(Please add, delete or make any changes to this document as needed by your program)

Program Title
On-Site Program Review

Agency/Contractor: 





 Date of Visit:___________________________
Time Period Covered by Review: 


to ____________________________
Program Name Review Team:

 FORMCHECKBOX 
 Member Name and Title
 FORMCHECKBOX 
 Member Name and Title
 FORMCHECKBOX 
 Member Name and Title
 FORMCHECKBOX 
 Member Name and Title
 FORMCHECKBOX 
 Member Name and Title
 FORMCHECKBOX 
 Other___________________________________________ 


 FORMCHECKBOX 
_Other___________________________________________

Agency personnel present at the entrance conference:

 FORMCHECKBOX 
 Name and Title      


 FORMCHECKBOX 
 Name and Title 

 FORMCHECKBOX 
 Name and Title


 FORMCHECKBOX 
 Name and Title
 FORMCHECKBOX 
 Other___________________________________________     


Sources utilized for collection of information:

 FORMCHECKBOX 
 Patient Chart    FORMCHECKBOX 
 Vendor System   FORMCHECKBOX 
 Staff Member  FORMCHECKBOX 
 Log Books/Tickler File  FORMCHECKBOX 
 Policy & Procedure Manual

This section completed by reviewers prior to site visit utilizing current program data on file

Provider: 





Data Periods Used: 

to



Onsite Assessment Worksheet 

Fiscal Management
Results
               Comments

1. Verification that all fee schedules, age, and income eligibility guidance are current.
( Yes   ( No




2. Evidence that current contracts or letters of agreement are in place with all providers.
( Yes   ( No




3. Verification that a budget monitoring process/system is in place.  Confirm that expenditure reports are submitted monthly.
( Yes   ( No




4. Verification that appropriate payment(s) are made for procedures.  (Review payment invoices and vouchers)
( Yes   ( No




5. Verification that patients are not charged inappropriately for covered services. 
( Yes   ( No




6. Verification that sliding scale fee is applied appropriately for income.  
( Yes   ( No




7. Evidence that the monthly state expenditure reports for <Program Name >balances with the monthly general ledger expenditures.
( Yes   ( No




8. Verify that staff time allocated to the <Program Name > budgets is for individuals providing direct services. (Review a one month time study)
( Yes   ( No




Clinical Management
Results
Comments

1. Monitor no less than {     } or more than {     }records and documents to include normal and abnormal findings.

a. Required Forms are current, signed and dated.  Name Required Forms
( Yes   ( No




b. HIPAA compliant practices in place
( Yes   ( No




c. Plan of Care for abnormal findings is present
( Yes   ( No




d. Documentation of all referrals to a  provider for evaluation of abnormal results is present
( Yes   ( No




e. Release of Information (Form Number) is current, signed and dated 
( Yes   ( No




f. Patient education is documented (i.e., Breast Self Examination, Physical Activity, Nutrition, and Smoking behavior)


( Yes   ( No




g. Patients are informed of results of examinations and all test results
( Yes   ( No




h. Documentation is present of all attempts to notify patient of abnormal results [The third attempt documented by certified letter return receipt].
( Yes   ( No




Clinical Management
Results
Comments

i. Documentation of all follow up services provided to patient is present
( Yes   ( No




j. Case closure due to non-compliant patient is documented by three attempts to follow up, with a third attempt by certified letter by return receipt
( Yes   ( No




k. Case Management is appropriately documented:

Needs Assessment 
(Yes    (No  (  NA 


Case Management Plan
(Yes    (No  (  NA


Both documented in electronic data
(Yes    (No  (  NA










1. Evidence of a tracking system in place for follow up of abnormal results and annual rescreening (i.e., computer program, notebook, tickler cards, logs) 
( Yes   ( No




2. Evidence that appropriate materials for patient education are available and provided.
( Yes   ( No




3. Evidence of a plan to track and provide additional assistance at appropriate intervals.  
( Yes   ( No




4. Evidence of correct and consistent documentation.
( Yes   ( No




General Management
Results
Comments

1. Evidence that < Program Name >services are discussed as part of a policy and procedure service review.
( Yes   ( No




2. Evidence of a regular schedule (at least annually) of audits conducted by staff and corrective plans made.
( Yes   ( No




 3.    Evidence of timely submission of services.
( Yes   ( No




3. Current copies of the following information available and accessible?


Responses

· Program Name Policy and Procedure Manual
    ( Yes       ( No     

· Program Name Case Management Kit
    ( Yes       ( No     

· List Other Resources
    ( Yes       ( No     

· Listf Other Resources
    ( Yes       ( No     

· List Other Resources
    ( Yes       ( No     

4. Evidence that forms for Program Name are current and reflect required program data fields.
(Yes    (No  (  NA


5. Evidence that Program participant supplies are available. (i.e., Income Eligibility handbills,  pedometers, phone cards, potholders, etc.)


(Yes    (No  (  NA


Additional Comments or Findings:_________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name and Title of Agency Persons at Exit Conference

 FORMCHECKBOX 
 Name and Title




 FORMCHECKBOX 
 Name and Title
 FORMCHECKBOX 
 Name and Title
 FORMCHECKBOX 
 Name and Title
 FORMCHECKBOX 
 Name and Title
 FORMCHECKBOX 
 Other______________________________________________
 

 FORMCHECKBOX 
 Other_______________________________________________

 FORMCHECKBOX 
 Other: __________________________________     

 FORMCHECKBOX 
 Other: ___________________            

 FORMCHECKBOX 
 Other: ______________________________


 FORMCHECKBOX 
 Other: ________________________

 FORMCHECKBOX 
 _______________________________________________


 FORMCHECKBOX 
 _______________________________________________

Agency Comments at Exit Conference

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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