FAITH MEDICAL SERVICES
DOCUMENTATION POLICY
· It must be legible
· All nurses’ notes are to be signed by the nurse with your full legal signature and nursing credentials. Sign those credentials, you earned them. Be proud of them..LPN/RN
· Documentation must be accurate, detailed objective, precise and timely.
· All nurses’ notes must be signed by the patient or family member. This is proof of the nurse care and presence. Note that it is not legal or ethical to sign a client’s or family member’s signature. It constitutes fraud and is a felony.
· All Initial assessment must be completely filled out. For initial assessment packages, the yellow copies are left in the folder with the client and the white copies are returned back to the office.
· Holding your paperwork for too long only delays your payment for such services rendered.
· Called client’s MD? Document call/time and why.
· Check all appropriate boxes on the visit notes.
· DO NOT use white outs, scribble, trace over to change errors during your documentation. Simply draw a line across and write the correct information.
· Submit visit/progress notes within 7-14 days from the date of visit.
· A supervisory visit has to be done on the dates given on the visit schedule. NO exceptions. If unable to perform visit, contact the office/supervisor immediately. This is a state rule.


DOCTOR’S ORDERS
· Always work with the MD orders. NO EXCEPTIONS! If MD did not order it, don’t do it!
· Doctor (and Faith Medical) must be notified of changes in client’s status. You call the doctor and document the communication.
· Verbal orders are taken, written, signed off and communicated back to your supervisor at Faith Medical Services within 24hrs by the RN/LPN
· All orders from a physician must be brought to the office (or faxed, emailed)
· Call your supervisor with “ALL NEW ORDERS”

MEDICATION ADMINISTRATION
At each visit, nurses must review all of the patient’s medications, dose and frequencies. Often, the
physician’s office will notify patients of changes but not the nurse or agency. Changes should be called
into the office immediately so that the computer records can be changed. At each Start of Care, the RN
must review all medications and complete, date and sign the Medication Profile. It is important that you
review the actual bottles for both prescription and over the counter medications and supplements to
ensure that you have the correct spelling of the name, doses and frequencies. It is also important that
you get the patient’s pharmacy name, address and telephone number to record on the form. It is a State
regulation that we have the pharmacy name, address and telephone number.
At each Follow-up and Resumption of Care, the RN must review the medication list, note changes on the
on visit form. If there are no changes, the nurse should write “No changes”. 

	CHECKLIST FOR COMPLETING PROPER STEPS IN THE ADMINISTRATION OF MEDICATIONS
< Washes hands using proper technique.
< Does not handle pills with bare hands.
< Checks the medication 3 times during preparation.
< Ensures they have identified the right client.
< Explains the administration procedure(s) to the client.
< Adheres to the 8 Rights of Medication Administration.
< Observes the client take the medication or after the medication administration.
< Documents the administration of each medication on the visit note.
< Dispose supplies
< Wash hands


RIGHTS OF MEDICATION ADMINISTRATION
1. Right patient
Check the name on the order and the patient.
Use 2 identifi ers.
Ask patient to identify himself/herself.
2. Right medication
Check the medication label.
Check the order.
3. Right dose
Check the order.
Confi rm appropriateness of the dose using a current drug reference.
If necessary, calculate the dose and have another nurse calculate the dose
4. Right route
Again, check the order and appropriateness of the route ordered.
Confi rm that the patient can take or receive the medication by the ordered
route.
5. Right time
Check the frequency of the ordered medication.
Double-check that you are giving the ordered dose at the correct time.
Confi rm when the last dose was given.
6. Right documentation
Document administration AFTER giving the ordered medication.
Chart the time, route, and any other specific information as necessary. For example, the site of an injection or any laboratory value or vital sign that needed to be checked before giving the drug.
7. Right reason
Confirm the rationale for the ordered medication. What is the patient’s history? Why is he/she taking this medication? 
8. Right response
Make sure that the drug led to the desired effect. If an antihypertensive was given, has his/her blood pressure improved? Does the patient verbalize improvement in depression while on an antidepressant?
Be sure to document your monitoring of the patient and any other nursing interventions that are applicable.

GENERAL PROCEDURES OF ADMINISTERING MEDICATIONS BY THE VARIOUS ROUTES PREPARATION:
1. Compare the physician order with the medication provided by the pharmacy. Resolve any discrepancy in accordance with facility/agency policies before proceeding with the administration of the medication(s).
2. Obtain the necessary supplies needed for the type of medication(s) to be administered such as medication cups, proper measuring devices, cotton balls, disposable gloves, tissues, crushing or splitting device, round nose tweezers.

METRIC - decimal system of weights and measures using the gram, meter
and liter.
LIQUID: cubic centimeter (cc) = milliliter (ml)
SOLID: 1 gram (gm) = 1000 milligrams (mg)
HOUSEHOLD - system based on common, though not standard, measuring
devices.
tsp. = teaspoon
Tbsp. = tablespoon
oz. = ounce
1 tsp. = 5 cc
3 tsp. = 1 Tbsp. = 15 cc
2 Tbsp. = 30 cc = 1 oz.
START OF CARE/MISSED VISIT POLICY
ALL START OF CARE per standard protocol is 24hrs except otherwise stated by the MD orders.  Wound Vac standard protocol is 24-48 hrs depending on the last dressing change prior to discharge.
When a client refuses services, do the following:
· Call the Office or the clinical supervisor immediately.
· Call and report to the client’s MD office immediately.
· Document the missed visit and the reason then fax or bring to the office within 24 hours.
· Follow up with the client next day and/or follow the agency’s instructions to you, whichever comes first. Report any problems back to the office immediately.

All Nurses are required to inform the Office Staff before missing the visit in advance to allow us locate a suitable cover. However, if you have a missed visit because of a patient (e.g. patient was at the doctor’s appointment), you MUST notify the office immediately. A revisit schedule will be given to you by your supervisory, also communicate any rescheduling done by the patient. 
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