INSERT PROGRAM NAME
Pre-Assessment Survey MUST be completed & returned prior to onsite Program Review

{PLEASE ADD OR DELETE INFORMATION AS NEEDED BY YOUR PROGRAM}
Agency/Contractor:_____________________________________________________________________________________________

Coordinator: 
  _____________________________________________________________________________________________ 

                                                                    

Assessment Completed By:  _____________________________________________________________________________________





(Name)


(Position/Job Title)
                                           (Date)

Patient Eligibility & Enrollment
Response

1. Income for program eligibility is assessed by: 
( Self-declaration

( Written documentation

( Other:____________________________

2. Income eligibility is verified and documented in the patient medical record
( Yes           (   No            ( NA 

3. Patient insurance information is documented in the medical record                  

        Some other records?                        Where?___________________

        
( Yes           ( No

( Yes           ( No

( NA

4. The income guidelines are updated each year.
· ( Yes           ( No         ( NA 

5. Patients are enrolled in {Insert Program Name} program through the following mechanisms: 
(  Self Referral

(  Internal agency referrals

(  Other(please specify)_____________________

Fiscal Management
Response

6. List the name and title of person(s) responsible for the management of the {Insert Program Name} budget and expenditures.

Name:___________________________________Title:_______________________________________

Name:___________________________________Title:_______________________________________

7. The coordinator(s) participate(s) in management of program budgets.
( Yes           ( No

9. a. Total funds allocated for FY

        b. Expenditures to date
9a. ( $________  

9b. (  $________  

10. Does the agency apply a Sliding Fee Scale for services?
( Yes         ( No 

Contracts


11. Name and title of the person(s) who has responsibility for ensuring that contracts for all services are current.

Name:___________________________________Title:_______________________________________

Name:___________________________________Title:_______________________________________
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