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This form is required for entities enrolled to provide services under the following waivers/programs:

	· Ill and Handicapped Waiver

· AIDS/HIV Waiver

· Elderly Waiver
	· Children’s Mental Health Waiver 

· Intellectual Disability Waiver

· Brain Injury Waiver


	· Physical Disability Waiver

· HCBS Habilitation Services


including those providing one or more of the following services listed in Section B.

This form is setup as a Microsoft Word template and is to be completed and submitted as directed below.  Each provider is required to submit one, five-section self-assessment by November 1, 2011.  Incomplete self-assessments will not be accepted. For assistance working with the template, visit www.ime.state.ia.us/hcbs/reviewtools.html to download a help sheet.  

Once completed, Sections A, B, C and D should be emailed to hcbsqi@dhs.state.ia.us.  Please place agency name in the subject line.
· Section A
Identify the provider submitting this form, and the programs they are enrolled in.  If you are uncertain which services you are enrolled for, contact IME Provider Services at 800-338-7909 option 2 (515-725-1004 in Des Moines) or imeproviderservices@dhs.state.ia.us.

· Section B
Identify the programs and services your agency is enrolled to provide.

· Section C
Identify each location where this agency has offices.  For agencies with only one office, the address in Section C should identify that one location.

· Section D
Use the “select response” drop-down menu to indicate the most accurate response for each item.  Where applicable (required), please describe plans to meet proposed standards.  If required areas are incomplete the self-assessment will be returned to the provider and must be resubmitted.

· Section E
Please complete and sign as directed. 
· Section F
Please fill out the information as requested and submit with Section E.
Once completed/signed, Sections E and F should either be faxed to the attention of “HCBS QI” at 515.725.1360 or mailed to:  IME/Policy - attn HCBS QI, 100 Army Post Road, Des Moines, Iowa, 50315.  Be certain to print names, where requested.
Questions should be directed to the Home and Community Based Services (HCBS) Specialist assigned to the county where the parent agency is located.  To locate the assigned HCBS Specialist visit www.ime.state.ia.us/docs/HCBS_Specialists.pdf .
	Section A – Provider Identification


Please identify your agency by providing the following information (please type using the text entry fields below).  Blue headings indicate required fields.

	Employer ID Number (EIN): 

	     

	Provider Name (as registered to EIN indicated above):

	     

	Administrator/CEO:
	Title:

	     
	     

	Mailing Address:
	Street Address (if different from mailing address):

	     
	     

	City:
State:
Zip:
County:
	City:
State:
Zip:
County:

	     
  
     
     
	     
  
     
     

	Name of Person Responsible for Agency Quality Improvement Activities:
	Day-time Phone Number:

	     
	       Ext:      

	Title of Person Responsible for Agency Quality Improvement Activities:
	Fax Number (if available):

	     
	     

	Quality Coordinator’s E-mail Address (if available):
	Administrator’s E-mail Address (if available):

	     
	     


	Section B – Service Enrollment


Indicate each of the programs and corresponding services your agency is enrolled to provide (regardless of whether or not these services are currently being provided) by checking the relevant box next to the program, and also highlighting or underlining each service your agency is enrolled to provide.  If your agency is enrolled for none of the services on this page, they are not required to submit the 2011 Provider Quality Management Self-Assessment.  If you are uncertain as to the services your agency is enrolled for, please contact the IME Provider Services as explained on page 1.
	Program
	 FORMCHECKBOX 

AIDS/HIV Waiver 


	 FORMCHECKBOX 

Brain Injury 
 Waiver
	 FORMCHECKBOX 

Children’s Mental Health 
 Waiver

	Services
	 FORMCHECKBOX 

adult day care  
 FORMCHECKBOX 

Consumer-Directed Attendant Care (CDAC) provided by an agency
 FORMCHECKBOX 

respite
	 FORMCHECKBOX 

adult day care

 FORMCHECKBOX 

behavior programming

 FORMCHECKBOX 

Consumer-Directed Attendant Care (CDAC) provided by an agency

 FORMCHECKBOX 

family counseling and training
 FORMCHECKBOX 

interim medical monitoring and treatment (IMMT)

 FORMCHECKBOX 

prevocational

 FORMCHECKBOX 

respite

 FORMCHECKBOX 

supported community living (SCL)

 FORMCHECKBOX 

supported employment (SE)
	 FORMCHECKBOX 

family and community support services

 FORMCHECKBOX 

in-home family therapy

 FORMCHECKBOX 

respite

	Program
	 FORMCHECKBOX 

Elderly Waiver
	 FORMCHECKBOX 

Ill and Handicapped Waiver
	 FORMCHECKBOX 

Intellectual Disability Waiver



	Services
	 FORMCHECKBOX 

adult day care

 FORMCHECKBOX 

case management 
(if not Chapter 24 accredited)

 FORMCHECKBOX 

CDAC provided by an agency
(includes Assisted Living providers)

 FORMCHECKBOX 

respite


	 FORMCHECKBOX 

adult day care

 FORMCHECKBOX 

Consumer-Directed Attendant Care (CDAC) provided by an agency

 FORMCHECKBOX 

interim medical monitoring and treatment (IMMT)

 FORMCHECKBOX 

respite
	 FORMCHECKBOX 

adult day care

 FORMCHECKBOX 

Consumer-Directed Attendant Care (CDAC) provided by an agency

 FORMCHECKBOX 

day habilitation

 FORMCHECKBOX 

interim medical monitoring and treatment (IMMT)

 FORMCHECKBOX 

prevocational

 FORMCHECKBOX 

residential-based supported community living (RBSCL)

 FORMCHECKBOX 

respite

 FORMCHECKBOX 

supported community living (SCL)

 FORMCHECKBOX 

supported employment (SE)

	Program
	 FORMCHECKBOX 
  
Physical Disability 
Waiver


	 FORMCHECKBOX 

Habilitation Services
	

	Services
	 FORMCHECKBOX 

Consumer-Directed Attendant Care (CDAC) provided by an agency
	 FORMCHECKBOX 

day habilitation

 FORMCHECKBOX 

home-based habilitation

 FORMCHECKBOX 

prevocational habilitation

 FORMCHECKBOX 

supported employment habilitation
	


	Section C –Office Locations




INSTRUCTIONS   Identify each location where your agency has offices that provide HCBS services.  For agencies with only one office, details for “Location #1” (below) MUST be provided.  Include additional copies of this page as needed.  Blue headings indicate required fields.

(  Location # 1
	NPI Number(s):

	     

	Provider/Agency Name (Name Doing Business As):

	     

	Contact Person (if applicable):
	Day-time Phone Number:
	Fax Number (if available):

	     
	     
	     

	Title of Contact Person:
	E-mail Address (if available):

	     
	     

	Mailing Address:
	Street Address (if different from mailing address):

	     
	     

	City:
State:
Zip:
	City:
State:
Zip:

	     
	     
	     
	     
     

     


(  Do you have additional office locations?  (if yes, indicate below or attach additional sheets to identify additional locations; if no, go to Section D)

(  Location #      

	NPI Number(s):

	     

	Provider/Agency Name (Name Doing Business As):

	     

	Contact Person (if applicable):
	Day-time Phone Number:
	Fax Number (if available):

	     
	     
	     

	Title of Contact Person:
	E-mail Address (if available):

	     
	     

	Mailing Address:
	Street Address (if different from mailing address):

	     
	     

	City:
State:
Zip:
	City:
State:
Zip:

	     
	     
	     
	     
     
     


	Section D – Iowa Administrative Code Standards


For each of the following standards, the provider must select a response from the drop down menu beneath the heading “Response Option” (click on the “select response” text to activate the drop-down menu).

· Indicating “Yes” means the provider currently has in place policies and practices meeting the proposed standards and can provide documented evidence verifying such.  

· Indicating “No” means the provider does not currently have policies, practices and documented evidence in place.   When a “No” is indicated, the provider must document (in the space provided at the end of each Area or Requirement) plans to meet the current and/or proposed standards.  The plan must identify the provider’s timeline for meeting the current and/or proposed standards.  Implementation of corrective action to address current Iowa Administrative Code (IAC) standards must be completed within 30 days of the date in Section E of this form.

If the provider requires technical assistance, contact the regional HCBS specialist (see page 1) assigned to the parent agency.

	I.
Providers are Required to Establish and Maintain Fiscal Accountability 

	At a minimum, there will be evidence of:
	Response Options:

	1.
The current rate setting system (for example, D-4s, fee schedules, CRIS report) IAC 79.3(1)
	 FORMDROPDOWN 


	2.
Documentation to support planning and tracking the use of member support dollars that are incorporated into the rate for Supported Community Living (SCL), Residential-Based Supported Community Living (RBSCL), Home-Based Habilitation, and Family and Community Support Services (BI and ID required IAC 78.43(2)(e)/78.41(1)(f)
	 FORMDROPDOWN 


	3.
The maintenance of fiscal and clinical records for a minimum of five years IAC 79.3(3)
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      


	II.
Providers are Required to Meet the Following Training Requirements

	Within 30 days of employment for full-time staff (unless otherwise indicated), the following training requirements must be met and documented for all staff providing services. Part-time staff must have these trainings documented and completed within 90 days of employment (unless otherwise indicated).  Trainings are required for certain habilitation and waiver programs as listed below.  However, it is recommended as a best practice that each waiver program provide all the trainings listed below. 

	
	Response Options:

	1.
Using a curriculum approved by the Iowa Department of Public Health, pursuant to IAC 641-93.1 Child and/or Dependent Adult Abuse reporting (as applicable to the population served) to include:
	

	a.
Abuse training completed within six months of hire (or documentation of current status) (required under Iowa Code 235B.16/232.69)
	 FORMDROPDOWN 


	b.
Training every five years (required under Iowa Code 235B.16/232.69)
	 FORMDROPDOWN 


	2.
Member rights (recommended annually, required under IAC for BI and ID waivers 77.37(1)/77.39(1) 
	 FORMDROPDOWN 


	3.     Rights restrictions and limitations (recommended annually, required under IAC for Hab, BI and ID 77.25(4)/77.37(1)/77.39(1) 
	 FORMDROPDOWN 


	    4.     Member confidentiality (recommended annually, ID 77.37(1) 

             BI 77.39(1), required HIPAA
	 FORMDROPDOWN 


	5.
Provision of member medication (must include policy training within 30 days; according to provider policy thereafter) (required under IAC for BI and ID 77.37(1)/77.39(1)
	 FORMDROPDOWN 


	6.
Individual member support needs (required under IAC for BI and ID waivers 77.37(1)/77.39(1)
	 FORMDROPDOWN 


	7.
Training on behavior intervention plans (BIP) (required for Hab providers 77.25(4)
	 FORMDROPDOWN 


	8.
Incident reporting  (to include the definitions and reporting timelines pursuant to IAC 441-Chapter 77)
	 FORMDROPDOWN 


	9.
Brain Injury (BI)-required prior to service provision to members on this waiver IAC 77.39
	 FORMDROPDOWN 


	10.
Children’s Mental Health (CMH) Waiver: IAC 441-77.46
	
	
	

	a.
staff must receive the following training within one month of employment and prior to providing direct service without the presence of experienced staff:
	

	1)
orientation on provider’s mission, policies and procedures
	 FORMDROPDOWN 


	2)
orientation on HCBS philosophy and outcomes for rights and dignity
	 FORMDROPDOWN 


	b.
staff must receive the following training within four months of employment and prior to providing direct service without the presence of experienced staff:
	

	1)
training in serious emotional disturbance and provision of services to children with serious emotional disturbance
	 FORMDROPDOWN 


	2)
confidentiality
	 FORMDROPDOWN 


	3)
provision of medication according to agency policy and procedure
	 FORMDROPDOWN 


	4)
identification and reporting of child abuse
	 FORMDROPDOWN 


	5)
incident reporting
	 FORMDROPDOWN 


	6)
documentation of service provision
	 FORMDROPDOWN 


	7)
appropriate behavioral interventions
	 FORMDROPDOWN 


	8)
professional ethics training 
	 FORMDROPDOWN 


	c.
24 hours of training during first year of employment in children’s MR/DD/MH issues
	 FORMDROPDOWN 


	d.
12 hours of training every year thereafter in children’s MR/DD/MH issues
	 FORMDROPDOWN 


	11.
Residential Based Supported Community Living(RBSCL): IAC 441-77.37(23)
	

	a.
24 hours of training during first year of employment in children’s MR/DD/MH issues
	 FORMDROPDOWN 


	b.
12 hours of training every year thereafter in children’s MR/DD/MH issues
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      


	III.
Providers are Required to have Policies and/or Procedures for Each of the Following Areas

	Requirement A:       Intake/Admission * required under iac for bi (77.39(7),  id (77.37(9) and cmh (77.46) waivers

	At a minimum, the policy and evidence will identify the:
	Response Options:

	1.
Application process 
	 FORMDROPDOWN 


	2.
Referral process the provider must follow when the provider chooses not to admit the member
	 FORMDROPDOWN 


	3.     Service coordination (activities designed to assist individuals and families locate, access and coordinate a network of supports and services within the community) 
	 FORMDROPDOWN 


	4.
Process members or other stakeholders may follow when in disagreement with the admission decision (e.g., applicant’s recourse; the provider’s appeals and grievance policy) 
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      



	Requirement B: 
	Discharge * required under iac for bi (77.39(7),  id (77.37(9) and cmh (77.46) waivers

	At a minimum, the policy and evidence will identify the:
	Response Options:

	1.  Discharge procedure
	 FORMDROPDOWN 


	2.
Process members or other stakeholders may follow when in disagreement with the discharge decision (e.g., applicant’s recourse; the provider’s appeals and grievance policy) 
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s or other reason that you are not required to meet the standard(s):      

	Requirement C: 
	Service Plans * Required HAB 78.27(4), ID 77.37(2) and BI 77.39(2)

	At a minimum, the agency will provide evidence of:     
	Response Options:

	HABILITATION PROVIDERS:
	
	
	

	1.
The service plan shall set out service goals and activities:
	
	
	

	a.
the goals are personal, as identified by the member and the member’s team
	 FORMDROPDOWN 


	b.
the goals and/or objectives are measurable and time limited
	 FORMDROPDOWN 


	c.
the goal action steps are specific, provide specific direction to staff implementing the goal, and identify the specific person(s) responsible for completing each step
	 FORMDROPDOWN 


	d.
the supports to be provided to the member
	 FORMDROPDOWN 


	INTELLECUTAL DISABILITY/BRAIN INJURY PROVIDERS:
	     

	1.    Members develop and accomplish personal goals, as set forth in their service plan.  
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      

	Requirement D: 
	Service Documentation * required for all providers IAC 79.3(2)(c)

	At a minimum, agency will provide evidence that all service documentation includes the following components:
	Response Options:

	1.
Specific location, date, and times of service provision
	 FORMDROPDOWN 


	2.
Service(s) provided
	 FORMDROPDOWN 


	3.
Member’s first and last name
	 FORMDROPDOWN 


	4.
Staff providing service(s), including first and last name, signature and professional credentials (if any )
	 FORMDROPDOWN 


	5.
Specific interventions, including name, dosage and route of medications administered
	 FORMDROPDOWN 


	6.
Any supplies dispensed as part of the service
	 FORMDROPDOWN 


	7.
Member’s response to staff interventions
	 FORMDROPDOWN 


	8.
Identification of the timeframe for documentation completion, for example – “prior to billing”
	 FORMDROPDOWN 


	9.
Process to ensure units of service billed for payment are based on services provided with substantiating documentation
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      

	Requirement E: 
	Personnel Records * required for all providers

	At a minimum, the agency will provide evidence that includes the following:
	Response Options:

	1.
Completion of Iowa Code 135C.33 requirement for completion of the following (prior to date of hire):
	
	
	

	a.
dependent adult abuse check
	 FORMDROPDOWN 


	b.
child abuse check
	 FORMDROPDOWN 


	c.
criminal history background check
	 FORMDROPDOWN 


	d.
DHS evaluation (if any record check is founded)
	 FORMDROPDOWN 


	e.
documentation of follow-through on any employment restrictions as stated in DHS evaluation
	 FORMDROPDOWN 


	f.      verification of OIG excluded individual search  (pursuant to sections1128 and 1156 of the Social Security Act)
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      

	Requirement F: 
	Abuse Reporting * required for all providers

	At a minimum, the policy and evidence will comply with Iowa Code Chapter 232.69 and 235B.3 and also identify the:
	Response Options:

	1.
Reporting incidents in accordance with the Iowa Administrative Code definition
	 FORMDROPDOWN 


	2.
Legal ramifications for failing to report an allegation of abuse
	 FORMDROPDOWN 


	3.
Process staff must follow to report allegations immediately (oral report within 24 hours; written report within 48 hours) to DHS or Department of Inspections and Appeals (DIA) when the environment is certified or licensed by this entity
	 FORMDROPDOWN 


	4.
Process staff must follow to ensure the member’s safety upon learning of an allegation
	 FORMDROPDOWN 


	5.
Process the provider will follow when the alleged perpetrator is an employee
	 FORMDROPDOWN 


	6.
Process the provider will follow to ensure any provider investigation does not impede the DHS/DIA investigation
	 FORMDROPDOWN 


	7.
Process for ensuring staff receive a statement of the abuse reporting requirements within one month of employment (required under Iowa Code 235B.16/232.69)
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      


	Requirement G :
	Incident Reporting * required for all providers

	At a minimum, the agency will identify and produce evidence of:
	Response Options:

	1.
What constitutes an incident in accordance with the Iowa Administrative Code definition
	 FORMDROPDOWN 


	2.
The mechanism for ensuring the routing of incidents to the:
	
	
	

	a.
supervisor by the end of the next calendar day after the incident (major); within 72 hours (minor)
	 FORMDROPDOWN 


	b.
case manager/service worker by the end of the next calendar day after the incident (major)
	 FORMDROPDOWN 


	c.
legal guardian by the end of the next calendar day after the incident (major)
	 FORMDROPDOWN 


	d. member by the end of the next calendar day after the incident if the incident took place outside service 

         provision (major)
	 FORMDROPDOWN 


	e.
Bureau of Long-Term Care by the end of the next calendar day after the incident via direct data entry/fax or mail (major)
	 FORMDROPDOWN 


	3.
The centralized location for the filing of incident reports
	 FORMDROPDOWN 


	4.
The process for noting the completion of an incident report form in the member record, including using the notation that reports are kept in a separate location
	 FORMDROPDOWN 


	5.     The submission of follow-up reports as requested by case manager/service (major)
	 FORMDROPDOWN 


	6.     Tracking and trending of all incident reports
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      

	Requirement H :
	Safeguarding Member Information **  required for all providers   45 C.F.R. 165.508 (HIPAA)

	At a minimum, the policy will identify and there will be evidence of the:
	Response Options:

	1.
Process for the utilization of the Release of Information form
	 FORMDROPDOWN 


	2.
Process the provider must follow for obtaining emergency consent for release of information (verbal before written)
	 FORMDROPDOWN 


	3.
Process for verifying the existence of an authorization prior to releasing information
	 FORMDROPDOWN 


	4.
Guidelines for ensuring member confidentiality, including the:
	
	
	

	a.
training requirements for staff on proper completion of the Release of Information form
	 FORMDROPDOWN 


	b.
timelines for expiration of the Releases of Information
	 FORMDROPDOWN 


	5.
Process for maintaining confidential records and safeguarding personal member information
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      


	iv.
Providers are Required to Develop and Implement a Quality Improvement (QI) policy and procedure.  This will include a QI plan that incorporates methods of discovery, remediation and Quality Improvement Planning. Required for bi and id waivers 77.39(1)f/77.37(1)f

	Requirement A: 
	Quality Improvement Policy

	At a minimum, the policy should identify the:
	Response Options:

	1.
Ongoing schedule or timeline for quality improvement activities, to include the:
	

	a.
specific timeframes for data collection
	 FORMDROPDOWN 


	b.
specific timeframes for data analysis
	 FORMDROPDOWN 


	c.
entities with whom results will be shared
	 FORMDROPDOWN 


	2.
Discovery (methods to be used to identify specific issues to be monitored for quality improvement), including identification of the:
	

	a.
outcomes and outcome indicators
	 FORMDROPDOWN 


	b.
how information will be collected
	 FORMDROPDOWN 


	3.
Remediation (specific action steps taken to address issues revealed during discovery) will include:
	

	a.
plans that identify:
	

	1)  specific timelines for development and completion of action steps
	 FORMDROPDOWN 


	4.
Improvement (steps taken to monitor the impact of remediation plans), including:
	

	a.
identifying that action steps are completed
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      

	Requirement B: 
	Discovery
Collecting and reviewing data in order to assess the ongoing implementation of the program, identifying strengths as well as opportunities for improvement.  MUST include methods used to identify specific issues to be monitored for quality improvement, including identification of outcomes and outcome indicators, acceptable thresholds, specific methodology for collecting data, and sample size.

	The review shall include the implementation of the Quality Improvement activities and find evidence to support the following:
	Response Options:

	1.
Ongoing review of member records (including service documentation)
	 FORMDROPDOWN 


	2.
Ongoing review of personnel records to ensure evidence of:
	

	a.
background checks
	 FORMDROPDOWN 


	b.
required trainings
	 FORMDROPDOWN 


	c.
completion of job performance evaluations (at least annual)
	 FORMDROPDOWN 


	3.
Ongoing review of responses to all member/stakeholder appeals and grievances:
	

	a.
to ensure compliance with  provider policy
	 FORMDROPDOWN 


	b.
to determine the need for systemic changes
	 FORMDROPDOWN 


	c.
distribution of appeals and grievance procedure according to agency policy 
	 FORMDROPDOWN 


	4.
Ongoing review of outcomes for rights and dignity to ensure the:
	

	a.
member’s achievement of the outcomes
	 FORMDROPDOWN 


	b.
provider’s support of members in achieving the outcomes
	 FORMDROPDOWN 


	5.
Ongoing review of stakeholder input from:
	

	a.
members
	 FORMDROPDOWN 


	b.
provider staff
	 FORMDROPDOWN 


	c.
other stakeholders (i.e. case managers/service workers, family members, central points of coordination (CPCs), other providers, etc.)
	 FORMDROPDOWN 


	If indicating “No”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      

	Requirement C: 
	Remediation
Involves taking action to remedy specific problems or concerns that arise.  Required for any of the items discovered not to meet the provider’s identified thresholds.

	The review shall find implementation and evidence to support:
	Response Options:

	1.
The development of a plan to address areas for improvement:
	

	a.
timeframes for completion of specific action steps
	 FORMDROPDOWN 


	b.
expected outcomes of action steps
	 FORMDROPDOWN 


	If indicating “NO”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      

	Requirement D: 
	Improvement
Evaluation of the remediation plan.  Shall include (steps taken to monitor the impact of remediation plans) including identification of completed action steps, identification of the staff title(s) responsible for monitoring the progress of action steps, documentation that identifies whether or not action steps taken were effective (including completion date)

	The review shall find implementation and evidence to support:
	Response Options:

	1.
The implementation of the plan
	 FORMDROPDOWN 


	2.
 The collection of data measuring the results of current Quality Improvement (QI) plan implementation
	 FORMDROPDOWN 


	3.
 A summary of QI plan outcomes
	 FORMDROPDOWN 


	4.
 Evidence of distribution of QI Plan outcome(s) according to provider policy
	 FORMDROPDOWN 


	If indicating “NO”, describe plan to meet the standard(s) or other reason that you are not required to meet the standard(s):      


Iowa Department of Human Services
2011 Provider Quality Management Self-Assessment

Section E – Guarantee of Accuracy
Through the signatures below, the provider assures the information herein is accurate and verifiable.  The provider understands their responsibility to request technical assistance from their regional Home and Community-Based Services Specialist (see contact instructions on page) in order to achieve compliance with the standards listed within this assessment.  The provider understands that the Department, or its authorized representative, may conduct desk or on-site reviews on a periodic basis, as initiated by random sampling or as a result of a complaint.  
	


PRINT NAME of Provider

	


PRINT NAME of Executive Director
	


SIGNATURE of Executive Director
Date

	


PRINT NAME of Chairperson, Board of Directors


	


SIGNATURE of Chairperson, Board of Directors
Date
Iowa Department of Human Services
2011 Provider Quality Management Self-Assessment

Section F – Direct Care Workforce Data Collection
Direct Care Workforce Data Collection 

Provider Name ____________________________________________

NPI Provider Number(s)_____________________________________ (Complete only one form and list all NPI Numbers)

Instructions

For the purposes of these questions, a direct care worker is an individual who provides supportive services and care to people who are elderly, experiencing illnesses, or disabilities. This definition excludes individuals working as nurses, social workers, counselors, and case managers. 

Individuals providing the following waiver services should be considered direct care workers: 

· Adult Day Care

· Behavioral Programming

· CCO

· CDAC

· Family and Community Support Services

· Home Health

· Homemaker

· Interim Medical Monitoring and Treatment

· Prevocational Services

· Remedial Services

· Respite

· Residential SCL

· SCL

· Supported Employment

1. Please list your organization’s total number of full-time and part-time employees (including contract employees).

_________ Total Number of Full-time and Part-time Employees

Of this total, please list the number of full-time and part-time employees providing direct care services according to the definition provided above. Please include supervisors and coordinators who provide direct care services.

__________ Number of Full-time Direct Care Workers (including contract employees).

__________Number of Part-time Direct Care Workers (including contract employees).

2. The U.S. Department of Labor utilizes the following three titles and definitions to gather information on the direct care workforce. 

Please list the number of individuals you employ in the following three categories. Choose the category that best reflects services provided. Individuals DO NOT need to be certified as a home health aide or nurse aide to be included in those categories. DO NOTcount an individual in more than one category. 

Personal and Home Care Aides

Often called direct support professionals, these workers provide support services such as implementing a behavior plan, teaching self-care skills and providing employment support, as well as providing a range of other personal assistance services. They provide support to people in their homes, residential facilities, or in day programs, and are supervised by a nurse, social worker, or other non-medical manager.
_________Number of Personal and Home Care Aides (including contract employees).

Home Health Aides

Home health aides typically work for home health or hospice agencies and work under the direct supervision of a medical professional. These aides provide support to people in their homes, residential facilities, or in day programs. They help with light housekeeping, shopping, cooking, bathing, dressing, and grooming, and may provide some basic health-related services such as checking pulse rate, temperature, and respiration rate. 

_________Number of Home Health Aides (including contract employees).

Nursing Aides

Most Nursing Aides have received specific training for the job and some have received their certification as a Certified Nursing Assistant (CNA) in Iowa. According to the Department of Labor, Nursing Aides provide hands-on care under the supervision of nursing and medical staff in hospitals and nursing care facilities, although they do work in home and community based settings as well. Nursing Aides often help individuals eat, dress, and bathe, and may take temperature, pulse rate, respiration, or blood pressure, as well as observing and recording individuals’ physical, mental, and emotional conditions.

_________Number of Nursing Aides (including contract employees).
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