
QUALITY ASSURANCE EVALUATION FORM
PATIENT / FAMILY QUESTIONNAIRE

DATE OF EVALUATION:                                                                         

NAME OF STAFF RECORDING THE EVALUATION: _______________________________

NAME OF PATIENT:                                                                                   

NAME OF PERSON MAKING RESPONSES:                                                  
(person being interviewed)                    Rating from 1 “Disagree” - 5 “Strongly Agree” 

QUESTIONS ALWAYS/Good
4 - 5

SOMETIMES
         2 - 3

NEVER
1

1. Did you like your nurse/aide/therapist?

2. Was your nurse/aide/therapist always there
when she was expected to be there?

3. Did your nurse/aide/therapist always wear a
clean uniform?

4. Did your nurse/aide/therapist appear to
know her job?

5. Was your nurse/aide/therapist punctual?

6. Would you say the nurse/aide/therapist took
good care of you?

7. Was your nurse/aide/therapist a good
listener?

8. Perception of effectiveness of Care
Provided: Care Plan Management, Disease
Management, Pain Management, Patient’s
Safety, Medication Management, Infection
Prevention, Fall prevention.

9. Your nurse/aide/therapist were always
available to communicate with you?

Other Comments

________________________________      __________________________________
Signature of Staff                                      Patient’s Signature (optional)







C U E S T I O N A R I O (Spanish version)

Fecha de la evaluación: _____________

Nombre del empleado haciendo la encuesta: _______________________________________

Nombre del Paciente: _________________________________________________________

Nombre de la persona dando respuesta: __________________________________________
(Persona intervenida)

Escala desde 1 “No estoy de acuerdo” - 5 “Estoy completamente de acuerdo” 

Preguntas Siempre/Bien
4 - 5

Algunas Veces
            2 - 3

Nunca
1

1. Le gusto el empleado (enfermera(o),
ayudante, therapista?)

2. Estuvo nuestro empleado siempre con
usted cuando era ersperado?

3. Nuestros empleados siempre usaron
uniformes limpios?

4. Conocian nuestros empleados su trabajo?

5. Nuestros empleados fueron puntuales?

6. Diria que nuestros empleados le dieron un
buen cuidado?

7. Nuestros empleados oian sus
opiniones?

8. Evaluación del Cuidado recibido: Manejo
del Plan de Cuidado, Manejo de la
Enfermedad, Manejo del Dolor, Seguridad del
Paciente, Manejo de los Medicamentos,
Prevención de Infecciones, Prevención de
Caidas.

9. Nuestros empleados estuvieron siempre
disponible para comunicarse con usted?

Otros comentarios

__________________________________ ___________________________________
Firma de empleado                      Firma del paciente (opcional)



             CUSTOMER SERVICE PHONE MONTHLY QUESTIONNAIRE 
 
 
 
NAME: ____________________________ PHONE:___________________________ 
 
DATE OF CALL_____________________ COORDINATOR  #: _________________ 
 
SN: _______________________________ HHA:_______________________________ 
 
OTHER:___________________________   ___________________________________ 
 
 
1.  Is the service you are receiving to your satisfaction? 

El servicio que recibe es satisfactorio? 
Yes  /  No      Comments : ____________________________________________ 

             _________________________________________________________________ 
             _________________________________________________________________ 
 
2A. How many times has  the  ______  gone this week?  ____________ 
       Cuantas veces  la _____  ha ido esta semana?  __________ 
       (Should have gone ____________times) 
       (Debe haber ido  _______veces) 
 

B. How many times has the ______ gone this week? ___________ 
Cuantas veces la _______ ha ido esta semana? __________ 
(Should have gone ___________ times?  
(Debe haber ido  __________ veces? 

C. How many times has the _______ gone this week? _________ 
Cuantas veces la _______ ha ido esta semana?  __________ 
(Should have gone  ____________ times) 
(Debe haber ido _________ veces 

 
Comments :______________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
3.Is there anything we can  do to improve the service you are receiving? Yes  /  No 
  Que pudieras hacer para mejorar el servicio que  recibe?  Comments: __________ 
  __________________________________________________________________ 
  __________________________________________________________________ 
 
************************************************************************ 
For official use: 
Does any action need to be taken? Yes  /  No  Comments:_________________________ 
________________________________________________________________________ 
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QUALITY ASSURANCE FORM
PHYSICIAN QUESTIONNAIRE

Dear Dr.

                    We are conducting a survey on our Quality Assurance Standard. Please check
the appropriate box in the questionnaire form below:

 Thanks.

ITEMS PHYSICIAN RESPONSE
EXCELLENT ABOVE AVERAGE AVERAGE BELOW

 AVERAGE

1. Did agency staff display
adequate knowledge and
professionalism in maintaining
patient records?

2. Did agency staff make
themselves accessible to physician
when applicable?

3. Were agency staff members able
to communicate adequately with
patient's family and to the
physician?

4. How would you rate overall
quality of nursing care toward
patients as performed by the staff
of this agency?

5. Other

Date:                                               

Physician's signature:                                             







Home Health Agency   Evaluation of Agency's ProgramD-78

EMPLOYEE SATISFACTION SURVEY

Circle One:   Home Health Aide      LPN      RN     Therapy      Office / Clerical Administration / Management

Rate the areas below by marking the category that is closest to correct about your
job.

Categories Very

Dissatisfied

Dissatisfied Neutral Satisfied Very

Satisfied

Your Job

Opportunities to use your skills and abilities

Opportunities for interesting, challenging work

Recognition for work well done

Amount of responsibility given to you

Pay in relation to job duties

Patient Care

Your daily work load

Effectiveness of team approach

Effectiveness of team leaders

Rotation of areas

Daily scheduling process

Accessibility of medical supplies

distribution of medical supplies

number of miles driven each day

frequency of after hours visits

compensation for after hours visits

Communication

Opportunities to talk with administration

Responses from administration

Amount and quality of information received re:

daily personal performance

Amount and quality of information received re:

annual evaluation and salary review

Amount and quality of information received re:

changes in personnel policies

Amount and quality of information received re:

Medicare regulations-changes and effect on

your job

Amount and quality of information received re:

agency financial issues

Response from administration re:

suggestions/concerns



Categories Very

Dissatisfied

Dissatisfied Neutral Satisfied Very

Satisfied

Home Health Agency   Evaluation of Agency's ProgramD-79

Amount and quality of information received re:

employee benefits (vacation, sick leave,

mileage reimbursement, educational

opportunities, health insurance, retirement

plan)

Working Conditions and Benefits

Mileage reimbursement

Number of Agency in-services

Physical working conditions within your work

area

Number of educational opportunities outside

the Agency

Quality of educational opportunities outside

the Agency

Employee suggestion/concerns procedure

On Call System

Scheduling procedure

Pager system

Backup system

Timeframe for being on call (length)

Compensation for accepting ““call””

Available of other staff to make visits

Would you be interested in additional health insurance coverage for dental/vision/disability? Yes    

No 

W ould you be interested if the premiums for this additional coverage were your responsibility? Yes     No 

Do you feel that an employee Suggestion Box would be beneficial for the Agency? Yes     No 

Additional Comments:

_____________________________________________________________________

_______________________________________________________________________________________

Signature (optional)    __________________________________              Date ___________________



QA Questionnaires/Surveys Summary Table:

Period from: ________________ to ______________ (Every Quarter)
Rating from 1 “Disagree” - 5 “Strongly Agree”      Summarize Total Patient in each Question
Question Always/Good Sometimes Never

Total      4 - 5     % Total    2 - 3      % Total     1       %

1. Did you like your nurse/aide/therapist?

3. Did your nurse/aide/therapist always wear a
clean uniform?

4. Did your nurse/aide/therapist appear to know
her job?

5. Was your nurse/aide/therapist punctual?

6. Would you say the nurse/aide/therapist took
good care of you?

7. Was your nurse/aide/therapist a good listener?

8. Perception of effectiveness of Care Provided:
Care Plan Management, Disease Management,
Pain Management, Patient’s Safety, Medication
Management, Infection Prevention, Fall
prevention.

9. Your nurse/aide/therapist were always available to
communicate with you?

10. Other

Goals: 90 - 100 % of
Customers

0 %

Action Plan if Goals not Met: (Indicate Responsible party, and due date)
9 Inservice to our Employees requesting reinforced in areas with problems:  ______________________
___________________________________________________________________________________
9 Reinforced Punctuality and frequency __________________________________________________
___________________________________________________________________________________
9 Patient Care, Safety, Treatment need improvement  _______________________________________
___________________________________________________________________________________
9 Interdisciplinary, Physician, Family/Patients Communication need improvement __________________
___________________________________________________________________________________
9 Other ____________________________________________________________________________

Evaluator/Title Name: ______________________________   Signature: _________________________  
Date:___________________



Home Health Agency. -      - Personnel/Operations PoliciesB-53

HOME HEALTH CARE AGENCY

STAFF CONCERN

I. General information
1. Date of incident ______________________________
2. Time of incident ______________________________
3. Place of incident ______________________________
4. Name of individual(s) involved in incident _________________________________
5. Date this staff concern form completed _____________
6. Time this staff concern form completed _____________

II. Objective narrative description of incident
_______________________________________________________________________
_______________________________________________________________________

Ill. Description of identified problems resulting from incident
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

IV. Corrective action implemented __ Yes __ No (Explain)
_______________________________________________________________________

V. Date corrective action implemented ________________

VI. Description of implemented corrective action
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

FOLLOWING SECTION TO BE COMPLETED BY DIRECTOR OF NURSING 
VII. Review of incident documentation
Review date of this completed Staff Concern form _____________ 
Review time of this completed Staff Concern form _____________

VIII. Description of incident investigation:
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________



Home Health Agency. -      - Personnel/Operations PoliciesB-54

_______________________________________________________________________

IX. Additional corrective action implemented __ Yes __ No (Explain)
_______________________________________________________________________
_______________________________________________________________________

X. Description of implemented additional corrective action:
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

______________________________________________ _______________
Signature of individual completing this form Date

_____________________________________________________________
Signature of Director of Nursing Date

_____________________________________________________________
Signature of Administrator Date
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