AVEANNA HOME HEALTH
THERAPY ORIENTATION

HOME VISIT TRAINING



Home Visit Training-Agenda

« Home Visit Expectations-prior to visit, during visit,
conclusion of visit, discharge

« Aveanna Patient Booklet

« Bag Technigue

« Hand Hygiene

« Discipline Specific Competencies
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Home Visit Expectations

Prior to visit

1.

2.
3.

ALWAYS review medical records or the prior clinical notes to be
informed of the patient’s status and focus for visit.

ALWAYS call to confirm the appointment the night before.
ALWAYS call the patient if you are running late.

During the visit

1.
2.
3.

ok

ALWAYS Dbe pleasant.

ALWAYS enter your start time to prevent overlap with other clinicians.
ALWAYS sanitize your hands prior to engaging with the patient. Be
aware of company policies if new community risks are present e.g.
Covid precautions with N95 masks and gloves

ALWAYS take vital signs.

ALWAYS ask if there has been any medication changes (prescribed or
over the counter). Update in home and in HCHB.
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Home Visit Expectations

Conclusion of the visit:

1. ALWAYS enter the end time prior to leaving.

2. ALWAYS return a patient’'s home to the same state prior to your arrival
e.g. if you had to use a chair for exercises, put it back in place.

3. ALWAYS have the patient sign the tablet or paper form.

4. ALWAYS ask, “Is there anything else | can do for you before | leave?”.

5. ALWAYS complete calendar in admission book and inform patient when
you plan to return for your next visit.

6. ALWAYS place note in saved status (complete/incomplete) to indicate
visit was completed.

If patient’s plan of care is ending within a week:

1. ALWAYS make sure patient is aware of pending discharge. If Medicare
or Medicare Advantage plan is the payor, issue a Notice of Non-
Medicare Coverage form (NONMC).

Discharge visit:

1. ALWAYS provide final written instructions.

2. ALWAYS obtain NONMC form if it was not taken prior to visit.
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Home Visit Expectations

~

Patient Booklet aveanna
home health

Committed to comprehensive homecare,

‘ quality, and innovation.
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Home Visit Expectations

Home Health Consent
aveanna
home health Page 10of 3

Home Health Consent
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Home Health Consent

Patlent Rights and Responsibllitles:

| acknowledge | nove read and Nave received a verbal explanation and a written copy of the Clent's RIghts and
Responsibilities under the Stote and Federal provisions In the Home Care BILL of Rights, and | understand them. |
nhave recelved a copy of the Aveanna Home Health Admission Booklet containing infermation regarding Its policles
and Health Care Directives, the Cutcome and Assessment Information Set ("OASIST) nghts, agency Administrators
name, and contact Informatien; Discharge, Transfer, and Referral policies, and now to contact local resources. The
applicable state home healtn hotline number, ts purpose, and hours of operation have been provided and explained
to me. | understand that | have the rignt to choose my provider of services and acknowledge that | nave chosen this
agency as my provider of cholce for my care. No emplouee of this agency has solicited or coerced my decision In
selecting o home health agency.

‘Consent for Treatment

| hereby give my permission for authorized personnel of AVeanna Home Healtn to perform all Necessarny assessments,
procedures, and freatments as prescribed by my physiclan for the delvery of nome health care, Including telenealth
senvices. | understand that services provided by telehealth will not reploce needed In-person visits as orderad by

my physkclan In my plan of care. | understand that the agency will supervise the senices provided. | may refuse
treatment or terminate services at any time, and the agency may terminate thelr senices to me as outlined In the
Admission Booklet.

| agree and consent to the home care plan and payment as outlined In the Admission Booklet | understand my inftiat
Plan of Care and subsequent PLONs of Care may change bosed on medically necessany determinations made by my
physician. | will be notifled by the agency In advance of any change made to my plan of care.

Authorization for Payment:

| certiny that the Information given by me In appluing for paument under Title XVl of the Soclal Secunty Act Is correct. |
consent to the release of all records required to act on this request. | request that payment of authonzed benefits from
Medicare, Medicald, of other responsible payer be made on my benalf to Aveanna Home Healtn.

If | have Medicare Part A a that Medicare pay will be gccepted as paument in full, and

| have ng inancial babilty. Should service(s) not be coverad by Medicare and | wish to recelve care or service,

the Agency will notify me In writing. | understand that while | am under the agency's plan of care, the agency will
coorainate all medically necessary therapy senvices and medical supplies for me. If | arange for these services or
supplies on my own, | understand that Medicare will Not relmburse me, of my suppler and | will be responsible for the

total cost.
Sarvices Proposed Frequency | Payor Estimated Financlal
Responsibility
O Skiiled Mursing
O Physical Therapy
O Speech Therapy
O Pediatric Nursing
[ Social Worker
O occupational Therapy
O Homea Healtn Alde
O Homemaker
The Avearna family o Heakicars, LL vholy e o Licbes oo Henlthcoms or
o dimzt 5y @ S0%, and any ‘mancges or controlx the day Parwanna Heslthcars,
LLE doen onthe bazs of mos, zolo, rel ey dmabiy ny by fedimral, mate, ar
local low.
(=} LLC. The ma LLC and ta mukaidane NATED HH Bee W02
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11| nave otner Insurance, | may be responsible for the co-payment, deguctible, and any cnArges that my insurance
WiL not caver. | will refer to My Payer's explanation of benefits for Maximum amount that | May be required to pay for
services provided to me by Aveanna. | understand that | am responsible for smaunts not paid by my Insurance. if | om
a Private Pay patient, | agree to pay 1or all Services rendered by the agency ot AVeannd's usual and custsmary rote at
the time the service was provided to me.

Authorization for Release of Information:

| acknowieage receipt of tne Notice of Privacy Proctices and was given an opportunity to ask questions and volce
concerns. | understand that the agency may use or disclose protected health Information (FHI) about me to carmy
out treatment, payment, or heolth care operations. The ogency may release Information o or receive Information
from Insurance companles, health plans, Medicare, Medicald, or any other person of entity that moy be respansinte
for paying or Precessing fof paUMENt any Portion of My DI 10 SEMVICES; any PErson of entity amuated witn or
representing 1o pUrposes of administration, BIWNg, quality asSUTANCe, and risk Management; any Nospital, nursing
home or other health care focllity to which | may be/have been cdmitted; any assisted living or personal care facility
f whilch | am a resigent; any pysician providing my care; family mempers and otner caregivers WNo are part of my
plon of care; licensing and accrediting bodies, and any other healin care providers in order to Inltiate reatment.

I agree that the agency may share my PHI with emergency officials of others Involved In my care to assist In disaster
rauer emorts.

Consent to Fllm or Record:

| hereby consent for the agency to record or fllm my care, treatment, and senvices and allow the agency to use the
photographs/recerdings for thelr Internal use, for documenting my medical condition, o for Insurance providers to
gocument my condition for payment purposes. This consent INCLUGEs the recoraing of TMINg of my Image or valce.

‘Agvance Directives:

| hove been made aware of my right ta moke health care declsions for mysell In accordance with state Law and

that | may express my wishes In @ document colled an Advance Directive s that my wishes may be known when

| am unable to speak for mysel. | authorize Aveanna Home Health to receive a copy of my Advance Directive for
thelr records. | understand it a copy of my Advance Directive Is not provided to Aveanna Home Health within o
reasonable perod of time, the agency will continue to provide all care as oroered by my pYSkcian, which In the event
af an adverse event and/er healthcare gency, Includes lire and consistent witn
stoncard ona accepted medical proctices.

Home Health Consent
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I nave read and Tollowing as aescribed In the Aveanna Home Healtn
‘aamission Booklet:

Rights and Responsibilties

Notice of Nondiscrimination

Notice of Privacy Practice

Discharge, Transfer, Referral and Corresponding Summary
Notice of OASIS Rights and Responsibllities

High Alert Medication Side Effects

Beneficiory and Family Centered Care (BFCC) and Guality Improvement Organizations (QI0) Directary
Administrator Netification

Patient Individualized Emergency Plan

Patient Safety Tips

Cover Your Cough

State Speciic Addendumis)

Moo W~

pEge®

Include the

B SIgning tnis consent, | acknowleage Tecelpt of the AVanna Homme Healn AGmISSion Bookiet ana confim my
ungerstanaing ana agreement with Its contents. | understand a copy of this consent snall be as valid as the original
and shall remain In effect until | am discharged from the agency. | olse understand that | Moy revoke this consent in
writing at any time.

BU SIgNINg, | CEMMy that | ROvE feceived na read e anove INTIMation. ANy QUESHONS CoNCemIng these polices nave

beEn dISCUssed. My SIgNature ISo Certnes My UNGETStanaing of and agreement With the above Polcies. | understana

|.am responsible for all charges not paid by Insurance. A phatocopy of this document s as valld as the original. You

may achieve a copy of this AOCUMENt Upon request 5

‘Document signed electronically, aigitol signature on flie. For reference only.



Bag Technique

Make sure there is a protective
barrier between any equipment
and the clinical bag that you
bring into the house. There
must be a clean and dirty side to
your bag. Have sanitizer
available to clean your
equipment. All your equipment
should be cleaned in between
each patient use.

Zipper all portions of the bag
completely during visit.

At all times, make sure that you
have PPE with you including
CPR barrier/mask, blood
pressure cuff, pulse ox,
universal protection kit, masks,
and gloves. If you are missing
any of these items, ask your
branch to replenish your
supplies. This includes N95
masks.

"
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Hand Hygiene

« Hand hygiene is a basic component of safe
patient care.

« It is the most important infection control
practice to reduce and/or eliminate the
source of infections.

» Direct patient contact and respiratory-tract
care are the highest risk patient care
activities that contaminate hands.

« Hand hygiene theory and practices must be
understood and correctly performed by all
employees who enter the family home, have
any patient contact, or will come into contact
with any inanimate objects in the home.

« Hand hygiene does not take the place of
wearing gloves, nor does wearing gloves
imply that hand hygiene is unnecessary.

* Gloves are to be worn according to the CDC
recommendations for standard precautions,
but they are not reliable to prevent hand
contamination during patient care activities.

.
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Hand Hygiene

Hand hygiene is performed in the following circumstances:
-Upon entering and prior to leaving the patient’'s home

-Before any contact is made with anyone in the work environment. i.e.
shaking hands

-Before and after having direct contact with the patient’s intact or non-
intact skin

-Before putting on gloves
-After removing gloves
-If there is visible dirt, blood or body fluids on the hands

-After contact with body fluids or excretions, or if contact is possible
with mucous membranes, broken or intact skin, or wound dressings
even if hands are not visibly soiled

-Before handling an invasive device (regardless of whether or not
gloves are used) for patient care, e.g., suction catheters, urinary
catheters, gastrostomy tubes

[ V
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Hand Hygiene

Hand hygiene is performed in the following circumstances:
-Before moving from a contaminated body site to a clean body site
during patient care, e.g., when moving from the perineal area to
tracheostomy stoma care
-After contact with equipment and inanimate objects in the immediate
vicinity of the patient.

-During or after a potential exposure to the organisms C. Difficile,
norovirus, or enterovirus

-Prior to handling or preparing medications

-Prior to preparing food

-Before and after eating

-After using the toilet

aveonnao:
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Hand Hygiene-Using sanitizer

Using an alcohol-based sanitizer:

1. Check the expiration date on the alcohol-based hand hygiene
product. Use a new bottle if it has expired or if the date is illegible. A
product with emollients is preferred.

2. Apply the product to the palm in one hand using the amount
recommended by the manufacturer, or the amount necessary to
thoroughly wet all surfaces of the hands including the palms, back of
hands, fingers, between fingers/webs, fingertips, and fingernails.
Amounts to consider are 3-5 mL of a liquid, the size of a dime for a gel,
or the size of an egg for a foam product.

3. Continuously rub the hands until they are dry, which should equal
approximately 20 seconds if the appropriate amount of product was
used. The alcohol must dry to provide effective antimicrobial action and
to decrease irritation. Hands should be dry before donning gloves.

4. Apply a compatible lotion or cream with emollients as needed to
prevent skin irritation or breakdown

lalViaValala¥Val
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Hand Hygiene-Using soap and water

Hand hygiene with soap and water:

1.

Wet the hands and wrists with warm water.

2. Apply soap to hands and lather thoroughly. Liquid soap is preferred.

3.

6.
7.

Do not use bar soap unless that is the only soap available.
Vigorously rub the hands together for a minimum of 20 seconds.
Interlace fingers and rub all surfaces of the hands, including the
palms, back of hands, fingers, between fingers/webs, fingertips and
fingernails using a circular motion. Keep the fingertips down to
facilitate the removal of microorganisms.

Rinse the hands with warm water and do not turn off the faucet with
your hands.

Thoroughly and gently dry from fingers to wrists with a paper towel,
or with a paper towel that has not previously been used.

Turn off the faucet with another paper towel.

Throw away the paper towel.
.

A I
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Discipline specific competency

 Prior to initiating patient visits, all therapists will be competencied
by a Registered Therapist of the same discipline.

 Clinical competency includes core abilities that are required for
fulfilling one’s role as a clinician. The Company assesses staff
competence in a systematic, measurable, and objective manner.

« Competency assessments measure an individual's professional
judgement, knowledge skills, which demonstrate critical thinking
skills appropriate to job responsibilities.

« Competency is evaluated through but not limited to direct
observation, return demonstration, review of process, LMS
modules, review of documentation in medical records, testing,
and/or verbal discussion.

~»
aveanna
healthcare 12



Discipline specific competency

Physical Therapist or Physical Therapy Assistant (PTA) Skills
Competency Assessment

Physical Therapist or PTA Name: D Initial |:| Annual

Clinician Self Rating

| A =Ican perform well | B = | need to review | C = | have no experience |

Competency Verification Method

DO = Direct Observation / Return LMS = Learning Management Modules
Demonstration
V = Verbal Question and Answer MRR = Medical Record Review
Qualified Observer (Physical Therapist)
Core Skills Self- Verification Completion Assessor
Rating Method Date Initials
Vital Signs (BP, HR, 02 Sat, RR, Temp A B orC
ROM testing with goniometer A, B, orcC
Manual muscle testing ABorC
Therapeutic exercise A, B, orcC
Transfer training A, B,orC
Bed mobility A,B,orC
Gait training A, B, orC
Stair training A,B,orC
Prosthetic training and management A B orC
Assist. device management and fitting A,BorC
Wound Care/Incision Management A B orC
Pain assessment A,B,orC
Application of gait belt A, BorC
Edema management A, BorC
Timed Up and Go A, B,orC
MAHC —10[_ ) NA for PTA A BorC

~

NAv/oonnoy
AN A AT TT T

healthcare 13




Welcome to Aveanna Home Health!
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