o Southeast Louisiana Hospital
. ' Acute Unit Audit - (30 Day) .

Patient Name

43772
Medical Record Number Admit Date (MM/DD/YY) Review date (MM/DD/YY)
0(0]0]0 / A0 / [0

Attending MD Reviewer Ward Reimbursement

2-20 Service O
D-2 O PI O

l Factor Yes No

1. Interdisciplinary POC
A.POC updated/changed weekly
B.Pt./family/OCS/All disciplines PT/FLY

ocCs
DHH

C. Pt. complaints with meds

O |0 [O[0|0|O
O |0 [0[0|0|O
O |O|0|O

D. Pt. complaints with treatment

2. Physican

A. Actions updated/current in POC O
B. MD notes reflect goals/planned treatment 1x wk O
C. Verbal orders signed/dated/timed O
D. Verbal orders signed within 72 hrs.

@)

E. Documented justification of needfor
Continued stay/acuity of illness o
O

F. Medication management/changes

0|0 |0|0[0 O

|3. Nursing
A. RN notes reflect objectives/planned treatment
B. PA notes reflect objectives/planned treatment
C. Patient able to attend to ADL
4. Social Services
A. Action updated/current on POC
1. Active D/C plan
2. Placement problems addressed
3. Attendance at therapy
FPsychology

A. Psychology consult within 7 days
B. Attendance to counseling session

[ 6. Follow-up to abnormal referral

A. Admission to hospital justified 00 O
B. Consults (med.,psychology, speech, OT,

psychopham, nutritional)

Cosigned/completed by MD oo o)

O] 00O
O] Q0

O|0|O
O|0|O
OO0

O|O
0|0
O|O

Comments/Trends

If you make a mistake place an X over the CORRECT answer.
12/0502006 .
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Southeast Louisiana Hospital
. E Admission Review - Daily (1 Working Day) .

Patient Name

57256 % g ——— = -
Medical Record Number Admit Date (MM/DD/YY) Review date (MM/DD/YY) y

Reimbursement
0101010 / / 0|7 / / 0|7 Service O
. s - . . . Medicare O

Judicial Admitting MD Attending MD Reviewer : .
Yes No Medicaid O
O O PI O

Custody OCSOFamily O SelfO DHH O

Ward 2=10 A-20 A=3:0 D=16: D=2'0. D=30 N O @ 'y O V 0O W=10"W=20

e o Yes No N/A Factor Yes No N/A

1. Admission Staff Responsibilities 5. RN Assessment Complete

A. Physician tickets Pink/Blue O ©® A. RN Plan of care o .0
B. Billing information is accurate & @6 6 B. Review of Systems O 0O
il Lt C. Pain management O Oe
2. Justification for Admission - Admit Note MD CONCLUSION
g' C\?r’i:;lél?fegibly Records are complete @)D,
C. H&P within 24 hrs. Initial c'are.appropriate Q. ©
D. Medications Identified on Psy Eval M.D. criteria complete o O
E. AIMS test R.N. Admit process complete O O

F. Risk Assessment
G. Restraint Seclusion Asessment

> 0000000
O000000O

3. Statistical Info. Complete (STATA DATA I)
A. Information correct O O
B. Addressograph (@1(®]

4. Patient Consent, Rights, Responsibilities

A. Commitment or voluntary 0. 6
Papers signed/completed PT- FLY -OCS O O O
B. Advanced directives 0O 0O O
C. Acknowledgment of Rights/Responsibilites O O
D.Psyco. Therapeutics Witness O 0O
Medication Consent M.D. (@FN®)
Pt/Guardian O O
E. Informed Consent Witness 0 OO0
MD: © ©
Pt/Guardian O O
F. Immunization Request/Record @M eV,
G. Restraint seclusion philosophy (@)

Comments/Trends

If vou make a mistake blace an X over the CORRECT answer.

. 12/0502006 .




Facility: ~ Southeast Louisiana Hospital
P. O. Box 3850
Mandeville, LA 70470-3850
Provider #: 1710059

CONTINUED STAY REVIEW FORM

PATIENT NAME ADMIT DATE MEDICAID NUMBER

The need for continued stay at this level of care will be reviewed at Admission, 15 day stay and
every 60 days continued stay.

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

COMMENTS
DATE NAME/TITLE

Adm-51Rev. 7/05
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Patient Name

Southeast Louisiana Hospital
Treatment Plan Review Form -

(10 & 40 DAY)

O 10 Day Review

O 40 Day Review

33971
Medical Record Number Admit Date (MM/DD/YY) Review date (MM/DD/YY)
0/0]0]0 / [1O]7 / [10]7
Attending MD Reviewer Ward »-10 b=10 e
A-20 D=2 O A ©)
A-30 P=3'® wW-10
C-A0 N O W-20
(05={0(@) 0 0
Factor Yes No N/A Factor Yes No N/A

A. Integrated Assessment
1. Reflects assessment
2. Utilizes patient strengths
3. Recognizes liabilities

4. Substance Abuse  Active
Deferred

5. Obesity Active
Deferred

B. Master Problems List:
1. Includes ALL patient problems:

a. Psychiatric (especially high risk)
b. Medical
c. Family/Discharged

d. Substance Abuse  Active
Deferred

e. Obesity Active
Deferred

2. Problem titles are descriptive.

C. Treatment Plan:

1. Each problem title has multiple specific
behaviors described in "as evidence by"

2. Objective are appropriately stated:

a. Measurable (behavior, %, amount)

b. Avoids two measures in one
statements
c.Not extended beyond 60 days.

Comments/Trends

O O0000O0
O O0O000O0
O 000

0000000 O
OO0O0OO0 000 O

@)

@)

O O
O O

000 Q% "©

3. Interventions are appropriate:
a. Specific staff action (Name, title)
b. Frequency of action
c. Individualized action plan (not routine)

00 O
OO0 O

4. Treatment plan updated

changed
b. Action reflects current intervention

a. Objectives are achieved, modified, or actions

Answer for 40 Day Review ONLY

OO
O O

If vou make a mistake pnlace an X over the CORRECT answer.

12/0502006 .




Southeast Louisiana Hospital (10 DAY REVIEW)

. -w A Master Treatment Plan Review - Daily

Patient Na

31256
Medical Record Number

me

Admit Date (MM/DD/YY) Review date (MM/DD/YY) Reimbursement

olololo / /[0o]7 / & Service O
3 Medicare O
MD Reviewer
A di id
Custody OCSOFamilyO SelfO DHHO e
PI @)
Wardi'2=10 A=26 A=-30Q C=RE €= D=1 O D=2/0: D=3:0: N Q 0 (S8 O Vv (@)
W-10
W-20
Factor Yes No N/A Factor g = : Yes No N/A
‘I Appropnate Admlt/referral Critena H. R/S risk on Tx. Plan 0 O 0O
A. Acuity documented to justify Adm. (MD) O O 1. H&P.
Progress Notes Nursing Service O O Cardiac @ @ ©
Progress Notes Social Service O O Resp: O O O
B. Summ. Sheet/Adv. Dir/Organ Dornor O O Musculosk: (e Ee A e)
2. Assessment Completed (handwritten) Nowra): = - *gn I © O O
A. Nursing Assessment - 8 hrs / / O 0O Psysical disabilities and /or limitations (@) o) (@
Sy 4 o0 2. Psychosocial Asses. Abuse
B. Activity Access - 5 days / / Gesal 00 O
C. Nutrition - 7 days / / O O ~ Physical Q@ 00
D. Eye Exam - 3 days (CHILD) / / O O O 6. Nursing
| E.Immunization record (CHILD) / / O O O 1 A. Findings from RN assess reflect on POC O O
/A L1~ ~ 21 B RN specific 0o O
F. PUFamily assemt-7days [ [ |/ | |/ | | OFCE) C. LPN specific 00 O
1. Includes barriers - Tx Plan o O D. PA/BSS specific O O
2. Ed. needs appropriate HOEO), E. Interventions appropriate to problems/goals (OIS
G. Education - 3 days (CHILD) l l I /I | I [ I ] O oo F. Minor Medical in progress notes/Flow sheet Q@R e
3. Interdisciplinary summary £ So:.lall Ser:/lcesé MR BOC
A. All assessment areas addressed 0 @ b A X Fofleciedon © O
B. Health Education focus appropriate B. POC Progress notes includes D/C plans (@)
g o O C. Interventions relate to problems/objectives O O
4. Interdisciplinary Plan of Care 8. Psychology-Psych. Assessment/Evaluation
A. Prob.lem reflects diagnosis/behavior O O A. Psych included for therapies, If applicable @ OF O
?;. Xgr?i:\?;t:;og:\eorptsterx ::;als/objectives 8 8 © G in;lude?. tintervetption BRRmERR @ Qo
: _ : problems/interventions
D. Health Education Intervention O 0O 9. Activities
E. Criteria for discharge o O A. Findings from Act assess refleced on POC (& )
F. Team action/frequency O O B. Activity specific © 06
G. Pt/Family/OCS/all FLY O O ' 10 School = i = CHILD)
Signatures OCs OR o) (e) ! . Findings from Ed Screen reflected on Poé OO0 O
DHH O O | B. School plan addresses existing academic OO0 O
5. Physician problem or schoolplan relates to primary
A. Findings from Hx&PE reflected on POC O O L_behavior problem. ______ 2o
B. Findings from diag/consults reflected on POC O O ééﬁg:’g’;,gzs" included in POC L)
C. Medication Management Indicated on POC O O Assessments are completed o 0
g- ';;’;;’;:’g’;i?so[;:zgd 8 8 8 Assessment findings integrated into POC @S]
F: MD Orders Re: R/S Abuse Concerns (@lR(2 N ®) gpp?priadte time'rdii:ip:narv ik 0= Q
G. R/S debrifing Forms Completed O O O Stk © O

Comments:

If vou make a mistake place an X over the CORRECT answer.

10/16/2006 .




Southeast Louisiana Hospital

10 D R i
. Treatment Plan Review Form - (10 & 40 DAY) o GY SPV-OW .

Patient Name O 40 Day Review

33971
Medical Record Number Admit Date (MM/DD/YY) Review date (MM/DD/YY)
0l0[0]|0 / /10]7 / [0 7
Attending MD Reviewer Ward A-10 DO L
A-20 D=2 O Vi 26
A-30 D=3 W-10
C-A0O N O W-2 0O
C=CO Qe ©
Faotor Yes No N/A Factor Yes No N/A
A. Integrated Assessment 3. Interventions are appropriate:
1. Reflects assessment O O a. Specific staff action (Name, title) 0 ©
2. Utilizes patient strengths O O b. Frequency of action o O
i zjtc);:tgar:‘lz:s;\l;aubslgtles e 8 8 5 c. Individualized action plan (not routine) OO
Deferred (@) (SN0
5. Obesity Active @I Mo (@)
Deferred (@) 0 (0)
B. Master Problems List: .
1. Includes ALL patient problems: Answer for 40 Day Review ONLY
Z. ;szshle:tnc (especially high risk) O O 4. Treatment plan updated
g !ca 1 o O O a. Objectives are achieved, modified, or actions
c. Family/Discharged O O changed O O
d. Substance Abuse  Active © OO b. Action reflects current intervention O O
Deferred © O ©
e. Obesity Active o O
Deferred O OV
2. Problem titles are descriptive. ® 0
C. Treatment Plan:
1. Each problem title has multiple specific o lle)
behaviors described in "as evidence by"
2. Objective are appropriately stated:
a. Measurable (behavior, %, amount) @ @)
b. Avoids two measures in one o0
statements
c.Not extended beyond 60 days. © ©
Comments/Trends
If vou make a mistake place an X over the CORRECT answer.
- 12/0502006 .
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Southeast Louisiana Hospital
. H Continued Stay - Daily (40 DAY) .

Patient Name

25398
Medical Record Number Admit Date (MM/DD/YY) Review date (MM/DD/YY)
0/0(0]|0 / [ QT / /0|7
Reviewer Custody Reimbursement Reason for continued stay Ward A-10 D-10 U O
O ocCs O Service OMed regulations A-20 D-2 0O Ve ©
OFamily OMedicare OPlacement A-30 D-30 W-10
Attending MD O Self OMedicaid O S/S Unstable
Y / C-AO )\ (D) W-2 0O
O DHH OPI
C=E® (0)S (@)
Factor Yes No N/A Factor Yes No N/A
1. Follow-up to abnormal referrals 6. Nursing
AA. Follow-up to abnormal O O O A. Action updated/current on POC O O
B. LAB Protocol Ordered/Followed (@ (@) ie) iocti
C.Consults (med., psychology, speech, B. RN notes reflect objgcm{es/planned treatment (@I )
OT, psychopharm, nutritional) O 0 O C. PA notes reflect objectives/planned treatment OF©
cosigned/completed by MD 7. Social Services
D. Immunization (Child/Youth ONLY) GOEONO A. Action updated/current on POC OO
2. Interdisciplinary Summary B. Active D/C plan addressed placement problems O 0
A. ma;or change; in u.'\terv.enhon arenoted O O C. Attendance at therapy O O
B. New interventions identified (©)Ne) 8. Psycholo.
3. Health Education (Pt/Family Ed. Sheet) = Sy CAQOgY.
A. Education needs are appropriate o O A. Action updated/current on POC 00 O
B. Multidisciplinary 00 B. Weekly reassessment, if noted in POC @@l \(®)
4. Interdisciplinary POC C. Notes reflect objectives/planned treatment @B @)
A. P.O.C. updated/changed O 0 D. Attendance at therapy / 1:1 0 G O
B. Objectives achievements/revised (@@ 9. Activity
C. Team actions achieved/revised (@S A. Weekly reassessment O O
D. New goals have interventions/T.A. (@)E(e) B. Attendance at therapy, progress ()
E. Pt/family/OCS/all disciplines PT/FLY O O 10. School
oCS Ol 0 O A. Action updated (Child/Youth ONLY) O O O
DHH o O B. Weekly summary written (Child/Youth ONLY) (Sil(el )
p 3 11. Nutrition
F. Minor medical updated/current on @ eNl@, :
Flow Sheet A. Action updated/'current on POC @) (o) (0]
5. Physician B. Reassessment in Progress Notes per POC QO e ©
A. Actions updated/current in POC (@®) CONCLUSION
B. MD notes reflect goals/planned O O Evidence of Active Treatment @)i®)
satmoi 1A Wi Justification for Continued Sta O O
C. Verbal orders signed/dated/timed OO0 O 2 i e y oo
D. Verbal orders signed within 72 hrs 0O O O Appropr!?te l.nterdlscmllnary POC
E. Documented justification of need for Underutilization QRO
Continued Stay/acuity of illness/active O O Overutilization © O
treatment Current Patient Summary Sheet includesAD. O O O
All Consents Signed/Complete O O

Comments/Trends

If vou make a mistake bplace an X over the CORRECT answer.

. 12/0502006 .




____ Medicare
__ Medicaid
___ 25% Service

EXTENDED STAY REVIEWS

Patient Name Unit DOA MD
ED STAY >100 DAYS CO
CONTINUED STAY JUSTIFIED Review - # Days
J Administrative Placement Assistance* Diagnosis:
[J Treatment Plan Update With Changes*
[ Medication Management
[J LAB Protocols Followed
[1 Placement Problems Identified
[J Awaiting Placement
[J Remains Unstable
L) Forensic
[J Therapy Attendance
[1 Pt. Education
[1 Consults Addressed w/Recommendations
“ # att.
[ Minor Medical followed in progress notes
[J Medical problems on treatment plan [0 V/O 72 hours s/t/d
[J Current Face Sheet [J Annual update [0 Verbal Orders s/t/d
[1 Prog. Notes by all reflect patient [] Appropriate
condition/planned treatment [J Refer to URC Signature Date
CONTINUED STAY JUSTIFIED Review - # Days
[) Administrative Placement Assistance Diagnosis:
] Active Treatment Plan
[] Medication Management
1 LAB Protocols Followed
[] Placement Problems Identified
{1 Awaiting Placement
] Remains Unstable
1 Forensic
[] Therapy Attendance
[J Pt. Education
[1 Consults Addressed w/Recommendations
# # att.
[] Minor Medical followed in progress notes
[J Medical problems on treatment plan [0 V/O 72 hours s/t/d
[] Current Face Sheet [0 Annual update O Verbal Orders s/t/d
[1 Prog. Notes by all reflect patient [ Appropriate
condition/planned treatment [] Refer to URC Signature Date
CONTINUED STAY JUSTIFIED Review - # Days
] Administrative Placement Assistance Diagnosis:
[J Active Treatment Plan
[1 Medication Management
] LAB Protocols Followed
) Placement Problems Identified
[1 Awaiting Placement
1 Remains Unstable
0 Forensic
| Therapy Attendance
1 Pt. Education
] Consults Addressed w/Recommendations
B # att.
[1 Minor Medical followed in progress notes
[] Medical problems on treatment plan
[J Current Face Sheet [J Annual update [J V/O 72 hours s/t/d
[1 Prog. Notes by all reflect patient [J Appropriate [J Verbal Orders s/t/d
condition/planned treatment [] Refer to URC
Date
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