Warren County Health Services
Health Services Committee Meeting
March 28, 2014
Information Submitted By: Patricia Auer, DPH/DPS

Action Agenda/New Business

Request Resolution:

To amend the contract with United Healthcare Empire Plan provider to reflect agreement changes and
updated schedule of maximum allowable fees as specified in the revised agreement in a form approved
by the County Attorney.

Rationale: :

Under usual circumstances it is not necessary to request an updated resolution if it is just a matter of
updating reimbursement, but in this case there are minor language changes to the contract. After
consultation with the County Attorney, he feels the updated resolution is necessary.

Request Resolution:

To authorize a Memorandum of Understanding with Hudson Headwaters Health Network Ryan White
Program to enable staff from HHHN to provide HIV Testing at Warren County Health Services Sexually
Transmitted Disease Clinic at no cost to Warren County in a form approved by the County Attorney.
Rationale:

This is advantageous to Warren County Health Services as our staff has been providing this service
utilizing Ryan White Grant funds that are no longer available as the Ryan White Grant funds must now
cover only services provided by HHHN. Ginelle Jones, ADPH, has met with the Ryan White Program
coordinator and they have staff trained and available to provide the service. The amount of time
involved is about two hours per week.

Request Resolution:

Budget Transfer:

Please see Attachment #5, which will be distributed at the meeting.

Rationale:

The explanation is noted on the Attachment, and Tawn Driscoll, Fiscal Manager will be present at the
meeting to answer any questions.

Request Resolution:

To develop a Memorandum of Understanding between Warren County Health Services and Warren
County information Technology Department relative to the proper disposal of computer equipment to
assure that all patient privacy information is protected and all HIPAA (Health Insurance Portability
Accountability Act) regulations are followed in a form approved by the County Attorney.

Rationale:

This memorandum has been suggested by the Warren County Administrator to strengthen the policy for
disposal of technology equipment that includes private health information of patients. Should this
information be breeched in any way, it could lead to a costly situation for the county as well as
compromising an individual’s confidentiality with regard to private health information.



Request Committee Approval;

To authorize Sharon Schaldone, Assistant Director of Patient Services, and Tammie Delorenzo, Clinical
and Informatics Coordinator to attend the Home Care Association of New York State Educational
Program “Engage, Collaborate and Partner.” In Albany on April 23, 2014 at a cost of $329.00 per person.
Lunch is included in the conference fee.

Rationale:

The new health care market place, prompted by federal and state policy changes, is encouraging the
development of new models of service delivery, care provision and payment. Home care providers are
well positioned in this new marketplace to offer hospitals, health systems, physician practices and
health plans a value proposition for expertise and service delivery. It is important we are present to hear
what is said. Dr. John Rugge is one of the speakers and will discuss Patient Centered Homes.

Pending ltems
Update on Referral Numbers and Impact of Other Certified Agencies
Please see Attachment #4.
Information for Discussion
Emergency Response and Preparedness Activities: Please see Attachment #1 for the monthly report.

Report of New York State Department of Health Survey of the Certified Home Health Agency

Our Corrective Action Report has been reviewed and accepted. We have provided a copy of the report
for the minutes, and will have a copy available at the meeting for any members who wish to review it.
Sharon Schaldone, Assistant Director of Patient Services will be present at the meeting to provide a brief
summary of the report.

Laptop Computer Issues

The laptop computers we purchased in 2008 as part of our Electronic Medical Records Project are now
causing a number of issues that are impacting our visit productivity, staff morale, and are not able to
keep pace with the current technology. Although we knew at last year’s budget planning process that
replacement would be needed, we made some modifications by adding memory capacity that we hoped
would carry up through another year. That plan has not proven to be the case, and on March 13, we met
with County Administrator, Paul Dusek, Information Technology Director, Michael Colvin, and Assistant
to the Administrator, JoAnn McKinstry to discuss the issues and propose a plan for replacement.
Although Warren County has a replacement plan for computer equipment, our laptops were slated to
be upgraded as opposed to needing replacement . The Administrator and County IT Director concur
that the replacement needs to happen and state there are funds available to cover the cost.

Tammie Delorenzo, Fiscal and Informatics Coordinator will be present at the meeting to review the
specific issues and answer any questions.

Reports of Expenditures, Revenues, Overtime and Per Diem Use: Please see Attachment #2.
Revenue and Expense Comparison Report for 2013 vs 2014: Please see Attachment #3,

Tawn Driscoll, Fiscal Manager, will be present at the meeting to review the reports and answer any
questions. ’

Attachments:

#1 Emergency Response and Preparedness Activities Report

#2 Reports of Expenditures, Revenues, Overtime, and Per Diem Use

#3 Revenue and Expense Comparison Report for 2013 vs 2014

#4 Referral Numbers Comparisons

#5 Budget Transfer Request



BT ACTIVITY SHEET

BP2 - 7/1/13 - 6/30/14

Page 1

Topic Color Codes

Red/Chempack; Green/SNS; Blue/Mass Fatality; Black/Training;
Purple/Special Needs; Orange/Drill; Black/Pan Flu

Attachment 1

3rd QUARTER ACTIVITIES (January 1, 2014 - March 31, 2014) » = added to appropriate deliverable information

Date Type Subject/Comments Afttendees Topic (i.e. Chempack,
Dril, Mass Fatality, SNS,
Training, Pan Flu, Special
Needs)
3/4/14 Meeting »L-1 EPR Plan Review by Key BT Staff Dan Durkee, GCinelle
Jones, Pat Belden, Angela
Meade )
3/6/14 Fit Testing School Nurses (6) Ginelle Jones, Pat Belden
3/11/14 | Meeting BT Coordinators in Ballston Spa Dan Durkee
3/12/14 | Meeting }L—l} EPR Plan Dan  Durkee, Angela
Meade
3/17/14 | Meeting »>M-1 County Emergency Preparedness | Ginelle Jones, Dan
Assessment (CEPA) Durkee, et dl
3/18/14 | Training b L-4 & M-8 HSEEP Dan Durkee Training
3/19/14 | Tabletop »GFH “Evacuation of Behavioral Health | Dan Durkee
[special needs population)
3/19/14 | Webinar »M-5 ClinOps “Legal Issues” Angela  Meade, Amy
Bartlett
3/19/14 | Meeting bL-1 EPR Plon Dan  Durkee, Angela
: Meade
3/20/14 | Meeting »L-1 EPR Plan Review by Key BT Staff Dan  Durkee, Ginelle
Jones, Pat Belden, Patty
Myhrberg, Angela Meade
3/27/14 | Meeting B>M-19 Closed PODS/Legal Issues Dan  Durkee, Martin
Affredou, CA
3/31/14 | Webinar P M-4 ServNY - Build 56 Updates Angela Meade
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Revenue and Expense Comparison 2014 vs 2013

as of 3/28/14 meeting
3/28/14
Meeting 3/25/2013
EXPENSES 2014 YTD 2013 YTD Variance
Actual as of  Actual as of
3125/14 GIL 3/25/13
Salaries - Regular] — $520,275.23] $538,028.95] ($18,653.72)
Salaries - Overtime $26,746.53]  $3/411.19] ($10,664.66)
Salaries - Part Time $56,346.01 $39,324.02 $17,021.09
Salaries - Sick Leave Incentivel $0.00 $0.00 $0.00
100's PERSONAL SERVICES $603,367.77] $615,665.06] ($12,297.29)
200's EQUIPMENT - $2,494 .65 $7,758.50] ($5,263.85)
400's CONTRACTUAL $403,020.19] $1,024,400.73] ($621,380.54)
800's EMPLOYEE BENEFITS $458,498.45] $456,458.55 $2,039.90
TOTALS $1,467,381.06] $2,104,282.84 ($636,901.78)
2014 YTD 2013 Prior
REVENUES ACTUAL Year Totals

$468,539.01] $563,363.46] ($94,824.45)]

Note: The committee meeting was held on March 22,2013, compared to our
current meeting date of 3/28/14, therefore source was Budget Performance Report
as of 3/25/13 for comparison above and reflects the one payroll in March YTD.

Salaries:

As noted on financial page, Salary differences are due to open positions within the CHHA

department. Per Diem staff have been utilized to assist in nursing services. Part time
salaries, however also reflects an employee's cash out (65%) due to a retirement in January.

Contractual Services:

To note, in comparing the Preschool, Early Intervention, CHHA and LTC contractual

accounts, they are at this time 78.47% of the variance in Contractual expenss.One large reason
within Preschool, is that Prospect school still has not been approved for rates from the state and
therefore nothing has been paid for 2014. Also our El Program is paid through the Escrow account
which is much slower in paying invoices to vendors than we were in paying vouchers.

Contractual services seem skewed because of timing of payments being made.

We currently are in the middle of a check run, and those expenses are not seen above until

the batches have been paid and posted, which will not be until month end.

Attachment #3
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RESOLUTION REQUEST FORM NO. 7
Request to Amend County Budget*

*If this is the result of a grant award, also complete and submit
Form No.5or 6

DEPARTMENT NAME: Warren County Health Services-Family Health /Disease Program

DATE: March 28, 2014

(a) Purpose of Amendment: To amend the 2014 budget to transfer the revenue related to
the Lead Grant from the Family Health Program to the Disease Program to more
accurately reflect the expense related to the grant ($24,202.00).

(b)  Revenue Code (with title), and Amount:
A.4018.0020.4457 Family Health —Lead Revenue ($24,202.00)

Revenue Code (with title), and Amount:
A.4018.0030.4457 Disease Program —Lead Revenue $24,202.00



RESOLUTION REQUEST FORM NO. 4

Request for Extending, Rescinding or Amending Resolution

DEPARTMENT NAME:  Health Services

DATE: 03/28/2014

(a)

(b)

(©)

(d)
()

(f
(@)
(h)

Purpose of Contract Change: To amend the contract with United
Healthcare Empire Plan Provider to reflect agreement changes and
schedule of maximum allowable fees as specified in the revised
agreement in a form approved by the county attorney.

Resolution Number, or Numbers if Amended, which Authorized the
Original Contract: R. 192/2010 (see attached)

Name of Contractor: Empire Plan Network Manéqement United
Healthcare

Address of Contractor: 505 Boices Lane, Kingston, NY 12401

Contractor’s Contact Person and Telephone Number: _Geraldine Fairley,

1-877-769-7447 ext. 27975

Commencement Date of Amendment: 06/01/2014

Termination Date of Extension: per terms of current agreement

Payment Provisions:_per terms and amounts specified in contract

i) lump sum amount

ii) hourly rate amount

iii) total amount not to exceed

iv) how will payments be made (i.e. monthly,
quarterly, upon completion of the project, etc.

Where are the Funds for this Contract ? List Budget Code, (with title),
Object Code (with title), and Amount OR Capital Project OR Capital
Reserve Project Number and Title and Amount:

A 4010.1610 — CHHA Health Services Revenue
A 4018.0020.1612 Family Health Revenue
A 4054.0060.1604 Early Intervention Revenue




&/ <&
Wavren County Buard of Superbisors
RESOLUTION NO. 192 OF 2010

Resolution introduced by Supervisors Sokel, Thomas, Champagne, Taylor, Pitkin, L.oeb and
McDevitt

RATIFYING THE ACTIONS OF THE CHAIRMAN OF THE BOARD
OF SUPERVISORS IN EXECUTING AN AGREEMENT WITH UNITED HEALTH
CARE EMPIRE PLAN TO ALLOW RECEIPT OF REIMBURSEMENT OF NURSING
AND OTHER HEALTH RELATED THERAPEUTICAL SERVICES
- HEALTH SERVICES DEPARTMENT
WHEREAS, the Director of Public Health/Patient Services negotiated new rates with United Health
Care Empire Plan, which the Director has prior authority to do pursuant to Resolution Nos. 449 of 2006 and
485 of 2006, and
WHEREAS, upon receipt of the agreement with the new rates it was determined that the terms of
the agreement had been revised and in order to obtain the new rates beginning April 1, 2010, the Chairman
of the Board needed to sign the agreement prior to the March 19, 2010 Board meeting, now, therefore, be
it
RESOLVED, that the actions of the Chairman of the Board of Supervisors with respect to the

execution of the agreement with United Health Care Empire Plan relating to new rates and a revised

agreement, are hereby ratified.

\itdomain\BOS\COMMON\EDMONDSM Shared\RESOLUTIONS\2010-03Mar.19BoardMtgResos\R192.wpd\svn\
3/4/10



The NYS Empire Plan

. @ UnitedHealthcare Insurance Company of New York
N lte e care PO Box 2300 Kingston NY 12402-2300
3/1/2014

WARREN COUNTY HEALTH SVCS
1340 STATE ROUTE 9
LAKE GEORGE, NY 12845-3434

Re UnitedHealthcare Empire Plan Provider Agreement Changes
Including Updated Schedule of Maximum Allowable Fees

Dear Empire Plan Network Provider:

Enclosed please find the following updates to your UnitedHealthcare Empire Plan Provider Agreement:

Compensation Exhibit ‘
In accordance with recently enacted NYS law, non-routine fee schedule changes must be made with 90

days written or electronic notice. Therefore, effective 6/1/2014, we are replacing the existing
Compensation Exhibit with the enclosed version dated February 2014.

Base Agreement
In accordance with Section 12.8 of your current agreement, the changes made to the base agreement

require your signature and will become effective upon execution of the updated agreement by both
parties. Language clarifications and minor updates, including removal of references to HMOs or the
NYDOH, have been made throughout, and key updates can be found in the following sections:

*  Sectionl-1.1

= Sectionll—2.4,2.7

= Section i —3.3

= Section V4.4

= SectionV-5.0,5.1

»=  SectionVI-6.0

= SectionVIl—-7.0

= -Section IX

= SectionX-10.1

= SectionX1-11.1

= SectionXll—-12.3,12.8,12.11°

= Signature Section

Updated versions of all contract documents/exhibits have also been included here. Two copies of the
full agreement are enclosed. Both copies must be signed and returned. Photocopies or rubber-stamped
signatures are not acceptable. When received, both agreements will be executed by UnitedHealthcare
Insurance Company of New York. We will retain one, and the other will be returned to you along with a
notice informing you of the effective date. Return both signed/validated agreement(s) to Geraldine
Fairley at: Empire Plan Network Management, 505 Boices Ln, Kingston, NY 12401.

* MPIN 000537588



Home Care Provider Manual
Updates to this document have been made to support the above-referenced changes to the base
agreement and will become effective upon execution of the updated base agreement. Again, language
clarifications, minor updates and vendor changes have been made throughout, and key updates can be
found in the following sections:

=  How to Reach Us — Providing Official Written Notice, Disputes & Arbltratnon

»  Billing & Payments — COB/Fee Schedule

= Claims Overview — Appeals

Should you have any questions concerning this letter or your participation in general, please feel free to
write to us at the above address or contact your Empire Plan network account manager, Geraldine
Fairley, by calling 1-877-7NYSHIP (1-877-769-7447). Select the Medical Program from the main menu of
Empire Plan carriers/vendors, then the option for Medical Services Provider and leave a message for
your network account manager via extension 27975.

Sincerely,

Clifford Omstrom
Executive Director
The NYS Empire Plan

Enclosures

MPIN 000537588



WARREN COUNTY HEALTH SVCS

. INTRODUCTION

1.0 The words "we,” "us," "our,” and "UnitedHealthcare" in the Agreement means UnitedHealthcare Insurance
Company of New York and/or UnitedHealthcare Service LLC. The words "you" and "your" refer to the undersigned

Provider.

1.1 This Agreement applies to you and the services you provide in all of your practice arrangements and for all of your
tax identification numbers for which you have ownership and control.

Il. DEFINITIONS

2.0 UnitedHealthcare — UnitedHealthcare Insurance Company of New York and/or UnitedHealthcare Service LLC.

2.1 Coverage Documents - The contract, agreement, or policy between us and an employer, group, individual, or
employee health and welfare benefit plan ("Plan") which sets forth the Product(s), level, and type of health care
benefits available to Covered Persons.

2.2 Covered Persons - Individuals eligible to receive benefits under a Coverage Document.
2.3 Covered Services - Those services and benefits which a Covered Person is entitled to receive.

2.4 Payment Policies - The guidelines adopted by United for calculating payment of claims under this Agreement. The
Payment Policies may change from time to time as discussed in section 4.4 of this Agreement.

2.5 Payor - The parly financially responsible for payment for Covered Services, which are: (i) for insured Products, the
applicable UnitedHealthcare licensed insurer; or (i) for Administrative Services Only ("ASQ") business, the
applicable self-funded Plan

2.6 Products - Those Products offered by us in which you participate, as set forth in the Product Description Exhibits to
this Agreement.

2.7 Protocols - The programs and administrative procedures adopted by United or a Payor fo be followed by Provider
in providing services and doing business with United and Payors under this Agreement. These Protocols may
include, among othér things, credentialing and recredentialing processes, uilization management and care
management processes, quality improvement, peer review, customer grievance, concurrent review, retrospective
review, performance standards, audit programs, and other similar United or Payor programs. The Protocols may
change from time to time as discussed in section 3.3 of this Agreement.

. PROVIDING AND ARRANGING FOR HEALTH CARE SERVICES

3.0° You will provide Covered Services to Covered Persons in accordance with this Agreement, the applicable provider
Manual(s), and the applicable Coverage Documents.

3.1 You will not unlawfully discriminate against Covered Persons in any way in your provision of or arrangement for
health care services. You will provide or arrange for Covered Services to Covered Persons in the same manner, in
accordance with the same standard, and with the same availability as offered to other patients. You will continue to
have an independent responsibility to provide appropriate medical care to Covered Persons.

3.2 You will maintain all licenses and certifications required under State and Federal law for providers rendering the
type of services you provide. Such licenses and certifications must be maintained in good standing and not be
subject to any restrictions, suspensions, or probations. You will provide us upon request with evidence that you
comply with this requirement. You need to be credentialed in accordance with our Credentialing Plan for the

duration of this Agreement.
3.3 You will cooperate with and be bound by our Protocols:

3.3.1 You will use reasonable efforts to direct Covered Persons only to other providers that participéte in our
network.

3.3.2 You will respond to our requests for clinical information, accept and return telephone calls from our staff, as
required by us and as described in the Protocols.

The Protocols will be made available to you on-line or upon request. Some or all Protocols also may be
disseminated in the form of the applicable provider manual(s) or in other communications.

BASE AGREEMENT — ALLIED/ANCILLARY (oo0537588) page 1 of 6 UnitedHealthcare Empire Plan Agreement
February 2014 Confidential and Proprietary



Iv.

We may change the Protocols from time to time. We will use reasonable efforts to inform you at least 30
days in advance of any material changes to the Protocols. We may implement changes in the Protocols
without your consent if such change is applicable to all or substantially all providers of health care services in
our network and that practice the same specialty as you. Otherwise, changes to the Protocols proposed by
us are subject to the terms this Agreement that are applicable to amendments.

3.4 You will notify us in writing by certified mail or by overnight courier within ten (10) working days of the occurrence of

35
36

3.7

any of the following:

3.4.1 The revocation, suspension, restriction, probation, termination or voluntary relinquishment of any of the
licenses, certifications or accreditations required by this Agreement;

3.4.2 Any legal action pending against you for professional negligence which may reasonably be considered to be
a material loss contingency, and the final disposition of the action;

3.4.3 Any indictment, arrest or conviction for a felony or for any criminal charge related to the practice of your
profession;

3.4.4 Any determination that you are bankrupt, order appointing a receiver for you, or order approving a petition
seeking your reorganization under federal bankruptcy law,

3.4.5 Any judgment against you which might materially impair your ability to carry out your responsibiliies under
this Agreement;

3.4.6 Any change in your name or ownership, including Federal Tax ID number;
3.4.7 Any lapse or material change in the liability insurance coverage required by this Agreement;

3.4.8 Any restriction, suspension, revocation or voluntary relinquishment of your medical staff membership or
clinical privileges at any health care facility.

You will provide us with any information we may reasonably require to perform our functions under this Agreement.

You will assist us in providing orientation services to your staff, to the extent we reasonably request, about the
operation of the UnitedHealthcare Products in which you participate.

You will cooperate with us in coordinating benefits with other payors in accordance with the procedures set forth in
the applicable provider Manual(s).

ADMINISTERING PRODUCTS

4.0

41

4.2

We will administer the Products described in the Product Description Exhibits. We will conduct the Utilization
Management and Quality Improvement Programs. We will provide means for you to identify Covered Persons and
to determine the Product which covers them. You will allow UnitedHealthcare related corporations to share and use
internally Utilization Management and Quality improvement Program information obtained through any Product.

Generally speaking, our Utilization Management Programs include requirements for pre-authorization/pre-
notification of certain services rendered. Failtre to notify us of services requiring pre-authorization/pre-notification
may result in non-payment for those services. Utilization Management Programs also may require concurrent and
retrospective review of certain services, and procedures for assuring that care is delivered in the most appropriate
sefting.

Our Quality Improvement Programs consist of review of credentials and performance of provider applicants and

- participating providers to determine whether the provider meets our standards for quality, availability, accessibility

43

4.4

and cooperation.

The Utilization Management and Quality Improvement Programs are described in the applicable provider
Manual(s). Determinations made according to the Programs may affect the amount you are paid and your
continued participation with us. We will provide you with applicable Manual(s) and with periodic updates or
modifications to the Manual(s). Manual updates or modifications will become effective thirty (30) days from the date
you receive notice.

You will be paid for health care services provided to Covered Persons. You will be paid according to the applicable

Compensation Exhibits, and in accordance with our Payment Policies as described in the applicable provider
manual(s). You are responsible for collecting from Covered Persons that portion of any payment which constitutes a
copayment, coinsurance or deductible, if any. You agree that we may obtain reimbursement for overpayments by
off-setting against future payments.

You will be paid for Medically Necessary Covered Services only. Payment may be denied for not following
Protocols, for not filing timely, for services not covered under the Covered Person’s Benefit Plan, or for lack of
medical necessity as follows:

44.1 Payment may be denied in whole or in part if you do not comply with a Protocol or do not file a timely claim
as required under this Agreement.
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VI.

VIL.

VIIL.

In the event payment is denied under this subsection for failure to comply with a Protocol you -may appeal
the denial as set forth in the applicable provider manual(s).

A claim denied under this subsection (4.4.1) is also subject to denial for other reasons permitted under the
Agreement; reversal of a denial under this subsection (4.4.1) does not preclude us from upholding a denial
for one of these other reasons.

4.42 Services not covered under the applicable Benefit Plan are not subject to the rates or discounts of this
Agreement. You may seek and collect payment from a Covered Person for such services (provided that you
obtained the Covered Person's written consent), as outlined in the applicable provider manual(s).

4.5 We administer benefits for certain self-funded Plans on an ASO basis. We do not underwrite or insure the benefits.
The Plan and not us is the Payor and is financially responsible for all the Plan's benefits. When a Product is sold on
an ASO basis, the Plan, as Payor, will pay you for medically necessary Covered Services rendered under the
applicable Product on the same basis that we would have paid you had the Product been sold on an insured basis.

BILLING

5.0 You will not charge Covered Persons anything for the services you provide, if those services are Covered Services
under their Coverage Document, other than the applicable copayment, coinsurance, or deductible amount. If the
Covered Services you provide are denied or otherwise not paid due to your failure to file a timely claim, to submit a
complete claim, or based on our Payment Policies -and methodologies, you may not charge the Covered Person. If
the services you provide are not covered under our customers’ Coverage Document, you may, bill the Covered
Person directly. You further agree that: (1) this provision shall survive the termination of this Agreement regardless
of the cause giving rise to such termination and shall be construed to be for the benefit of Covered Persons; and 2
this provision supersedes any oral or written agreement to the contrary now existing or hereafter entered into
between you and the Covered Person or persons acting on the Covered Person's behalf,

5.1 You may bill Covered Persons for health care services which are not Covered Services; however, if the services
you provide are denied for reason of not being medically necessary, you may not charge the Covered Person
unless they have, with knowledge of our determination of a lack of medical necessity, agreed in writing to be
responsible for payment of those charges.

5.2 You must conduct Coordination of Benefits activities as permitted by State and Federal law and required by this
Agreement subject to reimbursement to the applicable Payor of Payor's funds.

UNITEDHEALTHCARE PRODUCTS

6.0 The Products offered by us are described in the Product Description Exhibits. We may notify you of the addition of
new products or the modification or elimination of existing products by sending you new Product Description
Exhibits’and related Compensation Exhibits. New Product Description Exhibits/Compensation Exhibits will become
effective™and a part of this Agreement ninety (90) days from the date that you receive them. If you are not in
agreement with these changes, you can terminate this Agreement in accordance with subsection 9.1. '

6.1 Whenever there is a conflict between the Product Description Exhibits/Compensation Exhibits and this Agreement,
the Product Description Exhibits/Compensation Exhibits will control.

MAINTAINING RECORDS

7.0 You will maintain adequate medical, financial and administrative records related to Covered Services rendered
under this Agreement, including claims records for the longer of six (6) years or the time required by State and
Federal law. You will provide copies of such records to Covered Persons, us, or State and Federal agencies, at no
cost, as outlined in the applicable provider manual(s).

7.1 You will maintain the confidentiality of all medical, financial and administrative records related to this Agreement to
the extent required by State and Federal law.

7.2 These responsibilities will survive the termination of this Agreement for any reason.

MARKETING

8.0 We may list your name, address, telephone number, public credentials and a factual description of your facilities
and services in provider directories, rosters, and marketing materials. You may represent yourself as a participating
provider in any product governed by the Agreement in which you participate. When this Agreement terminates
neither you nor UnitedHealthcare will engage in any activity which implies a continuing relationship.

8.1 Except as stated above, the parties reserve the right to and the control of the use of their respective names,
symbols, trademarks or service marks which they now use or may later develop. In addition, except as stated
above, neither party shall use the other party's name, symbols, trademarks or service marks in advertising or
promotional materials or other materials without the prior written consent of the other party.
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Xil.

TERM AND TERMINATION

9.0 The effective date of this Agreement is the date set forth on the signature page, and will continue in effect for three
(3) years, unless terminated by you or us as set forth below. After the Agreement has been in effect for three (3)
years, this Agreement will automatically renew for successive one (1) year terms unless terminated by you or us.

9.1 Either party may terminate this Agreement at any time by giving the other party at least sixty (60) days advance
written notice.

9.2 We may terminate this Agreement immediately upon notice to you if we determine that there is imminent harm fo a
Covered Person, a determination of fraud or a final disciplinary action by a state licensing board or other
governmental agency that impairs your ability to practice. - Imminent harm includes, but is not limited to: (i) you fail
to fully maintain any of the licenses, certifications or accreditations required by this Agreement, (ii) you are indicted,
arrested or convicted for a felony or for any criminal charge related to the practice of your profession, or (jii) we
determine that the immediate termination of this Agreement is necessary to protect the health, safety, or welfare of
Covered Persons. '

9.3 We may not terminate this Agreement solely because of you (1) advocating on behalf of a Covered Person; (2)
filing a complaint against us; or (3) appealing a decision made by us.

8.4 Termination notices must be sent by certified mail, return receipt requested, to Empire Plan Network Managément,
505 Boices Lane Kingston, NY 12401.

OBLIGATIONS AFTER TERMINATION

10.0 Both parties will remain liable for any obligations or liabilities arising from conduct prior to termination. You shall
notify any Covered Person seeking your professional services after the date of termination that you are no longer
participating as a provider with us.

10.1 With respect to cancellation of your agreement, the following will apply to all Covered Services rendered for
Covered Persons: (1) the reimbursement amount and provisions for payment stipulated in the Agreement will be in
effect for services provided prior to and including the effective date of cancellation; and (2) in the event that there
are Covered Services planned which will not be rendered prior fo the cancellation date, you will advise Covered
Persons of the cancellation of your agreement, thereby allowing each to be informed regarding his/her new financial
liability prior to the continuation of care.

INSURANCE AND INDEMNIFICATION

11.0 You will maintain at all times professional and comprehensive general liability insurance covering you, your
employees, and agents against liability arising in connection with your performance of this Agreement. The
professional and generat liability insurance will have limits of coverage as required by us. You will provide us upon
request with evidence of your compliance with these requirements.

11.1 Each of us is responsible for the costs, damages, claims, and liabilities that result from our own acts.

11.2 The provisions set forth in Section X! will survive termination of this Agreement for any reason.

GENERAL TERMS

12.0 The parties will use reasonable care and due diligence in performing this Agreement. You will be solely responsible
for the health care services you perform under this Agreement.

12.1 The provisions of this Agreement are independent of and separate from each other. If any one provision is
determined to be invalid or unenforceable, it shall not render any other provision invalid or unenforceable.

12.2 You may not assign this Agreement without our prior written consent. We may not assign this Agreement without
your prior written consent, except that we may assign this Agreement to an entity related to us. by ownership or
control without your prior written consent. '

12.3 You are an independent contractor. This means we do not have an employer-employee, principal-agent,
partnership, joint venture, or similar arrangement. It also means that you make independent health care treatment
decisions; we do not. We do not reserve any right to control those treatment decisions.

12.4 Except as provided in Paragraph 5.0 and 5.1, nothing in this Agreement shall create any rights or remedies in any
third parties.

12.5 Waiver of any part of this Agreement shall not be considered a waiver of any other part of this Agreement.

12.6 This Agreement shall be governed by the Employee Retirement Income Security Act of 1974, as amended

("ERISA"), if applicable, or by the laws of the state in which you are located. This provision will survive termination
of this Agreement for any reason.

12.7 Notices required or permitted by this Agreement must be in writing and sent by U.S. mail or overnight courier
service, to the following addresses:
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If to you: :
Your Name and Address as it appears on the signature page hereto.

Ifto us:
Empire Plan Network Management
UnitedHealthcare
505 Boices Lane
- Kingston, NY 12401

These addresses may be changed by sending a notice as required by this paragraph. Notices, including new
Product Description Exhibits/Compensation Exhibits, and provider Manual updates, will be considered to have been
received three (3) business days after mailing. This provision will survive termination of this Agreement for any
reason.

12.8 We may amend this Agreement or any of the appendices or exhibits on ninety (90) days written notice by sending
you a copy of the amendment. Your signature is not required to make the amendment effective. We may modify or
amend this Agreement, effective immediately, by sending you a notice if any State or Federal law, regulation or
agency requires us to make the modification or amendment. .

12.9 This Agreement and its present and subsequent Exhibits form the entire contract between you and us and
supersede all other agreements relating to the subject matter herein as of the effective date of this Agreement.

12.10 The headings and captions in this Agreement are for ease of reference only and are.not part of this Agreement.

12.11 We will work together good faith to resolve any disputes between us (“disputes”) including but not limited to all
questions of arbitrability, the existence, validity, scope or termination of the Agreement or any term thereof.

If one of us does not agree with an action taken by the other, we will resolve all disputes between us by following
the dispute procedures set out in the applicable provider manual(s). If we are unable to resolve the dispute within
60 days following the date one of us sends written notice to the other, and if either of us wishes to pursue the
dispute beyond those procedures set out in the applicable provider manual(s), they will submit the dispute to
binding arbitration in accordance with the Commercial Dispute Procedures of the American Arbitration Association
(see http://iwww.adr.org) within one year.

If the dispute pertains to a matter which is generally administered by our procedures, such as a credentialing or
quality improvement plan, the policies and procedures set forth in that plan must be fully exhausted by you before
you may invoke any right to arbitration under this Agreement.

We both expressly intend that any dispute between us be resolved on an individual basis so that no other dispute
with any-third party(ies) may be consolidated or joined with our dispute. We both agree that any arbitration ruling by
an arbitrator allowing class action arbitration or requiring consolidated arbitration involving any third party(ies) would
be contrary to our intent and would require immediate judicial review of such ruling. The arbitrator will not vary the
terms of:this Agreement and will be bound by governing law. We both acknowledge that this Agreement involves
interstate commerce, and is governed by the Federal Arbitration Act, 9 U.S.C. § 1 ef seq. The arbitrator will not
have the authority to award punitive or exemplary damages against either of us, except in connection with a
statutory claim that explicitly provides for such relief. Arbitration will be conducted in Albany, New York. The
decision of the arbitrator(s) on the points in dispute will be binding, and judgment on the award may be entered in
any court having jurisdiction.

If a court allows any litigation of a dispute to go forward, we both waive rights to a trial by jury with respect to that
litigation, and the judge will be the finder of fact. Any provision of this Agreement that is invalid or unenforceable
shall not affect the validity or enforceability of the remaining provisions of this' Agreement or the validity or
enforceability of the offending provision in any other situation or in any other jurisdiction.

in the event a party wishes to terminate this Agreement based on an assertion of uncured material breach, and the
other party disputes whether grounds for such a termination exist, the matier will be resolved through arbitration
under this Agreement. While such arbitration remains pending, the termination for breach will not take effect. This
section of the Agreement governs any dispute between us arising before or after execution of this Agreement and
this section shall survive and govern any termination of this Agreement.
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THIS AGREEMENT CONTAINS A BINDING ARBITRATION PROVISION THAT MAY BE ENFORCED BY THE PARTIES.

With your signature, you confirm you understand the contract, including the dispute resolution procedures and all appendices

and exhibits referenced in the attached Appendix 1.

IN WITNESS WHEREOF, the parties hereto have executed this Agreement effective as of the date executed by us below (the

"Effective Date").

UnitedHealthcare Insurance Company of New

York and UnitedHealthcare Service LLC

Provider _
Please print or type the following information:

By:

By:
(Signature) (Signature)

Name: Clifford Omstrom Name:
Title: Executive Director Title:
Effective Date: Date:

WARREN COUNTY HEALTH SVCS

(Provider Name)

1340 STATE ROUTE 9

.(Street Address)

LAKE GEORGE NY 12845-3434

(City) i (State) (Zip)
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APPENDIX 1

Home Care Services Provider

We include as part of our agreement the following additional materials that bind you and us:

Product Description Defines "participating entities" and lists the type of benefit contracts offered to our
Exhibit customers.

Compensation Exhibit  Provides definitions and stipulations regarding payment for services.
418 - Ancillary Home

Care Services Provider

Payment

Credentialed Home Outlines the Home Care Services Providers covered by this Agreement
Care Services Provider
Exhibit

Service Standards Outlines level and quality of services expected from Ancillary Provider in regard to both
Exhibit - Home Care Covered Persons and Plan.
Services

Home Care Provider Clarifies the mechanics of our relationship.
Manual

Appendix 1 — Home Care UnitedHealthcare Empire Plan Agreement
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PRODUCT DESCRIPTION EXHIBIT

SECTION 1: Participating Entities

The following entities have access to our agreement, and we may change these entities at any time:
= New York State and eligible political subdivisions (ie, The Empire Plan); and

= New York Power Authority.

SECTION 2: Products and Services

You shall participate in networks where your patients are enrolled in benefit contracts of the types generally described
below:

=  Benefit contracts where individuals are offered a network of participating physicians and other health care
professionals and must select a primary care physician, who in some cases must approve any care provided by
other health care providers. An option for this benefit contract allows individuals to receive health services from
non-participating physicians.

=  Benefit contracts where individuals are offered a network of participating physicians and other health care
providers but are not required to- select a primary care physician. An option for this benefit contract allows
individuals to receive health services from non-participating physicians.

Product Description Exhibit UnitedHealthcare Empire Plan Agreement
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COMPENSATION EXHIBIT 418

Ancillary Home Care Services Provider Payment

APPLICABILITY

Unless another Exhibit to this Agreement applies specifically to a particular Plan as it covers a particular Covered
Person, the provisions of this Exhibit apply to Home Care Covered Services rendered by Ancillary Home Care
Services Provider to Covered Persons covered by Plans sponsored, issued or administered by all Participating
Entities outlined in the Product Description Exhibit. -

SECTION 1: Definitions

Unless otherwise defined in this Section 1, a capitalized term used in this Exhibit shall have the meaning assigned to
it in this Agreement.

1.1

1.2

1.3

1.4

1.5
1.6

1.7

1.8

1.9

Covered Person Expenses: Copayments, deductibles, or coinsurance that are the financial responsibility of
the Covered Person according to the Covered Person's Plan.

Customary Charge: The fee for health care services charged by Ancillary Provider that does not exceed the
fee Ancillary Provider would ordinarily charge another person regardiess of whether the person is a Covered
Person.

Physician: A Doctor of Medicine ("M.D.”) or a Doctor of Osteopathy (“D.0.") or another health care professional
as authorized under state iaw, facility bylaws and the applicable Plan to refer patients for Covered Services.

Eligible Charges: The Customary Charge for Covered Services that are eligible for reimbursement to the
Ancillary Provider.

Ancillary Home Care Services Provider: Ancillary Provider who renders home care Covered Services.

Per Unit Payment: The payment rate made to Ancillary Provider for all authorized services rendered to a
Covered Person by Ancillary Provider during one hour of time.

Per Visit Rate: Consists of two Per Unit Payments made to Ancillary Provider for services performed during an
encounter wherein authorized services are rendered to Covered Person for a maximum period of two (2)
consecutive hours. '

Per Hour Rate: Consists of oﬁe Per Unit Payment made to Ancillary Provider for additional time beyond the
initial consecutive two-hour visit.

Per Diem: The payment rate made to Ancillary Provider for all authorized services rendered to a Covered

* Person by Ancillary Provider during one day.

1.10 Ancillary Medical Supplies: Include dressing supplies (gauze pads, sterile/unsterile gloves — per pair, ABDs,

Kerlix, Tape, Band-Aids); betadine wipes; peroxide; syringes for nurse-administered injection; laboratory tubes
and needles for drawing lab work; vacutainers; KY jelly; cotton balls; alcohol sponges; thermometers; ostomy
and/or diabetic supplies required during a nursing visit.

1.11 Extraordinary Sterile Medical Supplies: Those not defined as Ancillary Medical Supplies.

SECTION 2: Payment for Covered Services

2.1

2.2

Payment. For Covered Services rendered by Ancillary Provider to a Covered Person, Ancillary Provider shall
be paid by Payer the lesser of (1) Ancillary Provider's Eligible Charges, less any applicable Covered Person
Expenses and subject to the Payment Policies, or (2) the contract rates set forth in Section 2.4, 2.5, and 2.6 of
this Exhibit, less any applicable Covered Person Expenses and subject to the Payment Policies,

Timely Submission / Complete Claims. Payment under this Exhibit is subject fo the requirements set forth in
the Agreement regarding timely submission of a complete claim and in compliance with applicable Protocols
such as quality of service. ‘We or the other applicable participating entity will promptly adjudicate and pay your
complete claim for services covered by your patient's benefit contract. If you submit claims that are not
complete:

*  You may be asked for additional information so that your claim may be adjudicated: or

*  Your claim may be denied and you will be notified of the denial and the reason for it; or

*  We may in our discretion attempt to complete the claim and have it paid by us or the other applicable
participating entity based on the information that you gave in addition to the information we have.
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COMPENSATION EXHIBIT 418

Ancillary Home Care Services Provider Payment

2.3 Interest / Penaities. If governing law requires us to pay interest or another penalty for a failure to pay your
complete claim for covered services within a certain time frame, we will follow those requirements. The interest
or other penalty required by law will be the only additional obligation for not satisfying in a timely manner a
payment obligation to you. In addition, if we completed a claim of yours that was not complete, there shall be no
interest or other late payment obligation to you even if we subsequently adjust the payment amount based on
additional information that you provide.

2.4 Default Payment. In the event that a fee has not been established for a particular covered service or item, no
payment will be made.

2.5 Home Care Covered Services. For the provision of home care Covered Services rendered to a Covered
Person, the contract rates are as noted in the Home Care Services Maximum Rate Table below, subject to the
Payment Policies. Ancillary Provider must utilize the coding specified in the table and where applicable must
include shift hours worked per day on the claim form.

Table 1: Home Care Services Maximum Rate Table

Fee SchedulelD: 07465

R

HOME HEALTH AIDE .
Home health aide services consist of a visit by a Home Health Aide, who is supervised by a registered nurse (RN), assisting
the Covered Person, who is stable, recovering and/or improving, with personal care, ambulation and exercise, nutrition and food
preparation, essential household services, and simple procedural extensions of therapy services. In addition, the Home Health
Aide visit will consist of the Home Health Aide observing the Covered Person and reporting any changes in the Covered
Person's status.

Included in the Payment Rates for Home Health Aide:

All ancillary medical supplies, professional and non-professional services associated with a Home Health Aide visit,
educational materials, Covered Person education, clinical management (i.e. monitoring, on-call, record keeping, etc.), and
mileage associated with the care rendered by the Ancillary Provider during an encounter wherein the authorized Health
Services are rendered by Ancillary Provider.

HOME HEALTH AIDE, PER HOUR
fequal to one Per Unit Payment]

HOME HEALTH AIDE, PER VISIT(UP TO 2 HOURS)
[equal to two Per Unit Payments]
* The code and fee for a home health aide visit is subject to the Centers for
Medicare and Medicaid Services (CMS) releasing a HIPAA compliant code
s9122* for a 2-hour visit. In the event CMS does not release such a code, Ancillary ~ $ 100.00 PER VISIT
Provider shall continue to use 89122 until such time CMS prevents the use
-~ ofit. §9122 represents one Per Unit Payment - Ancillary Provider should
identify a home health aide visit in hourly increments using two (2) Per Unit
Payments (ie, list $9122 twice).

NURSING ~ SKILLED (REGISTERED NURSE)

Skilled nursing services consist of a visit by a Registered Nurse (RN), who may have specialty certifications (i.e., Infusion
Nursing), for evaluation and management of a Covered Person. In most cases, the Covered Person may be unstable,
recovering responding inadequately to a therapy regimen or may have developed a significant complication that requires
skilled nursing services.

Included in the Payment Rates for Skilled Nursing Services:

All ancillary medical supplies, professional services associated with skilled nursing services, educational materials, Covered
Person education, clinical management (i.e., monitoring, on-call, record keeping, etc.), and mileage associated with the care
rendered by the Ancillary Provider during an encounter wherein the authorized Health Services are rendered by Ancillary

Provider.

REGISTERED NURSE (RN) SERVICES, PER HOUR
[equal to one Per Unit Payment}

REGISTERED NURSE (RN) SERVICES, PER VISIT (UP TO 2 HOURS)
[equal to two Per Unit Payments] ’
+ The code and fee for a skilled nursing visit is subject to the Centers for
Medicare and Medicaid Services (CMS) releasing a HIPAA compliant code
§9123* for a 2-hour visit. In the event CMS does not release such a code, Ancillary ~ $ 160.00 PER VISIT
Provider shall continue to use 59123 until such time CMS prevents the use
of if. 59123 represents one Per Unit Payment - Ancillary Provider should
identify a skilled nursing visit in hourly increments using two (2) Per Unit
Payments (e, list $9123 twice).

Compensation Exhibit - Ancillary Home Care Services Provider - page 2 of 6 UnitedHealthcare Empire Plan Agreement
February 2014 Confidential and Proprietary



COMPENSATION EXHIBIT 418

Ancillary Home Care Services Provider Payment

NURSING - LICENSED PRACTICAL NURSE

Licensed practical nursing services consist of a visit by a Licensed Practlcal Nurse (LPN), wherein the LPN observes and
continues the implementation of the home care plan for an established Covered Person under the supervision of a Registered
Nurse. In most cases, the Covered Person is stable recovering and/ or lmprovmg However, the Covered Person may be
responding inadequately to the therapy regimen or may have developed a minor complication. )

Included in the Payment Rates for Licensed Practical Nursing Services: .

All ancillary medical supplies, professional services associated with licensed practical nursing services, educational

J materials, Covered Person education, clinical management (i.e., monitoring, on-call, record keeping, etc.), and mileage
associated with the care rendered by the Ancillary Provider durmg an encounter wherein the authorized Health Services are
rendered by Ancillary Provider.

LICENSED PRACTICAL NURSE (LPN) SERVICES, PER HOUR

S9124 [equal to one Per Unit Payment] $ 80.00 PER HOUR
LICENSED PRACTICAL NURSE (LPN) SERVICES, PER VISIT (UPTO 2
HOURS)
[equal to two Per Unit Payments]
* The code and fee for an LPN nursing visit is subject to the Centers for
S9124* Medicare and Medicaid Services (CMS) releasing a HIPAA compliant code $ 160.00 PER VISIT

for a 2-hour visit. In the event CMS does not release such a code, Ancillary

Provider shall continue to use the above code until such time CMS prevents

the use of it. S9124 represents a Per Unit Payment - Ancillary Provider

should identify LPN nursing visit in hourly increments using two (2) Per Unit
" Payments (ie, list 59124 twice).

NURSING ~ HIGH TECH ~ INFUSION ONLY

These codes apply to nursing services for the purpose of home administration of infusion/specialty drugs only.
Included in the Payment Rates for HighTech Nursing Services:

All ancillary medical supplies, nursing services, educational materials, Covered Person education, clinical management
(i.e., monitoring, on-call, record keeping, etc.), and mileage associated with the care rendered by the Ancillary Provider
dunng an encounter wherein the authorized Health Services are rendered by Ancillary Provider.

99601 HIGH TECH NURSING SERVICES, PER VISIT (UP TO 2 HOURS) $ 160.00 PER VISIT
99602 HIGH TECH NURSING SERVICES, EACH ADDITIONAL HOUR $ 80.00 PER HOUR
MEDICAL SOCIAL SERVICES

Medical social services consist of a licensed medical social worker providing information, assistance and support in
accessing and obtaining community services to assist the Covered Person and his or her family to better cope with the
stresses of iliness and/or disability.

Included in the Payment Rate for Medical Social Services:

All ancillary medical supplies, professional services associated with medical social services, educational materials, Covered
Person education, clinical management (i.e. monitoring, on-call, record keeping, etc.), and mileage associated with the care
rendered by the Ancillary Provider during each day the authorized Health Services are rendered by Ancillary Provider in
accordance with the treatment plan requested or recommended by the Covered Person's Physician.

§9127 MEDICAL SOCIAL SERVICES, PER DIEM $ 110.00 PER DIEM

OCCUPATIONAL THERAPY

Included in the Per Diem Rate for Occupational Therapy:

All ancillary medical supplies, professional services associated with occupational therapy, educational materials, Covered
Person education, clinical management (i.e., monitoring, on-call, record keeping, etc.), and mileage associated with the care
rendered by the Ancillary Provider during each day the authorized Health Services are rendered by Ancillary Provider in
accordance with the treatment plan requested or recommended by the Covered Person’s Physician.

OCCUPATIONAL THERAPY EVALUATION

97003 Evaluation code to be billed on initial visit only and only if the Occupational $ 110.00
Theraptst is the home care professional who is opening the case for .
services.

§9129 OCCUPATIONAL THERAPY, PER DIEM $ 110.00 PER DIEM

PHYSICAL THERAPY '

Included in the Per Diem Rate for Physical Therapy:

All ancillary medical supplies, professional services associated with physical therapy, educational materials, Covered
Person education, clinical management (i.e., monitoring, on-call, record keeping, etc.), and mileage associated with the care
rendered by the Ancillary Provider during each day the authorized Health Services are rendered by Ancillary Provider in
accordance with the treatment plan requested or recommended by the Covered Person’s Physician.

PHYSICAL THERAPY EVALUATION
97001 Evaluation code to be billed on initial visit only. $ 110,00
$9131 PHYSICAL THERAPY, PER DIEM $ 110. 00 PER DIEM
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COMPENSATION EXHIBIT 418

Ancillary Home Care Services Provider Payment

26

27

2.8

RESPIRATORY THERAPY

Included in the Payment Rates for Respiratory Therapy:

All ancillary medical supplies, professional services associated with respiratory therapy, educational materials, Covered
Person education, clinical management (i.e. monitoring, on-call, record keeping, etc.), and mileage associated with the care
rendered by the Ancillary Provider during each day the authorized Health Services are rendered by Ancillary Provider in
accordance with the treatment plan requested or recommended by the Covered Person’s Physician.

99503 HOME VISIT FOR RESPIRATORY CARE, PER DIEM ‘ $ 110.00 PER DIEM
99504 HOME VISIT FOR MECHANICAL VENTILATION CARE, PER DIEM $ 110.00 PER DIEM
SPEECH THERAPY

Included in the Payment Rate for Speech Therapy:

All ancillary medical supplies, professional services associated with speech therapy, educational materials, Covered Person
education, clinical management (i.e. monitoring, on-call, record keeping, etc.), and mileage dssociated with the care
rendered by the Ancillary Provider during each day the authorized Health Services are rendered by Ancillary Provider in
accordance with the treatment plan requested or recommended by the Covered Person’s Physician.

59128 SPEECH THERAPY, PER DIEM $ 120.00 PER DIEM

ENTEROSTOMAL THERAPY

Included in the Payment Rate for Enterostomal Therapy:

All anciliary medical supplies, professional services associated with enterostomal therapy, educational materials, Covered
Person education, clinical management (i.e. monitoring, on-call, record keeping, etc.), and mileage associated with the care
rendered by the Ancillary Provider during each day the authorized Health Services are rendered by Ancillary Provider in
accordance with the treatment plan requested or recommended by the Covered Person’s Physician.

59474 ENTEROSTOMAL THERAPY, PER DIEM $ 110.00 PER DIEM

NUTRITIONAL COUNSELING, DIETITIAN VISIT

Included in the Payment Rate for Nutritional Counseling, Dietitian Visit:

All anciliary medical supplies, professional services associated with nutritional counseling/dietitian visit, educational
materials, Covered Person education, clinical.management (i.e. monitoring, on-call, record keeping, etc.), and mileage
associated with the care rendered by the Ancillary Provider during.each day the authorized Health Services are rendered by
Anciliary Provider in accordance with the treatment plan requested or recommended by the Covered Person’s Physician.

59470 NUTRITIONAL COUNSELING, DIETITIAN VISIT, PER DIEM $ 110.00 PER DIEM

DIABETIC MANAGEMENT PROGRAM, DIETITIAN VISIT

Included in the Payment Rate for Diabetic Management Program, Dletman Visit:

All ancillary medical supplies, professional services associated with nutritional counseling/dietitian visit, educational
materials, Covered Person education, clinical management (i.e. monitoring, on-call, record keeping, etc.), and mileage
associated with the care rendered by the Ancillary Provider during each day the authorized Health Services are rendered by
Ancillary Provider in accordance with the treatment plan requested or recommended by the Covered Person's Physician.

S9465 DIABETIC MANAGEMENT PROGRAM, DIETITIAN VISIT, PER DIEM $ 110.00 PER DIEM

Maximum Hours. No more than 16 hours of private duty nursing services by an individual nurse will be
reimbursed in any 24-hour period, and there must be a minimum of 8 hours between any 16-hour shifts.
Emergency situations will be reviewed on an individual basis.

Prior Notification Requirements. Prior notification to Plan is required for all home care services
provided. Nofification for all initial and concurrent requests for services is made during normal business hours
(Monday through Friday, 8:00am — 4:30pm EST) by calling the Care Coordination Unit toll-free at 1-877-
TNYSHIP (1-877-769-7447); select UnitedHealthcare from the menu of Empire Plan carriers/vendors, then the
option for the Home Care Advocacy Program. If additional hours are required beyond the notification for the
initial services, notification will need to be made to the Plan prior to rendering additional home services. Failure
to obtain prior notification will result in non-payment for services rendered, except in the case of emergency. In
case of emergency services rendered without prior nofification, Ancillary Provider must provide notification the
next business day or as soon as reasonably possible. In no event shall the Covered Person be billed for any
portion of otherwise covered services not reimbursed by UnitedHealthcare due to failure to notiy.

Extraordinary Sterile Medical Supplies. If required, Ancillary Provider shall refer Covered Person to an

- Empire Plan coniracted medical supply provider. Payment to Ancillary Provider for extraordinary sterile medical

supplies will be considered on an individual basis subject to Default Payment as outlined in section 2.3 where
appropriate.
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COMPENSATION EXHIBIT 418

Ancillary Home Care Services Provider Payment

SECTION 3: Miscellaneous Provisions

3.1 Routine Updates. Routine updates occur when United mechanically incorporates revised information created
by the Fee Source, and as described below, to update the Fee Amounts calculated in accordance with this Fee
Information Document. United routinely updates its fee schedule: (1) to stay current with applicable coding
practices; (2) in response to price changes for immunizations and injectable medications; and (3) to remain in
compliance with HIPAA requirements. United will not generally attempt fo communicate routine updates of this
nature. The types of routine updates, and their respective effective dates, are described below.

Annual Changes to Relative Value Units, Conversion Factors, or Flat Rate Fees:

This fee schedule follows a "stated year" construction methodology. The RVU, the Conversion Factor, and
the flat rate fees (non-RVU based fees such as DME fees) will be locked in as the basis for deriving Fee
Amounts. Therefore, the annual publication of RVUs and Conversion Factors by CMS may affect this fee
schedule. Generally, any RVU, Conversion Factor, or flat rate'fee changes published in subsequent years
By the Primary Fee Sources will not be réflected in this fee schedule except, for example, to add Fee
Amounts for new codes or to replace alternate Fee Basis amounts.

United shall have the right to update any codes such as ICD-8-CM, HCPCS Code, CPT Code and/or ASA
Code from time fo time according to changes in the industry, including among other things, (a) the latest
edition of the Current Procedural Terminology (CPT) manual which is revised by the American Medical
Association, (b) the latest edition of the HCPCS manual which is revised by the Centers for Medicare and
Medicaid Services (CMS), (c) the latest edition of the ICD-8-CM which is issued by the U.S. Department of
Health and Human Services, (d) the latest edition of the Relative Value Guide which is revised by the
American Society of Anesthesiologists and (e) the latest guidelines from the Centers for Medicare and
Medicaid Services (CMS). Additionally, as codes are updated, United may update the code or code ranges
within this Exhibit, or within the Representative Schedule of Maximum Allowable Fees to be consistent with
the services indicated in the table or section. United will make best efforts to update and implement any
new or revised Basic Value Units by April 1 of each year or within 90 days following publication by and
availability from the ASA, whichever occurs later. Updated Basic Value Units for the current year will be
utilized for claims payment as indicated in the Payment Policies.

UnitedHealthcare routinely updates its Empire Plan fee schedule in response to additions, deletions, and
changes to CPT codes by the American Medical Association, and in response to similar changes to other
service coding and reporting conventions that are widely used in the health care industry, such as those
maintained by the Centers for Medicaid and Medicare Services (ie, HCPCS, etc.). Ordinarily, the fee
schedule is updated using similar methodologies for similar services. We will not generally attempt to
comrunicate routine maintenance of this nature. However, for non-routine fee schedule changes which are
intended to substantially alter the overall methodology or reimbursement level of the fee schedule, we will
give you 90 days written or electronic notice of the changes.

Claims already processed prior to the change being implemented by United will not be reprocessed unless
otherwise required by law. In the event that CMS does not publish a complete set of Fee Basis amounts for
a specific code (for example: Global, -TC, and -26 fees) and the code contains a status code of "C"
(indicating the code is carrier priced), United will use reasonable commercial efforts to establish Fee
Amounts for all modifiers associated with the code based on fee information available and published by the
local fiscal intermediary and by fiscal intermediaries from other locations.

Updates in Response to Changes Published by Primary Fee Sources:

United updates its fee schedule in response to changes published by Primary Fee Sources as a result of
additions, deletions, and changes to CPT codes by the AMA or HCPCS codes by CMS and any subsequent
changes to CMS’ annual update. United updates its fee schedules for new CPT/HCPCS codes using the
applicable Conversion Factor and Pricing Level of the original construction methodology along with the then-
current RVU of the published CPT/HCPCS code.

Price Changes for Inmunizations and Injectables:

United annually updates the Fee Amounts in response to price changes for immunizations and injectables
published by the Fee Sources. In addition, United's Executive Drug Pricing Forum (EDPF) meets on a
regular basis to review and evaluate the drug prices that will be used in each update. The EDPF may
address topics including pricing for emerging drugs, anticipated manufacturer price changes, and special
circumstances (for example, H1N1 vaccine). Based on supporting information provided by the drug
manufacturer or the Fee Source, United’'s EDPF may elect to establish a Fee Amount or override a Fee
Amount, as published by the Fee Source, in favor of a Fee Amount that is more appropriate and reasonable
for a particular vaccine or drug. These Fee Amount updates will be effective January 1 of each year for
immunizations and October 1 of each year for injectables.
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COMPENSATION EXHIBIT 418

Ancillary Home Care Services Provider Payment

3.2

3.3

3.4

3.5

3.6

3.7

3.8

3.9

=  Other Updates:
United reserves the right, but not the obligation, to perform other updates as may be necessary to remain
consistent with a Primary Fee Source. United also will perform other updates as may be required by
applicable law from time to fime. Claims already processed prior to the change being implemented by
United will not be reprocessed unless otherwise required by law.

Maximums Listed. Fee Amounts listed in the fee schedule are all-inclusive, including without limitation any
applicable taxes. Unless specifically indicated otherwise, Fee Amounts represent global fees and may be subject
to reductions based on appropriate Modifier (for example, professional and technical modifiers). As used in the
previous sentence, "global fees" refers to services billed without a Modifier, for which the Fee Amount includes
both the professional component and the technical component. Any co-payment, deductible or coinsurance that
the customer is responsible to pay under the customer's benefit contract will be subtracted from the listed Fee
Amount in determining the amount to be paid by the payer. The actual payment amount is also subject fo matters
described in this agreement, such as the Payment Policies. No payments will be made for any CMS additional
compensation programs, including without limitation incentive or bonus payment programs. Please remember
that this information is subject to the confidentiality provisions of this agreement.

Included/Excluded Codes. The inclusion or exclusion of any code in the fee schedule does not ensure or
preclude coverage or benefits for a particular service, item, or procedure. It simply means that a value has or
has not been assigned to that code. Coverage and benefit amounts are determined in accordance w:th plan
provisions and the Payment Policies.

Confidentiality. We are both prohibited from disclosing to third parties any fee schedule or rate information.

There are three exceptions:

= You can disclose {o a patient information relating to our payment methodology for a service the patlent is
considering (eg, global fee, fee for service), but not specific rates.

= We and the participating entities may use this information to administer your patients' benefit contracts and
to pay your claims. We also may permit auditors and other consultants who need the information to perform
their duties, all who are subject to a confidentiality agreement, to have access to this information.

= We both may produce this information in response to a court order, subpoena or regulatory requirement to
do so, provided that we use reasonable efforts to seek to maintain confidential treatment for the information

Inclusive Rates. The following services related to home care performed by the Ancillary Provider are included
in the rates established by section 2.5 of this Exhibit and shall not, in any case, be billed to a Covered Person,
nor shall there be any separate billing of these services allowed:
= Costs incurred when Ancillary Provider is unable to locate Covered Person or Covered Person is not
present at location determined for visit;
Costs incurred for all mileage associated with care rendered;
= Costs in connection with consultation with family of Covered Person;
= Costs incurred for “escort” services for professionals to location of Covered Person.

Medical Treatment Plan. Home care services must be provided pursuant to a medical treatment plan by and
under the supervision of a Physician. Such medical treatment plan must be pursuant to the Covered Person's
benefit contract.

Daily Nursing Documentation. Ancillary Provider must maintain daily nursing documentation of care rendered
to Covered Person. Copies of daily nursing documentation must be sent to Plan upon request.

Level of Care Required. Ancillary Provider shall monitor leve! of care rendered to Covered Person and ensure
that the professional(s) rendering such care is(are) commensurate with the Covered Person’s required care and
bill based on the level of care required regardiess of the status of the professional actually performing services.
For example, If an RN renders services that could have been supplied in their entirety by a Home Health Aide,
Ancillary Provider will identify and bill those services using the Home Health Aide code(s) and rate(s).

Laboratory Work. Ancillary Provider shaill have all laboratory work done by one of Participating Plan's
nationally, regionally, or locally contracted reference laboratories and billed by the laboratory. Failure to utilize a
contracted laboratory shall resuit in disapproval of reimbursement for the difference between the actual costs
incurred and the rates which would have been realized under the laboratory agreements.

3.10 Unable to Provide Service. In the event that Ancillary Provider is unable {o provide Health Services to a

Covered Person, Ancillary Provider shall arrange and pay for services rendered by another health care provider,
upon approval by Pamclpatmg Plan. Ancillary Provider shall bill Payor, and Payor shall reimburse Ancillary
Provider for such services rendered by another health care provider, but only up to the amount and under the
Protocols stated in this Compensation Exhibit.

Compensation Exhibit - Ancillary Home Care Services Provider - page 6 of 6 UnitedHealthcare Empire Plan Agreement
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CREDENTIALED HOME CARE SERVICES PROVIDERS

List of Contracted Home Care Services Providers :

1. For purposes of this Agreement, Covered Services shall be limited to such services provided by Home Care
Services Providers that are covered by this Agreement and have been credentialed by UnitedHealthcare.

2. As of 3/1/2014, the below outlined Home Care Services Providers are covered by this Agreement.

3. This list will be amended as needed when Home Care Services Providers are added to or removed from the
Agreement.

146002576 07465

WARREN COUNTY HEALTH SvVCS

Credentialed Home Care Services Providers Exhibit - page 1 of 1 UnitedHealthcare Empire Plan Agreement
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SERVICE STANDARDS EXHIBIT

Home Care Services

i AT G e e P e e e
Access *  Ancillary Provider will accept all case referrals for services within their licensure, scope of

practice and geographic service area. Less than 2% of all home care cases referred to
Ancillary Provider are declined.

24 hour/7 day availability *  RNs and other Ancillary Provider staff are available 2477 and Customers are given
documentation on after hours numbers.

Staffing Compliment and = There is a compliment of RNs available that are certified in their applicable specialty or who

Credentials have a level of certification, licensure, education and/or experience acceptable to

UnitedHealthcare or who are under the supervision of an RN who meets cerification,
licensure, education and/or experience acceptable to UnitedHealthcare.

Staff Orientation and = There is a written orientation plan with documented skill demonstrations.
Ongoing Training *  Minimum skill demonstration requirements identified/met before staff go “solo”.
*  There is dedicated training staff.

»  There is documentation of initial and ongoing training programs including polices and
procedures.

Continuing Education 3 > 6 programs per year related to new technology or documented areas needing improvement
are presented to Ancillary Provider staff.

* >3 programs are designed and presented to referring Physicians and Participating Plan care
coordinators upon request

Sub-Contracted Providers *  Ancillary Provider will conduct audits every two years of their sub-contractors to ensure that
staffing credentials, response time, incidents and satisfaction meet the same standards as
Ancillary Provider.

*  Ancillary Provider will provide Ancillary Program Contract Manager, upon request, a current
listing of all sub-contracted providers.

*  There are complaints registered on < 2 % of Sub-Contracted Provider cases.

First Visit Response »  100% same day or first day. requested limited only by patient avallablhty

i l5}5f~e“é510nal Accredltatvon . Ancxllary Prowder must be accrednted by\JCAHO in an prowder s;tes servmgUmtedHealthcare

*  Ancillary Provider will have Medicare and Medicaid provider numbers in all geographic areas in
which Health Services are administered.

Consistency *  There is documentation of consistent training programs including policies and procedures in all
Angcillary Provider sites.

Continuous Quality *  There is a documented CQI program identifying (through data) opportunities for real time,

Improvement measured improvement in areas of core competencies in all Service categories.

(can *  There are demonstrated ties between CQl findings and staff orientation, training, policies and
procedures.

*  There is a quarterly report submitted by Ancillary Provider to the Ancillary Program Contract
Manager ("APCM") regarding above CQI process, upon request.

Customer Complaints »  Complaints are logged by category and type, with specific corrective action plans for any
_patterns

*  There are complaints registered on < 2 % of cases.

Plan Participant Grievances | »  Ancillary Provider shall participate in the Plan Participant Grievance resolution process as
noted in the Home Care Provider Manual.

. Ancmary Provider will respond to documented issue within 24 hours of complaint, resolving
issue as appropriate and within a reasonable time frame, and provide Ancillary Program
Contract Manager with a written response within 5 business days to include specific corrective
action plan.

*  Written response shall be sent via facsimile to the fax number indicated in the How to Reach
Us section of the Home Care Provider Manual.

Referring Physician *  Complaints are logged by category and type, with specific corrective action plans for any
Complaints patterns.
*  There are complaints registered on <2 % of cases.
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SERVICE STANDARDS EXHIBIT

Home Care Services

éﬂﬁrvey Results ’

e

i : e e S
»  Ancillary Provider shall have available and where applicable, upon Participating Plan request,
JCAHO accreditation status, Customer and Physician satisfaction surveys, Medicare/Medicaid
surveys and any other documents referenced in this Agreement, subject to rules and
regulations governing Customer confidentiality.

Utilization

»  Ancillary Provider will submit to Ancillary Program Contract Manager, upon request, separate
quarterly reports on volume of services by type of service.

Reports will include but not be limited to the'following: average number of nursing visits per
case, number of readmits to the-hospital, percent of cases Ancillary Provider filled during the
reporting period, average time Ancillary Provider took to respond to requests for services,
number of no shows, types of cases-Ancillary Provider was not able to fill during the reporting
period, and utilization by referring Physician.

Incidents

E"Electi'o-r'{ilc': Blllmg

Error rate is < 2%.

95% of allclalms are submltted electromcally

Complete/Clean Claim

95% of all claims submitted are accurate and contain all information necessary to process the

Reconciliation

Submission claim as defined in the applicable Compensation Exhibit and Provider Manual.
Coding Methodology *  Standard coding methodology is.used in billing UnitedHealthcare.
Accounts Receivable *  Monthly AR reconciliation is done with results reported to Ancillary Program Contract Manager

SRR DR

lrainingand.communication:

quarterly. _
Corrective action.plan is developed to resolve outstanding AR issues.

rd quarterly meetxgs W|th Par’ucnpatmg F‘Ian to revxew data reports quahty

Participating Plan

Administrative issues, and address any administration issues.

Communications

Staff Training »  All Ancillary Provider staff members havfng direct contact with Customer shall be fully
educated in the Empire Plan, the home health care benefit and Care Coordination Unit policy
and procedure and have access to the Empire Plan Home Health Care Provider Manual.

“Account Support »  There is a documented plan and adequate staffing to conduct initial education and ongoing

interface with UnitedHealthcare staff.
*  Ancillary Provider shall appoint a coordinator who will assume the day-to-day responsibilities
with regard to Ancillary Provider performance under this agreement and serve as the primary
liaison with UnitedHealthcare. The coordinator will also assist UnitedHealthcare in resolving
Customer issues.
Ancillary Provider shall participate in regularly scheduled ongoing contract management
meetings with the Ancillary Program Contract Manager.

Service Standards Exhibit - Home Care - page 2 of 2
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RESOLUTION REQUEST FORM NO. 3

Request for New Memorandum of Agreement

DEPARTMENT NAME: Health Services

DATE: 03/28/2014

(@)
(b)

(c)
(d)
(e)

(f)

(9)

(h)

(i)

0)

Is this a Result of a Bid or Request for Proposal? No

Purpose of Contract: To authorize a Memorandum of Agreement with Hudson
Headwaters Health Network Ryan White Program to provide HIV testing services at
Warren County Health Services sexually transmitted disease clinics at no cost to
Warren County in a form approved by the county attorney.

Name of Contractor: Hudson Headwaters Health Network

Address of Contractor: 9 Carey Road, Queensbury, NY 12804

Contractor's Contact Person and Telephone Number: Erika Walker, 761-0300 ext.
31850, email: ewalker@hhhn.org

Has or will the Contract be provided, if so, please attach: Yes

Commencement Date of Contract: 05/01/2014

Termination Date of Contract; per terms in memorandum of understanding

Payment Provisions: Not applicable

i) lump sum amount -

ii) hourly rate amount

iii) total amount not to exceed

iv) how will payments be made (i.e. monthly, quarterly, upon
completion of the project, etc.

Where are the Funds for this Contract ? List Budget Code, (with title), Object
Code (with title), and Amount: OR Capital Project OR Capital Reserve Project
Number, and Title, and Amount:

Not applicable no finances exchanged between Warren County and Hudson
Headwaters Health Network for this initiative.




MEMORANDUM OF AGREEMENT
‘BETWEEN -
HUDSON HEADWATERS HEALTH NETWORK
RYAN WHITE PROGRAM
WARREN COUNTY' PUBLIC HEALTH

Hudson Headwaters Health Network (hereinafter “HHHN”) is a grantee and recipient of
federal funding pursuant to the Ryan White Part C Treatment Extension Act (hereinafter the “Act™),
which is administered by the Health Resources and Services Administration ‘(hereinafter “HRSA™) of
the United States Department of Health and Human Services (hereinafter “HHS”); and

The goal of the Act is to promote Early Intervention Services (hereinafter “EIS™) with respect
to HIV disease, and the provision of quality, client-centered primary health care and other related
services for individuals living with HIV/AIDS in rural and underserved communities; and

Requires recipients of funding to work to identify individuals who test HIV positive, and link
such individuals into care and support services; and

Warren County Public Health has an interest in identifying and facilitating the provision of
health care services for individuals who test HIV positive;

HHHN and Warren County Public Health, agree as follows:
1. Purpose of Agreement.

The purpose of this Agreement is to coordinate and integrate HIV testing at Warren County

STD Clinic for the purpose of early intervention and identification of individuals who test

HIV positive — as a way to link such individuals into care and support services in response to

the National HIV/AIDS Strategy of 2009.
2. Responsibilities of HHHN:

HHHN shall coordinate and manage a HIV/AIDS Early Intervention Services program within

Warren County Public Health STD Clinic, including any grant applications and reporting

requirements. Specifically, HHHN shall:



Develop and coordinate relationships with other appropriate agencies.

Manage all financial aspects of the EIS Program, including relationships with any grantee
agency and other service agencies;

Provide rapid oral swab testing at Warren County Public Health STD Clinic at designated

times mutually agreed upon by the Parties.

Responsibilities of Warren County Public Health

Warren County Public Health agrees to facilitate and ensure the safety of participants at the

Warren County Public Health STD Clinic EIS Program. Warren County Public Health

obligations shall include:

a.

Disseminating, in a coordinated effort with HHHN, information to individuals at the
Warren County Health Office regarding the availability of HIV testing at the Warren
County Public Health STD Clinic

Providing adequate training and assistance to HHHN employees regarding facility
procedures and rules;

Providing adequate facilities for HHHN to conduct HIV testing and adequate facilities
for the transmission of results by HHHN to individuals;

Instituting appropriate procedures at the facility in order to protect the confidentiality of

individuals who undergo testing and/or who receive positive results after testing,

Testing Protocol and Limitations.

It is expressly understood by the Parties that:

a.

Testing shall be performed by employees of HHHN pursuant to HHHN’s established
protocols and procedures;
Testing shall be conducted on a completely voluntary basis and upon written consent of

the individuals;



-

c. HHHN sghall be solely responsible for providing test results to individuals. The provision
of such results by HHHN shall be in accquanée,-with established HHHN protocols and
procedures; |

d. HHHN shall provide only on-site rapid oral swab HIV testing. In the event of a positive
test, a secondary off-site lab draw will be required. Such secondary testing would be
facilitated by HHHN.

e. HHHN shall be responsible for referring newly diagnosed individuals into the care and
services offered by the Ryan White Program of HHHN in accordance with the program’s
policy and procedures.

Program Administration.

Warren County Public Health EIS Program at Warren County Public Health STD Clinic shall

be administered by the HHHN director, who shall retain responsibility for the deliverables of

this project to HRSA. Any changes in the scope of work must be approved before proposed
changes shall take effect. HHHN reserves the right to assign or re-assign its personnel or their

respective responsibilities under the grant and/or this Agreement.

Other Considerations.

a. In order to preserve the confidentiality.of individuals tested, the Parties agree that results
of HIV testing performed pursuant to this Agreement shall not become part of the
individual’s medical record.

b. HHHN and Warren County Public Health shall participate in quality improvement
activities, as needed, in order to assure the quality of this Agreement.

¢. Each Party to this Agreement shall review and approve all marketing and public

communications activities concerning this project prior to their release.



-

-1, Performance Period.

This agieement shall be effective January 1, 2014 with an automatic annual renewal. This

agreement supersedes any earlier agreement, and is conditional based on continued funding

from HRSA.

8. Termination.
Either Party may terminate this Agreement at any time by providing written notice to the
other Party with 30 days’ notice. Upon termination of the Agreement, the Parties shall have
no further obligation under this Agreement. The addresses for providing noﬁce of termination

are as follows:

Hudson Headwaters Health Network Warren County Public Health
9 Carey Road Attn: Ginelle Jones
Queensbury, New York 12804 1340 State Rt. 9

Lake George, NY 12845

Hudson Headw % Network Warren County Public Health
By: ~ Q Z ’ By:

v

Name: ﬁm r‘gg, E] 1l 1e Name:

Title: (" Tal i fHcer Title:
Date: % /&C// >/ Date:
Ve




Client#: 13883

“ACORD.

CERTIFICATE OF LIABILITY INSURANCE

‘HUDSOHEADW

DATE (MM/DDIYYYY)
3/26/2014

THIS CERTIFICATE IS ISSUED:AS.:A MATTER OF INFORMATION ONLY'AND.CONFERS NO:RIGHTS'UPON THE CERTIFICATE HOLDER. THIS
" CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED-BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER

IMPORTANT!: If the certificate holder Is an ADDITIONAL INSURED, the pollcy(les) must be endorsed. If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies, may require an.endorsemeént. A statement on this certificate does not confer rights to the

. certificate holder In lleu.of such endorsemant(s)

PRODUCER ﬁg&’gAcT

64 Troy Somnestay Road FRONE, £u) 518 7832665 | T4, no): 5187838754
+ - AIC, No):

784 Troy Schenectady Road %:.ﬁ ':L; » T ol

Latham, NY 12110

INSURER(B) AFFORDING COVERAGE NAIC#

518 783-2665 maurer a - National Fire Ins Co of Hartfor 02129
INSURED surer 8 : Continental Casualty Compan 120443
Hudson Headwaters Health Network HSURERS : Y i T
INSURER.C ¢
9 Carey Rd. INSURER D §
Queensbury, NY 12804 | —
INSURERE 1
INSURERF ;

COVERAGES CERTIFICATE NUMBER' :

REVISION NUMBER: .

THIS IS.TO CERTIFY. THAT THE POLICIES OF INSURANCE' LISTED BELOW' HAVE BEEN ISSUED TO'THE INSURED:NAMED ABOVE FOR THE POLICY. PERIOD
" INDICATED. NOTWITHSTANDING: ANY REQUIREMENT, TERM ‘OR :CONDITION.OF . ANY' CONTRACT OR OTHER’ DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES: DESCRIBED:HEREIN 1S SUBJECT TO- ALL THE TERMS,

_EXCLUSIONS AND CONDITIONS. OF SUCH POLICIES LIMITS SHOWN MAY HAVE BEEN

DUGED BY -PAID. CLAIMS..

INSR

“POLICYEFE. | POLICY EXP

TYPE OF INSURANGE . POLICY NUMBER | RBBIYYYY) |(RIDBIYYY) LIMITS
A | GENERAL LIABILITY 50862@8_840 09/01/2013 | 09/01/2014] EACH OCCURRENCE 51,000,000
X| COMMERCIAL GENERAL LIABILITY Bam%ﬁié%&ﬁ&m, $300,000
I CLAIMS-MADE OCCUR MED EXP (Any one person) | $15,000
] PERSONAL & ADV INSURY 51,000,000
|| GENERAL AGGREGATE 52,000,000
GEN'. AGGREGATE LIMIT APPLIES PER: PRODUCTS - cOMPIOP AGG | $2,000,000
, POLICY BE | X |woc o o s ‘
A [ Automosie LiasILITY 5086288885 09/01/201309/01/2014 FOVEINED SINGLELIMT | 4.000,000
X| any auto |BODILY INJURY (Pér person) | §
: ALL OWNED SeHeguLED BODILY INJURY (Per accidant) | §
| X| Hirep autos NORQWNED [ PROPERTY DAWAGE s
- | Xlprive oth Car $
B | X|UuMBRELLALAB | X |ocour 5086288868 09/01/2013]09/01/2014] eAcH OCCURRENCE $5,000,000
EXCESS LIAB CLAIMS-MADE AGGREGATE $5,000,000
DED I -XI ReTENTION $10000 $
WORKERS COMPENSATION WE STATU- l Iom.
AND EMPLOYERS' LIABILITY -
ANY EE%%%%%’E&%{EEE@XECUWED NIA E.L.EACH ACCIDENT s
{Mandatory In NH) E.L. DISEASE - EA EMPLOYEE| §
gsgscgf;%?gfx 6F SPERATIONS below E.L. DISEASE - POLICY LIMIT | §

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES {Attach ACORD 101, Additionat Remarks Schedule, i-irore space ia raquired)

CERTIFICATE HOLDER

CANCELLATION

Warren County Public Health
1340 State Route 9
Municipal Building

Lake George, NY 12845

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

‘AUTHORIZED REPRESENTATIVE

By J. PebePR

ACORD 25 (2010/05) 1 of 1
#5616093/M590952

© 1988-2010 ACORD CORPORATION. Al rights reserved.

The ACORD name and logo are registered marks of ACORD
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RESOLUTION REQUEST FORM NO. 10

Request for Transfer of Funds

TO: JOAN SgYﬁERK, WARREN COUNTY BOARD OF SUPERVISORS

SIGNED: 0\7} AV DATE: 3/28/13
FROM CODE TIRL TO CODE TITLE AMOUNT
A.4010.110 Health Services-Full time Salaries A.4010.130 Heaith Services-Part time Salary $7,000.00
A.4013.469 WIC-Other Payments/Contributions Expenses A.4013.861 WIC-Retiree Hospitalzation $6,380.00
A.4013.469 WIC-Other Payments/Contributions Expenses A.4013.210 WIC-Furniture Expense $1,000.00
Total Transfers $14,380.00
1, To transfer funds to cover part time salary (per diem) coverage for Health Services(CHHA) for 2014 dus to nursing staffing shortage & FMLA utilization
2, To transfer funds to cover Retiree Hospitalization for 11 months due to a recent January retirement. Fully covered by the WIC Grant.
3. To transfer funds for the anticipated purchase of office furniture needed. Fully covered by WIC Grant.
CONTINGENT FUND TRANSFER REQUESTS
FROM CODE TITLE TO CODE TITLE AMOUNT
A.1990 469 Contingent Fund
Tota!

Please state reason for transfer request:

Please file original request with Clerk of the Board and retain copy for your records

Attachment #g



RESOLUTION REQUEST FORM NO. 20

MISCELLANEOUS*

*Please List All Other Requests Not Covered by Previous Resolution
Request Forms Here. Please attach any backup information available and

be as detailed as possible.

DEPARTMENT NAME: Health Services

DATE: 03/28/2014

(@)

(b)

(c)

Purpose of Request: To develop a Memorandum of Understanding between Warren
County Health Services and Warren County Information Technology Department

relative to the proper disposal of computer equipment to assure that all patient privacy

information is protected and all HIPAA (Health Insurance Portability Accountability Act)

regulations are followed in a form approved by the County Attorney.

Details: This memorandum has been suggested by the Warren County Administrator o
strengthen the policy for disposal of technology equipment that includes private health

information of patients. Should this information be breeched in any way, it could lead to

a _costly situation for the county.

Previous Resolution Number: Not applicable.




SCHEDULE “A"
AUTHORIZATION TO ATTEND MEETING OR CONVENTION | o ]
. &
ainiee

Chff E(S?gfe (needs Supervisory Committee authorization) TH\ AV
3 = up o ion) | . o A\
O Out-Of State (needs Board resolution) TOUN P2 h@ LU{&LY\% b ﬂe\

y . e end RN
The 12 1 Th &Q\ﬂ WS hereby authorizes Snenan Sdneldons AJE];;. %iﬁ,@ g
S isory C itt “ Y Empl N e e W\
T Associobtl, ( FRASED Gide | Pl S

toaltend _FN g o Col\idnd e analfhel nee o <atien
— J ame of meeting or organization) Proe [

at_ A bang Bilden Wdel "uu“\\; GKI» Yo Lo éﬁz St »‘Q%va} NY 13007

(Address)

on fC\Pb s Q.S‘ MM piode of transportation to be used 1R \Y\(\S)ﬂ/\/\ 2O M

(Datés) (County Vehicle or Mass Transportation) \/Q,)'ﬁ C \)L

If the mode of transportation is not a county vehicle or mass transportation, please
explain:

Proper documentation must be attached when submitting for approval.

(Please check documents attached) s\ K &
X1 Notice of meeting or convention including cost, 39‘ 9. W PK

| b b8 dora)
For Qvernight Travel - e E)i
O Room rate $ . ‘ GSA* Rate & Cl - Q%FQ ,
D Meal costs - GSA*per diem rate $ N A mas UL dod o o
*WWW.gsa.gov _ HUN :

Date: 3]:1.8] i , fx;)‘ Ni © )

2
Date: 3 \ AE \ [4F W@WW

H N7 M 4
ommittee Chairman Signature

Please refer to the Warren County TraYel Policy and County Vehicle Use
Regulations for general policy guidelines. ‘ ‘

ekt eV dede e S e e e e s sk o x**************************

Please check to request a fleet vehicle.

U REQUEST FOR USE OF FLEET VEHICLE

**w*************************************************************

Filing Instructions:
1. Original with voucher to Auditor,
2. Copy to Frank Morehouse if fleet vehicle is needed.
3. Copy to Clerk of the Board with Resolution Request form if out-of-state travef,
4. Copy to Purchasing with Purchase Order, if required.
5. Copy to.Commissioner of Administrative and Fiscal Services if credit card will be used.

Z:\2009Docs\Resos\057-O9.wpd\dlm\609G-007

7/10/09



L ~ ENGAGE, COLLABORATE
HCA ' AND PARTNER | ‘
EDUGRTIN AND RESERTCH An Educational Program on Innovative

New Models of Service Delivery & Payment

The new health care marketplace, prompted by federal and state
policy changes, is encouraging the development of new models of
service delivery, care provision and payment. As the provider of high
quality services to chronically ill, frail and elderly patients, home care
providers are well positioned in this new marketplace to offer
hospitals, health systems, physician practices and health plans a value
proposition for expertise and service delivery. This new market offers
the home care community many new opportunities for partnership
and collaboration.

Hear from expert policymakers, consultants and panelists about new
models in New York’s health care marketplace, as well as how home
care providers can successfully position themselves to engage,
collaborate and partner with other parts of the health care continuum.




HCA PAC RECEPTION
“Nite at the Races”’

Thursday, May 8

Saratoga Hilton
5:00pm — 6:30pm

What is a PAC?

. A political action committee (PAC) is a type of political committee orgamzed to elect
candidates who share your views and concerns. PACs are used today by thousands of

_ organizations across the nation fo distribute funds to political candidates for off ce.

- HCAPAC Background

~In 2009 the HCA Board of Directors formed the HCA PAC to offer a means for HCA
_ members and. individuais concemed with the challenges confronting home care to
- support worthy candidates for state elected office.

~ Government aclivity at the state level has a direct impact on home care providers and
the entire health care system. A strong political action committee is a useful advocacy
tool that can help the home care community have a strong voice in public policy efforts.
Now in its second year, HCA's PAC will help continue HCA's strong presence in
advacating at the State level for your interests, especially during this important election
year. Your participation in the HCA PAC will help us to communicate that lawmakers
: must recognize the ftrue costs of caring for. home care patients, make investments in a

. _strong and stable home care safety net and assure that home care’s place at the 1able is

~ wellrepresented.

~ In‘today’s uncertain political times, a PAC sends a powerful message of unity on behalf

_ of the home care community. . It allows those interested in home care fo speak with one
- voice, on behalf of vitally important home care programs and the thousands of patients
- being served by home care. .

Contributing to the HCA PAC

Contributions to the HCA PAC are dedicated to helping elect lawmakers that care about
. preserving and protecting the home care safety net in New York State. By coﬂecnvely

- pooling our resources, home care’s message can be clearly heard by policymakers in

Albany

. This collective voice communicates that state reimbursement and private sector payment
_ must recognize the true costs of providing care to home care patients, and that home
= _care_must be strengthened by. providing for resources to address infrastructure,
.;’f worqurce, capital and technology needs.

. Suppomng the HCA PAC ensures that home care providers have a meaningful voice in

.the outcome on these and other vital issues that affect the home care community.

 Interest groups from many disciplines work to have their voice heard, and the home care
. community's Voice also.needs o be at the forefront of the debate.

Who Can Contribute to the HCA PAC?
Voluntary contributions may be accepted from any U.S. citizen and for-profit
corporations. '

Contributions from tax-exempt, not-for-profit corporations cannot be accepted. Any
eligible corporation is limited by NYS law to contributing no more than $5000 for all
- political activity during a calendar year, AII .employees of HCA's member organizations

can conlribute to the HCAPAC.

’ :Parﬁcipvation in the HCA PAC is voluntary and contributions are not tax-deductible.

Does it Make a Difference?
_ Your parficipation in the HCA PAC: produces real political power. Protecting.home care

:‘ - providers and the patients and families we serve cannot be done without commitment.

- When.you and.your home care colleagues coniribute to the HCA PAC, it reinforces and
: emmds lawmakers of the lmportance ofhome care.

_ How Much Should | Contnbute?
Any amount is welcome. If contributions are made
- by individuals from each HCA provider agency
member.in the state the HCA PAC wou!d be
hugely successful.

HCA is a voluntary, nan-profit, unincorporated associatior’ formed
solely for political purposes. HCA PAC is not affiliated with any
political party, candidate, or organization. The cost of orgamzatlon
administration and solicitation of contributions for HCA PAC is borne
entirely by HCA PAC and the Home Care Association of New York
State (HCA). Copies of HCA PAC reports are filed with the New
York State Board of Elections in Albany, NY. ’

NAME

OCCUPATION/TITLE

HOME ADDRESS

CITY/STATE/ZIP

DAYTIME PHONE

EMAIL ADDRESS

HOME CARE AGENCY

CONTRIBUTION
| will attend the HCA PAC Nite at the Races Reception
and provide the following donation (minimum of $50);

O $2,500 I $1,500 7 $1,000
[ §500 0 $250 0 $100
0§50

O 1 will not be attending, but will donate $

PAYMENT

Personal Checks
Must be made out to; HCA PAC

Personal Credit Card
Please indicate card to be charged:

[] Visa 1 MasterCard 0 AmExp
CARD NUMBER
EXPIRATION DATE SECURITY CODE

NAME AS IT APPEARS ON CARD

CARD BILLING ADDRESS

CITY, STATE, ZIP

CARDHOLDER'S SIGNATURE

Anonymous contributions are prohibited. However, if you do not want your
name to be published in recognition materials, please check this box. £J



- 2z45pmto 2451

3:00pmto 4:00pm

4:00 pm

EDUCATION AND RESEARCH

ENGAGE, COLLABORATE AND PARTNER

f eCare Managemeht Com any,
ontef'ore ‘Medical Center e

: Patlent Centered Home : :
-John Rugge, MD; Executive Dlrector, Hudson Headwaters
‘ 'Health Network - ,

Primary Care/Home Care/Hospital Partnership
Sumir Segal, Medical Director, EssenMed House Calls

Health Home
(TBA)

Cross-Model Analysis, Preliminary Findings, Lessons
Learned
United Hospital Fund (invited)

Closing Comments

Special Accommodations: In accordance with the Americans with Disabilities
Act or special meal needs, please let us know how we can accommodate you:

Cancellation Policy: Canceliations received by April 14 will receive a full refund, less
25% of total due as an administrative fee. Cancellations received on April 15 or later will
forfeit their registration fee, as will those who register and do not attend. Substitutions

are permitted.

An Educational Program on Innovative New Models of
Service Delivery & Payment

Register online at:
www.eventville.com/hcanys

REGISTRATION

Name

Title

Agency

Address

City/State/Zip

Phone/Ext. Email (Required)

FPAYMENT
$229 HCA Member ,
$329 Non-Member ;/

—_VISA —MC — AMEX

Credit Card No.

Expiration Date: Sec. Code:

Card Billing Address:

Name on Card:

Signature:

Or, make checks payable to: HCA Education and Research
and mail to 388 Broadway, 4" Floor, Albany, NY 12207

FAXTO: (518) 426-8788



NEW YORK |

state department of

Nirav R. Shah, M.D., M.P.H. H EALTH Sue Kelly

Commissloner Executlve Deputy Commissiener

03/03/2014

Patricia Auer, Administrator
Warren County Health Services
1340 State Route 9

Municipal Center

Lake George, NY 12845

Agency: Warren Co Hith Svs CHHA
Medicare Provider #: 337045

Type of Survey: Recertification
Event ID #: FS0C11

Survey Exit Date: 01/21/2014

Dear Ms. Auer:

This office has reviewed the amended Plan of Correction (POC) for the above referenced survey. All
items were found to be acceptable. Itis expected that you will implement this plan within the time
frames that were submitted. ‘

Upon completion of your corrective actions, a post certification visit will be conducted to ensure the
agency has implemented the corrections required.

If you have any questions regarding this matter, please contact Lori Novak at 518-408-5287.

Sincerely,

Rita Cedar

Program Manager

Home Health Services

Capital District Regional Office

cc: Sharon Schaidone, RN

HEALTH.NY.GOV

facebook.com/NYSDOH
twitter.com/HealthNYGov
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FRINTED; 01/31/204

DEPARTMENT OF HEALTH AND HUMAN SEFVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' QMB NO. 0836-0331
STATEMENT OF DEFIGIENCIES X1y PROVIDERISUNPL|ERICLIA J} (X2) MULTIPLE CONSTRUGTION {(%8) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
_ 337045 B, WING . 0172112014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE '
1340 BTATE ROUTE 8
TH 8VS CHHA ‘
WARREN CO HLTH SV§ CHH LAKE GEORGE, NY 12845
() 1D : SUMMARY STATEMENT OF DEFICIENC IES . i} ! FROVIDER'S PLAN OF CORRECTION {%5)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED 13y FULL ¢ PRERAK . {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAR ; CROSS-REFERENCED TQ THEAPPROPRIATE ,  OAIR .
: i : DEFICIENCY) .
G 000’ INITIAL COMMENTS ' 000!

© The following statement of deflclencias : o :
raprasents the results of & full receriification
survey of the Certiflad Home Health Agenay oo i
{CGHHA) and Long Term Hame Heallt Care A : :
Program (LTHHCP). A standard lavel survey was |
" conducted Jahuary 13 through January 21, 2014, )
. Deficient practices were identifled witaln high
- priority standards In CoP 484.18, 484.36, 484.48
“and 484.65 resulting In & partial/extended survey.
: During the survey a total of twenty clivical records -
ware reviewed which includad ten obsarvational
" home visits. Of the twenty clinical records : i
! reviewed four ware LTHHCP records (Patlent # 4, - i
6, 10 and 11) with three observations home vigits : !
" (Patlent# 6, 10 and 11). Twelve personne! filas of ! - | :
: professional staff ware raviewed. Tho survay i
: Included a review of the agency's Telahealth ; ;
Monltoring Program, clinical and administrative ! i
- policies and procedures, OASIS (Quicome and !
t Asgessinent Information Set) Reporis for the .
. perlod October, 2012 through Septeinber, 2013,
- coniracts, emergency preparedness plan,
Professional Advisory Committee mesting ) ;
" minutes and quallly assurance activiies forthe i
. most racent 12 months and the Corr plaint
" Investigation Log. The Assistant Director of A
: Patlent Services, Clinical Supervising Nurses of ;
+ the CHHA, LTHHCP snd Therapy Program and |
staff were inteiviewad. The findings vere '
“raviswad at the exlt conference. The following
deficlencles are being clited as 4 result of the
survay,
G 108 484.10(c)(1) RIGHT TO BE INFORMELD AND G108
PARTICIFATE . ]

The patlent has the right to be inforned, in
advance about the care to be furnished, and of

LABORATORY DIRECTOR'S OWDEWSUPPLIER RE iiSEﬁTATIV@'S SlGr:lATURE ‘ TITLE
f b s
NGB, ~ /Y0 s 10&_9-.__ 45:&.5. Mot i VMO ) o2

Any deflclancy statemarf snding with an asterisic () denct:z a deficiency which the Institution may be excused from corracting providing It is detemnined that
ather safeguards provide sufficient protection to the patien s. {See instructions.) Excapt for nurging homes, tha findings stated ‘above are disclosable 90 days
following the date of survey whether or not a plan of correction Is pravided, For nurstng homes, the above findings and plans of correction #re disclosabls 14
days following the date these documents are made avallatie to the facility. f deficiencies are cited, an appraved plan of corraction is réquists to continuad
program participation,

FORM GMS-2567(02-00) Pravious Verslons Obsclate Evanl lb: FS0C1 Fallity lu; 1'758 ‘ if continuation shaet Page 1 of 28
3 /{:." / ‘7/ ﬂ/\'%zb*‘k Al ﬂ— ’17 ¢ AML/:M



PRINTED: 01/31/204

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED,
CENTERS FOR MEDICARE & MEDICAID SERVIGES. OMB NO. 8938-0301
STATEMENT.OF DEFIGIENCES [+ PROVIDERISURPLIERICLIA W MULTIPLE GONSTRUCTS {%3) pATE SU '
AND PLAN OF CORRECTION J lDENIIFlCATiON:NUMB%!ﬁ; : 2( w&'ﬂz& BONSTRUGTION 3 m%&%{?@%ﬁ Y
. 337045 ] B, WiNG 0112472014
NAME OF PROVIDER OR SUPPLIER " | 8TREET'ADDRESS, GITY. STATE, ZIF'CODE
A : " 1340 STATE ROUTE 9 :
: v
WARREN GO HLTH SVS CHHA | LAKE GEORGE, NY 12845 °
(%4) 1D SUMMARY STATEMENT OF DEFICIENGIES | o PROVIDER'S PLAN OF CORRECTION s |
PREFIX .  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVEACTION SHOULD 88 coieLETioN |
TAG - REGULATORY OR'LEC IDENTIFYING INFORMATION) TAG |  GROBS-REFERENCED TO THE APPROPRIATE TE
: ; DEFIGIENCY): :
/G 108 Continued From page 1 G 108: | Staff In-service on New Consent to Treat form
i any-changes in the-care to be furnished, on 03/13/14, ADPS responsible.
, : . | Business Assoclate will be notified via emall on

: The HEIA must advise the patientin advance of | + | 08/13/14, Therapy Supervisor responsible.

; the disciplines that will furnish care, and the ! A

‘ frequency of Vislts proposst to, be fumistad. . | Assistant Director of Patient Setvices (ADPS)

. ) - | will be responsible to facilitate, coordinate and

The HHA miust advise the patient ir edvante of ¢ | compile all data of the record audit findings to
any change in the plan of ¢are before the change i i | assure compliance with COP.

is mads. | - Record Audit will be done starting week of

03M7/2014, ending week of 06/23/14

This STANDARD s not met as. evidenced by.. - Q Team & Chart Committee Groups will
Based. on clinical record review and. staff perform Record Audits.

interview evidence Is lacking in twenty out of o QI Team ~ 2 CSN, 1 Therapy CSN, 2-QI
twenty records (Patlent# 1-20) the agency Assistants, 1-ADPS wlll review one record

s ensured patients were advisedin advance of'the . sach (B)a week for 15 weeks, Totai 90

; dleclplines that will furnish the care and the _ : records '

: fraquency of the visits propogeéd to be furnished. [ _

- Fallure to provide the patignt withi information ; Ghart Commitias — Mombers of the chart
LS o i il e i | committee are the QI teamn and the
concerhing what disclplines will be furnighing dare -

O s e Professionat staff on s rotating basis
and the fraquency.of the propossd visits hag the. . . 5

S g _ e ; ;| ~» They will review 70 records starting Mar. 25,
potenittal ta rasult In the. patient's inabliity. to L | 2014, Aprl 8 & 22, 2014 May 6 & 20. 2014
exerclee fialr rights. \ » AR , » May '

: and June 10 & 24, 2014 = Total 70,
" Findinas inciude: ~ Record Audit Total = 160.
none . - Compliance Goal is 95%-100% by 06/24/14.
Patierit fcards # 1-20-each coritaln the agéniey's | - ADPS will report % of compllancs to the UR
auttiorlzation and corisent for traatment far. The ©| Gommittse on June 9, 2014 and PAC on
documentsfall to includs information regarding 5/21/2014 and 8/20/2014.

“Wwhat disciplines will be providing services or the .

. frequency of the visits proposed to be furnishad. X
The finding was confirmed on 01/14/14 with the
Asslstant Director of Patient Services; no
additional evidence wes provided. .

G 158 484,18 AGCEPTANCE OF FATIENTS, BOG, G158
MED SUPER
FORM $hi8:2567(02-96) Previous Verslons Obsalete Event I0:F808H Fagllity 1D; 1768 tf coritlvivation shest Page 2 of 28
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DEBARTMENT OF HEALTH AND HUMAN SERVICES PRINTED:. O1/31/2014

Care follswe a writtsri plan of cara established
gnd perlodically reviewad by a doctor-of medicine,
osteopathy; or podiatric medicine.

This STANDARD: Is not met as-evidenced by:
Based on oinical record raviewand staff
- intarview, the- agehey falled to-ans jre that
 sarvices sre-povided In aceordan e with the Plan :
L of Gare (POC] I fihe out of twenly records :
(Patient# 1, 3,4, 8, 10, 11,12, 14.20). Failure to -
. follow the POC has the potential fir patients to
- raceive care Inconsistent with the physicign's
orders restiting fh unmet patient r eeds and
possible negetive patlent outcomes,

Findings include:

Patlent# 1 (start of care:07/28/13) has dlagrioses
of Colostomy, Malignant Neéplasin of the Kidnay,
Malignant Neopldsm of the Brair?Spine, Chronic:
Pulmonzry Embofiem and Diabetus, The. POG for .
the cerlfiication period 07/26/13 Hirough 09/23/13 .
states "BP (blood pressurs) sittin/standing”, The -
Skilled Nurss (8N) visits conductud on 08/05,

- (08118, 08717 -and 08/18/14 lack dncumented
avidenoe the SN obtalned sitting and standing

- blood pressures, ~ '

, Patienit # 3 (stait of care 10/03/1%) has diggnoses .
of Calf Ulcer, Chranic Kidnéy Diseage and

" Chitonic: Peln. The POQ for the csirtification pariod
12/02/13 throughy 01/30/14 states the: SN s 1o
provide five to geven Visits & waa & far nirg ‘
weeks. The racord: ladks dogurnented evidence s .
grgmrsrﬁgw of flve vislte were provivled the week of

, iy N FORM APPROVED
,CENTERS.FORMEDLCARE-& MEDICAID SERVICER s e an . OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1).-PROVIDER/SL FPLIER/CLIA X2)-MULTIPLE.CONSTRUCTION X3) DAT BY
AND PLAN OF CORRECTION ’ IDENTIRICATION-NUMBER; i‘ B)UILDING‘ v ( )COM%I?g’!E{gJD v
e 337245 [BNG 01/21/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, 2IP CODE
. 1340-BTATE ROUTE S
WARR 0 HLTH:SVS CHHA ] \ ) RN
ARREN COH o ] " LAKE GEORGE, NY 12845
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES Ip ; RROVIDER'S RLAN OF CORRECTION, ®a)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED.BY FULL PREFIX {EACH.CORRECTIVE ACTION SHOULD BE COMPLETION
a6 REGULATORY OR LEC IDENTIFYING INFORMATICGN) TAG CROBS-REFERENCED TD THE ARPROPRIATE DATE
DEFICIENEY) )
HEE s ) ) o All Glinlcal Staffwill be ln~aéwlcad on 08/13/14 on Pollcy?
G158 Continued From page 2. Procedura for Paramater setting & Record Audit Toof,

G 158"
! Assistant Director responsibla,
i | o All Business Assocletds will be emalled Poflcy / Procedura
) for Paramatar gsfting & Record Audit Toal on 03/13/14,
! Therapy Suparvsor rasponsible.
" | Asslatant Diractor of Patient Servicas (ADPS) will ba
responsible to feclitate, coordinate and camplle all dats of
the racord audlt findings to assura compliance with COP.
- | - Record Audit will be done starting waek of 08/17/2014,
L ariding waak of 08/23/14
- Ql Team & Char Commitiae Qroups will parform Record
Audlte,
o Ql Team -2 C8N, 1 Tharapy CSN, 2-Q1 Asslsiante}
: 1-ADPS wil review ane racord each (§)a waak for 16
waaks, Total 80 records ,
i1 - Chert Committee ~ Mambars of tha chart committee ar
5 the Q1 faam and the Professional staff on a rotaling basls
- Thay wil review 70 records starfing Mar, 26, 2014, Aprll B
£ 22, 2014; May 8 & 20, 2014 and June 10 & 24, 2014 =
Total 70,
- Raoord Audit Tolal = 160,
- Compliance Goal is 86%-100% by 06/24/14.
- ADPS will rapon % of compllance to the UR commities 6n
Juna 8, 2014 and PAC on §/21/2014 and 8/20/2014.

FORM CMB-2587(02:00) Pravibus Varslons Obsoléta Evant'iD: FEOG

Fadlity 10: 1768 If.contintation shest Fage' 3 bf 28




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

Y MANIW IV VUL 1 WY WV

PRINTED: 01/31/2014
_ .FORM APPROVED
OMB NQ. 0938-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPLIERICLIA (X2) MULTIPLE' CONSTRUGTION X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING 3y COMPLEYED
337048 B.WING, : S 01/21/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CIYY, STATE, 2IP GODE
: 1340'STATE ROUTE 8
R O HLTH 8V$ :
WARREN © CHAA | LAKE GEORGE, NY 12845
%D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) ., TAG ;  GROSS-REFERENCED TO YHEAPPROPRIATE =  OATE.
. DEFICIENCY)
G 58 Continued From page.8 G 158"
additional evidiénce was pravided, .
G 1568 484.18(a) PLAN OF CARE G 150 | o All Clinical Staff will be In-serviced on 03/13/14 on Polley /
: Pracadure Medicatlon Documentation Update addrassing
.The plan of care developed in constitation with r#:,smsiﬁ?”“’ Audit Tool, Assistant Director
the agency staff covers all pertinent dlagﬂ089$. s Therapy Supervisor wil be responsibla for doing
inciuding. mental status, typss: of-servides and Medleation Profile for Tharapy Only cases via Agency
aquiprient raquired, freéqusncy of visits, polk}:y. This will be mggug{ed gl‘t, ADF;? starilng ?(3” 7/}14
Brog is, rehabilitation poter fune ending 04/30/14 via Chart Audit one time e wesk totaling 7
ﬁ;f%?&?;i ?Cﬁiiégg t;}%zrg%:gﬂigéggggnal records, Sempuance Goal 100% b)é tz;%ésgngégg/lﬁ will
- ! o ' : ings to PAC 08/21/14 .
 fequirements, medications and treatments, any roport findings to an y
safely measurss to protect agajnst injury, | Asslatant Director of Patlent Servicas (ADPS) will be
instructions for timely discharge or referrsl, and responeibla u:l lfacllgfto, coordinale and ?[c:mp!la ;x; céaéa of
; ] tha racord audit findings to assurs compliance w P.
any other appropriste tams. - Record Audlt will be done starling waek of 03/17/2014,
, anding week gf 08/23/14‘ ’
P, N - QI Team & Chart Committes Groups will parfarm Recor
This STANDARD Is not met &8 évidanéed By Audlts,
Based on clinlcal record révigw and staff o Ql Team -2 CSN, 1 Therapy GSN, 2-Qf Asslstants,
interview, the agency failed i nsufé & complete - ;;:a?‘:STvgglrgglm g?des record each (8)a waek for 15
F 'aP.Df Care (POCY w.as dgve‘Ppgd to.meet the - Chart Comr;'ﬂttao - Membars of the chart commitise are
individuglized naqu of the patler}f andfor ) the QI tear andthe Professlonal slaff on a rotating basis
- Included paramsters for the administistion of care - They will revisw 70 racords staring Mar, 25, 2014, April 8
. and patient monlteririg. This was evident in $22. 2014; May 8 & 20, 2014 end Juns 10 & 24, 2014 =
“glaven o atent records: (Patisn otal 70.
S Lo e Sl e Pafent 1, - Koiun To= 10
YV Wy oy WG Ly 1 ANy ’ 3 f T 0,
. ; AR ) - Compliance Goal Iz 88%-100% by 06/24/14,
establish & comprehiensive POC hes the potentlal - ADPS will repant % of compliance to the UR committes on
. for unmet patient needs and placss patients at June 8, 2014 and PAC on 5/21/2014 and 8/20/2014.
risk for recelving incorrect-and/or inappropriate )
care,
Findings hclude;
Patlent # 1 (start of care.07/26/13) has diagrioses
of:Colostory, Mallgnant Newplasm of the Kidriey,
- Malignant. Neoplasm of the Brain/Spine, Chronic |
. Puimonary Embolism and Diabstes, The POG for
the certification period 07/26/13 through 09/23/13 |
states "BF (blood pressure) sitting/standing”. The |
‘FORM CM$-2567(02:58) Pravious Virslons Obsolate: Evanit 10: FBOGH] Facllity 1D 1758. if conthrivatish stiost.Page 7 of 26
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STATEMENT OF DEFICIENCIES :(X‘l) .PROVIDERISUPFUERIQUA (X2) MULTIRLE CONSTRUCTION: {X3) DATE SURVEY
AND FPLAN OF GQRBEGT!DN IDENTIFICATION NUMBER: A BULDING COMPLETED
337048 §WING . ometz014

NAME:-OF PROVIDER 'OR SUPPLIER

STREETADDRESS, CITV- STATE, 31F GODE,
1340 STATEROUTE 9

WARREN CO HLTH 8VS CHHA AR - .
. o). FAKEGEORGE,NY 12848 -
(Xd) 1D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN-OF CORREGTION (43
PREFIX ° (EACH DEFICIENCY MUST BE PRECEDED BY FUL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE - GOMPLETION
TAG REGULATORY OR LSC: DENTIFYING INFORMATION) - TAG CROSS-REFERENCED 70 THE AFRROPRIATE DATE
DEFICIENCY)
G 159 Coritinued From page 11 G159
between doses. :
The findings were cenifirmed on 01/15 and :
0117114 lwith the-Clinica) Supgrvising Nurse; no ¢
additional evidence was providsd. .,
G 164 484,18(h) PERIODIC. REVIEW OF PLAN OF Giga | " All Clinleal Staffwill be In-serviced on 03/18/14 on Palley /

CARE

. Adeney profésstonall staff gromistly alert the
physician td any charges that stiggest a nesd to
- glter the plan of care: '

. This STANDARD is not met as evidenced by,

" Based on clinlcal record review, observationsl

“home vistt (HV) and staff interview, evidence is
lacking In ten vut-of twenty records (Patient # 3,
4.7, 810, 11,12, 14, 19, 20) that thé physician
was contacled rgarding chariges thaf alter or
suggest the nead to alter the. patigint's plan of
care (POC). Fallute to notify the physician
regarding changes that alter or that suggeststhe
need to glter the POC has the polential fo result

I unmist pafient needs and possibls negative
oulcomas, .

7

" Findings include:

- Patient #3 (start of care 10/03/13) haé disgnosss.”

' of Calf Wlegr, Chironlé Kidney Diseas arid :

- Ghronic Palh. The POC for the certification pariad .

12102113 through 01/30/14 states the Skilisd

' Nurse (8N) s fo provide five to seven visits 5
week for nine weeks, The record lacks
documentad evidence g minimum of five visits
were provided the week of 12/15/13 and lacks:
evidence the physiclan was notifled of the
alteration in the POC,

Procedure on RN /LPN Supervislon documentation
procadura & Record Audit Toal, Assistant Director
responsible.

Asslstant Director of Patisnt Servicas (ADPS) wil ba
regponeibla to faclitate, coordinate and complle all data of
the record audit findings fo sssurs complianse with COP,

~ Racord Audit will ba done starling waek of 03/17/2014,
ending week of 08/23/14 ’

Qf Team & Chart Commiites Graups will perform Record
Audits.

o QI Team =2 CSN, 1 Therapy CSN, 2.0l Asalstants,
1-ADPS wil review one record each (8)a week for 15
weake, Tolal 90 rscords

Chart Committes — Members of the chart committes ara
the Q! team and the Professlonal staff on s rotating besis
Thay will raview 70 rocords starting Mar. 28, 2014, April 8
& 22, 2014; May 8 & 20, 2014 and June 10 & 24, 2014 =
Total 70,

Record Audlt Total = 160,

Compliance Goal ls 85%-100% by 08/24/14,

ADPS will raport % of compllance o the UR commities on
June 9, 2014 and PAC on 5/21/2014 and 8/20/2014,

FOéM OMS:2567(02:68) Pravious Varglons Obgaléle Evant |D: F§OG 11

Fagllity (;. 1788 I continuation sheel Fags, 12 of 28
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DEPARTMENT OF HEALTH ANDHUMAN SERVICES FORM APRROVER
CENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NO,, 0935'-039'3
STATEMENT OF DEFIGIENCIEE {(<1) PROVIDERISUPSLIERIGLIA iXa) MULTIFLE GONSTRUGTION X8) DATE SURVEY |

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i 2&;&6 STRUGTION (xa)ggﬁfggna\'
o . 337045 UMMM ororrervemmersrarromrsmm— 01/24/2014
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESE, CITY, STATE, 2IP GODE ‘
) . 1340 STATE ROUTE 8
WARREN CO HLTH SVS CHHA . A . ,
H LAKE GEORGE, NY 12845
(%4} 1y SUMMARY STATEMENT OF DEFICIENCIES ) RROVIDER'S: PLAR-OF CORRECTION %5)
PREFIX {EAGH DEFICIENGY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOUED'BE ' COMBLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) v TAG GROSE-REFERENCED TO THE APPROPRIATE bATE
DEFICIENCY) -
G 164 - Continued From page 18 G 164
- Paflent # 20 (start of care 08/26/13) has .
-diagnoses of Basel Cell Carcinoma of the Skin, |, :
* Hypertension and Dementia. The POC forthe  °
certification period 11/26/13 through.04/2314 | - :
states the SN Is to provide three to {ivé visis a :
‘waek for nine weeks. The record lacks B
documented:evidence a minimum of three visits
were conducted the week of 12/22/13 and lacks:
evidencs the physiclan was nofified of the
alteration in the POC.
The findings:were confirmed on 01716 and
" 01/17114-with the Clinical Supervising Nurge; no
. additional evidencs was provided. .
G 169" 484.30 SKILLED NURSING SERVICES G 189: | . Al Glinteal Steffwill be In-serviced on 03/43/14 on Polley /
] . ' Frocedure on RN / LPN Supervision documantation
The HHA furnishes skilled pursing services by or |  pracadure & Record Audlt Tool, Asalstant Director
- under the supervision .of a registered nurse. : reaponsible, '
Asslstant Direstor of Patient Services (ADPS)‘WHI be
. , . i ) o respensible {o fadiitate, coordinate and compile all data of
This STANDARD 1§ not et as evidenced by the record audit findings 1o assure compliance with COP.

Based on éliniéal record réview and staff - Reé:'ord Aud’l(t vsfllgéala done starting week of 03/17/2014,
infefview the dgency falled to-ensure adequate ending week of 08/23/14 "
sppe_rvls!on of the Licensed P{acticai Nu‘.se (LPN_')' - ga;:'l:sam & Chert Commliites Groups will perform Record
staff in Six out of twenty records (Patient # 1,3, 8, - o QI Team =2 CSN, 1 Therapy CSN, 2-Q1 Assistants,

-8, 19, 20). Fallure to-adequately suparvise LPN 1-ADPS will review one record each (8)a waek for 15
. stgff hag the potential to resylt in-the provislon of . waaoke, Tolal 80 racords

[nappropr[ate and]‘er{]ncorrem care-and {nega'ﬂva « Ghart Commitles ~ Membats of the chart commitias ars
' natient outcomes s the Ql taam and the Profassional siaff on a rotating basls
P . # | = Theywill review 70 records starting Mar. 26, 2014, Aprll §

_ . & 22, 2014; May 8 & 20, 2014 and June 10 & 24, 2044 =
Findings include: Total 70.

- gecorlc‘i Audl% Tokﬁl =180, .
Patlant# 1 (start of care 07/28/13) has diagnoses - Complianca Goal s 86%-100% by 06/24/14,

g . e p o AL - ADPS will report % of complience to the UR commiitea on
of Golostomy, Melignant Nedplasm of the Kidnay, June §, 2014 and PAG on B124/2014 and G120/2014,
Malignant Nedplesm .of the. Braln/Spirie, Chronle
Pulmonary Embslism and Diabetes, The record

FORM-GIMS:2887(02.00) Previous Varslons Obsglele Evant IDF80G11 Eaciliy {21788 If.continuation-8haet Page 17 of 28
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337045
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{X2)MULTIPLE: CONSTRUCTION
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(X3) DATE SURVEY
COMPLETED
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. 01i21/2014,

“SUMWARY STATEMENT OF OEFICTENEIES
(EAGH DEFICIENGY MUST BE PRECEDED RY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(%4) ID
PREFIX
TAG

D
PREFIX ~
TAG

FROVIDER'S SLAN OF CORRECTION
(EACH CORRECTIVE ACTION-SKQULD BE
CROSS-REFERENCED TO THEAPPROPRIATE
‘DEFICIENCY),

{48
COMPLETION -
‘DATE

G 189 Continued From page 18

Patlent # 15 (start of care 10/17/13) has
diagnoses of. Malignant Neoplasm of the
Rectum:and Insertion of a Vascular Access
Device for the administration of Chemotherapy

" Madications, The record contain dotumeéntation

» 0f nurslng visits conducted by the LPN dated :
11/28, 12/02, 12/05 and 12/09/13, The record
lacks documentation thi RN reviawed the LPN's |
findings to ensure the pirovision of appropriate
care,

" Patient # 20 (start of care 08/26/13) has
, diagnoses of Basl Cell Carcinoma of the Skin,

Hypertension end Dementia. The record contains *

: docurnentation of nursing visits conducted by the .

,3 LPN dated 11/25 through 11/27, 12/02, 12/04,
12109, 1241, 12/18, 12/18, 12123, 12/30/13 aind.
01/06/14, The.rscord lacks dacurnentation thie

- RN reviswad the LFN's findinge to ansire the.

- provislon of appropriafs care.

The findings were confirmed on 01/16/14 with the
Assistant Director of Patient Seryices; no
#  additlonal evidence wag provided.
G 224 484.36{c)(1) ASSIGNMENT & DUTIES OF
HOME HWEALTH AIDE

Written patient cars instructions for the home
health alde must be prepared by the registerad
nurse or other appropriate profassional who:ls
responsible for the supsrvigion vf the home
healthgide. under paragraph (d) of this section.

- This STANDARD Is fet iiet as evidenced by:

G 188

G224

All Clinlcal Stafi wilt be In-serviced on 03/13/14
on updates to HHA/PCA Care Plans to address
areas of Fall Risk, Bleeding Pracautions, OT
Pracautions, Blood Sugar Parameters, Diet
specifics In allergles when indicated In patfent's
Plan of Care. All staff will be given a copy of the
Audit Tool used to monitor compliance,
(Continued on Paga 20)

FORM CME:2887(02.95) Pravious Varslons Qbsolete Svent ID: FE0GH

Fagilty ID: 1789
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMBNG. 0838-0331
STATEMENT OF DEFIGIENCIES (%1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION . |ota) oaTeE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ,,(: ;uwme B O COUPETED

337046 B WING . . 01/21/2014

NAME.OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, 2IP-CODE

. 1340 STATE ROUTE 9
WARREN C THEVEC AN -
N GO HLTH SV 'HH%‘ LAKE GEORGE, NY' 12845
(X&) D SUMMARY SYATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN-OF CORRECTION {2}
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED.BY-FULL. PRERIX - (EAGH GORREGTIVE AGTION SHOULD BE COMPLETION
taG - REGULATORYV:ORLSG IDENTIFYING INFORMATION) © A6 CROGS-REFERENGED T THE APPROPRIATE DATE
. DEFICIENGY)
' (Contlnued from Page 19)

G 224 Continued From page 19

. Based on réview of glght clinical records of
patuents recelving paraprofessional alds services
“and staff infefview the agency falled to ensure in
four out of eight records (Patlent # 4, 8, 11, 18)

" that the aide- Plan of Care (POG) was complete to
mest the individualized needs-of the patient.

Fallure to ensura the development of a
- compreheansive.aide POC to reflact the: patient's
. heeds has the potential to result in Inappropriate
care, unmet patlent riseds and possible riggative
outcomes.

Firidings Include;

Pattent # 4 (start of care 04/05/13) has diagnoses -

of Chronle Airway Obstruction, Digbetes and
Anxdety, The physician POC for the certification
“period 12/01/13 through 01/28/14 states the
states the patlentIs utilizing Lifeling (personal
emergency response unit). Thé alde POC (last
" modified 09/27/13) is Incomplete s It falls to
include the use of fhe Lifgling,

"The physiclan POC also states "Oxygen. (nasal) 3

tars continuous”, The aide POC s incomplate as
It falls to include the use of the oxygen.

. Patient #:6 (start of care 10/16/13) has diagnoses,

of Epilepsy, Hermiplegia and Diabétés. The

" physlelan POCfor the cerifloation périod
12/1613 through 02/1214 statss the states tha
patient I utiizing Lifeline. The aide POG (last
modifiet] 01/07/14) Is incomplete s It fallets
include the use of the.Lifaline,

The physician POC states "Pt (patient) continues -
to have frequent falls (x2 falls In pasttwo

G224 | All Business Assoclates will be emailed updates
+ | to HHA/PCA Care Plans as stated on page 19,

1 on 03/13114. ,

Therapy Supervisor will be responsible,

Assistant Director of Patlent Services (ADPS)

will ha responsible {o facilitete, coordinate and

complle all date of the record audlt findings to

assure compliance with COP.

- Racord Audit will be done starting week of
0371712014, ending week of 08/23/14

- Ql Team & Chart Commitiee (roups will
perform Record Audits,
o QI Team -2 CSN, 1 Therapy CSN, 2-Ql
Asslstants, 1-ADPS will review one record
each (B)a wesk for 15 weeks, Total 80
records
- Chart Commities — Mambers of the chart
committee ars the Q! team and the
Professional staff on a rotating basis
- They will review 70 records starting Mar, 25,
2014, April 8 & 22, 2014; May 6 & 20, 2014
and June 10 & 24, 2014 = Total 70,
« Record Audit Total = 180.
- Compliance Goal Is 96%-~-100% by 06/24/14.
- ADPS wiii report % of compliance to the UR
commiites on Juna 8, 2014 and PAC on
5/21/2014 and 8/20/2014.

FORM CMS-2687(02.89) Prévious Varslong Obaolele Evenl ID:FSOCTY

e T T I I~
e e SN it

Fatlity ID: 1788 If confinuation sheat Page 20 of 28
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DEPARTMENT OF HEALTH AND HUMAN SERVICES A FQRMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES . OMB NO. 0938-0391
"STATEMENT OF DEFICIENCHES (%1) PROVIDER/SUPPLIERICLIA (K2EMULTIPLE GONSTRUGTION i (X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILDING ' " GOMPLETED
5 , 1 337045 1B NG __ : - 01/21/2014
NAME OF PROVIDER OR SUPPLIER 1 STREETADDRESS, GITY, STATE, ZIP CODE
N 1340 STATE ROUTE 9 '
WARREN CO HLTH 88 CHHA | L AKE GEORGE, NY #4545
(%4) 0 SUMMARY STATEMENT OF DEFICIENCIES. ™) PROVIDER'S.FLAN OF GORREGTION A
FREFIX (EACH.DEFICIENCY MUST BE PRECEDED, BY FULL PREFIX {EACH CORRECTIVE AGTION-SHOULD BE - COMPLETION
1AG REGULATORY R ($C IDENTIFYING INFORMATION TAG. - CROBS-REFERENCED YO THEAPPROFRIATE DATE
DEFICIENCY). .
G 224 Continued From page 20 . G224

-weeks)". The aide POC is incomplete as it falls to
inciude fall precautions,

Patlent # 11 (start of care: 04/18/12) hias :
diagribses of Atrial Fibriletion, Hypsrension,
: Congestive Heart Failire and Légal Blindness. .
The physiciain POC for the certification psriod
= 1210713 through 02/07/14 states the patient (s
“utilizing Lifgline. The aldePOC (last modified
12105/13) Is Incomplete as it falls to includs the
‘use of the Lifellhe.

The physician POO states "Xarelto Oral Tablet

- {oral-antlcoagulant) 16 mg (milligrams) 1 Tablet
Daily" and lists "anticoagulant precéutions” ag &
safety measure, The hide POC Is Incomplete as it
falls to Intiude these precautions.

- Patient # 19 (start of care BB/12/13) has "
. diagnoses: of Ghronlc Paln, Cystoscopy, ‘
- Diabetes, Depressive Disorder and Insertionof a '

Vasoular Access Device. The POC for the .
_ certifoation perlod 12/08/1% through 02/06/14 i
- states the. patient Is utilizing Lifeline. The altg I
. POC (lest madifled 12/08/13) i5.Incofviplete as it

falls to include the use:4f-the Lifaline.

The findings Werg confirmed on: 01716 and
01117114 with the Clinical Supstvising Nurses of
the Certlfled Home Health Care. Program and the
Long Term Home Heslth-Care Program; no
additionsl-evidence was provided. ’
(G226 484.35(c)(2) ASSIBNMENT & DUTIES OF 5225 | (Sse Page22)
- HOME HEALTH-AIDE ‘ :

FORMGME:2887{02.95) Pravicus Varalons Gosolete Event 10:F50C11 Faclity ID; 1788 I gonitiiualion ehéet Page 21 of 28
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UMAN SERVICES. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO., 0838-0391
STATEMENY OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA : !
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: _ﬁﬁ;ﬁzﬁ CONSTRUETION (xmggﬁfgf}e\gsv
387045 | BwiNG 012112014

NAME OF PROVIDER OR SUFPLIER

STREET ADDRESS, TV, STATE 2P oot
1330 STATE ROUTE 9

WARREN €O HLTH SVS OF . .
AR S GHA __| LAKE GEORGE, NY 12845
(%) I , SUMMARY STATEMENT OF DEFICIENGIES oo PROVIDER'S ELAN OF GORRECTION (48)
PREFIX (EAGH DEFIGIENGY MUST BE PREGEDED BY FylL i PREFIX (EACH CORRECTIVEACTION.SHOULD 8E . cOMBLETION
TasG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE :  OAYE
DEFICIENGY)
G 225 Continued From page 21 G225 | All Clinical Staff will be In-serviced on 03/13/14 on
updates to HHA/PCA Care Plans to address areas
The home health aide provides services that are of Fall Risk, Bleeding Precautions, OT )
ordered by the physician in the plan of care-and Precautions, Blood Sugar Parameters, Diet ,
that the alde is permitted to perform under state specifics in allergies when indicated in patient's
law. Plan of Care, Al staff will be glven a topy of the
| Audit Tool used to monitor compliance.
: This. BTANDARD I not tet as evidericed by: 1 All Business Associates will be smalled updates to
' Based on review.of-eighit clinical recerds of HRA/PCA Cars Plans as stated on pags 19, on
- patients recalving paraprofessionsl aid services 03/13/14.
: and staff Intarview evidence is lacking in three cut Therapy Supevisor will be respangible,
of eight records (Patierit # 4, 11, 19) that services :
were provided in accordance to the established - Asslstant Diractor of Patient Services (ADPS) will
plan of care (POC). Fallure to ensure care s be responsible to facllitate, coordinats and
pravided in accordance with the POC has the complle all data of the record audit findings to
potential toresult in _inccrcect cara baing assure compllance with COR,
provided, unmet patient nesds and possible - Record Audit will be done starting week of
negative-outcomes. 03/17/12014, ending week of 08/23/14
* Findings: includs:, - Ql Team & Chart Committes Groups will
Patient #:4 (start of care:04/05/13) hes diagrioses perform Record Audts, .
T A o el TES MGG o QI Team - 2 GSN, 1 Therapy CSN, 2-Ql
of Chronic Atrway Obstruction, Diabstes and : . :
At Tt ot oy T o p g Agsisianis, 1-ADPS will raview ons racord
Aﬂx;ety'. The aide POC (last mod]ﬂed 09/271 3 sach (6)8 wesk for 15 weeks, Total 90
states “PCA (personal care aide) to agsist with racords !
mou'th pare;tooth brushlng, Wash nebulizer and - Chart Committee ~ Members of the chart
MDI's (multidoss Inhaler) after petisnt uses :
i P i : o committee are the Q! team and the Profsssional
them". The gide.activity sheets dated 12/00 toff tating basi
- through 1211, 13/43, 12/16-thraugh 12/20, 12/23, 3.8 an a rotating basis ,
12124, 12128 and 12/27/13 lack documerited © ey wl ’,f*;’g"‘égoggﬁzr o S*Bgfg‘%g"%ff' 4
eviderice thege tasks were complétad, , Apr  2014; May 8 & 20,2014 an
iderice theige tasks wars compléted June 10 & 24, 2014 = Total 7o,
- Record Audif Total = 160,
' Patient # 11 (sta 119112 1 - Compliance Gosl ls 95%-100% by 06/24/14.
et 1 fstart of care 04119M2) has | ADPS will report % of compliance to the UR
- diagnoses of Atrigl Fibrillation, Hypertension, :
P ; ; o | committee on June 9, 2014 and PAC op
Congestive Heart Fallure ang: Legal Blindness, i| 5/21/2014 and 8/20/2014
On 01/06 through 01/10/1% the aide documente in ¢ I
thie-slimination catagory of the alde activity sheafs.
3 ... 2pply attend {incontinence brie", The.alde POG .
FORM CH5-2357102-68) Pravibus Verglons Ohsalsts . Event IDIFS0CT1 Paclily 1D: 1768 If continuation- sheat Puge 22 of 28
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NAME OF FROVIDER OR SUPRLIER STREETADDRESS, CITY. STATE, ZIF CODE '
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ARREN GO HLTH SVS CHHA
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(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES ) [1»] . PROVIDER'S:PLAN OF GORRECTIQN:

STATE ; -
PREFIX [EACH DEFIGIENCY MUST BE PRECEDED BY FULL - PREFIX (EAGH CORREGTIVE ACTION'SHOULD B _comén.snon '
TAG - REGULATORY QR LSC IDENTIFYING INFORMATION) . TAG ! GROSS-REFERENCED TO TREAPPROBRIATE DATE
: ' DEFIGIENGY)
G 226, Continued From page 22 - G225

: (last modified 12/06/13) does nof does not,
instruct the aide to apply an Incontinence brist,

Patlent # 19 (startof care 06/12/13) has
diagnoses of Chronic Raln, Cystoscopy,
Diabetes, Depressive Disorder and Insertion of a
Vascular Access Device, The aide POC (last .
- madified on 12/06/18). states in the Infervention '
category "Paitial/ Full Shower". The Aide gotivity
] sheets dated 12/09, 12/, 12113 d@ng:12M8/13
i state the patient recelved a sponge beith,

The findings were confirted on 01/16.and
- 011714 -with this Tlinical Supervising Nurses of
the Certified Home Health Care Progrant and the
. Long Term Home Health Cara Pragram; no
- additional evidence was provided,

G 236 - 484.48 CLINICAL RECORDS i G238 | AssistantDiractor of Patient Sarvices (ADPS) will be
: .| responsible tofacilitate, coordinate and cormpis all data of

elir p 5 b e the record audit findings to assura compliance with COP.
A clinical record contalning pertinent past and - Record Audit wil be done sfarfing weak of 03/17/2014,

current findings in aceordance with accepted . :' anding waak of 06/23/14
professionel standards Is maintainad for avery
* patient recélving home health services. In

I3

Qi Team & Chart Committes Groupa will parform Racord

+ addition fo the plan of care, the.record contains ' Audits. ,
appropriate ldntifying information; riame.of 0 Dl Team 2 GBH, 1 Therapy GSN, 2.1 Assistants,
LA S D v . 1-ADPS will review one racord sach {6)a weak for 15
. physiclan; drug, dietary, treatment, and activity weeks, Total 80 records
orders; signed.and dated clinical and progress - Ghart Commitise ~ Mambars of the chart committee are
notes; coples of summairy feports.sent to the : the Gl tearn and the Professlonal steff on & rotating basis

‘sttending physician: and 2 dis charge stimmaty. e They will reviaw 70 racords stariing Mar. 25, 2014, April 8

& 22, 2014; Moy 6§ & 20, 2014 and Junie 10 & 24, 2014 =

Total 70,

-~ Record Audit Total = 160, .

s STANORRD | , o el L o -
Esood or it r:%",g”;’:géizzgi?gﬁd by: dune 8, 2014 and PAG on B/21/2014 and 812075014
interview, the agency failad to ensure in slght out

. of twenly records (Patient # 1, 3, 4, 5, 8, 8, 10,
18) that professiorial staff maintained an accurate
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G238 . Contiued From page 28 G238
Vascular Access Device, The POC forthe
certification period 12/08/13 through. 02/08/14
. states "Home Health Aide. 3 Visits Every Wesk '
For 8 Weeks" and "HHA (home health aide) 2.3 x . :
perweek X 1 hour each visit....". The record lacks -
documented evidence the fraguency of visits was
clarifigd to deternilrie the appropriate lavgl of
serices,
The POG states "pT (physlcat therapy) Bvaluatior A
~and follow up as nesdad”, The record lainks
. documentad evidence the-evaluation was
~completed or that clarification- was Dbtained to
datermine if thig:was an approprigte intervention.
The findings weré confirmed-on.01/16 ang
011714 with.the Clinice) Supervising Nurse; no
additionsl evidence was provided, * All Clinleal Staff will be In-serviced on 03/13/14 en Therapy
G332 484.55(a)(1) INITIAL ASSESSMENT VISIT G 332 Acceplanca Policy, Asglstant Director and Therapy
Suparvisor rasponslble.
Tlam bane Uit » All Business Assoclates will be ematler Therapy
The iriitiei assessment Visit fust be held sither '|  Accsptance Poliey, Therepy Supervisor responsible.
within 48 hours of refarral; or within' 48 hours of '
the patiant's retum hotna, or 6n the . Aaelstar;é Dlret.;tornof Patlant Slervticas gADPS)"wm‘?; ofth
: jan- responsible fo facilitate, coordinate an complle all data of the
Physician-ordared Start of care date. record audit ﬂndlngsbto aasure compllanc;(i v;it:gﬁOP. 5
. L . o - Record Audit will be done stariing wask o 712014,
" This S.TANDARD‘ Is not met as evidencad by: ending waak of 08/23/14 ?
Based on clinical record review arid staff - Q ;‘I;eam & Chart Comrmittes Groups will perform R ecord
; is Jsi ' oUL6F b Audits,
:.:?ory;iwi;:\ggs? ;B.' lsﬁcmgtl;etg:/%[g?t of tWehty : o Ql Team-2C8N, 1 Therapy CSN, 2-Qi Asslstants, 1-
( o 1] ) that the | for s K ADPS will raview one racard each (8)a waek for 15
assessment visit was: conducted within 48 hours: ; : wasks, Total 80 records '
of recsiving the refarral for services, Fallurgto - .| - ChertCommitise - Members of the chart commities ara the
ssessmenfwithin the: required . G team and the Profossional steff on a rofating bagts

cofiduet the inithal 4
time frame:hag the
patient needs and

potential to result in unmet
negative patient outcomes,

Findings Inelude;

Patient # 1 (start of care 07/26/1 3) has diggnosas

They will raview 70 records st
22, 2014; May 6 & 20, 2014 g
70,

Racord Audlt Total = 180,
Compllance Goal Is 85%-100% by 08/24/14.

ADP8 Wil report % of complianes o the UR committes o
June 9, 2014 and PAC on 5/21/2014 and B8/20/2014.

e

———
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J 404 763:_.4(3) Policlas and Procadures of Serice i J404 Racord audits will be performed as notad balow. Of the total
Delivery : 180 records:
¢ v &IV cagaes will ba reviewad for Cantrai / Midline drazaing
change procedure

763.4 Policles and.Procedures of Servles
Delivery, Y
(a) The agency shall snsure that written policles |
snd procedures, consistent with current :
professional standards of practice, are developad !
and implemented for each service and are i
reviewad and reviged as nacessary; V

This Regulation Is not met as evidenced by;
Based on clinical record review, revigw of the
agency's policy and procedure and staff intarview, |
the agenoy falled to ensure staff Implemenied

the agency's written policies and procedures. This:
was avidenl in three out of twenty resords "
(Patient # 14, 16, 20). Failure to snsure the
lmplementatlon of the agency's written  olicles
and procadures has the pofential to resuit in
indorract and/or Inappropriate care and sossible
negative patient cutcomas.

Findings include;

The agency's policy entitied "Central Line/Midling :

Dressing Change” {apency reviewed 05'2011) |
states es part of the procedure for & dressing .
change "Measure arm circumference and ]
external catheter - (insertion to hub)", i

Patiant # 186 (start of care 12/27/13) has f
diagrioses of Sepsis, Portal Pyemia anc Insertion |
of 2 Vascular Access Device for the !
administration of antiblotles, The record contalng

+ Compliance Goal 100%
+ Complation dais by 06/24/14

ADPS will be razponzibls and will report findings o UR and
PAC a8 noted balow,

Agsistant Diractor of Patlent Servicas (ADPS) wlil ba

reaponsible to facilitate, coordinate and complle alt data of the

racord audit findinge to assure compliance with COP,

~ Record Audit will be done starding wask of 03/1 712014,
ending week of 08/23/14

"+ Ql Team & Chart Committae Groups will perform Record
Audits.

o Qf Team ~ 2 CSN, 1 Therapy C5N, 2-Ql Asslstants, 1-
ADPS will raview one racord sach (6)a waek for 16
waeeks, Total 80 records

= Chart Commiites = Mambars of the chart commitiee are the
QI team and the Profasslonal staff on a rotaling basls

~ They will reviaw 70 racords sterting Mar, 28, 2014, April 8 &
22 2014; May & 8 20, 2014 and June 10 & 24 2014 Total

Record Audit Total = 160,
- Gompliance Goalis 85%-100% by 06/24/14.
ADPS will report % of complianca to the UR commilites on
Juna 9, 2014 and PAC on 5/21/2014 and 8/20/2014
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PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PR'IIEJF)X (EAgHO 355350’3%33%%‘-‘3533%%5 ccﬁﬁ’e‘re
TAG REGULATORYOR LSC IBENTIFYING INFORMATION) . TA® ,  CROSS-REFERENCED TO.THE APPROPRIATE DATE
. o ‘ [ ;. DEFICIENGY)
4404 Continued From page 1 ‘ daos L '
~dacurhantation the SKilled Nurse: perforred 5
vasgular device dresging changeson 12/31/13
and 01/07/14. The record lacks dobumented
svidence the arm circumnierence or exterrial ine
length was measured with ffiese dressirg ;
changes. S
The finding was confirmiad on 01/16/14 with the.
. Clinical Supervising Nurse; no-additioria)
: gvidence wag providad.
i — 04 d TSP Finivg et 10 Therapy only charts, Of the 180 charts audited will be
The agency's policy entitied *PT (physical ; reviawa for Madication Review for confraindications end
ﬂgerapy) Only Cases” (undatedy states “To ensure ! duplicetion by the Therepy Supervisor,
that alf patients receiving therapy serviess for PT,
; TN o LR « Compliance Gosa! 100%
where there.are fio .lmtiag .lqgvcated nursing needs, « Complatian Dats by 06/24114
have the medications reviéwed for y
contraindications and duplication. by the therapy ADPS responsible and will report findings to UR as noted
suipervisor who s 2 PHN (public heath surse)” below. ’
N e Asglstant Dlractor of Patlent Services (ADPS) will be
Pgtlent # 14 (start of care 11/08/13) has rasponsibls to facllitais, coordinate and compile all data of the
diagnoses of Trauihatle Fraclure of the ~ip gnd record audit findinge to assure compliancs with COP,
Mypertension and is receiving PT and T = Raoord Audit will ba done starting waek of 03/17/2014,
(occupationel therapy) services only. Therscord | onding waek of 5723114
 lecks documénted evidence a drug reginen ' - QI Team & Chart Committes Groups will perform Record
review was conducted by the therapy Audits,
suparvisor/PHN. o Ql Team -2 GEN, 1 Therapy CEN, 2-Qi Assigtants, 1-
ADPFE will ravisvr ona racord esch (8)a waek for 15
5 . ; . 4 o s weeks, Total 80 racords
The finding was Conﬂfmei_T’ on 01/15¢ 14 with the - Chart Committee — Members of the chart committes are the
Therapy Program Supervisor; hd additicfial Ql team and the Professional staff on a rotating basis
evidence was: provided, - Thaey will raviaw 70 records starting Mar. 28, 2014, April 8 &
22,2014; May 6 & 20, 2014 and June 10 & 24, 2014 = Total
70.
- Record Audlt Total = 160,
, S . ; ~ Compliance Goal Is 85%-100% by 08/24/14,
The agency's policy entitled * Assessmint and . ADPS will report % of compliance 1o the UR committss on
Documentation of Wounds" (revised 07,2011y June 9, 2014 and PAC on 6/21/2014 and 8/20/2014
; stat:es " Azomplate wound agsessmant.is to be. '
| doni at feast waekly by an RN (reglsterad nurse) |

iffice of Haalth Systems Management
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. 1
J 404 Continued From page 2 1 1404 | J404
i Of the 180 racords, 20 recards will be audited for Focus Audit

“or when there s a significant change in the

- J1108

wound (s)",

Patient # 20 (start of care 08/26/13) has
diagnoses of Basal Cell Carcinoma of i e Skin,
Hypertension and Dementia and is raceiving
nursing servicas three to five times a weak for
wound care. The record lacks documen-ed

evidence the SN measured the size of the wound

the week of 12122/13,

The finding was confirmed on 01/18/14 with the

Clinlcal Supervising Nurse; no additiona
evidence was provided.

763.11(a)(1) Governing Authority
763.11 Governing authority.

{8)The governing authority shall:

' (‘1")”e'nsure compliance of the agency with the

applicable federal, state and local statut s, rules

and regulations;

This Regulation is not met as evidencen by:
Based on & review of the agancy's current
emergency patient roster and staff intenview,

evidence s lacking the agency has developed a

comprehensive emergency patient roster as

N ase e e e —

on assessment and documentation of wounds.
v Compliance Goal 100%
« Complation Date by 06/24/14
ﬁ[?PS rasponsible and wil report findings to UR as noted
atow.
Asslstant Director of Patlent Services (ADPS) will be
responsible fo facilitate, coordinate and complie all data of the
racord audit findings to assura compliance with GOP,
- Record Audit will be done sterting weaek of 03/17/2014,
ending week of 06/23/14

- g[;’(}?am & Chart Committea Groups will perform Record
udits,

o Ql Team - 2 CSN, 1 Thecapy CSN, 2-Q! Assistants, 1-
ADPE will raviaw one record sach (8)a week for 15
waaks, Total 80-racords

- Chart Commiitee — Members of the chart commiltee ara the
Ql team and the Profeszional staff on a rotaﬂng basle

They will reviaw 70 racords starting Mar, 25, 2014, Aprll 8 &
;g, 014; May 6 & 20, 2014 and Juns 10 & 24, 2014 = Total

- Record Augit Total = 160.

- J1108 - Compliancs Goal ls 85%-100% by 08/24/14.

M A — e v 1

i

outlined in the. May 10, 2005 “Dear Adm nistrator

Letter”. Failure to maintain a comprahensive

- emergency patient roster has the potenfial to

ADPS will report % of compliancea to the UR cormmitiee on
June 8, 2014 and PAC on 5/21/2014 and 8/20/2014

Ji108
The *Disaster Rezpangivenaess” rogtar provides the baslc

demographlc Information for the patient as well as an acuity
rating to assist in {rigging patients in the avent that the agency
must respond to an emergency situation involving active
patiants, Qur softwara Is ramotely hosted which will allow
aceess from any site as long as we have access to the
Intarnet. As part of the Emergency Preparedhess Prograim we
are required fo have a primary internet access point as well gs
two ather means by which to access the intermet. By accessing
the pafient's racord we will have access to the smergency
contact information es & required data element.

s  Our software company will be nofifled that we wil
nead & pragram change to Disaster Responsivanass
rostar to includa patiant emargency contact

«  Wewilil be notifled of the fee for this request from our
vendor and this will be presanted fo aur Board of
Dirgctors for approval and we will need a resolution
so that we can pay tha vandor for the upgrade.

«  Responslbllity for thig Informatles Coordinator and
Diractor of Patient Servicas.

«  Completion date to be detemined
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41108 Continued From page 3 J1108
compromise both the speed and effectiveness of
the agency's response to emergency sit iations, .
passibly jeopardizing patient and staff safety. ;
Findings include:
1
The current patient roster entitled "Disaster :
Responsiveness” fails {o Include 8Ny e ergency
contact telephane numbers of the patiert's family .
andfor caregivers, ]
}
The finding was confirmed on 01/13/14 'with the
Assistant Director of Patient Services; na
additional evidence was providad.
J1140 763, 11(a)(8)(ii)}a-b) Governing authority §J1140 See attachad

' 763.11 Governing authority,

‘ (a)The governing authority shall:

: the outcome of the agency's complaint
. Investigation and the appeal procedure o he
" followed;

[YTYS

(6) ensure the development and Implementation

of a patient complaint procedure to incl. de:

(ii) review of each complaint, with a written !
response to all written complaints or orgl :
camplaints, if requested by the individue| making .
the oral complaint, to be provided within 15 days |
of recelpt of such complaint; i
(2) describing the complaint investigation findings !
and the declsions rendered to date by it ¢ :
agency; and i
(b) advising the complainant of the right to appeal i

Complaint Policy
s Wil ba monltorad by ADPS as complaints received,
This will be ongoing .
»  Staff will be in-servicad on 3/13-14/14 on Camplalnt
Policy. ADPS will be responsible.

tfice of Heallh Systerns Managament
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J1140 Continued From page 4 I 51140

This Regulation Is not met as evidenced by: |
Based on review of the agency's policy and '
procedure and staff Interview the agency failed to
ensure the developmeant of a complaint policy that
contained all required components. Failure to |
develop a complaint policy with all required

components has the potential to jeoparcize the
complainant's ability fo exercige thair rignts.

" Findings include:

The agency}'s policy entitled "Gomplaint Log X
Policy and Procadure" (last raviewed 01/2013)
lacks the following components:

- a procedure to ensure that a weitten response to
all written complaints, or oral complainte i

_ reqiiested by the individual making the oral

- camplaint, will be provided by the agency within
fiftesn days of receipt of the complaint

- 8 procedure to ensure the complainan' is i

- advised of the right to appeal the outcorae of the -
agency's complaint investigation and the appeal i

. procedure to be followed (review by & member or i
" commiltee of the governing authority within 30 :
days of receipt of the appeal) i

t

The findings were confirmed on 01/13/14 with the
Assistant Diractor of Patient Services: n3
additional evidence was provided.

.
.

11260 763.11(f) Governing authority ; J1260 | Sesatiached ,
’ Communication Dirsctory Policy & Procedures

. : : . 01-24, DAL lei
763.11 Governing authority. ; Lt

(f) Health Provider Network Acoess and’ Will be monltorsd by ADPS as stated In policy,
Reporting Requirements, The goveming '

authorlty of an agency shall obtain from the .
Depariment ' s Health Provider Network (HEN),

& e mm e

5
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41280 Continued From page & i J1260
The findings were confirmed on 01/13/14 with the
" Agsistant Director of Patlent Services: no :
additional evidence was provided, i
} .
; s+ e ; All contracts with Warren County Public Health / Patisnt
J1328: 763.12(a)(8)(i-ii) Contracts 11328 Services contracts with theraplsts will Include the required

763.12 Contracts.

' (&) The governing authority may enter into

contracts with individuals, organizations, ;
agencies or facllities, when necessary, o provide |
or abfain those services required by patients. !

. Buch contracts shall specify;

(él)‘the following terms and conditions:
"Nbtwithstanding any other provisions in this
coniract, the sgency remains responsible for;

: (1) ensuring that any service provided pursuant to
. this contract complies with all pertinent provisions !

" This Regulation is not met as evidenced by:
- Based on contract revisw and staff interview the

of Federal, State and loce! statutes, rules and i
regulations; ‘
(ii} planning, coordinating and ensuring the quality
of ail services provided; and

{Iif) ensuring adharance to the plan of ¢ are
astablished for patlents.”

Governing Authority-failed to ensure the
“Notwithstanding any other provisions cf this

- contract...." clause was included in 13 cutof 25 |
: coniracts reviewed (Contract#2, 3,4, 1,7, 8, 10, !

1, 13, 14, 17, 21, and 25 ). Failure to include this
clause in contractual arrangemants hae the
potantial to result In the agency's Inabiliy to
ensure compliance with all Federal, State and

[

language

Natwithstending any other provision in this contract, the
agency remaing responsibie for: .
L Ensuring that any sarvice provided pursuant to this
contract complies with all pertinent provisions of
Federal, State and local statutes, rules and
regulations; !
il. Planning, coordinating and ansuring the guality of all
services provided; and
. Enguring edherence to the plan of care astablighad
for patients. .
Warran County's attorney's office will be responsible and this
office ensures that all service contracts through this
departrent will be amended fo include the abova,
«  Completion date unknown
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J1412° 783.13(c) Personnal :

local statutes, rules and regulations ant ensure
the provision of quality services.

Findings Include:

“Contract#2,3,4,8,7,9, 10, 11, 13, 14, 17, 21, {
and 25 fails to includs the "Notwithstarding any |
, ather provislons of this contract...." clause. ;

The findings were confirmed on 01/14/- 4 with the ,
Director of Public Health and Patient Services: no |
- additional evidence was provided.

763,13 Pereonnel,
The agency shall ensure for all personr.gl;

" (¢} that the health status of all new personnel Is
- 8ssessed prior to assuming patient cars duties,
The assessment shall be of sufficient scope fo

ensure that no person shall assume hig/her
duties unless he/she is free from a hea th :
irpslrment which is of patential risk to he patient .
or which might intetfere with the performance of
histher duties, including the habituation or
addiction to depressants, stimulants, narcotics,
alcohol or other drugs or substances wilch may
alter the individual's behavior.

e e ey

This Regulation ig not met & evidenced by:
Based on personnel flile review and st ff
- interview evidence is lacking in twelve aut of
twelve filsg (Employee # 1-12) that prior to
assuming patient care duties the healt status

SN et e e e s oy

J1412 See attached
Pre-contract phyzical
» Will be monitored by supervigors and ADPS with all new
hiras starting 02/13/14 and with all Annual Health
Assesaments starling 03/13/14,

Jflice of Heaith Systems Menegement

STATE FORM
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