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PURPOSE: 

The Performance Effectiveness Review Tool (PERT) is a document that includes the compilation of New York State Department of Health (NYSDOH) regulations, program guidelines and administrative policies. The PERT is completed to determine the quality and effectiveness of a school based health center (SBHC) and its compliance with contractual requirements.  The self-assessment and validation sections of the PERT provide assurance that the required Principles and Guidelines for School Based Health Centers in New York (Guidelines) are being adequately met.

Early, Periodic Screening, Diagnosis and Treatment (EPSDT), also known as Child/Teen Health Plan (C/THP) in New York State is a federally mandated program that establishes standards for pediatric care, including a periodicity schedule that helps ensure that all children (0-21 years) receive quality, comprehensive health care services that are age specific to their growth and development.  The current schedule is generally consistent with American Academy of Pediatrics (AAP) guidelines and recommendations, and compliance is required for all Medicaid (MA), MA Managed Care (MA/MC), and Child Health Plus (CHP) providers in New York State.

PERT PROCESS:
SELF ASSESSMENT-completed by the SBHC staff
· The PERT utilizes a process of provider self assessment and subsequent validation by a NYSDOH review team.

· This process provides the SBHC with an opportunity to assess its program’s quality and effectiveness by determining if the SBHC has met the various components of the Guidelines, as identified by specific items throughout the PERT.  The SBHC staff describes how each item listed is used to carry out SBHC activities.  For those items that are “not met”, staff must describe reasons and what efforts and progress have been made to address that item.  

· If an item is met, the box should be checked.  If an item is not met, the box should be left blank.

· The SBHC staff should also identify the areas where they need additional technical assistance (TA).

· This portion is completed by the SBHC and returned to NYSDOH one week prior to the on-site review.

· (next to the section means this section must be completed for the pre-opening certification.

VALIDATION completed by NYSDOH staff
· The validation process includes (1) review of the self assessment portion of the PERT; (2) a Comprehensive Site Review visit at selected SBHC site(s) by NYSDOH staff; and 93) completion of the Review Summary which outlines the SBHC’s strengths, needs and priority actions and recommendations needed for program improvement.  

· This portion is completed during the NYSDOH site review.

EXIT CONFERENCE
· The Comprehensive Site Review visit concludes with an exit conference during which findings are summarized and recommendations for improvement are made.  

FOLLOW-UP

· After completion of the Comprehensive Site Review, NYSDOH regional staff will send a letter to the SBHC Program Director. It will include a copy of the completed and validated PERT, including the Clinical Record Review and the Site Review Summary which addresses strengths, areas needing improvement and priority items that require immediate attention and an action plan. An ACTION PLAN must be submitted to NYSDOH within 6 weeks of receipt of the summary. It should include strategies for approval and activities to correct the item, policies and procedures to support the activities, a timeline for implementation, staff responsible, and evaluation measures. TA from NYSDOH is available as needed throughout the process. Additional on-site visits to evaluate changes, operational improvements and the degree of progress will be scheduled as necessary.  

DIRECTIONS
SECTION I:  ADMINISTRATIVE REVIEW:
To be completed by the SBHC staff.

SECTION II:  SITE SPECIFIC REVIEW:

To be completed by the SBHC staff.

SELF ASSESSMENT:

For the items/requirements in Sections I and II, the SBHC staff should check the ( ) next to each item, if met.  As applicable, describe where it can be found in the LOCATION column (i.e. policy and procedure manual #).  Where indicated, describe how the SBHC uses the checked items to carry out the required SBHC activities, including those noted in the workplan.  Staff must also identify areas where TA is needed. 

To complete the self-assessment, the SBHC must check all appropriate items specific to its program.  As an example, see Section I B. Outreach/Education #4.  At the bottom of the page the SBHC DESCRIBES how any checked items are used to carry out SBHC activities (i.e.) "SBHC staff is present for all pre-K enrollments.  School Office provides packet of information for other new school enrollees and refers to SBHC for further information.  SBHC is staffed during all school “open house” nights for enrollment, health information or tours by parents visiting the school.  Direct mailings are used to remind parents to re-enroll/update demographic information.  Telephone calls are also used for this purpose.  The SBHC has its own “homework Hotline” telephone number listed in the newspaper for pre-recorded information as well as information on health topics.  The SBHC now publishes its own newsletter quarterly.  Articles are still submitted to school and local newspapers.”

NYSDOH VALIDATION:

In Sections I and II, NYSDOH staff will provide comments and/or an explanation noting whether or not the item/requirement is fully met.

SECTION III:  CLINICAL RECORD REVIEW:

To be completed by NYSDOH review team.  Generally, the NYSDOH review team will randomly select and review a minimum of 10 charts per site that are reflective of the SBHC enrollment.  Depending on the number of students enrolled, the review team will have the discretion of either reviewing more or fewer records.  The chart review tool to be used is enclosed. 

SECTION IV:  COMPREHENSIVE SITE REVIEW SUMMARY:

To be completed by the NYSDOH review team.  Based on the information obtained from the Self Assessment, Validation, and Clinical Record Review Sections, the NYSDOH review team will summarize the SBHC’s strengths, needs, and priority actions and recommendations needed for program improvement.

GLOSSARY

COMPREHENSIVE SITE REVIEW

An official program review to be conducted by a NYSDOH team to evaluate all aspects of the operation of school based health center projects.  This evaluation will be conducted at a minimum every three years. 

FOCUSED SITE REVIEW

An official program review to be conducted by a NYSDOH team to review selected aspects of the operation of a school-based health center(s).  This review may be conducted between comprehensive site reviews based on performance as measured by previous comprehensive site reviews and the ability to achieve workplan goals and objectives. 

INTERIM VISITS/CONTACT

Site visits or telephone calls made by regional office staff or central office staff for follow-up on comprehensive site reviews and/or to provide needed technical assistance and consultation between review visits.  

“NEW SITE”

A school-based health center that has not previously been in operation.  This may apply to a provider who already operates other school based health center sites or one who has never operated any sites. 

PERT

The Performance Effectiveness Review Tool is used to evaluate the operation of the school based health center(s).  The tool includes an administrative and site-specific self-assessment to be completed by the school based health center provider and an on-site validation to be completed by NYSDOH school health regional and/or central office staff.  The tool is used for pre-opening certification, focused reviews and comprehensive site reviews.

PRE-OPENING CERTIFICATION VISIT

A site visit to a newly established school based health center site by NYSDOH regional staff to conduct an evaluation of the provider’s readiness to provide services.  Selected portions of the PERT, including the self-assessment and NYSDOH validation, will be used to determine program readiness.  

PRE-OPENING TECHNICAL ASSISTANCE

Technical assistance and consultation provided by regional staff and/or central office staff to the provider in preparation for the opening of a new school based health center. 

SELF-ASSESSMENT

A narrative description of strategies employed by a school based health center provider to meet programmatic guidelines and/or achieve goal and objectives of a workplan.  This narrative is completed by the school based health center provider using the PERT prior to a pre-opening, focused or comprehensive site review. 

SITE-REVIEW TEAM

NYSDOH staff comprised of regional and central office staff and other resource persons as needed to conduct the Comprehensive Site Review.  Regional office staff will act as team leader in the coordination of the site review.  Central and regional office staff will jointly determine  the other team members, when indicated.  

SECTION I

ADMINISTRATIVE REVIEW
DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	( A.  ORGANIZATION/ADMINISTRATION
	LOCATION
	NYSDOH VALIDATION

	( ) 1.  Current Mission Statement
	-

	

	( ) 2.  Organizational Chart (Attach copy which 

         shows Article 28/SBHC relationship and

         annual renewal/revision.)
	
	

	( ) 3.  Agreements/Contracts/MOUs

         ( ) NYSDOH approval

         ( ) Article 28 (A28) provider.

       *( ) Clinical training and internships

         ( ) School district(s), including in-school

              resources

         ( ) 24 hour back-up facility

         ( ) Medicaid Managed Care Organizations

         ( ) Child Health Plus Organizations

         ( ) Third party payors

         (  ) Transfer/referral agreements

              As applicable:

         (   ) County Public Health

         (   ) County Social Services Departments

         (   ) County Mental Health Services

         ( ) NYC Board of Education

         ( ) Adolescent Pregnancy Prevention

              Program(s)

         ( ) PCAPs/MOMS

         (   ) Others (list)

*Should include description of duties, orientation, 

  and supervision in the SBHC per A28 guidelines
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reason(s) and what effort(s)/progress has been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(B.  OUTREACH/EDUCATION AND

         ENROLLMENT
	LOCATION
	NYSDOH VALIDATION

	( ) 1.  SBHC staff and school personnel 

         cooperate/coordinate publicity and outreach.
	
	

	( ) 2.  A person(s) is designated for outreach.
	
	

	( ) 3.  Information of SBHC enrollment eligibility

         and services is shared with whole student

         body and faculty/staff at least twice a year.
	
	

	4.  Students are recruited.  Procedures include:

    ( ) school enrollment

    (   ) mailings

    ( ) bulletin board/posters

    (   ) student newspapers

    (   ) campaign/PSAs

    (   ) newspaper articles

    ( ) other (specify) 
	
	

	5.  Enrollment process includes:

    ( ) securing the consent for care

    ( ) securing a signed release for medical

         records (to and from other providers)

    ( ) assisting with MA or CHP enrollment and

    ( ) transmitting all billing/fiscal information

         to A28.


	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(C. PERSONNEL
	LOCATION
	NYSDOH VALIDATION

	( ) 1.  The program assures recruitment and

         employment without regard to age, sex, race,

         religion or sexual orientation.
	
	

	( ) 2.  Standards exist for provider credentials,

         assuring employees are qualified by license

         and registration (where applicable).
	
	

	( ) 3.  Job descriptions/orientation plan, curricula

         vitae and resumes are on file.
	
	

	( ) 4.  Copies of staff licenses, registrations and 

         certifications are up-to-date.
	
	

	( ) 5.  Employee records are maintained in

         accordance with Title 10/NYCRR.

         ( ) Medical requirements

         Staff Development:

               ( ) Child Abuse/Neglect

               ( ) Infectious Disease Control

               ( ) Right to Know

               ( ) CPR/First Aid Training

               ( ) Confidentiality (HIV and general)

               ( ) Other professional training

        ( ) Annual Performance Evaluation
	
	

	( ) 6.  Procedures exist for staff reporting illnesses

         which may impact personnel and/or student

         health.
	 
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(D. WRITTEN POLICIES, PROCEDURES & 

     PROTOCOLS
	LOCATION
	NYSDOH VALIDATION

	( ) 1.  ADMINISTRATION

    Policies, procedures & protocols are:

    ( ) developed, reviewed and/or revised annually

    ( ) available at each site

    Policies, procedures and protocols include:

    ( ) maintenance of records at SBHC and at

         24 hour back-up facility for after-hours,

         weekends and vacations

    ( ) transfer of records for referrals upon 

         request and consent

    ( ) communication with primary care provider (PCP)

    ( ) documentation of reportable incidents/findings

         (in collaboration with school as appropriate)

         and follow-up

    ( ) communication with parents re: non-confidential

         and emergency services

    ( ) communication with appropriate school personnel

          re: emergency services necessary for enrolled

         students

    ( ) School-Based Health Center Guidelines
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(D. WRITTEN POLICIES, PROCEDURES &  

     PROTOCOLS
	LOCATION
	NYSDOH VALIDATION

	2. a.  CLINICAL SERVICES – Administration

    ( ) Nurse Practitioner/Physician’s Assistant

         has current, signed collaborative agreement

         with physician.  

    ( ) Current protocols for triage, treatment and

         comprehensive physical exam exist.

    ( ) Staff have access to medical reference materials

  *( ) Medications:

        prescriptions, stock, administration, security

        and disposal

  *( ) Laboratory

      *( ) Specimen collection/transport

      *( ) Reporting of results/posting/follow-up

    ( ) Medical record format reflects EPSDT.

    ( ) Referrals for off-site services, coordination  

        and follow-up exist.

    Systems exist for:

        ( ) appointment scheduling and follow-up

        ( ) logging and tracking walk-ins, including the

            documentation of chief complaint, clinical

            assessments and interventions

        ( ) tracking need, timing and documentation for

            comprehensive physical assessments

        ( ) tracking immunizations, lead, TB and other

            EPSDT required screenings

        ( ) maintenance of adequate supplies/equipment

*Describe procedures and attach A28 policies and

procedures for these items.
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(D. WRITTEN POLICIES, PROCEDURES & PROTOCOLS
	LOCATION
	NYSDOH VALIDATION

	2.b. CLINICAL SERVICES – Delivery       This is a review of your written policies and procedures.  The actual practice of these protocols will be evaluated

                                                                          in the Site Specific section of the PERT.



	COMPREHENSIVE HISTORY AND PHYSICAL ASSESSMENT

    ( ) growth

    ( ) nutrition

    ( ) anthropometry

    ( ) age-appropriate developmental

    ( ) immunizations

    ( ) reproductive

    ( ) psychosocial/behavioral
	· Please attach a blank medical record and assessment tools that are used


	

	SCREENINGS (per EPSDT)

    ( ) vision, including color perception

    ( ) hearing

    ( ) speech/articulation

    ( ) dental

    ( ) scoliosis

    ( ) lead (as indicated)

    ( ) sickle cell testing (as indicated)

    ( ) TB sensitivity/Mantoux
	
	

	INTERIM EXAMS/CARE

    ( ) follow-up acute and/or abnormal findings

    ( ) chronic disease management/medications

    ( ) new acute

    ( ) urgent

    ( ) emergent

    ( ) sports/work physicals
	.
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(D. WRITTEN POLICIES, PROCEDURES & PROTOCOLS
	LOCATION
	NYSDOH VALIDATION

	2. b. CLINICAL SERVICES - Delivery
	

	HEALTH EDUCATION AND HEALTH COUNSELING

    ( ) general health and specific diagnosis

    ( ) nutrition

    ( ) psychosocial/behavioral (smoking, substance abuse, violence)

    ( ) HIV/AIDS (pre and post test)

    ( ) other

    Sessions available to:

      ( ) individual                                        ( ) parents only

      ( ) group                                               ( ) student with parent

    Materials and resources used:

      ( ) Additional health counseling based on high risk indicators
	
	

	DENTAL (if applicable)

    Preventive Services                                  Treatment Services

    ( ) examination                                          ( ) restoration

    ( ) x-rays                                                    ( ) extractions

    ( ) oral prophylaxis                                    ( ) other (specify)

    ( ) fluoride supplements (drops/tabs)

    ( ) sealants

    ( ) referral for diagnosis/treatment

    ( ) follow-up

    ( ) other (specify)

	
	

	MENTAL HEALTH

    ( ) assessment (specify tools used)          Sessions available to:

    ( ) follow-up specific diagnosis               ( ) individual

    ( ) crisis management                              ( ) group

  *( ) referral process                                   ( ) parents only

    ( ) treatment                                             ( ) student with parent(s)

    Materials and resources used:

    *Describe relationship with any in-school mental health resources
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(D. WRITTEN POLICIES, PROCEDURES & PROTOCOLS
	LOCATION
	NYSDOH VALIDATION

	3. ENVIRONMENTAL (OSHA standards are applied.)

    ( ) infection control

    ( ) medical waste, including sharps

            ( ) security

            ( ) disposal

    ( ) routine cleaning and maintenance

    ( ) equipment calibration and maintenance
    ( ) fire drills

    ( ) disaster plan

    ( ) medical emergency plan/crisis plan

           ( ) coordination of medical emergencies for enrolled and non-enrolled students

           ( ) defined roles and responsibilities of individual SBHC staff and school personnel


	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(E. FISCAL MANAGEMENT
	LOCATION
	NYSDOH VALIDATION

	1. ADMINISTRATION

   ( ) A28 has staff responsible for SBHC fiscal management. 

        name(s), title(s), and location:

   ( ) A system of routine periodic communication between SBHC  

        and A28 exists.

   ( ) Periodic review and discussion of encounter and financial data 
        to assess program stability, growth, and financial viability 
        occurs.

   ( ) An annual SBHC budget is calculated (reflects total cost of

        operations and projected revenue).  In-kind and other funding

        streams are identified (attach current budget).

   ( ) Written policies and procedures exist for fiscal management

        of the SBHC. 
	 
	

	2. ACCOUNTING/RECORD KEEPING:

   ( ) The A28 maintains an accounting manual which is consistent 

        with general accounting principles for program/fiscal 

        management.

   ( ) Date of last fiscal audit 

   ( ) Receipts and expenditures are identified for each 
        contract/source of funds.

   ( ) FTE levels are consistent with operating budget.

   ( ) DOH purchased equipment is tagged.

   ( ) Inventories for purchased equipment are maintained, current, 
        and annually updated.

   Person responsible: 

   ( ) For funded programs, vouchers are prepared at least quarterly.

        and submitted to NYSDOH with a copy to the regional office.  A

        copy is maintained on site with original supporting 

        documentation.  

   ( ) Budget modification requests are submitted to regional staff for

        review and recommendations.
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(E. FISCAL MANAGEMENT
	LOCATION
	NYSDOH VALIDATION

	3. BILLING:

    ( ) Staff responsible for billing SBHC services

        Name(s), title(s), location(s):

    ( ) On site SBHC services are provided with no out-of-

         pocket expense to the family.

    ( ) A sliding fee scale that is consistent with expanded  

         MA and Child Health Plus guidelines is in place and 

         operationalized. (Attach copy.)

    ( ) Procedures are in place for determining and verifying 

         third party insurance status including:

            ( ) Medicaid

            ( ) Child Health Plus

            ( ) Managed Care

            ( ) Private Insurance

    ( ) There is third party notification and billing for all 

         eligible visits using the appropriate locator codes.

    ( ) There is follow-up of all claim denials.

    ( ) Third party revenues are readily identifiable and

         returned to the program to enhance and sustain the   

         SBHC.


	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(F.  DATA MANAGEMENT POLICIES/PROCEDURES
	LOCATION
	NYSDOH VALIDATION

	1. CONFIDENTIALITY restricts access and use of:

    ( ) computer files/logs

    ( ) schedules and appointment books

    ( ) client records

    ( ) SBHC data
	
	

	2. COLLECTION/USE OF AGGREGATE DATA is:

    ( ) shared with A28 Board of Directors

    ( ) shared with SBHC Advisory Council

    ( ) incorporated into CQI/QA Process
	
	

	3. REPORTING REQUIREMENTS:

    ( ) Quarterly Report preparation

    ( ) Annual Profile preparation
	
	( ) submitted to NYSDOH, with copy to the Regional

Staff, within 60 days of the end of the reporting

period


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)




DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	G. CONTINUOUS QUALITY IMPROVEMENT
	LOCATION
	NYSDOH VALIDATION

	(( ) 1. A SBHC person is designated as the CQI Coordinator.

             Designated individual:   
             This individual should be a member of the Health Advisory

             Council.
	
	

	(( ) 2. The CQI committee membership reflects expertise from all

             health-related disciplines and is responsible for approving 

             the overall CQI plan as well as reviewing and responding to 

             the results.  (Attach member’s names, titles & affiliations.)
	
	

	( ) 3. Critical school and community input is achieved through the 

          reporting of CQI results to the Advisory Council by the CQI

         Coordinator.  
	
	

	( ) 4. Together the committee and council review the delivery of    

         SBHC services and provide guidance for ongoing program    

         development.
	
	

	( ) 5. The CQI committee meets at least quarterly. (Attach minutes 

         for the previous year.)
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	G.  CONTINUOUS QUALITY IMPROVEMENT
	LOCATION
	NYSDOH VALIDATION

	6. The CQI Plan developed and implemented is based on needs 

    assessment and previous CQI activities and includes at least

    the following on a quarterly basis:

    ( ) a distinct focus on each of the following areas:

         administration, clinical, consumer satisfaction (patient/student,

         family and school personnel), community outreach and

         education and complaint investigation

    ( ) structure, process and outcome measures appropriate to the 

         area of study

    ( ) the collection and analysis of data for each area studied/

         assessed

    ( ) the development and implementation of strategies to address

        areas of concern that need improvement

    ( ) periodic re-evaluation of new strategies to assess effectiveness
	
	

	7. A written CQI Outcome Report (based on the activities in #6)

    includes the following elements and is reviewed by the CQI

    Committee:

    ( ) SBHC policies and procedures that reflect workgroup   

         outcomes and programmatic requirements

    ( ) strong evidence of continuous communication with staff
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check ( ) next to item if met.  Leave ( ) blank if not met.  As applicable, describe where the item can be found in the LOCATION column. NYSDOH staff completes the NYSDOH VALIDATION column.

	(H.  ADVISORY COUNCIL
	LOCATION
	NYSDOH VALIDATION

	 1. The SBHC has an Advisory Council with active member

         participation, representative of its constituency
	
	

	 2.Advisory council membership reflects areas of needed     

        expertise.  List members names and titles: (may attach listing).

Chair: ___________________________________________

Administration

   A28 Provider: ________________________________________

   SBHC CQI Coordinator:________________________________

   School:  _____________________________________________

 School

   School Nurse: ________________________________________

   Faculty: _____________________________________________

   Students: ____________________________________________

Community/Parents:   ___________________________________

Mental Health:   _______________________________________

Other:   ______________________________________________


	
	

	 3. The SBHC Advisory Council is oriented to its role and the   

        SBHC services.
	
	

	 4. Advisory Council meetings are scheduled on a regular basis 
           (at least quarterly).  (Attach schedule and minutes.)
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check box next to item if test is ordered.  Leave box blank if test is not ordered.  Check appropriate box if lab specimen is collected and/or performed on site.  NYSDOH staff completes the NYSDOH VALIDATION column.

	(CLIA #                                           Permanent Facility Identifier _______________________

	I. LABORATORY TESTS
	  ORDERED
	COLLECTEDDDD
	PERFORMED
	NYSDOH VALIDATION

	   Hemoglobin/Hematocrit
	
	
	
	

	   Sickle Cell Test
	
	
	
	

	   Lead Screening
	
	
	
	

	   Urinalysis – Microscopic (ppmp only)
	
	
	
	

	   Stool Examination/Culture
	
	
	
	

	   Throat Culture
	
	
	
	

	   Wound Culture
	
	
	
	

	   G.C. Culture
	
	
	
	

	   Syphilis Serology
	
	
	
	

	   Chlamydia Testing
	
	
	
	

	   Pregnancy Test (serum)
	
	
	
	

	   HIV Testing
	
	
	
	

	   Other
	
	
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

DIRECTIONS:  Check box next to item if test is ordered.  Leave box blank if test is not ordered.  Check appropriate box if lab specimen is collected and/or performed on site.  NYSDOH staff completes the NYSDOH VALIDATION column.

	(I. LABORATORY WAIVED TESTS
	    ORDERED
	COLLECTED
	 PERFORMED
	NYSDOH VALIDATION

	   Dipstick or tablet reagent urinalysis
	
	
	
	

	   Fecal occult blood
	
	
	
	

	   Ovulation test
	
	
	
	

	   Urine pregnancy test (by waived kit)
	
	
	
	

	   Erythrocyte sediment rate
	
	
	
	

	   Blood glucose (approved for home use)
	
	
	
	

	   Hemoglobin-copper sulfate
	
	
	
	

	   Spun micro hematocrit
	
	
	
	

	   Hemoglobin by single analyte instrument
	
	
	
	

	   Blood cholesterol test (by waived 

   instrument)
	
	
	
	

	   Cholesterol L*D*X system
	
	
	
	

	   Strep test (by waived test)
	
	
	
	

	   Serum Pyloritek Test Kit
	
	
	
	

	   Smith Kline Gastrocult
	
	
	
	


SUMMARIZE how the SBHC uses the above items/requirements to carry out SBHC activities.  If the item/requirement is “not met”, describe the reasons and what efforts and progress have been made to address that item/requirement.  Please identify area(s) where TA is needed.  (Use additional sheets if necessary.)

(J. WORKPLAN:   (dates)  to 

Directions:

· Attach a copy of the current workplan for all SBHC sites.

· For each objective, put an ‘S’ if the activities are the same of a ‘C’ if the activities have changed from current work plans.

· In the ‘Outcomes Achieved’ column, specify the progress that has been made for each objective.

· If additional objectives were added, please add them to the end of the workplan.  Use additional sheets if needed.

WORKPLAN
D-1

GOAL: 







Formal needs assessment









             Completed by: ________________

	OBJECTIVES
	SPECIFIC

ACTIVITIES
	TIME

FRAME
	PERSON(S)

RESPONSIBLE
	EVALUATION MEASURES


	1.  By the end of the school year, enrollment in the SBHC will be       % of the total high school population (minimum of 70%) or  % of the total elementary or middle school population (minimum of 80%).
	
	
	 
	

	2.  By the end of the school year, 100% of all of the students enrolled in the SBHC will have a current comprehensive physical exam (CPE) on record (either from the SBHC or the student's primary care provider).
	
	
	
	

	3a.  By the end of the school year, 100% of the students enrolled in the SBHC will have a current mental health screening. 

                      --------------

3b.  It is expected that    % of those screened will need further mental health services and will be referred appropriately.
	
	
	
	

	4.   By the end of the school year, 100% of the students identified with asthma will have a treatment plan in place.
	
	
	
	

	5.   100% of the enrolled students will be up-to-date on required immunizations.
	 
	
	
	

	6.  100% of enrolled students will have a developmentally appropriate risk assessment to include injury, safety, violence, diet/exercise, substance use and passive exposure, abuse and sexuality and a treatment plan in place.
	
	
	
	


GOAL:








 
	OBJECTIVES
	SPECIFIC

ACTIVITIES
	TIME

FRAME
	PERSON(S)

RESPONSIBLE
	EVALUATION MEASURES


	
	 
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	 
	

	
	
	
	
	


(J. WORKPLAN:  (dates)                          to __________________
Directions:

· Attach a copy of the current workplan for all SBHC sites.

· For each objective, put an ‘S’ if the activities are the same of a ‘C’ if the activities have changed from current work plans.

· In the ‘Outcomes Achieved’ column, specify the progress that has been made for each objective.

· If additional objectives were added, please add them to the end of the workplan.  Use additional sheets if needed.

WORKPLAN
D-1

GOAL: 







Formal needs assessment









Completed by: ___________________










 date
	OBJECTIVE
	STATUS
	OUTCOMES ACHIEVED/DATE
	NYSDOH VALIDATION

	1.  By the end of the school year, enrollment in the SBHC will be 80% of the total elementary or middle school population.
	S ____

C _____
	
	

	2.  By the end of the school year, 100% of all of the students enrolled in the SBHC will have a current comprehensive physical exam (CPE) on record (either from the SBHC or the student's primary care provider).
	S ____

C _____
	
	

	3a . By the end of the school year, 100% of the students enrolled in the SBHC will have a current mental health screening. 

                      --------------

3b. It is expected that % of those screened will need further mental health services and will be referred appropriately.
	S ____

C _____
	
	

	4.   By the end of the school year, 100% of the students identified with asthma will have a treatment plan in place.
	S ____

C _____
	
	

	5.   100% of the enrolled students will be up-to-date on required immunizations.
	S ____

C _____
	
	

	6.  100% of enrolled students will have a developmentally appropriate risk assessment to include injury, safety, violence, diet/exercise, substance use and passive exposure, abuse and sexuality and a treatment plan in place.
	S ____

C _____
	
	


GOAL: 

	OBJECTIVE
	STATUS
	OUTCOMES ACHIEVED/DATE
	NYSDOH VALIDATION

	
	S ____

C _____
	
	

	
	S ____

C _____
	
	

	
	S ____

C _____
	
	

	
	S ____

C _____
	
	

	
	S ____

C _____
	
	


DIRECTIONS:  Attach copy of the current D-2 form for each SBHC site (from contract or application). Check the “New” column if the SBHC is a new site. List the SBHC site in the first column and note any operational or staffing changes in the second column.  NYSDOH staff completes NYSDOH VALIDATION.

K. SITE-SPECIFIC INFORMATION

(Table D-2:   Please complete one form per school.)

School Site: ____ District:  __________ Provider: 
Address: ____________________________________________

_____________________________________________________________________        SBHC Category
City: _____________________________ State: _________ Zip:                    ________ Intermediate

Phone: ___________________________ Fax: _______________          ______ Comprehensive

Total School Population: ______________________________                                                             Socio-economic Status:
     Grade levels: _____________________________________                                                             % free/reduced lunch _______

     Total Students Enrolled in SBHC: __________________

Insurance Status Estimates:



Ethnic/Racial Breakdown (% of school population):
% fee-for-service Medicaid:

__________
Asian: ________    White, non-Hispanic,

% Medicaid Managed Care:

_________
Black: _________           non-Asian: ________

% Other 3rd party fee-for service:
_____________
Hispanic: _______   Bi-racial: _________________

% Other 3rd party Managed Care:
_________
Native American: ____________

% Child Health Plus:

__________
Unknown: ________

% Uninsured:                                          _________

Services:  Check the appropriate box to indicate where the following services will be provided:

	
	On-Site
	By Referral

	Enrollment, Parental Consent & Outreach
	
	

	Comprehensive Health Assessments (Physical/Mental)
	
	

	Diagnosis & Treatment for Medical Conditions
	
	

	Mental Health and Crisis Intervention
	
	

	Prescriptions
	
	

	Laboratory Testing
	
	

	Reproductive Health Care
	
	

	Health Education/Promotion
	
	

	Social Services
	
	

	Dental Care: Preventive Services
	
	

	Dental Care: Treatment Services
	
	

	Nutrition Services
	
	

	Specialty Care (specify)
	
	

	Other: 
	
	


STAFFING PATTERN BY NUMBER OF HOURS WORKED PER DAY
	DIRECT SERVICE

STAFF
	   #

FTEs


	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day

	
	
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-

	Physician
	
	
	
	
	
	
	
	
	
	
	

	NP/PA
	
	
	
	
	
	
	
	
	
	
	

	Health Aide
	
	
	
	
	
	
	
	
	
	
	

	Soc. Work Sup.
	
	
	
	
	
	
	
	
	
	
	

	Social Worker
	
	
	
	
	
	
	
	
	
	
	

	Other (list):
	
	
	
	
	
	
	
	
	
	
	

	    Nutritionist
	
	
	
	
	
	
	
	
	
	
	

	    Health Educator
	
	
	
	
	
	
	
	
	
	
	

	    School Nurse
	
	
	
	
	
	
	
	
	
	
	

	    Dentist
	
	
	
	
	
	
	
	
	
	
	

	    Dental Assistant
	
	
	
	
	
	
	
	
	
	
	

	    Dental Hygienist
	
	
	
	
	
	
	
	
	
	
	

	    Administrative Assist
	
	
	
	
	
	
	
	
	
	
	

	    Health Escort
	
	
	
	
	
	
	
	
	
	
	


                           Total FTEs = _________




1 FTE = __________ hours per week

DIRECTIONS:  Attach copy of the current D-2 form for each SBHC site (from contract or application). Check the “New” column if the SBHC is a new site. List the SBHC site in the first column and note any operational or staffing changes in the second column.  NYSDOH staff completes NYSDOH VALIDATION.

K. SITE-SPECIFIC INFORMATION

(Table D-2:   Please complete one form per school.)

School Site: _____ District:  __________ Provider: 
Address: ____________________________________________

_______________________________________________________________________        SBHC Category
City: ________________________________ State: _________ Zip: ____          ________ Intermediate

Phone: ______________________________ Fax: _______________          ______ Comprehensive

Total School Population: ______________________________                                                             Socio-economic Status:
     Grade levels: _____________________________________                                                             % free/reduced lunch _________

     Total Students Enrolled in SBHC: _______________________

Insurance Status Estimates:



Ethnic/Racial Breakdown (% of school population):
% fee-for-service Medicaid:

__________
Asian: ____________    White, non-Hispanic,

% Medicaid Managed Care:

_________
Black: _________            non-Asian: ________

% Other 3rd party fee-for service:
____________
Hispanic: ______    Bi-racial: _________________

% Other 3rd party Managed Care:
__________
Native American: ________

% Child Health Plus:

__________
Unknown: ________

% Uninsured:                                          _________

Services:  Check the appropriate box to indicate where the following services will be provided:

	
	On-Site
	By Referral

	Enrollment, Parental Consent & Outreach
	
	

	Comprehensive Health Assessments (Physical/Mental)
	
	

	Diagnosis & Treatment for Medical Conditions
	
	

	Mental Health and Crisis Intervention
	
	

	Prescriptions
	
	

	Laboratory Testing
	
	

	Reproductive Health Care
	
	

	Health Education/Promotion
	
	

	Social Services
	
	

	Dental Care: Preventive Services
	
	

	Dental Care: Treatment Services
	
	

	Nutrition Services
	
	

	Specialty Care (specify)
	
	

	Other: 
	
	


STAFFING PATTERN BY NUMBER OF HOURS WORKED PER DAY
	DIRECT SERVICE

STAFF
	   #

FTEs


	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day

	
	
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-

	Physician
	
	
	
	
	
	
	
	
	
	
	

	NP/PA
	
	
	
	
	
	
	
	
	
	
	

	Health Aide
	
	
	
	
	
	
	
	
	
	
	

	Soc. Work Sup.
	
	
	
	
	
	
	
	
	
	
	

	Social Worker
	
	
	
	
	
	
	
	
	
	
	

	Other (list):
	
	
	
	
	
	
	
	
	
	
	

	    Nutritionist
	
	
	
	
	
	
	
	
	
	
	

	    Health Educator
	
	
	
	
	
	
	
	
	
	
	

	    School Nurse
	
	
	
	
	
	
	
	
	
	
	

	    Dentist
	
	
	
	
	
	
	
	
	
	
	

	    Dental Assistant
	
	
	
	
	
	
	
	
	
	
	

	    Dental Hygienist
	
	
	
	
	
	
	
	
	
	
	

	    Health Escort
	
	
	
	
	
	
	
	
	
	
	


                           Total FTEs = ___________




1 FTE = ____________ hours per week

DIRECTIONS:  Attach copy of the current D-2 form for each SBHC site (from contract or application). Check the “New” column if the SBHC is a new site. List the SBHC site in the first column and note any operational or staffing changes in the second column.  NYSDOH staff completes NYSDOH VALIDATION.

K. SITE-SPECIFIC INFORMATION

(Table D-2:   Please complete one form per school.)

School Site: _ District:  ________ Provider:
Address: _______________________________________________________________

_______________________________________________________________________        SBHC Category
City: _____________________________ State: _________ Zip: _______          _________ Intermediate

Phone: __________________________ Fax: ___________________          _______ Comprehensive

Total School Population: ______________________________                                                             Socio-economic Status:
     Grade levels: _____________________________________                                                             % free/reduced lunch __________

     Total Students Enrolled in SBHC: ____________________

Insurance Status Estimates:



Ethnic/Racial Breakdown (% of school population):
% fee-for-service Medicaid:

__________
Asian: __________    White, non-Hispanic,

% Medicaid Managed Care:

_________
Black: _________            non-Asian: ________

% Other 3rd party fee-for service:
____________
Hispanic: _______    Bi-racial: _________________

% Other 3rd party Managed Care:
_________
Native American: ________

% Child Health Plus:
                _________
Unknown: __________

% Uninsured:                                          _________

Services:  Check the appropriate box to indicate where the following services will be provided:

	
	On-Site
	By Referral

	Enrollment, Parental Consent & Outreach
	
	

	Comprehensive Health Assessments (Physical/Mental)
	
	

	Diagnosis & Treatment for Medical Conditions
	
	

	Mental Health and Crisis Intervention
	
	

	Prescriptions
	
	

	Laboratory Testing
	
	

	Reproductive Health Care
	
	

	Health Education/Promotion
	
	

	Social Services
	
	

	Dental Care: Preventive Services
	
	

	Dental Care: Treatment Services
	
	

	Nutrition Services
	
	

	Specialty Care (specify)
	
	

	Other: 
	
	


STAFFING PATTERN BY NUMBER OF HOURS WORKED PER DAY
	DIRECT SERVICE

STAFF
	   #

FTEs


	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day

	
	
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-

	Physician
	
	
	
	
	
	
	
	
	
	
	

	NP/PA
	
	
	
	
	
	
	
	
	
	
	

	Health Aide
	
	
	
	
	
	
	
	
	
	
	

	Soc. Work Sup.
	
	
	
	
	
	
	
	
	
	
	

	Social Worker
	
	
	
	
	
	
	
	
	
	
	

	Other (list):
	
	
	
	
	
	
	
	
	
	
	

	    Nutritionist
	
	
	
	
	
	
	
	
	
	
	

	    Health Educator
	
	
	
	
	
	
	
	
	
	
	

	    School Nurse
	
	
	
	
	
	
	
	
	
	
	

	    Dentist
	
	
	
	
	
	
	
	
	
	
	

	    Dental Assistant
	
	
	
	
	
	
	
	
	
	
	

	    Dental Hygienist
	
	
	
	
	
	
	
	
	
	
	

	    Administrative Assist
	
	
	
	
	
	
	
	
	
	
	


                           Total FTEs = _________




1 FTE = __________ hours per week

DIRECTIONS:  Attach copy of the current D-2 form for each SBHC site (from contract or application). Check the “New” column if the SBHC is a new site. List the SBHC site in the first column and note any operational or staffing changes in the second column.  NYSDOH staff completes NYSDOH VALIDATION.

K. SITE-SPECIFIC INFORMATION

(Table D-2:   Please complete one form per school.)

School Site:                                          District:   Provider: 
Address: _______________________________________________

_______________________________________________________________________        SBHC Category
City: ________________________________ State: _________ Zip: ___           ________ Intermediate

Phone: __________________________ Fax: ___________________          _____ Comprehensive

Total School Population: ____________________________                                                             Socio-economic Status:
     Grade levels: _____________________________________                                                             % free/reduced lunch _________

     Total Students Enrolled in SBHC: ____________________

Insurance Status Estimates:



Ethnic/Racial Breakdown (% of school population):
% fee-for-service Medicaid:

__________
Asian: __________    White, non-Hispanic,

% Medicaid Managed Care:

_________
Black: _________            non-Asian: __________

% Other 3rd party fee-for service:
____________
Hispanic: _______    Bi-racial: _________________

% Other 3rd party Managed Care:
_________
Native American: ____________

% Child Health Plus:

_________
Unknown: __________

% Uninsured:                                          _________

Services:  Check the appropriate box to indicate where the following services will be provided:

	
	On-Site
	By Referral

	Enrollment, Parental Consent & Outreach
	
	

	Comprehensive Health Assessments (Physical/Mental)
	
	

	Diagnosis & Treatment for Medical Conditions
	
	

	Mental Health and Crisis Intervention
	
	

	Prescriptions
	
	

	Laboratory Testing
	
	

	Reproductive Health Care
	
	

	Health Education/Promotion
	
	

	Social Services
	
	

	Dental Care: Preventive Services
	
	

	Dental Care: Treatment Services
	
	

	Nutrition Services
	
	

	Specialty Care (specify)
	
	

	Other: 
	
	


STAFFING PATTERN BY NUMBER OF HOURS WORKED PER DAY
	DIRECT SERVICE

STAFF
	   #

FTEs


	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day

	
	
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-

	Physician
	
	
	
	
	
	
	
	
	
	
	

	NP/PA
	
	
	
	
	
	
	
	
	
	
	

	Health Aide
	
	
	
	
	
	
	
	
	
	
	

	Soc. Work Sup.
	
	
	
	
	
	
	
	
	
	
	

	Social Worker
	
	
	
	
	
	
	
	
	
	
	

	Other (list):
	
	
	
	
	
	
	
	
	
	
	

	    Nutritionist
	
	
	
	
	
	
	
	
	
	
	

	    Health Educator
	
	
	
	
	
	
	
	
	
	
	

	    School Nurse
	
	
	
	
	
	
	
	
	
	
	

	    Administrative Assist
	
	
	
	
	
	
	
	
	
	
	

	    Health Escort
	
	
	
	
	
	
	
	
	
	
	

	    SW Assistant
	
	
	
	
	
	
	
	
	
	
	

	    Psychiatrist
	
	
	
	
	
	
	
	
	
	
	


                           Total FTEs = _________




1 FTE = __________ hours per week

DIRECTIONS:  Attach copy of the current D-2 form for each SBHC site (from contract or application). Check the “New” column if the SBHC is a new site. List the SBHC site in the first column and note any operational or staffing changes in the second column.  NYSDOH staff completes NYSDOH VALIDATION.

K. SITE-SPECIFIC INFORMATION

(Table D-2:   Please complete one form per school.)

School Site:                          District:   

Provider:

Address: ______________________________________________ 
    SBHC Category
City: ________________________________  State: _________  Zip: __         ________ Intermediate

Phone: __________________________  Fax: _________________          _______ Comprehensive

Total School Population: ____________________________                                                             Socio-economic Status:
     Grade levels: _____________________________________                                                             % free/reduced lunch _________

     Total Students Enrolled in SBHC: ____________________

Insurance Status Estimates:



Ethnic/Racial Breakdown (% of school population):
% fee-for-service Medicaid:

_________
Asian: ____________    White, non-Hispanic,

% Medicaid Managed Care:

_________
Black: __________            non-Asian: __________

% Other 3rd party fee-for service:
____________
Hispanic: _______    Bi-racial: _________________

% Other 3rd party Managed Care:
__________
Native American: ____________

% Child Health Plus:
                __________
Unknown: __________

% Uninsured:                                          _________

Services:  Check the appropriate box to indicate where the following services will be provided:

	
	On-Site
	By Referral

	Enrollment, Parental Consent & Outreach
	
	

	Comprehensive Health Assessments (Physical/Mental)
	
	

	Diagnosis & Treatment for Medical Conditions
	
	

	Mental Health and Crisis Intervention
	
	

	Prescriptions
	
	

	Laboratory Testing
	
	

	Reproductive Health Care
	
	

	Health Education/Promotion
	
	

	Social Services
	
	

	Dental Care: Preventive Services
	
	

	Dental Care: Treatment Services
	
	

	Nutrition Services
	
	

	Specialty Care (specify)
	
	

	Other: 
	
	


STAFFING PATTERN BY NUMBER OF HOURS WORKED PER DAY
	DIRECT SERVICE

STAFF
	   #

FTEs


	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day
	Hours per Day

	
	
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-
	on-
	off-

	Physician
	
	
	
	
	
	
	
	
	
	
	

	NP/PA
	
	
	
	
	
	
	
	
	
	
	

	Health Aide
	
	
	
	
	
	
	
	
	
	
	

	Soc. Work Sup.
	
	
	
	
	
	
	
	
	
	
	

	Social Worker
	
	
	
	
	
	
	
	
	
	
	

	Other (list):
	
	
	
	
	
	
	
	
	
	
	

	    Nutritionist
	
	
	
	
	
	
	
	
	
	
	

	    Health Educator
	
	
	
	
	
	
	
	
	
	
	

	    School Nurse
	
	
	
	
	
	
	
	
	
	
	

	    Administrative Assist
	
	
	
	
	
	
	
	
	
	
	

	    Health Escort
	
	
	
	
	
	
	
	
	
	
	

	    SW Assistant
	
	
	
	
	
	
	
	
	
	
	

	    Dentist
	
	
	
	
	
	
	
	
	
	
	

	    Dental Assistant
	
	
	
	
	
	
	
	
	
	
	

	    Dental Hygienist
	
	
	
	
	
	
	
	
	
	
	

	    Psychiatrist
	
	
	
	
	
	
	
	
	
	
	


                           Total FTEs = ____________




1 FTE = ____________ hours per week

DIRECTIONS:  Attach copy of the current D-2 form for each SBHC site (from contract or application). Check the ‘New’ column if the SBHC is a new site. List the SBHC site in the first column and note any operational or staffing changes in the second column. NYSDOH staff completes NYSDOH VALIDATION.

	K. SITE-SPECIFIC INFORMATION  

	SBHC Site
	NEW
	CHANGES
	NYSDOH VALIDATION

	1.
	
	
	

	2. 
	
	
	

	3. 
	
	
	

	4. 
	
	
	

	5. 
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DIRECTIONS:  Signatures must be included with the self-assessment.  Signature pages must be submitted in hard copy.

I certify that this information in Section I A-K is true and correct to the best of my knowledge.




Name (Please print)




Title (administrative)




________________________________


_______________      






Signature





Date

          Phone




E-Mail




________________________________


________________________________




Name (Please print)




Title (fiscal)




________________________________


_______________      _______________






Signature





Date

          Phone




_______________________________________




E-Mail

SECTION II.

SITE SPECIFIC REVIEW

(Duplicate sections for each site as needed)

DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 1.  SBHC space is clearly marked.
	
	

	() 2.  Security measures do not unduly restrict access.
	
	

	() 3.  Clinic hours are clearly posted.
	
	

	() 4.  Clients and their families are informed that

          services are available year round, 24 hours a  

          day, 7 days a week.


	
	

	() 5.  The site provides a summer program. 

         (Optional)
	
	

	() 6.  Enrollees are informed that walk-in services are available.
	
	

	() 7. Clients are seen as close to their appointment 

         time as possible.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 8. Appointment compliance is within 

        acceptable limits ((80% at each site).


	
	

	9. Daily appointment schedule accommodates the

    following types of visits:

() comprehensive physical examinations (EPSDT)

() well child/health guideline

() acute care based on triage

() chronic disease management/medications

() urgent

() emergent

() walk-ins

() referrals

() follow-up care
	 
	

	() 10. Mental health services are provided on site

          and/or by referral.


	
	

	(B.  RECORD KEEPING
	DESCRIPTION
	NYSDOH VALIDATION

	() 1. All clinical records (including mental health),

        and any logs are maintained on site in a 

        confidential manner.


	
	

	() 2. A tickler/tracking system is in place for:

        () periodicity of comprehensive PE’s

        () subsequent follow-up to treatment or care

        () follow-up of laboratory testing

        () follow-up of referrals

        () follow-up of missed appointments

        () other


	, 


	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

At a minimum, comprehensive and interim visits include the following components:  - chief complaint(s), review of systems (ROS), evaluation/re-evaluation of treatment, plan of care per clinical protocols and referral and follow-up.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	1. COMPREHENSIVE HISTORY AND PHYSICAL 

    ASSESSMENT (per EPSDT)

    () review of systems

    () growth

    () nutrition

    () anthropometry

    () age-appropriate developmental

    () reproductive

    () psychosocial/behavioral

    () immunizations


	Please attach a blank medical record and assessment tools that are used.


	

	2. SCREENINGS (per EPSDT)

    () vision, including color perception

    () hearing

    () speech/articulation

    () dental

    () scoliosis

    () lead (as indicated)

    () sickle cell testing (as indicated)

    () TB sensitivity/Mantoux


	
	

	3. INTERIM EXAMS/CARE

    () follow-up acute and/or abnormal findings

    () chronic disease management/medications

    () new acute

    () urgent

    () emergent

    () sports/work physicals


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	4. HEALTH EDUCATION & HEALTH COUNSELING

    () general health and specific diagnosis

    () nutrition

    () psychosocial/behavioral

        (i.e. smoking, substance abuse, violence)

    () HIV/AIDS           ( ) other

    Sessions available to:

    () individual             ( ) parents only

    () group                    () student with parents

    Materials & resources used:

    ( ) Additional health counseling is based on high-risk 

         indicators.
	Describe programs/activities


	

	5.  DENTAL (if applicable)

     Preventive Services                       Treatment Services

     () examination                              () restoration

     () x-rays                                        () extractions

     () oral prophalyxis                        () other (specify)

     () fluoride supplements (drops/tabs)

     () sealants

     () referral for diagnosis/treatment

     () follow-up

     () other (specify)
	
	

	6. MENTAL HEALTH

    () systematic assessment (specify tools used)

    () treatment plan

    () crisis intervention

    () referral for psychiatric evaluation and treatment

    () other referrals

    Sessions available to:

    () individual                   ( ) parents only

    () group                          () student with parents

    List most-used referral professional/agencies:

    Materials & resources used:


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	1. GENERAL SAFETY/EMERGENCY

    () All water used is provided from an approved public 

         water source or alternate source acceptable to NYS.

    () Medical, fire, & emergency instructions and other

         procedures, including telephone numbers, are posted.

    () Smoke detectors and general purpose and chemical

         fire extinguishers are in working order and within

         easy access of SBHC.

    () Exits are clearly marked with escape routes posted.

    () Passages, corridors, doorways and other means of

        exit are kept clear and unobstructed.

    () The SBHC staff have keys for all bathrooms with

         inside locks; all bolt locks have been removed.

    () There are no safety hazards from chemical, electrical, temperature-controlled, and/or from mechanical

         devices.  

    () Cleaning materials are appropriately labeled and

         stored in a locked, separate area.

    () Toys in the waiting area are clean, safe, and age

         appropriate.
	
	

	2. PHYSICAL SPACE

    () Type, size and location of rooms are consistent with

         SBHC guidelines.

    () Exam rooms are well lit and ventilated.

    () The patient’s bill of rights is posted and available in

         other languages as necessary.

    () The SBHC is equipped with a private phone/fax,

         affording confidentiality.

    () Toilet facilities are accessible, clean, and in working order.

    () There are designated clean and dirty areas. 

    () Hand-washing is located in a sanitary area with

         hot/cold water, antibacterial liquid soap, and hands-

         free operation.

    () There is a designated laboratory area.

    () There is a supervised infirmary area where students

         may recline and rest.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	3. SUPPLIES AND EQUIPMENT

    () Laboratory and other clinical equipment are calibrated at regular intervals with quality control measures in place. 

    () Logs are maintained daily.

         Person responsible 

    () Expiration dates on laboratory supplies are regularly checked 

         and supplies are replaced.

         Person responsible 

    () Refrigerator/freezer for "biologicals only" is operational.

    () Functional thermometers are located in refrigerator, freezer, and incubators if used.

    () Temperature logs are maintained daily for equipment.

         Person responsible 

    ( ) Covered waste receptacles, appropriately labeled with biohazard stickers, are in the exam, lab, bathroom, and other needed areas.

    () Medical waste is clearly marked with biohazard stickers, is in 

         red bags and disposed of in an approved manner.

    () Sharp containers are locked, appropriately labeled with 

         biohazard stickers and disposed of properly.

    () A functional eye wash set up is available.  


	
	

	4. MEDICINE

    () A formulary or current PDR is available for use on site.

    () Medication and sharps are appropriately stored in a locked 

         area.  This includes biologicals which are stored in    

         refrigerators.

    () Expiration dates on medications, including emergency meds, 

        are routinely checked and expired medications replaced.

         Person responsible 

    () Medication inventory process is in place.

    () Expired drugs are disposed of appropriately.

    () A labeled emergency box is available, appropriately

         equipped, and routinely checked for completeness and for 

         expiration dates.

         Person responsible 


	
	


DIRECTIONS:  Signatures must be included with the self-assessment. Signature pages must be submitted in hard copy. A signature page is required for each site.

I certify that this information in Section II A-D is true and correct to the best of my knowledge.




________________________________


________________________________




Name (Please print)




Title 




________________________________


_______________      _______________






Signature





Date

          Phone




_______________________________________




E-Mail

SECTION II.

SITE SPECIFIC REVIEW

(Duplicate sections for each site as needed)

DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 1.  SBHC space is clearly marked.
	
	

	() 2.  Security measures do not unduly restrict access.
	
	

	() 3.  Clinic hours are clearly posted.
	
	

	() 4.  Clients and their families are informed that

          services are available year round, 24 hours a  

          day, 7 days a week.


	
	

	() 5.  The site provides a summer program. 

         (Optional)
	
	

	() 6.  Enrollees are informed that walk-in services are available.
	
	

	() 7. Clients are seen as close to their appointment 

         time as possible.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 8. Appointment compliance is within 

        acceptable limits ((80% at each site).


	
	

	9. Daily appointment schedule accommodates the

    following types of visits:

() comprehensive physical examinations (EPSDT)

() well child/health guideline

() acute care based on triage

() chronic disease management/medications

() urgent

() emergent

() walk-ins

() referrals

() follow-up care
	 
	

	() 10. Mental health services are provided on site

          and/or by referral.


	
	

	(B.  RECORD KEEPING
	DESCRIPTION
	NYSDOH VALIDATION

	() 1. All clinical records (including mental health),

        and any logs are maintained on site in a 

        confidential manner.


	
	

	() 2. A tickler/tracking system is in place for:

        () periodicity of comprehensive PE’s

        () subsequent follow-up to treatment or care

        () follow-up of laboratory testing

        () follow-up of referrals

        () follow-up of missed appointments

        () other


	, 


	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

At a minimum, comprehensive and interim visits include the following components:  - chief complaint(s), review of systems (ROS), evaluation/re-evaluation of treatment, plan of care per clinical protocols and referral and follow-up.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	1. COMPREHENSIVE HISTORY AND PHYSICAL 

    ASSESSMENT (per EPSDT)

    () review of systems

    () growth

    () nutrition

    () anthropometry

    () age-appropriate developmental

    () reproductive

    () psychosocial/behavioral

    () immunizations


	Please attach a blank medical record and assessment tools that are used.


	

	2. SCREENINGS (per EPSDT)

    () vision, including color perception

    () hearing

    () speech/articulation

    () dental

    () scoliosis

    () lead (as indicated)

    () sickle cell testing (as indicated)

    () TB sensitivity/Mantoux


	
	

	3. INTERIM EXAMS/CARE

    () follow-up acute and/or abnormal findings

    () chronic disease management/medications

    () new acute

    () urgent

    () emergent

    () sports/work physicals


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	4. HEALTH EDUCATION & HEALTH COUNSELING

    () general health and specific diagnosis

    () nutrition

    () psychosocial/behavioral

        (i.e. smoking, substance abuse, violence)

    () HIV/AIDS           ( ) other

    Sessions available to:

    () individual             ( ) parents only

    () group                    () student with parents

    Materials & resources used:

    ( ) Additional health counseling is based on high-risk 

         indicators.
	Describe programs/activities


	

	5.  DENTAL (if applicable)

     Preventive Services                       Treatment Services

     () examination                              () restoration

     () x-rays                                        () extractions

     () oral prophalyxis                        () other (specify)

     () fluoride supplements (drops/tabs)

     () sealants

     () referral for diagnosis/treatment

     () follow-up

     () other (specify)
	
	

	6. MENTAL HEALTH

    () systematic assessment (specify tools used)

    () treatment plan

    () crisis intervention

    () referral for psychiatric evaluation and treatment

    () other referrals

    Sessions available to:

    () individual                   ( ) parents only

    () group                          () student with parents

    List most-used referral professional/agencies:

    Materials & resources used:


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	1. GENERAL SAFETY/EMERGENCY

    () All water used is provided from an approved public 

         water source or alternate source acceptable to NYS.

    () Medical, fire, & emergency instructions and other

         procedures, including telephone numbers, are posted.

    () Smoke detectors and general purpose and chemical

         fire extinguishers are in working order and within

         easy access of SBHC.

    () Exits are clearly marked with escape routes posted.

    () Passages, corridors, doorways and other means of

        exit are kept clear and unobstructed.

    () The SBHC staff have keys for all bathrooms with

         inside locks; all bolt locks have been removed.

    () There are no safety hazards from chemical, electrical, temperature-controlled, and/or from mechanical

         devices.  

    () Cleaning materials are appropriately labeled and

         stored in a locked, separate area.

    () Toys in the waiting area are clean, safe, and age

         appropriate.
	
	

	2. PHYSICAL SPACE

    () Type, size and location of rooms are consistent with

         SBHC guidelines.

    () Exam rooms are well lit and ventilated.

    () The patient’s bill of rights is posted and available in

         other languages as necessary.

    () The SBHC is equipped with a private phone/fax,

         affording confidentiality.

    () Toilet facilities are accessible, clean, and in working order.

    () There are designated clean and dirty areas. 

    () Hand-washing is located in a sanitary area with

         hot/cold water, antibacterial liquid soap, and hands-

         free operation.

    () There is a designated laboratory area.

    () There is a supervised infirmary area where students

         may recline and rest.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	3. SUPPLIES AND EQUIPMENT

    () Laboratory and other clinical equipment are calibrated at regular intervals with quality control measures in place. 

    () Logs are maintained daily.

         Person responsible 

    () Expiration dates on laboratory supplies are regularly checked 

         and supplies are replaced.

         Person responsible 

    () Refrigerator/freezer for "biologicals only" is operational.

    () Functional thermometers are located in refrigerator, freezer, and incubators if used.

    () Temperature logs are maintained daily for equipment.

         Person responsible 

    ( ) Covered waste receptacles, appropriately labeled with biohazard stickers, are in the exam, lab, bathroom, and other needed areas.

    () Medical waste is clearly marked with biohazard stickers, is in 

         red bags and disposed of in an approved manner.

    () Sharp containers are locked, appropriately labeled with 

         biohazard stickers and disposed of properly.

    () A functional eye wash set up is available.  


	
	

	4. MEDICINE

    () A formulary or current PDR is available for use on site.

    () Medication and sharps are appropriately stored in a locked 

         area.  This includes biologicals which are stored in    

         refrigerators.

    () Expiration dates on medications, including emergency meds, 

        are routinely checked and expired medications replaced.

         Person responsible

    () Medication inventory process is in place.

    () Expired drugs are disposed of appropriately.

    () A labeled emergency box is available, appropriately

         equipped, and routinely checked for completeness and for 

         expiration dates.

         Person responsible 


	
	


DIRECTIONS:  Signatures must be included with the self-assessment. Signature pages must be submitted in hard copy. A signature page is required for each site.

I certify that this information in Section II A-D is true and correct to the best of my knowledge.




________________________________


________________________________




Name (Please print)




Title 




________________________________


_______________      _______________






Signature





Date

          Phone




_______________________________________




E-Mail

SECTION II.

SITE SPECIFIC REVIEW

(Duplicate sections for each site as needed)

DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 1.  SBHC space is clearly marked.
	
	

	() 2.  Security measures do not unduly restrict access.
	
	

	() 3.  Clinic hours are clearly posted.
	
	

	() 4.  Clients and their families are informed that

          services are available year round, 24 hours a  

          day, 7 days a week.


	
	

	() 5.  The site provides a summer program. 

         (Optional)
	
	

	() 6.  Enrollees are informed that walk-in services are available.
	
	

	() 7. Clients are seen as close to their appointment 

         time as possible.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 8. Appointment compliance is within 

        acceptable limits ((80% at each site).


	
	

	9. Daily appointment schedule accommodates the

    following types of visits:

() comprehensive physical examinations (EPSDT)

() well child/health guideline

() acute care based on triage

() chronic disease management/medications

() urgent

() emergent

() walk-ins

() referrals

() follow-up care
	 
	

	() 10. Mental health services are provided on site

          and/or by referral.


	
	

	(B.  RECORD KEEPING
	DESCRIPTION
	NYSDOH VALIDATION

	() 1. All clinical records (including mental health),

        and any logs are maintained on site in a 

        confidential manner.


	
	

	() 2. A tickler/tracking system is in place for:

        () periodicity of comprehensive PE’s

        () subsequent follow-up to treatment or care

        () follow-up of laboratory testing

        () follow-up of referrals

        () follow-up of missed appointments

        () other


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

At a minimum, comprehensive and interim visits include the following components:  - chief complaint(s), review of systems (ROS), evaluation/re-evaluation of treatment, plan of care per clinical protocols and referral and follow-up.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	1. COMPREHENSIVE HISTORY AND PHYSICAL 

    ASSESSMENT (per EPSDT)

    () review of systems

    () growth

    () nutrition

    () anthropometry

    () age-appropriate developmental

    () reproductive

    () psychosocial/behavioral

    () immunizations


	Please attach a blank medical record and assessment tools that are used.


	

	2. SCREENINGS (per EPSDT)

    () vision, including color perception

    () hearing

    () speech/articulation

    () dental

    () scoliosis

    () lead (as indicated)

    () sickle cell testing (as indicated)

    () TB sensitivity/Mantoux


	
	

	3. INTERIM EXAMS/CARE

    () follow-up acute and/or abnormal findings

    () chronic disease management/medications

    () new acute

    () urgent

    () emergent

    () sports/work physicals


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	4. HEALTH EDUCATION & HEALTH COUNSELING

    () general health and specific diagnosis

    () nutrition

    () psychosocial/behavioral

        (i.e. smoking, substance abuse, violence)

    () HIV/AIDS           ( ) other

    Sessions available to:

    () individual             ( ) parents only

    () group                    () student with parents

    Materials & resources used:

    ( ) Additional health counseling is based on high-risk 

         indicators.
	Describe programs/activities


	

	5.  DENTAL (if applicable)

     Preventive Services                       Treatment Services

     () examination                              () restoration

     () x-rays                                        () extractions

     () oral prophalyxis                        () other (specify)

     () fluoride supplements (drops/tabs)

     () sealants

     () referral for diagnosis/treatment

     () follow-up

     () other (specify)
	
	

	6. MENTAL HEALTH

    () systematic assessment (specify tools used)

    () treatment plan

    () crisis intervention

    () referral for psychiatric evaluation and treatment

    () other referrals

    Sessions available to:

    () individual                   ( ) parents only

    () group                          () student with parents

    List most-used referral professional/agencies:

    Materials & resources used:


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	1. GENERAL SAFETY/EMERGENCY

    () All water used is provided from an approved public 

         water source or alternate source acceptable to NYS.

    () Medical, fire, & emergency instructions and other

         procedures, including telephone numbers, are posted.

    () Smoke detectors and general purpose and chemical

         fire extinguishers are in working order and within

         easy access of SBHC.

    () Exits are clearly marked with escape routes posted.

    () Passages, corridors, doorways and other means of

        exit are kept clear and unobstructed.

    () The SBHC staff have keys for all bathrooms with

         inside locks; all bolt locks have been removed.

    () There are no safety hazards from chemical, electrical, temperature-controlled, and/or from mechanical

         devices.  

    () Cleaning materials are appropriately labeled and

         stored in a locked, separate area.

    () Toys in the waiting area are clean, safe, and age

         appropriate.
	
	

	2. PHYSICAL SPACE

    () Type, size and location of rooms are consistent with

         SBHC guidelines.

    () Exam rooms are well lit and ventilated.

    () The patient’s bill of rights is posted and available in

         other languages as necessary.

    () The SBHC is equipped with a private phone/fax,

         affording confidentiality.

    () Toilet facilities are accessible, clean, and in working order.

    () There are designated clean and dirty areas. 

    () Hand-washing is located in a sanitary area with

         hot/cold water, antibacterial liquid soap, and hands-

         free operation.

    () There is a designated laboratory area.

    () There is a supervised infirmary area where students

         may recline and rest.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	3. SUPPLIES AND EQUIPMENT

    () Laboratory and other clinical equipment are calibrated at regular intervals with quality control measures in place. 

    () Logs are maintained daily.

         Person responsible 

    () Expiration dates on laboratory supplies are regularly checked 

         and supplies are replaced.

         Person responsible 

    () Refrigerator/freezer for "biologicals only" is operational.

    () Functional thermometers are located in refrigerator, freezer, and incubators if used.

    () Temperature logs are maintained daily for equipment.

         Person responsible 

    ( ) Covered waste receptacles, appropriately labeled with biohazard stickers, are in the exam, lab, bathroom, and other needed areas.

    () Medical waste is clearly marked with biohazard stickers, is in 

         red bags and disposed of in an approved manner.

    () Sharp containers are locked, appropriately labeled with 

         biohazard stickers and disposed of properly.

    () A functional eye wash set up is available.  


	
	

	4. MEDICINE

    () A formulary or current PDR is available for use on site.

    () Medication and sharps are appropriately stored in a locked 

         area.  This includes biologicals which are stored in    

         refrigerators.

    () Expiration dates on medications, including emergency meds, 

        are routinely checked and expired medications replaced.

         Person responsible 

    () Medication inventory process is in place.

    () Expired drugs are disposed of appropriately.

    () A labeled emergency box is available, appropriately

         equipped, and routinely checked for completeness and for 

         expiration dates.

         Person responsible  

	
	


DIRECTIONS:  Signatures must be included with the self-assessment. Signature pages must be submitted in hard copy. A signature page is required for each site.

I certify that this information in Section II A-D is true and correct to the best of my knowledge.




________________________________


________________________________




Name (Please print)




Title 




________________________________


_______________      _______________






Signature





Date

          Phone




_______________________________________




E-Mail

SECTION II.

SITE SPECIFIC REVIEW

(Duplicate sections for each site as needed)

DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 1.  SBHC space is clearly marked.
	
	

	() 2.  Security measures do not unduly restrict access.
	
	

	() 3.  Clinic hours are clearly posted.
	
	

	() 4.  Clients and their families are informed that

          services are available year round, 24 hours a  

          day, 7 days a week.


	
	

	() 5.  The site provides a summer program. 

         (Optional)
	
	

	() 6.  Enrollees are informed that walk-in services are available.
	
	

	() 7. Clients are seen as close to their appointment 

         time as possible.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 8. Appointment compliance is within 

        acceptable limits ((80% at each site).


	
	

	9. Daily appointment schedule accommodates the

    following types of visits:

() comprehensive physical examinations (EPSDT)

() well child/health guideline

() acute care based on triage

() chronic disease management/medications

() urgent

() emergent

() walk-ins

() referrals

() follow-up care
	
	

	() 10. Mental health services are provided on site

          and/or by referral.


	
	

	(B.  RECORD KEEPING
	DESCRIPTION
	NYSDOH VALIDATION

	() 1. All clinical records (including mental health),

        and any logs are maintained on site in a 

        confidential manner.


	
	

	() 2. A tickler/tracking system is in place for:

        () periodicity of comprehensive PE’s

        () subsequent follow-up to treatment or care

        () follow-up of laboratory testing

        () follow-up of referrals

        () follow-up of missed appointments

        () other


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

At a minimum, comprehensive and interim visits include the following components:  - chief complaint(s), review of systems (ROS), evaluation/re-evaluation of treatment, plan of care per clinical protocols and referral and follow-up.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	1. COMPREHENSIVE HISTORY AND PHYSICAL 

    ASSESSMENT (per EPSDT)

    () review of systems

    () growth

    () nutrition

    () anthropometry

    () age-appropriate developmental

    () reproductive

    () psychosocial/behavioral

    () immunizations


	Please attach a blank medical record and assessment tools that are used.


	

	2. SCREENINGS (per EPSDT)

    () vision, including color perception

    () hearing

    () speech/articulation

    () dental

    () scoliosis

    () lead (as indicated)

    () sickle cell testing (as indicated)

    () TB sensitivity/Mantoux


	
	

	3. INTERIM EXAMS/CARE

    () follow-up acute and/or abnormal findings

    () chronic disease management/medications

    () new acute

    () urgent

    () emergent

    () sports/work physicals


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	4. HEALTH EDUCATION & HEALTH COUNSELING

    () general health and specific diagnosis

    () nutrition

    () psychosocial/behavioral

        (i.e. smoking, substance abuse, violence)

    () HIV/AIDS           ( ) other

    Sessions available to:

    () individual             ( ) parents only

    () group                    () student with parents

    Materials & resources used:

    ( ) Additional health counseling is based on high-risk 

         indicators.
	Describe programs/activities


	

	5.  DENTAL (if applicable)

     Preventive Services                       Treatment Services

     () examination                              () restoration

     () x-rays                                        () extractions

     () oral prophalyxis                        () other (specify)

     () fluoride supplements (drops/tabs)

     () sealants

     () referral for diagnosis/treatment

     () follow-up

     () other (specify)
	
	

	6. MENTAL HEALTH

    () systematic assessment (specify tools used)

    () treatment plan

    () crisis intervention

    () referral for psychiatric evaluation and treatment

    () other referrals

    Sessions available to:

    () individual                   ( ) parents only

    () group                          () student with parents

    List most-used referral professional/agencies:

    Materials & resources used:


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	1. GENERAL SAFETY/EMERGENCY

    () All water used is provided from an approved public 

         water source or alternate source acceptable to NYS.

    () Medical, fire, & emergency instructions and other

         procedures, including telephone numbers, are posted.

    () Smoke detectors and general purpose and chemical

         fire extinguishers are in working order and within

         easy access of SBHC.

    () Exits are clearly marked with escape routes posted.

    () Passages, corridors, doorways and other means of

        exit are kept clear and unobstructed.

    () The SBHC staff have keys for all bathrooms with

         inside locks; all bolt locks have been removed.

    () There are no safety hazards from chemical, electrical, temperature-controlled, and/or from mechanical

         devices.  

    () Cleaning materials are appropriately labeled and

         stored in a locked, separate area.

    () Toys in the waiting area are clean, safe, and age

         appropriate.
	
	

	2. PHYSICAL SPACE

    () Type, size and location of rooms are consistent with

         SBHC guidelines.

    () Exam rooms are well lit and ventilated.

    () The patient’s bill of rights is posted and available in

         other languages as necessary.

    () The SBHC is equipped with a private phone/fax,

         affording confidentiality.

    () Toilet facilities are accessible, clean, and in working order.

    () There are designated clean and dirty areas. 

    () Hand-washing is located in a sanitary area with

         hot/cold water, antibacterial liquid soap, and hands-

         free operation.

    () There is a designated laboratory area.

    () There is a supervised infirmary area where students

         may recline and rest.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	3. SUPPLIES AND EQUIPMENT

    () Laboratory and other clinical equipment are calibrated at regular intervals with quality control measures in place. 

    () Logs are maintained daily.

         Person responsible 

    () Expiration dates on laboratory supplies are regularly checked 

         and supplies are replaced.

         Person responsible 

    () Refrigerator/freezer for "biologicals only" is operational.

    () Functional thermometers are located in refrigerator, freezer, and incubators if used.

    () Temperature logs are maintained daily for equipment.

         Person responsible 

    ( ) Covered waste receptacles, appropriately labeled with biohazard stickers, are in the exam, lab, bathroom, and other needed areas.

    () Medical waste is clearly marked with biohazard stickers, is in 

         red bags and disposed of in an approved manner.

    () Sharp containers are locked, appropriately labeled with 

         biohazard stickers and disposed of properly.

    () A functional eye wash set up is available.  


	
	

	4. MEDICINE

    () A formulary or current PDR is available for use on site.

    () Medication and sharps are appropriately stored in a locked 

         area.  This includes biologicals which are stored in    

         refrigerators.

    () Expiration dates on medications, including emergency meds, 

        are routinely checked and expired medications replaced.

         Person responsible 

    () Medication inventory process is in place.

    () Expired drugs are disposed of appropriately.

    () A labeled emergency box is available, appropriately

         equipped, and routinely checked for completeness and for 

         expiration dates.

         Person responsible 


	
	


DIRECTIONS:  Signatures must be included with the self-assessment. Signature pages must be submitted in hard copy. A signature page is required for each site.

I certify that this information in Section II A-D is true and correct to the best of my knowledge.




________________________________


________________________________




Name (Please print)




Title 




________________________________


_______________      _______________






Signature





Date

          Phone




_______________________________________




E-Mail

SECTION II.

SITE SPECIFIC REVIEW

(Duplicate sections for each site as needed)

DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 1.  SBHC space is clearly marked.
	
	

	() 2.  Security measures do not unduly restrict access.
	
	

	() 3.  Clinic hours are clearly posted.
	
	

	() 4.  Clients and their families are informed that

          services are available year round, 24 hours a  

          day, 7 days a week.


	
	

	() 5.  The site provides a summer program. 

         (Optional)
	
	

	() 6.  Enrollees are informed that walk-in services are available.
	. 
	

	() 7. Clients are seen as close to their appointment 

         time as possible.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(A.  ACCESSIBILITY
	DESCRIPTION
	NYSDOH VALIDATION

	() 8. Appointment compliance is within 

        acceptable limits ((80% at each site).


	
	

	9. Daily appointment schedule accommodates the

    following types of visits:

() comprehensive physical examinations (EPSDT)

() well child/health guideline

() acute care based on triage

() chronic disease management/medications

() urgent

() emergent

() walk-ins

() referrals

() follow-up care
	 
	

	() 10. Mental health services are provided on site

          and/or by referral.


	
	

	(B.  RECORD KEEPING
	DESCRIPTION
	NYSDOH VALIDATION

	() 1. All clinical records (including mental health),

        and any logs are maintained on site in a 

        confidential manner.


	
	

	() 2. A tickler/tracking system is in place for:

        () periodicity of comprehensive PE’s

        () subsequent follow-up to treatment or care

        () follow-up of laboratory testing

        () follow-up of referrals

        () follow-up of missed appointments

        () other


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

At a minimum, comprehensive and interim visits include the following components:  - chief complaint(s), review of systems (ROS), evaluation/re-evaluation of treatment, plan of care per clinical protocols and referral and follow-up.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	1. COMPREHENSIVE HISTORY AND PHYSICAL 

    ASSESSMENT (per EPSDT)

    () review of systems

    () growth

    () nutrition

    () anthropometry

    () age-appropriate developmental

    () reproductive

    () psychosocial/behavioral

    () immunizations


	Please attach a blank medical record and assessment tools that are used.


	

	2. SCREENINGS (per EPSDT)

    () vision, including color perception

    () hearing

    () speech/articulation

    () dental

    () scoliosis

    () lead (as indicated)

    () sickle cell testing (as indicated)

    () TB sensitivity/Mantoux


	
	

	3. INTERIM EXAMS/CARE

    () follow-up acute and/or abnormal findings

    () chronic disease management/medications

    () new acute

    () urgent

    () emergent

    () sports/work physicals


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	C.  SERVICES AVAILABLE
	DESCRIPTION
	NYSDOH VALIDATION

	4. HEALTH EDUCATION & HEALTH COUNSELING

    () general health and specific diagnosis

    () nutrition

    () psychosocial/behavioral

        (i.e. smoking, substance abuse, violence)

    () HIV/AIDS           ( ) other

    Sessions available to:

    () individual             ( ) parents only

    () group                    () student with parents

    Materials & resources used:

    ( ) Additional health counseling is based on high-risk 

         indicators.
	Describe programs/activities


	

	5.  DENTAL (if applicable)

     Preventive Services                       Treatment Services

     () examination                              () restoration

     () x-rays                                        () extractions

     () oral prophalyxis                        ( ) other (specify)

     () fluoride supplements (drops/tabs)

     () sealants

     () referral for diagnosis/treatment

     () follow-up

     () other (specify)
	
	

	6. MENTAL HEALTH

    () systematic assessment (specify tools used)

    () treatment plan

    () crisis intervention

    () referral for psychiatric evaluation and treatment

    () other referrals

    Sessions available to:

    () individual                   ( ) parents only

    () group                          () student with parents

    List most-used referral professional/agencies:

    Materials & resources used:


	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	1. GENERAL SAFETY/EMERGENCY

    () All water used is provided from an approved public 

         water source or alternate source acceptable to NYS.

    () Medical, fire, & emergency instructions and other

         procedures, including telephone numbers, are posted.

    () Smoke detectors and general purpose and chemical

         fire extinguishers are in working order and within

         easy access of SBHC.

    () Exits are clearly marked with escape routes posted.

    () Passages, corridors, doorways and other means of

        exit are kept clear and unobstructed.

    () The SBHC staff have keys for all bathrooms with

         inside locks; all bolt locks have been removed.

    () There are no safety hazards from chemical, electrical, temperature-controlled, and/or from mechanical

         devices.  

    () Cleaning materials are appropriately labeled and

         stored in a locked, separate area.

    () Toys in the waiting area are clean, safe, and age

         appropriate.
	
	

	2. PHYSICAL SPACE

    () Type, size and location of rooms are consistent with

         SBHC guidelines.

    () Exam rooms are well lit and ventilated.

    () The patient’s bill of rights is posted and available in

         other languages as necessary.

    () The SBHC is equipped with a private phone/fax,

         affording confidentiality.

    () Toilet facilities are accessible, clean, and in working order.

    () There are designated clean and dirty areas. 

    () Hand-washing is located in a sanitary area with

         hot/cold water, antibacterial liquid soap, and hands-

         free operation.

    () There is a designated laboratory area.

    () There is a supervised infirmary area where students

         may recline and rest.
	
	


DIRECTIONS:  Check ( ) if requirement is met.  Leave ( ) blank if not met.  Under DESCRIPTION, describe how the SBHC is consistent with the SBHC guidelines for that issue.  NYSDOH staff completes NYSDOH VALIDATION.

	(D.  CLINICAL ENVIRONMENT
	DESCRIPTION
	NYSDOH VALIDATION

	3. SUPPLIES AND EQUIPMENT

    ( ) Laboratory and other clinical equipment are calibrated at regular intervals with quality control measures in place. 

    ( ) Logs are maintained daily.

         Person responsible 

    ( ) Expiration dates on laboratory supplies are regularly checked 

         and supplies are replaced.

         Person responsible 

    ( ) Refrigerator/freezer for "biologicals only" is operational.

    ( ) Functional thermometers are located in refrigerator, freezer, and incubators if used.

    ( ) Temperature logs are maintained daily for equipment.

         Person responsible 

    (  ) Covered waste receptacles, appropriately labeled with biohazard stickers, are in the exam, lab, bathroom, and other needed areas.

    ( ) Medical waste is clearly marked with biohazard stickers, is in 

         red bags and disposed of in an approved manner.

    ( ) Sharp containers are locked, appropriately labeled with 

         biohazard stickers and disposed of properly.

    ( ) A functional eye wash set up is available.  


	
	

	4. MEDICINE

    ( ) A formulary or current PDR is available for use on site.

    ( ) Medication and sharps are appropriately stored in a locked 

         area.  This includes biologicals which are stored in    

         refrigerators.

    ( ) Expiration dates on medications, including emergency meds, 

        are routinely checked and expired medications replaced.

         Person responsible 

    ( ) Medication inventory process is in place.

    ( ) Expired drugs are disposed of appropriately.

    ( ) A labeled emergency box is available, appropriately

         equipped, and routinely checked for completeness and for 

         expiration dates.

         Person responsible 


	
	


DIRECTIONS:  Signatures must be included with the self-assessment. Signature pages must be submitted in hard copy. A signature page is required for each site.

I certify that this information in Section II A-D is true and correct to the best of my knowledge.




________________________________


________________________________




Name (Please print)




Title 




________________________________


_______________      _______________






Signature





Date

          Phone




_______________________________________




E-Mail

SECTION III.

CLINICAL RECORD

REVIEW

(Duplicate as needed)

MEDICAL RECORDS










PROVIDER  ______________

(For Reviewer use only)










SBHC Site ___________________   














Date  _____________________________

VISIT CODES:

C – Complete physical                           I – Interim acute or follow-up visit




M – Mental Health                                 C/PCP – Complete physical by student's own provider

	





CHART NUMBER 
	
	
	
	
	

	TYPE OF VISIT (SEE CODE)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DATE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grade
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sex
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Enrollment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Consent
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete History
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete Psycho-Social Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Review of Systems
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nutrition Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age Appropriate Developmental Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Immunization
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tuberculin Screen/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Lead Screening/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sickle Cell Status:  Assess./Screen
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Anthropometry
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Reproductive Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tanner Staging
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Hearing Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Vision Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dental Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Scoliosis Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	B/P
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Labs/Diagnostics
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Health Ed./Counseling
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mental Health Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


DOCUMENTATION CODES:
T – Thorough documentation in record
         P – Inconsistent/partial documentation in record
N/A – Not applicable in this record

 




M – Minimal documentation in record
         U – Not documented in record



MEDICAL RECORDS










PROVIDER ______________

(For Reviewer use only)










SBHC Site ______   














Date_____________________________

VISIT CODES:

C – Complete physical                           I – Interim acute or follow-up visit




M – Mental Health                                 C/PCP – Complete physical by student's own provider

	





CHART NUMBER 
	
	
	
	
	

	TYPE OF VISIT (SEE CODE)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DATE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grade
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sex
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Enrollment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Consent
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete History
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete Psycho-Social Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Review of Systems
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nutrition Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age Appropriate Developmental Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Immunization
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tuberculin Screen/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Lead Screening/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sickle Cell Status:  Assess./Screen
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Anthropometry
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Reproductive Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tanner Staging
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Hearing Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Vision Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dental Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Scoliosis Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	B/P
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Labs/Diagnostics
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Health Ed./Counseling
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mental Health Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


DOCUMENTATION CODES:
T – Thorough documentation in record
         P – Inconsistent/partial documentation in record
N/A – Not applicable in this record

 




M – Minimal documentation in record
         U – Not documented in record



MEDICAL RECORDS










PROVIDER_____________

(For Reviewer use only)










SBHC Site  ____   














Date _____________________________

VISIT CODES:

C – Complete physical                           I – Interim acute or follow-up visit




M – Mental Health                                 C/PCP – Complete physical by student's own provider

	





CHART NUMBER 
	
	
	
	
	

	TYPE OF VISIT (SEE CODE)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DATE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grade
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sex
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Enrollment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Consent
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete History
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete Psycho-Social Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Review of Systems
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nutrition Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age Appropriate Developmental Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Immunization
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tuberculin Screen/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Lead Screening/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sickle Cell Status:  Assess./Screen
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Anthropometry
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Reproductive Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tanner Staging
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Hearing Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Vision Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dental Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Scoliosis Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	B/P
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Labs/Diagnostics
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Health Ed./Counseling
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mental Health Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


DOCUMENTATION CODES:
T – Thorough documentation in record
         P – Inconsistent/partial documentation in record
N/A – Not applicable in this record

 




M – Minimal documentation in record
         U – Not documented in record



MEDICAL RECORDS










PROVIDER______________

(For Reviewer use only)










SBHC Site___________________   














Date_____________________________

VISIT CODES:

C – Complete physical                           I – Interim acute or follow-up visit




M – Mental Health                                 C/PCP – Complete physical by student's own provider

	





CHART NUMBER 
	
	
	
	
	

	TYPE OF VISIT (SEE CODE)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DATE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grade
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sex
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Enrollment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Consent
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete History
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete Psycho-Social Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Review of Systems
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nutrition Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age Appropriate Developmental Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Immunization
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tuberculin Screen/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Lead Screening/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sickle Cell Status:  Assess./Screen
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Anthropometry
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Reproductive Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tanner Staging
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Hearing Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Vision Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dental Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Scoliosis Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	B/P
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Labs/Diagnostics
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Health Ed./Counseling
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mental Health Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


DOCUMENTATION CODES:
T – Thorough documentation in record
         P – Inconsistent/partial documentation in record
N/A – Not applicable in this record

 




M – Minimal documentation in record
         U – Not documented in record



MEDICAL RECORDS










PROVIDER  ______________

(For Reviewer use only)










SBHC Site___________________   














Date_____________________________

VISIT CODES:

C – Complete physical                           I – Interim acute or follow-up visit




M – Mental Health                                 C/PCP – Complete physical by student's own provider

	





CHART NUMBER 
	
	
	
	
	

	TYPE OF VISIT (SEE CODE)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	DATE
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Grade
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sex
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Enrollment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Consent
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete History
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Complete Psycho-Social Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Review of Systems
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nutrition Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Age Appropriate Developmental Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Immunization
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tuberculin Screen/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Lead Screening/Testing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sickle Cell Status:  Assess./Screen
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Anthropometry
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Reproductive Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tanner Staging
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Hearing Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Vision Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dental Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Scoliosis Screening
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	B/P
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Labs/Diagnostics
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Health Ed./Counseling
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mental Health Assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Impression
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Care Coordination
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Resolution
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chart Legible Dated Signed
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


DOCUMENTATION CODES:
T – Thorough documentation in record
         P – Inconsistent/partial documentation in record
N/A – Not applicable in this record

 




M – Minimal documentation in record
         U – Not documented in record



CHART AUDIT:  ADDITIONAL DISCUSSIONS OF SELECTED FINDINGS
PROVIDER ____________________________

DATE ______________________

SITE __________________________________

PAGE ______________________

Identified Issue(s)







                  Identified Issue(s)

	Chart #/Name:  _____________________________________

Identified Health Issue(s):

__________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Chart #/Name:  _____________________________________

Identified Health Issue(s):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	Chart #/Name:  _____________________________________

Identified Health Issue(s):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Chart #/Name:  _____________________________________

Identified Health Issue(s):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	Chart #/Name:  _____________________________________

Identified Health Issue(s):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Chart #/Name:  _____________________________________

Identified Health Issue(s):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




General Comments/Recommendations for Improvement:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________

SECTION IV.

COMPREHENSIVE SITE REVIEW SUMMARY

NEW YORK STATE DEPARTMENT OF HEALTH

SCHOOL BASED HEALTH CENTER PROGRAM

PERFORMANCE EFFECTIVENESS REVIEW TOOL (PERT)

SECTION IV:  COMPREHENSIVE SITE REVIEW SUMMARY

	Provider:   ___________________________________________________

                   _____________________________________________________________________________

                   Date of Review:  __________________

                   Reviewers:         



	Facility Provider Administration:

Name  ___

Mailing Address _____

Phone _________  Fax ___

E-Mail ________________
	SBHC Program Director:

Name  

Mailing Address _____

Phone _________  Fax ____

E-Mail ____________


COMPREHENSIVE SITE REVIEW SUMMARY  (Cont’d.)

1. PROGRAM STRENGTHS: For each PERT section, summarize program strengths.

                                                     (Administration, Site Specific and Record Review)
_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________
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COMPREHENSIVE SITE REVIEW SUMMARY  (Cont’d.)

2.  AREAS IN NEED OF IMPROVEMENT
     Administration:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

    Site Specific:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Clinical Record Review
(See Clinical Review for each site.)
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COMPREHENSIVE SITE REVIEW SUMMARY  (Cont’d.)

3.  PRIORITIES REQUIRING ACTION PLAN
     Administration:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

    Site Specific:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Action Plan due within six weeks of receipt of summary


PAGE  
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