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Oregon Department of Human Resources

Seniors & People with Disabilities

Federal Resource & Financial Eligibility
_________________________________________________________________________________________________

Field Statistical Review Tool

	Review Date:       \       \              
	Reviewed by: 
	Entered by:

	Client Name:                                                              Prime: 

	Care Setting: AFH  FORMCHECKBOX 
     ALF  FORMCHECKBOX 
     IH  FORMCHECKBOX 
     RCF  FORMCHECKBOX 
     RFH  FORMCHECKBOX 
                                    SPL:

	Eligibility Worker: 


	Service Worker: 


	CAPS2 completed by: 


	Question
	Yes
	No
	Notes/Corrective Action

	1. Was financial eligibility reviewed and documented in OACCESS case narration?
	
	
	

	2. Is there documentation that the Rights and Responsibility form (539R) was provided to the client?
	
	
	

	3. Is the Assessment (CAPS2) current?


	
	
	

	4. Are Natural Supports identified in the case?  

(If no, proceed to 5)
	
	
	

	a. Are tasks assigned appropriately?

	
	
	


	Question
	Yes
	No
	Notes/Corrective Action

	5. Have Risks to health and safety been identified, evaluated, and discussed with client or family? 
	
	
	

	6. If risks were identified, does case narration indicate monitoring has occurred or been planned?
	
	
	 FORMCHECKBOX 
 Not Applicable (N/A)

	7. Preferences are identified and entered? 


	
	
	

	8. Are current Goals entered?


	
	
	

	9. Has the Client Plan (SDS001N) been updated within the past 12 months or sooner if the client’s condition changed?
	
	
	

	10. Does the client receive In-Home services?

(If no, proceed to 11)
	
	
	

	a. Is there documentation in Case Narration that the Client Plan (SDS001N) was sent to the client?
	
	
	 FORMCHECKBOX 
 Not Applicable (N/A) 

As of 12/11/09 (see PT 09-027)

	b. Do hours assigned match hours authorized?


	
	
	

	c. Is the Task List (SDS598N) complete, accurate and documented as sent to the client?
	
	
	 FORMCHECKBOX 
 Not Applicable (N/A)

	d. Was there a complete Workers Compensation Form (SDS354) in the client’s file?
	
	
	

	e. Does SFMU match liability amount in OACCESS?
	
	
	 FORMCHECKBOX 
 Not Applicable (N/A)

	11.  Does the client receive services in a Community    

  Based Care (CBC) facility?

(If no, proceed to 12)
	
	
	


	Question
	Yes
	No
	Notes/Corrective Action

	a. Is there documentation the Client Plan (SDS001N) was sent to the client and provider? 
	
	
	 FORMCHECKBOX 
 Provider Only 

As of 12/11/09 (see PT 09-027)


	b. Is there documentation the Assessment Summary (SDS002N) was sent to the client and provider?
	
	
	 FORMCHECKBOX 
 Not Applicable (N/A) 

As of 12/11/09 (see PT 09-027)

	c. Is there documentation the Client Details (SDS003N) was sent to the client and provider?
	
	
	 FORMCHECKBOX 
 Not Applicable (N/A) 

As of 12/11/09 (see PT 09-027)


	12.  Electronic Review of Assessment  - Check any of 
  the following areas where the questions and  

  synopsis in CAPS2 do not accurately reflect the 
  client’s needs:
          FORMCHECKBOX 
Ambulation              FORMCHECKBOX 
Adaptation
          FORMCHECKBOX 
Transfers                 FORMCHECKBOX 
Awareness



 FORMCHECKBOX 
Eating
                 FORMCHECKBOX 
Judgment



 FORMCHECKBOX 
Toileting                  FORMCHECKBOX 
Wandering

 FORMCHECKBOX 
Bowel                      FORMCHECKBOX 
Danger


 FORMCHECKBOX 
Bladder                   FORMCHECKBOX 
Demands

 FORMCHECKBOX 
Memory

        FORMCHECKBOX 
N/A






 FORMCHECKBOX 
Orientation



	
	
	

	a. Is CAPS2 documented as completed in the client’s living situation?
	
	
	

	b. Is there documentation in CAPS2 or Case Narration to indicate client or client representative involvement?
	
	
	

	c. Is there a correctly completed Client Plan (SDS001N) signature page in the file?
	
	
	 FORMCHECKBOX 
 Not Applicable (N/A) 

As of 12/11/09 (see PT 09-027)



	Question
	Yes
	No
	Notes/Corrective Action

	13.  Is there a correctly completed Service Options Form   

  (SDS914) in file for the current care setting?
	
	
	

	14.  Client Visit Assessment – Does the current CAPS2   

       assessment accurately reflect the client’s needs?

(If yes, proceed to 15)
	
	
	

	a. Check any of the following areas where the CAPS2 does not accurately reflect the client’s needs based on your review:

          FORMCHECKBOX 
Ambulation              FORMCHECKBOX 
Orientation
          FORMCHECKBOX 
Transfers                 FORMCHECKBOX 
Adaptation



 FORMCHECKBOX 
Eating
                 FORMCHECKBOX 
Awareness 


 FORMCHECKBOX 
Toileting                  FORMCHECKBOX 
Judgement


 FORMCHECKBOX 
Bowel                      FORMCHECKBOX 
Wandering



 FORMCHECKBOX 
Bladder                   FORMCHECKBOX 
Danger

 FORMCHECKBOX 
Memory

        FORMCHECKBOX 
Demands



	
	
	

	b. If differences are noted is it due to a change in the client’s condition?
	
	
	 FORMCHECKBOX 
  Unable to Determine (UTD)

	15.  Are there any indications that services are not being  

       provided as authorized?
	
	
	


Notes/Corrective Action Field: In addition to capturing notes, this area should also be used to document any required corrective action. If the answer to a question has a negative impact on the case yet no corrective action plan is identified in the Notes/Corrective Action Field, the Quality Assurance Team will request follow-up information.
	Question
	Tip

	#4
	There are several areas Natural Supports active in the case may be listed, such as: Case Narration, CAPS2 Comments, CAPS2 Synopsis, and the Person tab or Contacts tab of the Client section of OACCESS.  Ensure that individuals are identified as Natural Supports if there is any reference to them assisting with ADL’s or IADL’s.

	#4 a
	Tasks are assigned through Service Planning section of CAPS2.

	#5
	All identified Risks must be noted in the Risks folder located in the Client Details section of CAPS2.

	#6
	There should be documentation in case narrative that monitoring has occurred or is planned.

	#7
	Preferences must be selected in the Strengths/Preferences folder in the Client Details section of CAPS2.  Remember that it should be noted if a client cannot articulate preferences.

	#8
	Goals are entered in the Goals folder in the Client Details section of CAPS2. Remember that Goals should be reviewed and updated annually in the client’s own words.  If the client cannot articulate Goals that should be noted in Comments. 

	#10 b
	To verify, preview the In-Home Service Plan (SDS546N) and compare to hours paid through HINQ (a Mainframe screen).

	#10 c
	A new SDS598N (Task List) for every Home Care Worker (HCW) must be sent to the client and documented in Case Narration.

	#10 d
	To verify, check the liability worksheet or the Medical Cost tab in OACCESS and compare to the liability listed on SFMU (the Mainframe).

	#11
	CBC facilities for purpose of the waiver are: Adult Foster Home (AFH), Assisted Living Facility (ALF), Residential Care Facility (RCF) and Relative Foster Home (RFH).

	#11 a,b,c
	Check case narration or CAPS2 Synopsis for this information. Only applicable on cases prior to 12/11/2009 (see PT 09-027)

	#12
	Remember that any contradiction in different needs should be addressed to ensure accuracy.  For example, if a client is an Assist in Transfers, yet is Independent in Toileting, comments should explain the reason for the contradiction. If client is a Full Assist in Demands or Danger the facility is required to have an individualized behavioral care plan.

	#12 a,b,c
	Check case narration or the CAPS2 Synopsis for this information. See PT 09-027 in reference to 12.C.

	#14
	The information gathered during your visit with the client should support and agree with the CAPS2 you are reviewing.

	#14 a
	Remember that any contradiction in CAPS2 and the client visit conducted by the reviewer should be addressed to ensure accuracy.

	#15
	Document assigned services not being addressed.  Some examples are: Client assessed to receive hours for housekeeping and their home is extremely dirty; client is assessed to receive hours for shopping, yet their is no food in the home, or; client is assessed to receive hours for bathing and there are indications the client has not bathed in several days. If the client refuses services it should be noted and hours for the refused services should not be assigned to a provider.


Contacts Page

Thank you for completing this review.  Your next step is to enter it into the survey if you have not yet done so.  The survey can be located at http://www.dhs.state.or.us/spd/tools/qa/index.htm 
If you have any questions regarding the 1% review process or this survey please contact a member from the Quality Assurance Team.

Christopher Avery

christopher.t.avery@state.or.us 
503.947.1190 (Salem)

Carole King

carole.king@state.or.us 
541.693.2711 (Bend)

Aymie Olsen

aymie.r.olsen@state.or.us 
503.947.1137 (Salem)

Gini Shaw, RN

gini.shaw@state.or.us 
503.945.5976 (Salem)
Group Contact

QA.Team.SPD@state.or.us
503.947.4232
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Revised 122109
Page 1 of 6

