Date: ___________________________

Dear ___________________________:

In order to expedite _________________’s medication administration quality assessment/improvement review, the following documents are requested to be available in the individual’s home on __________.

· Provider’s policy for medication administration and performance of health-related activities (HRA).

· Step-by-step directions for medication administration and performance of health-related activities.

· Individual-specific instruction for medication administration and the performance of health-related activities.
· Documentation that individual-specific training occurred prior to staff’s first administration or performance of a health-related activity.

· Date of first medication administration/performance of a health-related activity.

· Medication Administration Record (MAR)/Treatment Administration Record (TAR) for the months: _________________________________________________________.

(Please include any progress notes indicating observations made and/or difficulties noted during med administration or HRA)

· Signature sheet or other means of identifying staff signatures.

· Current physician orders, including standing orders for over-the-counter medications and physician orders/recommendations for the performance of health-related activities.

· Written procedures for handling unused, discontinued or contaminated medications.

· Documentation of all medication errors from ________________ to ______________.

(Review must be over the most current twelve -month period)

· Documentation of any follow-up initiated as a result of a medication error(s).

· Documentation of the performance of health-related activities on a TAR.
· Copies of all certifications held by each staff working with the consumer, which validate training in medication administrative procedures and the performance of health-related activities.

· Other:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

NOTE: The individual’s medications must be made available at the time of the review. Please note that I will be observing the mediation pass on _____________. If for any reason the above date is not convenient for the individual, please contact me so that am ore convenient time may be arranged.

Sincerely,
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