HOSPICE & HomeCar e
oaid=Saas

A Member of the Hutchinson Regional Healthcare System

&)ur Care Team: \

Regi stered Nur se:

Home Health Ai de:
Physical Therapist:

PT Assistant:
Occupational Therapist:
OT Assistant:

Speech Therapist:

Soci al Wor ker :

\_ /

Hut chi nson Mc Pher son Hospice Hous
62-66-3473 62246116 62-66-9773
2020 N Wal dron, St3el.8 INO Ma i n 1523 East 2(
Hut chinson, KMcPhedrson, KSH67VdBDnson, K

TodFl ee:-2@BDDP91

We CARE how YOU livel
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To qualify for HomeCare Servi

Admi ssion to home health services I s base
Medi care/ Medi cai d, ot her i nsurance carrie

A You must be under the care of a physic
approved by your physician.

A Al services ordered must be reasonabl
of your illness or i1 njury.

A You must need a skilled primary servioc

A Skilled nursing and/ or home health aic
or fame basi s, unl ess the skilled need

A You must I|ive in the agency service at

A You must be homebound, for Medicare cc
person is considered homebound i f it t
| eave the home. Absences from the hom

A You and/or your family must desire hor
A Your home must be adequate for safe ar
A Other criteria set by the insurance c:

| f you have any questions or concerns tha
hesitate to contact Hospice & HomeCare of

Ot her | nsurance Providers
Each individual Il nsurance wi | | be contact
obtained. Your Registered Nurse or Thera

about your covered benefits.

Pl ease contact our office with any quest:
coverage.

Pl ease notify Hospice & HomeCare of
changes while receiving services
successful billing.
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Your Care Team

You & Your

Family

Wor king together to honor t he
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Developing Your Plan of Care:

Together we will identify your HomeCare

treatment goals. Based on your goals we will
create a plan of care. The plan of care is a
guide for all members of your HomeCare
Team as we work together to help you
achieve your healthcare goals.

Some of the tools that we will use to reach
your goals and maintain good communication
with you and your caregivers are:

Hospital Risk Assessment: This tool helps to identify any health or social issues that
might increase your risk of re-hospitalization in the near future.

HomeCare Treatment Plan: This form is used to communicate the goals that we are
working towards with your HomeCare Team and the frequency or our visits.

Emergency Plan: A quick reference guide to common symptoms that you may
experience. This guide can help you determine when to notify your Home Care Team
or when to contact 911.

Calendar: We will keep an updated calendar in your admission notebook so that you
are aware of our scheduled visits.

These forms will be discussed at admission. We will continue to update the
information in your admission notebook throughout your homecare certification period.
Please keep this notebook in a safe place that is easy to locate for our visits.

When all goals are met, you will receive a two day notice informing you of our plan to
discharge from HomeCare Services.

OQur hope iIis to avoid crisis and wor

you, your family or caregivers.
Pl ease feel free to calll I f any
Assi stance is available 24
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Admi ssi on Assessment

Your HomeCare team wil|l compl ete a compr e
assessment will hel p determine your i mmed

l denti fy-tkeotmh astileorinmonggoal s for your plan of

assessment we wil/ ask you questions rega
daily activities. We have provided more
pages.

Medi cation & Supplies

Medi care Home Health services are billed
I ncludes the professional services that t
provi ded.

You must notify Hospice & HomeCare of Ren
need.

The agency will provide the supplies nece
The agency will consider any particular b
used, but reserves the right to provide a
et c.

Il f you obtain supplies without the agency
Medi catYowmrs:care team wi || | ook at your ¢
make sure that you have the correct medic
This Iist wildl be sent to your primary ca

medi cations that you are currently taking

Medi cal SMedpil cals: suppli es necessary t o mq
on HomeCare services wil!/ be provided as
care team if you are purchasing medical s
Dur abl e Medi caYolEquampemeneéam wi | | hel p det
equi pment that will assist in your healin

Pl ease communicate with your HomeCar ¢
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Home Health Agency

Outcome and Assessment Information Set(OASIS)

STATEMENT OF PATIENT PRIVACY RIGHTS

As a home health patient, you have the privacy rights listed below.

® You have the right to know why we need to ask you questions.

We are required by law to collect health information to make sure:
1) you get quality health care, and
2) payment for Medicare and Medicaid patients is correct.

® You have the right to have your personal health care information
kept confidential.

You may be asked to tell us information about yourself so that

we will know which home health services will be best for you.

We keep anything we learn about you confidential.

This means, only those who are legally authorized to know, or who
have a medical need to know, will see your personal health information.

L] You have the right to refuse to answer questions.
We may need your help in collecting your health information.

If you choose not to answer, we will fill in the information as best we can.
You do not have to answer every question to get services.

® You have the right to look at your personal health information.

- We know how important it is that the information we collect about you is correct. If

you think we made a mistake, ask us to correct it.

- If you are not satisfied with our response, you can ask the Centers for Medicare &

Medicaid Services, the federal Medicare and Medicaid agency, to correct your
information.

You can ask the Centers for Medicare & Medicaid Services to see, review, copy, or correct your personal health
information which that Federal agency maintains in its HHA OASIS System of Records. See the back of this
Notice for CONTACT INFORMATION. If you want a more detailed description of your privacy rights, see the
back of this Notice: PRIVACY ACT STATEMENT - HEALTH CARE RECORDS.

This is a Medicare & Medicaid Approved Notice.
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