OFFICE OF AIDS PROGRAMS AND POLICY

REQUEST FOR INFORMATION: RESIDENTIAL HOSPICE AND 

SKILLED NURSING FACILITY SERVICES LEVEL A OR LEVEL B

Please answer each question as it pertains to the services your agency would or could provide. Please indicate which services by marking all appropriate and answer questions by entering text in the gray boxes.  




 FORMCHECKBOX 
 Residential Hospice Facility Services




 FORMCHECKBOX 
 Nursing Facility Services Level A




 FORMCHECKBOX 
 Nursing Facility Services Level B

1. What is the name of your agency?

     
2. Where are facilities located (please include complete address with zip codes)?

     
3. What type of licensure or certification does your agency currently have and for how many beds in each category?

	a.
	Congregate Living Health Facility (CLHF)
	     
	beds

	b.
	Residential Care for the Chronically Ill (RCFCI)
	     
	beds

	c.
	Nursing Facility Level A
	     
	beds

	d.
	Nursing Facility Level B
	     
	beds

	e.
	Other Skilled Nursing Facility
	     
	beds

	f.
	Hospice Certification
	     
	beds

	g.
	Other:      
	     
	beds


4. How many years has the facility been in operation?

     
5. a.
Has the facility provided care for HIV/AIDS patients?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

b.
If YES, for how long?

     
6. How many clients/residents do you currently serve?  Provide a total count of clients by service site, and give the percentage of HIV/AIDS patients at each site (range over the past twelve months).

     
7. Does the facility have experience providing hospice services?

     
8. What are the Skilled Nursing needs of the HIV/AIDS patients being seen in your facility (general levels of acuity)?

 FORMCHECKBOX 
  High Acuity
 FORMCHECKBOX 
  Medium Acuity
 FORMCHECKBOX 
  Low Acuity

9. What is the average length of stay for HIV/AIDS patients (average and range) for hospice?

     
10. What is the average length of stay for HIV/AIDS patients (average and range) for nursing facility services?

     
11. Does your agency have an Infectious Disease Physician or HIV Specialist Physician on Staff or available through a consulting arrangement?

     
12. What are the sources of referrals to your agency for HIV/AIDS patients?

     
13. How does your agency link HIV/AIDS patients to other support services?

     
14. Does your agency have an Electronic Medical Record or other data collection system?

     

15. a. 
Is your organization certified to provide Medi-Cal services?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

b. Medicare?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

c. Does your organization bill other third-party insurers?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 


d.
If yes, please specify:

     
16. Does your agency currently meet or exceed staffing plans as required by licensure category and services provided?  Please explain.

     
17. a.
Does your organization use standards and/or practice guidelines to set 



performance and quality parameters?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


b.
If yes, please indicate which standards/guidelines you use.

     
18. a. 
Does your organization have a client/resident/family education program?


 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


b.
If yes, please describe how this works.

     
19. Does your organization conduct a client satisfaction survey or interviews? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

20. Are there any specific regulatory or financing barriers your organization faces in 
the delivery of services to persons with HIV disease or AIDS?

     
21. Is there anything else you would like to discuss about your organization pertaining 
to the rate setting or regulatory process? Use additional sheets if necessary.

     
22. Please provide an estimate of the all-inclusive cost to your agency of providing one 
bed-day of service for a hospice patient (if your agency may provide these services).  

     
23. Please provide an estimate of the all-inclusive cost to your agency of providing one 
bed-day of service for a nursing facility services patient (if your agency may provide 
these services).  

     
Please provide your contact information below.

	Name and Title
	     

	Agency
	     

	Agency Address
	     

	
	     

	
	     

	Telephone
	     

	Fax
	     

	Email
	     


THANK YOU FOR COMPLETING THIS SURVEY.  PLEASE SEND THE COMPLETED SURVEY BY THURSDAY, MAY 26, 2005, IN THE ENCLOSED ENVELOPE, BY FAX, OR BY EMAILTO:

Susan Carlon, Solicitations Coordinator

Office of AIDS Programs and Policy

Division of Planning and Research

600 S. Commonwealth Avenue, Suite 200

Los Angeles, CA  90005

Phone: (213) 351-8048

Fax: (213) 381-8023

Email:  scarlon@ladhs.org 
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