Medicaid, or other responsible payors be made on my behalf to this agency. If
‘have Medicare Part A benefits, | understand that Medicare payments will be ﬂDCPﬁ‘ed ﬁ& payment in full and | havn no financial liabllity, unless

Thave been notified In writing ot be covered by service. | understand that while |
‘am undor the agency's plan of care, the cos and mcica suppliesfor mo. Shaud |
arrange for these services or supplls on my m, 1 understand that Medioare vl nol reimiirse me or my suppier, and | it be rasponsiblo or
their cost. If | have other insurance, | for d any charges that my will not cover. | understand

that | am responsible for all amounts not pala by my Imumnce If1am a Private Pay patient, | agree to pay for all services rendered by this

Tvorty ihat 0 am of an HMO von). If 1 onvoll in one, | wll immediately notify
he sgency Imduslnra that th services provided 1o me o he aguncy Wi be bl s o
dicare fe lor service (Project 100% coverag
0 Maccats (Project 100% covered down andior olher
O Insurance (Coverage varios with individuzl policy. The patient’s anticipated payment amounts per visit wil be provided in wiiting
when the insurance company informs the organizalion of the patienls financial iablit

O Privato Pay (See separale privato pay rato shoet. Paiont Is responsiblo for timely payment of il charges.)
Ithas been explained 1o me thal this agency does not discriminate on the basis of race, color, national
ot teigous craad,ancasty.se, age or handieapin th provison ofany cao o servces Any compllnsof dcrinatan may bo fled
wilh the Office of Equal O < Bemneyvania Deparment o Health, ancior he Pennsylvanta Homman Relatons Commistior
EICONSENT 10 FILI OR RECORDIJ ISPt s Ao AT
agency lo use the photographsirecordings for their Internal use, for documenting my medical condilion or for insurance providers to document
my condition for paymont purpos
AR =R EEMBIER Renaissance Home Heaith will be providing the following home health servicas. These
services and the fraquency of visils may chango over the course of your car based upon your individual needs and your physician's orders

Frequency and Duration Standard Per Visit Rates
200,00

0 Occupational Therapy
o Modlcal Social Semce
0 Home -
Tunderstand iat e Fderal Pailat Saif Detarmination Actof 1990 roquires Thal 1 56 mado award of my fight o
make Mallh cam ‘decisions. | understand thal | may express my wishes in a document called an Advance Directive so that my wishes may be.
known when | am unable to speak for myuu
1.1have a Lwlng Will OYes O

(1f Yos, & phono. numoer of

Ith Care Power of Attorney T Yes O No

Signature of Patient or Legal Representative _ Date Signature of Carogiver Date

O Patient unable to sign due to:

Renaissance Home Health
Exton, Pa
| Patient Plan of Care

Patient Name: Start of Care:

Services Ordered

ONursing Visits: ___ times aweek for ___weeks to provide Comprehensive Assessment of Condition +
OWound care O Drain care O Tube feedings IIVcare O Draw blood
O Teach - = Disease process = Medications o Infection Prevention (Home care packet page 29)
O Other,

DPhysical Therapy: ___times a week for____weeks to provide Assessment and Instruction related to:
OBalance [ClRange of Motion [ Strength Ol Transfers [I Bed mobility CIWalking
0O Other

DOccupational Therapy: ___ times a week for ___weeks to provide Assessment and Instruction related

to:

OBalance [IRange of Motion [IStrength O Transfers [I Bed mobility CWalking
O Activities of Daily Living [ Other

O Social Worker: ___times a week for___weeks to provide Assessment and Instruction related to:
O supports available based on individual needs [ Other,

DO speech Therapy: ___times a week for ____weeks to provide Assessment and Instruction related to:
O Cognition O Speech O ing O Other,

O Home Health Aid: times aweek for____ weeks to provide Personal Care (bathing)

O Dietician: ___times a week for ____weeks to provide Assessment and Instruction related to:

O Nutrition and diet

Medications: See medication list
Name of Administrator and Clinical Manager: See page 2 of Patient Information Booklet inside of blue
admission packet

Date of update to Plan of Signature of Discipline Making Item Changed (visit schedule,
care Change task)

Patients will receive a formal Plan of Care by mail or delivery by Home Care Personnel
Place Plan of Care in Home Care Information Packet

Witness Care i Date:
Sunday Monday Tuesday Wednesday Thursday Friday Saturday

January 3 4 5 6 7 8 9
=
< RNOO oT01
=
g PTOL
§
3
& 10 1 12 13 14 15 16
B sTo1 RN11 PT1L
]
) PT1L sT11
=
=
- 17 18 19 20 21 22 23
8
< sT11 RN11 PT1L
3
2 PT33 sT11
5
3
= 24 25 26 27 28 29 30
8
5 sT33 PT1L RN19 PT1L
]
- sT11
S
<
5

31 February 1 2 3 4 5 6

©
k3 sTi1 PT33 PT1L
w
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Emergency Contacts

Renaissance Home Health

m Contacts must be added to Emergency Contact PATIENT EMERGENCY AND CONTACT INFORMATION
Form, and form MUST be completed FULLY. PATIENT NAME: PATIENT ID: soc:
The form has some changes, please don’t il Addrese.

ignore the info, it is there for a reason, if you

) Telephone Number: Cell Phone:
don’t understand what to put, contact us, we
will hel p you. Responsible Person’s Name: Relationship:
. . Home Telephone: Work Phone: Cell Phone:
m Tablet Contact section and this form should be |, - .. it and At r—ET
the same
. Relative/Friend Not Living with You: Relationship:
m NEW => Please Add these details ) . _ |
ome Telephone: Work Phone: Cell Phone:
= Availability — 24/7, Weekends, Certain Weekdays? NEW => Availability: Willing and Able: <=NEW
o L4 Ld ll ,’ o
- W’”’”g and Able = erte YES I-f they Primary Physician: Telephone Number:

are willing and able
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How to add EMERGENCY CONTACTS into Point Care

B0 3 “F.490% M 2:07 PM

QPointCare
Demographics

Demographics
Address *

Advance Directives Contacts (Edit]

e (SON)
Primary Spoken LangJage
Primary Religion:

Coordination Notes Primary Caregiver: No

Legal Representative: No
) Patient-Selected Representative: No
Diagnoses Address:
N/A

Directions Email N/A
Home Phone N/A
Primary Phone:

Emergency Preparedness Alt Phone
Caregiver Availability: N/A

Episode Comments: N‘A

Facilities

Inpatient Events

Medical Release Code

Payor Source

Personal

Physicians

Save “ Cancel o
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EMERGENCY
SON

¢

Add
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[:] Legal Representative

[] Patient-Selected Representative
N - |
o o
”,
N
Enter Address
IS

yA[JM Enter Zip \)
\"
Enter Home Phone O ’
v N

Enter Alt Phone =
A

24/7

=

Enter Email Address

WILLING AND ABLE TO

—




Medication issues -- High Risk

» CONTROLLED SUBSTANCES
» (Oxycontin, Percocet, Hydrocodone, Etc.)

> DIABETIC MEDICATIONS: ORAL AND INSULIN
» (NPH, Regular, Metformin, Glyburide, Etc.)

» IMMUNOSUPPRESSANT AGENTS
» (Corticosteroids (Prednisone), Cyclosporine’s, MS, Lupus,
Crohn’s disease drugs)

> DIURETICS
> (Lasix, Spironolactone, HCTZ, etc.)

» ANTICOAGULANTS
» (Warfarin, Plavix, Eliquis, Xarelto, etc.)

> POTASSIUM
> DIGOXIN
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Medications - Over the Counter Meds

» Oxygen is a medication

» What over the Counter Meds they are on?
» Tylenol, Motrin, Aspirin, Pepcid, etc
» Creams - dry skin, pain, itching, etc
» Lotions - for pain, itching, etc
» Vitamins - Multi, B complex, etc
» Holistic Meds - ones they buy on Amazon, infomercial
» Wound Care Meds - Santyl, Medi-Honey, etc




Medications with End

ACETAMINOPHEN 325 MG TABLET, 2 TABLET, EVERY 4 HOURS
Instructions: TAKE 2 TABLET EVERY 4 HOURS AS NEEDED FOR PAIN

ASPIRIN 81 MG TABLET,DELAYED RELEASE, 1 TABLET, 2 TIMES DAILY

Instruct TAKE 1 TABLET X2 DAILY FOR 30 DAYS

ons

ATORVASTATIN 10 MG TABLET, 10 MG, EVERY AM

TAKE 10MG E\

Incf ~ e VDN RADMNINT
INStructions cXY WMURKNING

CELECOXIB 200 MG CAPSULE, 1 CAPSULE, DAILY

Instructions: TAKE 1 CAPSULE DAILY DAILY FOR 7

CEPHALEXI

N 500 MG CAPSULE, 1 CAPSULE, 3 TIMES DAILY
Instructions: TAKE 1 CAPSULE X3 DAILY FOR 5 DAYS

DOCUSATE SODIUM 100 MG CAPSULE, 1 CAPSULE, 2 TIMES DAILY

Instructions: TAKE 1 CAPSULE X2 DAILY FOR 10 DAYS

HYDROXYUREA 500 MG CAPSULE, 1 CAPSULE, 2 TIMES DAILY

OXYCODONE 5 MG TABLET, 1 TABLET, EVERY 4 HOURS

Instructions: TAKE 1 TABLET EVERY 4 HOURS AS NEEDED FOR S

m

m

R
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Dates

From 1/21/2021

From 1/19/2021 to 2/18/2021

From 1/20/2021

[F-rom 1/20/2021 to 1/26/2021 ’

From 1/19/2021 to 1/23/2021

From 1/19/2021 to 1/28/2021

From 1/18/2021

()

From 1/18/2021

FAIN

m



Medication Info

="EFnd Date
"High Risk

= PRN

=" Frequency
= |nstructions
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ADD MEDICATION

oxycodone 5 mg tablet

START* END

[j NEW

AGENCY ADMINISTERELN

FREQUENCY*  EVERY 4 HOURS

ROUTE

ALTERNATE

ROUTE <Choose>

INSTRUCTIONS
AS NEEDED FOR MODERATE TO SEVERE PAIN

MED UNDERSTANDING

mPURPOSE ‘r_TDIRECTION FORBSE
MED UNDERSTANDING NOTES

>
Enter Med Understanding Motes




Safety Measures

Safety Measures - Table Administration

Safety Measures v Descnption v |

Status | Table: Search By: Search For:

These

should be — —
ADDED TO Descipin ——___ vAcive ~vRequred |

ADEQUATE LIGHTING Y N
ANTICOAGULATION PRECAUTIONS

ALL SOC bUt CLEAN TECHNIQUE

—— CLEARPATHWAYS —
. . DISPOSAL OF MEDICAL WASTE
NOT limited — EMERGENCYPLAN ——
—— FALL PRECAUTIONS
to 0 th eS e —— INFECTION CONTROL/PRECAUTIONS =
—— MEDPRECAUTIONS =
02 PRECAUTIONS
0 n Iy PT/PCG WERE INSTRUCTED IN 02 STORAGE AND SAFETY
— REMOVAL OF THROWRUGS
— REMOVE CLUTTER ———m
— SAFETY PRECAUTIONS ——

SEIZURE PRECAUTIONS
— UNIVERSAL PRECAUTIONS ————

et A A A I I I AR
ZzZzzZzzZzzzZzzzzZzzZzZ2z2z222

© 2019 Full Range Health Services, LLC




Infection Report

" Prophylaxis Antibiotics DO NOT need an infection
report. We do not need an Infection Report
written for these medications. Despite what you
might have been told prior.

" Hospital infections are not an infection on us.

" |nfections are those that are acquired during our
care, a UTIl, wound infection, etc. — These need a
report

=  NOT something they came home with or are
being protected as prophylaxis.
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Renaissance

Compassionate Care. Every Patient. Every Time.

Questions?




