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	Functional Area:  Records

	Yes =  In Compliance

No =  Further Action

	Objective:  Ensure facilities maintain records that promote safe and appropriate services to all residents.


	Specific Criteria
	Yes
	No

	1.  Are unusual/unanticipated occurrences documented in the resident’s record including actions that were taken in response and the outcome?
[IDAPA 16.03.22.420]
	
	

	2.  Does the facility maintain a record verifying the administrator or designee has personally investigated all incidents and complaints and prepared a written report of the findings?
[IDAPA 16.03.22.421]
	
	

	3.  Does the facility maintain a separate log of complaints that includes:
[IDAPA 16.03.22.421]
	
	

	a. A list of all complaints lodged?


	
	

	b. The name of the person lodging the complaint?


	
	

	c. The date and time the complaint was lodged?


	
	

	d. Who investigated the complaint?


	
	

	e. What actions were taken to resolve the complaint?


	
	

	Admission Agreements:
4.  Does the facility develop a written and signed admission agreement for each resident that includes the following:

[IDAPA 16.03.22.423]
	
	

	a. Services the facility will provide and associated fees?


	
	

	b. What medication systems the facility will allow?


	
	

	c. Whether or not the resident will assume responsibility for their own medications?

Note:  Residents may not self-medicate until an assessment has been completed.
	
	

	d. Whether or not the facility shall accept responsibility for the residents’ funds?


	
	


	e. How a partial month’s refund shall be handled?


	
	

	f. Responsibility for residents’ valuables?


	
	

	g. Written notice as agreed to prior to transfer or discharge?


	
	

	h. Conditions under which emergency transfers shall be made?


	
	

	i. Permission to transfer pertinent medical record information?


	
	

	j. Resident responsibilities as appropriate?

	
	

	k. Written documentation of the residents’ preference regarding formulation of an Advance Directive and resuscitation measures the facility may perform?


	
	

	l. Conditions of termination of the admission agreement?


	
	

	m. Constraints unique and specific to facility practices?

	
	

	n. Does the facility carry liability insurance?

	
	

	Uniform Assessment:
5. Does the facility develop an initial plan of care to ensure resident needs are met until the full assessment and plan is developed?

	
	

	6.  Does the facility maintain a record of review of the resident’s assessment when there is a change in condition or function or every 12 months, whichever comes first?


[IDAPA 16.03.22.424]
	
	

	Negotiated Service Agreement:
7.  Does the facility complete a Negotiated Service Agreement for each resident?
[IDAPA 16.03.22.425]

      Note: Personal Care Services Plan of Care and Individual Support Plan can be equivalent to the NSA if they contain the core elements of an NSA.
	
	

	8.  Is the Negotiated Service Agreement based on the following core elements:
[IDAPA 16.03.22.425]
	
	


	a. Assessment?


	
	

	b. Service needs for activities of daily living?


	
	

	c. Need for limited nursing services?


	
	

	d. Need for medication assistance?


	
	

	e. Frequency of needed services?


	
	

	f. Habilitation/training needs? 

	
	

	g. Behavior management needs including specific behaviors identified and specific interventions developed? 


	
	

	h. Physician or authorized provider’s signed and dated orders?


	
	

	i. Admission records?


	
	

	j. Community support systems?


	
	

	k. Resident’s desires?


	
	

	l. Transfer/discharge planning?


	
	

	m. Other identified needs?


	
	

	9. Is the Negotiated Service Agreement signed and dated by the administrator and resident/guardian within 14 days of admission?  
Note:  If the facility is unable to obtain the required signatures of the responsible parties by day 14, the facility should provide a copy of the agreement to the resident by day 14 and document the attempts to obtain signatures of responsible parties until such time the signatures are acquired.
[IDAPA 16.03.22.425]  
	
	

	10. Is the Negotiated Service Agreement reviewed with the resident/guardian when a significant change in need occurs or every 12 months, whichever comes first?

[IDAPA 16.03.22.425]
	
	

	Admission & Ongoing Records:
11. Does the facility develop and keep current resident records that include the following:
[IDAPA 16.03.22.426] 
	
	

	a. Name?

	
	

	b. Date of birth?


	
	

	c. Name, address and telephone numbers of family/guardian or other contact people?


	
	

	d. Personal physician or authorized provider and dentist?


	
	

	e. Admission date?


	
	

	f. Results of a history and physical examination within 6 months prior to admission?


	
	

	g. A list of medications, diet and treatments prescribed for the resident?


	
	

	h. Pertinent social history?


	
	

	i. A signed copy of the residents’ rights?


	
	

	j. Allergies, emergency contacts, hospital of choice, etc. 

	
	

	12. Does the facility maintain records of each discharged resident for not less than seven years?

[IDAPA 16.03.22.426]  
	
	

	Resident Charges & Financial Records:
13. If the facility agrees to handle resident funds, does the facility document and maintain a record of the following:

[IDAPA 16.03.22.427]
	
	

	a. Proper accounting of any financial transactions in excess of five dollars between the resident and the facility?


	
	

	b. Final accounting of a resident’s trust fund, upon the death of the resident, to the individual administering the resident’s estate within 30 days for private-pay and within 30 days to State for Department clients?


	
	

	Facility Records:
14. Does the facility maintain and keep available written records that include:
[IDAPA 16.03.22.399; IDAPA 16.03.22.400]
	
	

	a. Personnel on duty, at any given time, for the previous 12 months?


	
	


	b. Each employee’s first and last names and their position?


	
	

	c. Background checks?

	
	

	d. CPR and first aid certification?

	
	

	e. Documentation of completion of an approved medication assistance course?

	
	

	f. Copies of any professional licenses?

	
	

	g. Evidence that necessary registries have been checked?

	
	

	h. Documentation to support nurse delegation?
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