Supervisor Binder Review Form FSW

ULSTER COUNTY HEALTHY START

Quality Assurance Binder Review
FHW__________Supervisor_______________Date of Review______________

Please check (() yes, no or write in NA (not applicable).  Do not leave blanks.
Documentation Tracking

Yes
No
Comments/Notes




Forms Tracking Sheet

___
___
____________________________________






____________________________________






____________________________________
Evidence of review of participant
Bill of Rights


____
____
___________________________________________
LABEL 1: SCREENING/ASSESSMENT 

Screen



___
___
____________________________________






____________________________________






____________________________________
Pre-Assessment Form(s) (eff. 10/98)___
___
____________________________________





____________________________________





____________________________________
Post Assessment Form (eff. 10/98)
___
___
____________________________________





____________________________________





____________________________________
Kempe



___
___
____________________________________
(See QA Kempe Content Review)

____________________________________





____________________________________
Other Assessment  Documentation

and Family Assessment Consent 
Form



___
___
____________________________________






____________________________________






____________________________________
LABEL 2:  RELEASES

All appropriate releases obtained
___
___
____________________________________





____________________________________





____________________________________
Service Agreement

___
___
____________________________________





____________________________________





____________________________________
Informed Consent

___
___
____________________________________





____________________________________





____________________________________
LABEL 3:  CORRESPONDENCE

Return Referral


___
___
____________________________________
Health Care Provider Notification 



Letters (eff. 10/99)

___
___
____________________________________
Disenrollment Form

___
___
____________________________________
Copies of all other correspondence
___
___
____________________________________





____________________________________





____________________________________
LABEL 4:  HOME VISITS, IFSP, PROGRESS NOTES

HV Records/Logs completed according
to procedure and timeframes
___
___
____________________________________





____________________________________





____________________________________
HV Records:
Paint clear picture of intervention
___
___
____________________________________





____________________________________





____________________________________
Show evidence of PCI/brain 
development activities

___
___
____________________________________





____________________________________





____________________________________
CHEERS/PCI Section Completed
____
____
___________________________________________






___________________________________________






___________________________________________
Supervisor signatures reflect 
weekly review


____
____
___________________________________________






___________________________________________
Show evidence of performance targets and IFSP
informing activities

___
___
____________________________________





____________________________________





____________________________________
Show evidence of anticipatory 
guidance


___
___
____________________________________





____________________________________





____________________________________
Are objective, free of judgement
___
___
____________________________________





____________________________________





____________________________________
Show evidence of including other
Family members when appropriate
___
___
___________________________________________






___________________________________________






___________________________________________
Show evidence of advance planning___
___
____________________________________





____________________________________





____________________________________
Records and logs are mutually 
reflective


___
___
____________________________________





____________________________________





____________________________________
IFSP:
Completed according to procedure
___
___
____________________________________





____________________________________





____________________________________
Up to date document in binder
___
___
____________________________________





____________________________________





____________________________________
Progress Notes completed according
to procedure 


___
___
____________________________________





____________________________________





____________________________________
Supervisors Comment Sheets
___
___
____________________________________





____________________________________





____________________________________
Level promotion completed according
to procedure


___
___
____________________________________





____________________________________





____________________________________
LABEL 5:  ON-GOING (grouped by form in descending order)
Change Forms


___
___
___________________________________________






___________________________________________






___________________________________________
ID/Contact


___
___
____________________________________
____________________________________
____________________________________
Intake



___
___
____________________________________






____________________________________






____________________________________
Target Child Info/Birth Outcomes
___
___
____________________________________






____________________________________






____________________________________
PSI w/ coversheets

___
___
____________________________________






____________________________________






____________________________________
Follow Up Forms


___
___
____________________________________






____________________________________






____________________________________
LABEL 6:  SERVICE REFERRAL/TC MEDICAL

Service Referrals


___
___
____________________________________






____________________________________






__________________________________________
TC Medical


___
___
___________________________________






___________________________________






___________________________________
LABEL 7:  ASQs

All coversheets and questionnaires

Filed in descending order

___
___
___________________________________






___________________________________






___________________________________
Appropriate referrals and follow up
occurred 


___
___
___________________________________






___________________________________






___________________________________
Service coordination activities completed
according to procedure and schedule___
___
___________________________________






___________________________________






___________________________________
LABEL 8:  QA FORMS

QA Binder Review completed according
to schedule.  See Supervisors QA binder 
for all other QA forms

___
___
___________________________________






___________________________________






_____________________________

General Comments/Suggestions:
Reviewed by: ___________________________________
FHW Supervisor:__________________________________
FHW:___________________________________________
Was feedback given to worker?    Yes
No
Date: ___________
Follow up needed?
Yes
No
If needed, follow up plan (include time frame where appropriate)
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Follow up plan addressed?
Yes
No
Comments:
________________________________________________________________________________________________________________________________________________
