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Submission

Please submit SN notes and route sheets on
a weekly basis every Monday

Send them either by fax (909) 697-2179

e-mail (angelushomehealth@hotmail.com)’,
mail or drop-off.

If sending by fax, please mail or drop off
originals in the office. If sending by e-mail,
you will need to e-sign or sign the print outs
when you come to the office for your
paychecks.
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SN Notes / QA

e Are to be typewritten using the given template
to make revisions easier

e |f you are unable to save your notes, please
bring your laptop in the office and we will
install the program

» All notes will be checked by QA prior to
postm% your visit to ensure complete and
accurate documentation.

 All notes go through the QA process, thus
expect some revisions and corrections. You
h?f\(e a week to resubmit revised notes to the
office



Guidelines

Make sure that date, time, VS and BS on
your route sheet matches your notes.

Make sure your times do not overlap or
conflict with another patient.

Put a 5-10 minute interval between patients
even if they are in the same house/facility

You need to write the date and time while
at the patient’s house because the route
sheet has a duplicate copy that is left at the
patient’s house.




Guidelines

» Make sure notes are COMPLETELY filled out.

« Common areas not filled out are the LBM, pain assessment,
NANDA, wound assessment, MD visit date and change in

insurance

» Please use the 485/POC as a guide when doing
your notes.

o It will tell you the things that need to be reflected on
your notes, parameters that are reportable to the
agency/MD, detailed wound treatment and patient’s
diagnoses and medications that you can discuss




Guidelines

If VS, BS or pain is out of hormal range
Do your intervention/teaching then recheck it.

Do not leave the patient with abnormal/unstable
readings without reporting to MD/case manager
Address the problem for that day and document
any interventions, teachings or new MD orders in
your notes.




NANDA Nursing Diagnosis

Please ensure that NANDAs and
interventions match and that they reflect
the findings from your head to toe

assessment. (ex. If BP is high that day, then
discuss HTN management; if pt had a fall, then

discuss fall/safety measures).

If your patient has a new medication noted
or a new diagnosis, please discuss and focus
on that (ex. Antibiotics or UTI).




What to Discuss

Do not repeat the same NANDA and intervention
on your notes. Discuss a different problem,
diagnosis or medication each visit.

tip: use your 485 as a guide. Even having a daily/BID patient is not an
excuse to have the same teaching all the time.

Be careful of copying & pasting teachings as your
intervention/teaching should be personalized for
your patient.

If you have problems thinking of
teachings/NANDAs, please seek help from the
case managers.




What to Discuss

e Use negative reporting in your notes.
* Make sure each visit is a skilled visit.

* Provide detailed documentation of all
procedures/interventions done (ex wound care).

» Use Medicare approved abbreviations only

« Remember: If it’s not documented, then it
wasn’t done !!!




YA\

Always assess pain and indicate where and
what pain levels.

If pt has pain meds and pt states they have

no pain, ask where they usually have pain
and document it as controlled.

Pain should be part of your vital signs




Accuracy of Notes

When verbally reporting to the office (ex:
wound sizes, VS, cough, constipation) make
sure they will be the same information on
your notes for that day.

We fax communication notes and orders to
the MD offices and once it has been sent,
then it cannot be revised.

If you submit your notes with different
information, then you will have to revise
your notes.




Sighature

e Make sure to sign your notes
e Don’t forget to write your position (RN, LVN)




