HV Progress Note Template Instructions for Quarterly Visit

***Arrival/Departure Time:  Enter the time you arrived and the time you departed the home. (Example: 10:05am/11:30am)
***DOB: Enter the participant’s date of birth.
***Name and role of person(s) providing information and attending home visit:  Enter the name and role of all persons involved in the home visit including the service coordinator. [Example:  Wilma Flintstone (mom), Pebbles and Susie Sunshine, SC.]
***Major Diagnoses:  Document main diagnoses related to services authorized.
***PDN Assessment:  Enter yes if completed or no if not completed.

If completed, enter the areas of the PDN Assessment Tool applicable to the participant.  (Example:  Pebbles requires continuous assessment, seizure observation/intervention, ventilator when sleeping, trach care TID, trach change weekly, oxygen PRN, pulse oximetry TID when not on ventilator, G-tube for continuous feeding overnight, bolus feeding one time per day, and administration of multiple medications, CPT Vest TID, nebulizer treatments BID, decubitus assessment /positioning, and reinforcement teaching)
***PDN Assessment Score:  Enter the PDN Assessment score. (Example:  225)
***PCA Assessment:  Enter yes if completed or no if not completed.  
If completed, enter the areas of functional abilities/limitations relevant to the participant: (Example:  Pebbles requires assistance with dressing, grooming, toileting, bathing and transferring.  Pebbles is independent in eating and bed mobility.)  

If the individual is a PDN participant and no PC services are authorized, explain the participant’s functional abilities/limitations.  (Example:  Pebbles requires total assistance with ADLs.)

***MFAW Client Assessment and Level of Care (LOC) Determination Completed:  Enter the date of most recent completion of these forms.   (Delete if the individual is a HCY participant.)
***LOC Score:  Enter the LOC score.  (Delete if the individual is a HCY participant.)
***Medication Changes/New Medications:  Document any new or discontinuation of medications or change in dosage/frequency of current medication.

***Current Status/Significant Changes:  Document the participant’s current status and any changes since the last home visit.  (Example:  Pebbles has been having increased seizures and was seen by Dr. Williams, neurologist, last week.  Dr. Williams prescribed the new medication XXX.  Pebbles last seizure was a grand mal seizure this morning at 3:30am.  Pebbles is to return to see Dr. Williams on XX/XX/XX.  Pebbles has a return appointment with her Pulmonologist on XX/XX/XX.)
***Participant/Family Risks:  Identify risks and document Unmet Needs, Goals and Plans to address those risks.
Example: Mom has received notice that her electricity will be turned off because she has not paid the bill for 2 months.  Sunny requires electricity to for the suction machine, pulse oximeter, and oxygen concentrator.

Need:  Mom does not have the money to pay the electric bill to avoid the loss of electricity.

Goal:  the electricity in the home will remain on.

Plan:  I will contact community organizations about financial assistance for payment of electric bill.  Mom will contact family/friends to request assistance with payment of electric bill and will contact electric power provider to discuss levelized payment options and that her child requires electricity due to medical concerns.   I will contact the child abuse/neglect hotline in the event that electric power is discontinued.

***Safety/Emergency Plan:  Indicate the Emergency Plan has been reviewed.  If no changes have been identified since last SCA completion, document that an adequate plan is in place and no changes were identified.  Refer to last SCA completion date.  (Example:  Adequate Safety/Emergency Plan in place and no changes were identified.  Refer to SCA completed on 6/6/14.)
***Caregiver Backup Plan:  Indicate the Caregiver Backup Plan has been reviewed.  If no changes have been identified since last SCA completion, indicate that an adequate plan in place and no changes were identified.  Refer to last SCA completion date.  (Example:  Adequate Caregiver Backup Plan in place and no changes were identified.  Refer to SCA completed on 6/6/14.)
***Customer Service Concerns:  Document any concerns and plans to address the concerns.
*** Current Authorized Services:  In the appropriate section, document the service type, amount and delivery method as well as the provider selection authorized at the time of the home visit.  Delete those not applicable.
PDN:  (Ex. 8 hours/day, M-F)  

Provider:  [Bedrock PDN Agency (214-666-1212)] 
PCA:   (Ex. 4 hours/day, M-F)              
Provider:  [Bedrock PC Agency (214-666-1212)]
APC:  Delete if not necessary              
Provider:  Delete if not necessary

ARN:  Delete if not necessary                    Provider:  Delete if not necessary

LTSN:  Delete if not necessary       
Provider:  Delete if not necessary

MFAW  Supplies:  Delete if not necessary  Provider:  Delete if not necessary

***Changes to Current Authorized Services:   In the appropriate section, document changes in the service type, amount and delivery method as well as the provider selection authorized at the time of the home visit.  Delete those not applicable.  If there is no change, enter no change.
PDN:  ( Ex. 16 hours/day, M-F)         
Provider:  [Ex. Bedrock PDN Agency (214-666-1212)]
PCA:  (Ex. 2 hours/day, M-F)
      
Provider:  (No Change)
APC:  Delete if not necessary            
Provider:  Delete if not necessary

ARN:  Delete if not necessary                    Provider:  Delete if not necessary

LTSN:  Delete if not necessary       
Provider:  Delete if not necessary

MFAW  Supplies:  Delete if not necessary  Provider:  Delete if not necessary

***Personal Goals:  Indicate that the Personal Goals were identified in the most recent SCA.  If no changes have been identified since last SCA completion, document that there are no changes in the personal goals identified.  Refer to last SCA completion date.  (Example:  No changes were made in the Personal Goals were identified in the SCA completed on 6/6/15.)
***Most Recent SCA date:  Enter the date the most recent SCA was completed.
***Month of next visit:  Month/Year of the next regular home visit.
Optional:

Other Diagnoses:

DMH Services:

History:

School District:
Other pertinent facts:
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