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FY2015 PRE-PLANNING SURVEY FOR QUALITY MONITORING REVIEW

AGENCY NAME:  



 
                                                        DATE: 
          


AGENCY DIRECTOR: 



 
                                                            



TITLE: 




   MAILING ADDRESS:







PHONE NO. (      ) 
          
 
                             FAX NO. (
       ) 
                                                        

Email: 
 
                                      Does the contractor have access to Internet?  YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 

MEDICAL DIRECTOR NAME and CONTACT INFORMATION: _________________________________________________________________________________________

Administrative Address For Entrance And Exit Conferences:

Entrance Conference: ______________________________________________________________________

Exit Conference: __________________________________________________________________________

All communication regarding this Quality Monitoring Review is to be made with the following contact:

	NAME, TITLE


	

	MAILING ADDRESS
	

	E-MAIL ADDRESS
	

	PHONE #
	

	FAX #
	


Please list all others who require copies of information related to this review:

	NAME, TITLE


	

	MAILING ADDRESS
	

	E-MAIL ADDRESS
	

	PHONE #
	

	FAX #
	


	NAME, TITLE


	

	MAILING ADDRESS
	

	E-MAIL ADDRESS
	

	PHONE #
	

	FAX #
	


Check  FORMCHECKBOX 
 all of the following DSHS funded services that are provided by your agency:

	 FORMCHECKBOX 

	Title V - Prenatal Medical   
	 FORMCHECKBOX 

	Expanded Primary Health Care (EPHC)

	 FORMCHECKBOX 

	Title V - Child Health
	 FORMCHECKBOX 

	Breast and Cervical Cancer Services (BCCS)

	 FORMCHECKBOX 

	Title V - Prenatal Dental
	 FORMCHECKBOX 

	Texas Health Steps (THS)

	 FORMCHECKBOX 

	Title V -  Child Health Dental 
	 FORMCHECKBOX 

	WIC

	 FORMCHECKBOX 

	Title V - Dysplasia
	 FORMCHECKBOX 

	Genetics

	 FORMCHECKBOX 

	DSHS Family Planning  (FP)
	 FORMCHECKBOX 

	Children with Special Health Care Needs (CSHCN) Services Program

	 FORMCHECKBOX 

	Primary Health Care  (PHC)
	 FORMCHECKBOX 

	Epilepsy


Which DSHS health services regions do you serve? 


                                                
                                                            
Does your agency have a pharmacy?   YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 
   If yes, list all clinic sites that have a pharmacy:   

Does your agency have a lab?  YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 
    If yes, list all clinic sites that have a lab:

Have you moved or opened any new clinic sites or structurally altered any site since your last review?

YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 
   If yes, please list location(s) and have a copy of the ADA checklist for each new site available for the reviewer:
Have you had any changes to any of your Civil Rights policies?  YES   FORMCHECKBOX 
   NO  FORMCHECKBOX 
   If yes, please have a copy available for the reviewer.

Does your agency have Electronic Medical Records (EMRs)?  YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 

Does your agency bill 1st Dental Home services for clients age 6 to 35 months (CPT codes 99429-U5 or D0145)?  YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 
    If yes, please list medical and dental staff that are certified to perform the service, and have a copy of their Department of State Health Services Oral Health Program certifications available for the reviewer.
Please indicate the location of the following:

	Administrative and Personnel Policies and Procedures, Personnel Records, Credentialing Files, and Quality Plan
	

	Client Eligibility Records
	

	Medical Records
	

	Financial / Billing Records
	


List all clinic addresses where DSHS funded services are provided.  List the type of service(s) provided (i.e, prenatal, Title V child health, primary health care, immunization only, WIC, etc.) and the DAYS and the HOURS of these services.  Please attach an extra sheet if more space is needed:  

	   Clinic Name & Address
	Funding/Services


	Days & Hours This Service is Provided
	  Contact Person
	             Phone

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Does your agency subcontract with any agencies or persons to provide any of your DSHS funded services? YES  FORMCHECKBOX 
    NO  FORMCHECKBOX 
   If yes, please list below indicating location, services provided, etc. 

	Subcontractor Name & Address
	Funding/Services
	Days & Hours This Service is Provided
	  Contact Person
	             Phone

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please provide any additional information that may assist us in developing the agenda for the on-site review of your agency.

FOR DSHS USE ONLY: FY15
Date Received Survey: _____________________          Team Leader: ______________________________  















