20 Old Turnpike Rd. Nanuet NY 10954
Ph: (845) 624-0260 Fax: (845) 624-0264

Controlled medication count policy and protocol
The purpose of the count sheet is NOT to document administration but to keep track of the
amounts of controlled medications. We are accountable for any medications we have access to
in the home. Please review our current protocol for counting controlled medications outlined in
this memo.

How to keep track of tablets, capsules, and pre-packaged syringe medications:
• Each count sheet should have the patient’s name and the information about the controlled
medication included but ALWAYS refer to the doctor’s orders before administering.
• Ensure that the correct lot number and expiration date is written at the top of the sheet.
• Remember that each individual lot is documented on its own count sheet (ONE LOT NUMBER
PER COUNT SHEET).
1. At the start of your shift, check the name and strength of the medication against the doctor’s
orders.
2. Check the expiration date of the medication.
3. Record the date and times of your shift on the count sheet.
4. Count the number of tabs/ capsules/ syringes with the correct lot number and record this
value in the “start of shift” column.
5. If you find there is a discrepancy between the “end of shift” total of the previous shift and your
“start of shift” value, determine if the medication was administered by family between the two
shifts.
If medication was not given, or if you think there is too much missing, please document in your
narrative and contact the agency ASAP.
6. If you are administering the medication on your shift:
•
•
•

Refer to doctor's orders to determine the correct dose
Administer dose/s to patient, and record on your MAR sheet
Repeat for every administration

7. At the end of your shift, record the total number of tabs/ capsules/ syringes of medication
administered (if none given, please write a zero) in the “total number given” column.
8. Count the remaining number of tabs/ capsules/ syringes
9. Record the value in the “end of shift” column.
10. Print your name in the “nurse name printed” column.
11. Write your initials in the “initials” column.
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How to keep track of liquid controlled medications:
• Each count sheet should have the patient’s name and the information about the controlled
medication included but ALWAYS refer to the doctor’s orders before administering.
• Ensure that the correct lot number and expiration date is written at the top of the sheet.
• Remember that each individual lot is documented on its own count sheet (ONE LOT NUMBER
PER COUNT SHEET).
1. At the start of your shift, check the name and strength of the medication against the doctor’s
orders.
2. Check the expiration date of the medication.
3. Record the date and times of your shift on the count sheet.
4. After turning the scale on, press the “UNIT” button until “grams” is selected.
5. To weigh the medication, place the entire container including any cap or cap with dropper on
the scale and record the value in grams in the “start of shift” column.
6. If you find there is a discrepancy between the “end of shift” weight of the previous shift and
your “start of shift” value, determine if the medication was administered by family between the
two shifts.
If medication was not given, or if you think there is too much missing, please document in your
narrative and contact the agency ASAP.
7. If you are administering the medication on your shift:
•
•
•

Refer to doctor's orders to determine the correct volume of the dose.
Measure dose and administer to patient, and record on your MAR sheet
Repeat for every administration

8. At the end of your shift, record the total volume of medication administered (if none given,
please write a zero) in the “total volume given” column.
9. After turning the scale on, ensure it is measuring in grams and weigh the entire container
again.
10. Record the value in grams in the “end of shift” column.
11. Print your name in the “nurse name printed” column.
12. Write your initials in the “initials” column.
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IMPORTANT NOTES:
•

•

•

For some liquid medications, you may find that the end weight has not changed, even
after you have administered dose/s during your shift. This is OK as the scales may not
be sensitive enough to measure very small doses.
If you make an error on the sheet, DO NOT SCRIBBLE OVER THE ERROR or do
anything else to completely cover your mistake. Follow correct nursing documentation
protocol- draw a single line through the error, write “error” next to it and initial. Then,
make correct entries on a new line on the form.
ALL DOCUMENTATION MUST BE LEGIBLE

Please print your name, sign, and date below and submit this form to the office.

Thank you,

Keri LeBoutillier, RN
Administrator

I have read the above policy regarding counting/ measuring controlled medications during any
shift I work with Accucare. I understand that I am obligated to maintain the controlled medication
count and to inform the office if there are inconsistencies with said count or unexplained missing
medications:

Print name: ___________________________________

Sign: ______________________________________________

Date: ____________
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New MD Orders, Medication Changes and Care Plan Protocol
"If everyone is moving forward together, then success takes care of itself." – Henry Ford
•

All MD orders must be read, reviewed, and signed by all nurses.

When the nursing team is all on the same page and aware of all current orders, the patient is best served.
Over the past year, we noticed that not all nurses on a case were aware of medication changes which is
problematic and can lead to errors. Moving forward all MD orders will have an attached page where each
nurse on the case will be asked to sign verifying that they read and understand the orders. When reading
the orders if you are aware of any changes, you MUST notify the office immediately. The binder should
have the orders for the last six months with the newest orders on top.

•

A new log for MD changes, new and DC’d RX’s, will be used going forward,
requiring each nurse to initial that they are aware of the change and that the office
is aware.

This change is very important as it ensures Accucare is aware of medication changes. If we are unaware
of medication changes, then that means the binders have inaccurate doctor orders that nurses could be
following. Even if the medication is not given on your shift or began on a day prior to your shift, you must
still notify the agency; unless it is documented that the Accucare is aware of the change.
Once the office is aware of the medication change, the nursing supervisor will send out new doctor orders
to be signed and then mail the subsequent signed orders and new MAR. This process takes time and we
want to know that all nurses are aware of the changes so that medication errors are not occurring while
waiting for an updated MAR. Previously, the only nurse who signed the medication change was the
nurse who first recorded it; however, moving forward all nurses will initial that they are aware.

•

Care Plans will also be signed by all nurses working on the case.

The combos and Mars reflect the care plans but only highlight portions of it. Each binder should have a
care plan. The care plan helps a nurse know exactly what the goals for the patient. A care plan can help a
nurse tremendously with his or her documentation. If you would like more training on understanding and
utilizing a care plan to its full potential, please reach out to the office staff via email at
Office@accucarenursing.com or via telephone at 845.624.0260.patient needs and

Page 1 of 1

20 Old Turnpike Rd. Nanuet NY 10954
Ph: (845) 624-0260 Fax: (845) 624-0264

New Patient Logs
Accucare Pediatric Nursing & Home Care is committed to empowering our nurses to provide, maintain, and
achieve a patient’s optimal health. Our administrators, nursing supervisors, care managers, and office staff want to
work alongside you so that together we can ensure excellence in patient care.
Our care managers and nursing supervisors have taken the time to create helpful patient logs. These logs are
designed to assist in your patient care. If there is a log that is not currently being utilized in the home, and you
think it could be helpful with the care of your patient, you can request a copy of the log.
A highlight of some of the new logs:
Controlled Medication Count Tablets
Controlled Medication Count Liquid
Controlled Medication Count Syringes
Hourly O2 Sats, O2 LPM, HR Log
Hourly O2 Sats Log
Stander Log
Repositioning Log
If you have an idea for a log that you feel would be useful to your patient’s care, please contact Kyanne at
Kyanne@accucarenursing.com or by telephone at 845.624.0260.

_______________________________________
Signature
Date

________________________________________
Accucare Representative
Date
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To; all nurses, staff, parents and caregivers
Re; elaboration to patient care policies and activities related to use of heat, cutting tools and
devices etc., etc.
A further elaboration seems needed to clarify activities that are not within the scope of nursing
care deemed acceptable by Accucare Nursing and Home Care are as follows, Please read and
sign below for all new orientees and annually thereafter.
Cutting is prohibited of all forms and all parts of patient’s body
•

Hair cutting anywhere on the patients body is strictly prohibited for example hair on
head, arms, legs, forehead, pubic area, perineal region, bikini area, eyebrows, nose hairs
referred to as nasal hair, etc., etc. the use of nail clippers no matter the size, the use of
scissors, no matter the size and the use of razors of all kinds. No nail cutting- fingers or
toes, bunions, callouses etc., etc.

Use of heat of any kind, for whatever period of time and anywhere on the patient’s body- IS
PROHIBITED!!! No matter when or why!!! No Hair Dryer, curling irons, NEVER!
•

Heat or any heated devices be it moist, dry, controlled by a thermostat filled with warm
water or how water bottle, is prohibited – whether there is a physician’s order for its
application or is directed by professional medical personnel, physician’s assistant,
parent, nursing supervisor or nursing director. Even if it has been applied before without
a problem or difficulty- is prohibited!

______________________ _____

______________________ ______

Accucare Representative

Employee

Date

Date
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•

When visiting a doctor, bring the unsigned latest copy of MD orders to the visit. Request that
the doctor to review, make changes, add any new orders if needed.

Currently, once the office is aware of the medication change, the nursing supervisor will send out new
doctor orders to be signed and then mail the subsequent signed orders and new MAR. This process takes
time and often it takes a while to update a MAR. We would like to improve this process and we can do
this if you bring with you the current unsigned MD orders with you to appointments. In each chart you
should have two copies of the orders the signed faxed copy and a second unsigned copy. At the end of
the appointment please have the doctor review the current orders. The doctor should make any
corrections or DC any medications if necessary. If there are any new medications, please have the doctor
fill it out in the appropriate new medication section and sign and date the orders. If there are any
changes, after the doctor appointment request a secure email thread from an office staff. Respond to
the secure email with a copy of the signed orders.
.
Please print your name, sign, and date below and submit this form to the office.

Thank you,

Accucare Nursing

I have read the above procedure for bringing md orders to all doctor appointments during any shift I
work with Accucare. I understand that I am obligated to document and notify the agency of any
medication changes.

Print name: ___________________________________

Sign: ______________________________________________

Date: ____________
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Documentation Guidelines 2019
Completing the combo sheets, MARS, and narrative are an integral part of your job as a nurse for
Accucare Pediatric Nursing and Home Care. All combos/MARS are based on MD orders and the nursing
care plan. Both the MD Orders and Nursing Care Plan are in the chart. Please notify the agency if they
are not.
The American Nurses Association states “Clear, accurate, and accessible documentation is an essential
element of safe, quality, evidence-based nursing practice…Documentation of nurses’ work is critical as
well for effective communication with each other and with other disciplines. It is how nurses create a
record of their services for use by payors, the legal system, government agencies, accrediting bodies,
researchers, and other groups and individuals directly or indirectly involved with health care. It also
provides a basis for demonstrating and understanding nursing’s contributions both to patient care
outcomes and to the viability and effectiveness of the organizations that provide and support quality
patient care.” (www.nursingworld.org).
Documentation is part of what you are paid for: incomplete note = incomplete shift.
If you don’t document an intervention, you didn’t do it. Please review our current protocol for
documentation outlined in this memo.
General rules:

•

You are writing a nurse’s note NOT a patient’s note. Remember it is a legal document to inform
insurance companies, school districts, medical providers, and other payors what actions you
took as a nurse and your clinical observations.

•

The combo, MAR, and Narrative should be filled out as you work. Upon finishing your head to
toe assessment, the following sections of the combo should be completed within the first 30
minutes of your shift: Neuro Assessment, Respiratory Care, Breath Sounds, Cardiac, and Skin
condition. Document things as they happen when things are fresh in your mind. With medically
fragile patients you never know when your patient might have to leave suddenly for a hospital
visit or suddenly your patient requires your assistance for an extended period of time and you
can’t document.

•
•

Notes must be neat and readable.
You are accountable for everything documented during your shift; no one else is
legally allowed to write anything on the forms.
Nothing on the forms should be left blank.
In the narrative and MAR do not use lines or checkmarks only words, numbers, and our
approved abbreviations are permitted (see the attached sheet of approved abbreviations).
Do NOT use military time.
At the start of the shift after you have done a patient assessment go the MD orders and review
looking for orders that may have changed or been d/c’d.

•
•
•
•

Combination sheet:
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The combo sheet is constructed from MD orders and reflects the plan of care for each patient and each
item must be addressed. Some items are reminders and/or instructions, others ask for specific
information about the patient. Please make sure you have provided all the information asked for and that
everything has been initialed. If you are unable to provide specific information you must explain why.
Shift summary:
The purpose of the shift summary is to provide the on-coming nurse or caregiver with a basic
overview of the patient’s condition and what occurred on your shift. This section must be completed
in full.

Skin condition diagram and list:

•

The diagram and the list must match: anything included on the list must also be drawn on the
diagram, and anything drawn on the diagram must be included on the list. Use the comments
section to add any information you feel is important.

•

If you don’t observe anything please write “none noted”

Vitals:

•

The frequency of vitals is dependent on doctor orders, patient diagnosis, and patient
stability. All vitals must be taken at a minimum once per shift after arrival.

V/S, Intake/ Output, Summary:

•
•
•
•

Please record all listed vital signs in the appropriate area (temperature, pulse, HR, O2 sats
(when applicable), and blood pressure.
Record the approximate amounts and the type of intake in the appropriate area; write
“none” if there is no intake (eg. no intake at all, and no intake via a specific route.)
Record the number of wet diapers, number of BMs, number of vomiting incidents, and
comment on the frequency of secretions.
Answer all the questions asked, eg. “Any new Rx.’s? Any PRN given?”. Write “none” when
appropriate.

Off-going/on-coming signature:

•

To indicate that the patient is in dry and intact condition, you must sign off the patient to the
oncoming nurse/caregiver. The oncoming nurse/caregiver must also sign to show that the
condition of the patient at the end of your shift was communicated to them

•

An end-of-shift comment is required. For your comment include the most significant
interventions, responses of the patient, important changes in conditions that require nursing
monitoring ex. seizure monitoring, nursing interventions, and assessment
Make sure you sign and date your documents.

•

Seizure record:

•
•

You must complete the seizure record. If there are no seizures to report, make a note of this
and include your shift times and initial.
If you observe a seizure that lasts less than a minute, record the duration in seconds.
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Narrative

•

You are writing a nurse's note, not a patient note. Remember it is a legal document to inform
insurance companies, school districts, and other payors what actions you took as a nurse.

•

The narrative must be limited to clinical observation and with no opinions such as happy, sad
etc. Please do not include personal comments or opinions anywhere in your notes.
Notes must be written at least each hour of your shift, and each note must be initialed.
Any information included in your narrative must match information recorded elsewhere on
the combo and/or MAR.

•
•
•
•

In the narrative document explain why you gave a PRN, what it was, and the effect of it.
Please draw a line through any blank spaces on the narrative.

The narrative for a Patient on a vent:

•
•

At the start of a shift in your notes indicate what the vent settings the patient is on

•

In the narrative, you must indicate the patient's hourly blood saturation and respiratory
indicators such as respiratory rate, any labored breathing, any retractions, etc.

If the patient requires a change in vent settings during the shift explain in your narrative the
reason for a vent setting change and what the new vent setting is. Vent setting changes can
only be done if there is a Doctor Order. For patients with more than one programmed
ventilator setting indicate all vent setting changes and reasons for them.

The narrative for a trached patient:

•

Hourly check the trach and document that the trach is patent and intact.

•

Document all trach care

•

Document all observations of skin condition and/or secretions/ discharge around trach stoma

MAR sheet:

•
•
•
•
•

Remember to use the proper and approved abbreviations as stated at the top of the MAR (NMS,
F, etc.)
Each item must be initialed, even if you write NMS, F, DC’d, etc.
Record times of administration. If the family administers medication and you know the time,
record it- if you don’t know when they gave it, “F” is sufficient.
You cannot leave any field blank.
If anything is inaccurate on the MAR sheet, cross out any errors and correct them on the
sheet. Notify the agency of any errors in the MAR immediately.

PRN:

•

You must document the use of any and all PRNs in the space provided on the MAR, and in the
shift summary and in the narrative.

•

In the narrative document explain why you gave a PRN, what it was, and the effect of it.

•

Even if you didn’t give a prn, you must sign that section. Cross out any blank fields and indicate
none given.

Medication changes:

•

Always check the patient’s chart for up to date doctor’s orders and do not depend on family
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members alone for correct information about medication.

•

Initial any medication changes on the medication sheet. Sign acknowledgement of reading
any new MD orders.

•
•
•

Document med changes in the appropriate area on MAR.
Document med changes on “Medication changes” sheet in the chart

Report medication changes to Accucare and document who was notified and the time

Secretion Log:

•
•
•
•
•

Indicate the number of times the patient needed suctioning during the hour. Ex: 5x
If the patient is sleeping indicate sleeping on the line instead of writing zero so the lack of
secretions is explained.
Indicated the amount, odor, consistency, and color of secretions and patient’s tolerance on the
combo and in your narrative.
In your narrative specify if it was nasal, oral, or trach suctioning that was required.
If the patient doesn’t need suctioning but is drooling and needs frequent drool rag changes or to
be wiped indicate this as well in the comment section next to the suction log on the Combo.

Please print your name, sign, and date below and submit this form to the office.

Thank you,

Ellen Foote
Administrator

I have read the above policy regarding documentation during any shift I work with Accucare. I understand
that I am obligated to write a nurse’s note and to inform the office if there are inconsistencies with the
combo (paperwork) or patient MAR.

Print name: ___________________________________

Sign: ______________________________________________

Date: ____________
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5 Steps for Resolving a Mucus Plug
Definition of mucus plug: Buildup of thick mucus inside the trach tube causing an obstruction or partial obstruction of the trach tube.
Signs and Symptoms of mucus plug:
1.

Tachypnea

2.

Decreased O2 saturations

3.

Increased work of breathing

4.

Abnormal breath sounds

5.

Tachycardia

6.

Meeting obstruction when advancing suction catheter

If you observe signs and symptoms of a mucus plug:
1.

Suction patient

2.

Administer nebulizer and suction again

3.

Use cough assist per order and suction again

4.

Perform pulmonary lavage (saline drops + Ambu bag), and suction again

5.

Change trach

IMPORTANT NOTES:
●
●
●

All steps depend on the O2 saturation
Remember that rapid O2 desaturation requires immediate Ambu bag use which most likely will resolve the plug
Always have a back-up trach and back-up trach of smaller size within reach- ALWAYS carry back up trach with the patient

How to proactively reduce or prevent mucus plugging:
●
●
●
●
●
●
●
●

Assess pt frequently to determine need for suctioning
Check the medication profile for medications that may cause drying of secretions
Remove inner cannula (if present) and clean at least once every 8 hours and PRN
Encourage patient to cough periodically if possible
Liquify secretions by providing humidity and hydrating the patient
Provide humidified O2. Refill the humidifier chamber as necessary throughout the shift
If patient is not on an active circuit or is disconnected from the vent, have the patient wear an HME
Use I and O sheet to monitor the patient’s hydration status

Please print your name, sign, and date below and submit this form to the office.
Thank you,
Ellen Foote
Administrator
I have read the above procedure for resolving and proactively trying to prevent a mucus plug during any shift I work with
Accucare. I understand that I am obligated to document and notify the agency of any mucus plugging a patient might
experience:
Print name: ___________________________________________________________
Sign: _____________________________________________________________

Date: ___________________
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Memo: Cannabis Oil
Dear Parents, caregivers and nurses,
I am writing to make sure that everyone concerned with the use and administration of cannabis oil for medical
purposes receives the information they require to understand this topic.
The New York State Dept. of Health states that nurses are not permitted to administer cannabis oil to their patient
even though there is a medical order and justification for its use. The federal government classifies it as a schedule
1 controlled substance therefore New York Dept. of Health prohibits nurses to administer.
Accucare still requires the record of the doctor's orders and any changes that are made for its records but we
cannot administer it.

_______________________________________
Signature
Date

R/R 3/19

________________________________________
Accucare Representative
Date
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UNDERSTANDING THE NEED FOR A SIGNED MD ORDER BEFORE GIVING
A MEDICATION OR PERFORMING A TREAMENT

As nurses we are unable per Dept. of Health/Professional Licensure to give a medication, perform a
treatment or procedure without an MD order. This applies to all patients, their families and primary
caregivers should they ask you to do something that could jeopardize your license and livelihood,
not to mention your patient.
Therefore, if you are asked or told that other nurses are doing it without a problem, - so why won't
you, then you must refuse politely and explain that you aren’t licensed to do so. You must then call
the agency office and inform us of the situation.

________________________________
Signature of Nurse /Employee

________________________________
Date signed

________________________________
Signature of Accucare Witness

__________________________________
Date signed
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Name: _______________________________
BLOODBORNE PATHOGENS/MRSA/ UNIVERSAL PRECAUTIONS/
HIV CONFIDENTIALITY, DNR POLICY, ADVANCE DIRECTIVE,
LIVING WILLS, HEALTHCARE PROXY

Inservice content:
1. Potential for Infection: "Critical Care Challenge." TRT: 28 min. by
AJN
Company Study Guide for Potential for Infection
2. Outline of OSHA Training
I.
Epidemiology of bloodborne pathogens; the relationship
of various factors that determine the frequency and
distribution of diseases
II.
Symptoms of diseases
III. Transmission of bloodborne pathogen diseases
IIIa. MRSA
IV. Explanation of the standard
V.
Explanation of Environmental Control Plan
VI. Methods to recognize tasks and other activities that may
involve exposure to blood and OPIM, and what is an
exposure incident
VII. How to use PPE, work practices and engineering controls
to prevent an exposure
VIII. A types, uses, handling, removal, decontamination, and
disposal of PPE
IX. How to choose PPE
X.
Hepatitis B vaccine; efficacy, safety, administration,
benefits of, given free of charge
XI. What to do in an emergency involving blood or OPIM
XII. Who to contact

XIII. How to choose PPE
XIV. Exposure Incident: the procedure to follow, how to report,
medical follow-up provided
XV. Post- Exposure Evaluation: follow-up requirements
XV. Explanations of signs, labels that will be used
XVI. Self-Test and review with question and answer
6. Handouts from Orientation Material
A. Universal Precautions
1. Exposure to Blood: What Health Care workers Need to
Know--Dept. of Health CDC
2. Exposure Control Plan……………Accucare Nursing
3. Hand Washing Technique
4. Barrier Protection
5. Guidelines for minimizing infection-table
6. Overview of OSHA Bloodborne Pathogens Standard
7. NYS Dept. of Ed. : Professional Conduct in the area of
infection Control.
8. MRSA: Standards and Precautions in Homecare
7. HIV Confidentiality and Disclosure
8. DNR Policy, Advance Directives, Living Wills, Health Care Proxy

_________________________
Signature

_________________
Date
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ACCUCARE AS SOLE PROVIDER OF NURSING SERVICE:
1.
In accepting employment with Accucare Nursing, I agree not to render nursing service to
any clients/patients of Accucare Nursing as an employee of another agency or registry or as an
Independent Contractor during my term of employment with Accucare Nursing.
2.
In accepting employment with Accucare Nursing, I agree that for a period of (90) ninety
days after my employment with Accucare ceases, I will not render nursing service to any clients/
patients currently being serviced by Accucare. I will not render these services whether I am
acting as an Independent Contractor or employed by an Agency or Registry.
3.
In accepting employment with Accucare Nursing I agree not to render nursing services to
any Client/Patient serviced by Accucare Nursing for a period of (90) ninety days after Accucare
ceases to provide service to said client/patient.

MAINTAINING PROFESSIONAL QUALIFICATIONS, CONTINUING EDUCATION,
IN-SERVICE TRAINING AND ORIENTATION:

In accepting employment with Accucare Nursing:
1.

I agree to maintain my professional qualifications in the State of New York.

2.

I further agree to avail myself to continuing education requirements of the State of New
York.

3.

I will make acceptable efforts to participate in in-service training sessions when
presented by Accucare Nursing.

4.

I will take the necessary time to orient on new cases or new equipment/procedures
before taking on case assignment.

_____________________________________________
Signature of Employee

______________________
Date

_____________________________________________
Signature of Agency Representative

______________________
Date

20 Old Turnpike Rd. Nanuet NY 10954
Ph: (845) 624-0260 Fax: (845) 624-0264

CONTACTING THE AGENCY BEFORE
OR AFTER REGULAR BUSINESS HOURS,
WEEKENDS, & HOLIDAYS
Call the office: (845) 624-0260
LEAVE A MESSAGE WITH THE ANSWERING
SERVICE WITH YOUR NAME, A CALL BACK
NUMBER, AND REASON FOR CALLING

IF THERE IS A PATIENT CARE EMERGENCY
CALL 911 AND THEN CALL THE
ADMINISTRATOR AT: (914) 263-1916
Please do not assume that your call has been received

IF YOU DO NOT RECEIVE A RETURN CALL

CALL AGAIN!!!

20 Old Turnpike Rd. Nanuet NY 10954
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Memo: Winter Weather
In the event of winter weather, please be sure to check for school closings and delays for any
school cases or bus runs that you currently service. WHUD and News Channel 12 both have
accurate and up to date school closings and delays. Links to WHUD and News Channel 12 can
be found on the Accucare Nursing website: www.accucarenursing.com

20 Old Turnpike Rd. Nanuet NY 10954
Ph: (845) 624-0260 Fax: (845) 624-0264

Cell Phone Use While on Duty:
We have been receiving complaints from Primary caregivers and families regarding the use of
telephones whether they are cell phones or landlines being used during patient care.
Our policy has been to keep the use of telephones to a minimum when nurses are on duty. Up until
now, we believed that approach was effective and the use of the nurse's discretion was adequate and
working fine. Unfortunately, some people have crossed the line between what is acceptable and what
is not. We therefore have had to change our policy on the use of telephones during work hours and
they are as follows;
Routine telephone usage should only be conducted during break times when patient care or
observation is not interfered with. Since you are being paid during your break time you should be
relieved by a suitable family member if you will not be able to observe or intervene with your
patient during your phone call.
Emergency or Unplanned emergent calls; we ask that these calls truly be those required for safety
and important circumstances beyond your control. For example, a change of a dinner appointment
is not deemed an emergency. We ask that you use your discretion as a nurse when deciding what is
an emergency and one that can be put off till a later time.
In conclusion, the use of telephones while providing nursing care to a patient truly does not impart a
professional impression to a patient or their family. We believe this is so important that disciplinary
notices will be sent for this infraction and further infractions can result in dismissal.

____________________________________________________
Employee Signature
Date

TIME SLIPS
Time slip overview
Time slips documenting t he days and times of service are used not only to calculate a nurse’s pay,
but to provide accurate documentation of services provided for insurance companies and/ or Medicaid
and other governmental agencies.
• Time slips must be completed for each shift, and initialed by the patient or patient’s family/
caregiver to verify that the times stated are correct
• If a patient/ parent/ caregiver is asked to initial/ sign a time slip that contains a discrepancy, that
error must be corrected immediately by the nurse
• At the end of the week, the nurse will total the hours before asking you to sign
• Billing and payroll are done using 15-minute increments, and all shift times should be rounded to
the nearest quarter hour. Example: a nurse arriving 5 minutes past 6 pm should round to 6 pm,
a nurse arriving 10 minutes past 6 pm should round to 6:15 pm.
Breaks and meal times
• A break of thirty minutes may be taken for every eight hours worked. Breaks can only occur in
the mid-portion of the shift- never at the beginning or end of the shift. The opportunity to leave
the home during a break depends on the stability of the patient and presence and the availability
of the primary caregiver. The primary caregiver should be spoken to at the beginning of your
shift to arrange the best time for your break.
• Documentation: Nurses are required to document in their narrative notes (when they left on
break, who they left the patient with, an overall view of the patient’s condition, status, safety,
time of return, and the status of patient when they returned).
Completing time slips
Refer to the sample time slip on the right. Each
blank field is labeled with a letter and explained
below:

A: The date worked should be placed here.
We begin our day at 12 midnight.
B: Nurse arrival time
BB: Nurse departure time.
C: The hours worked each day should be
added up and recorded here
D: The parent/ caregiver will review the
arrival and departure times to ensure they
are correct. If they are correct, they must
initial for each day worked.
E: At the end of the week and the dates
and times have been verified, the parent/
caregiver will sign here.
PAYCHECKS CANNOT BE DISPENSED
UNTIL THE PARENT/ CAREGIVER
SIGNATURE IS PRESENT.

Please understand that correctly completed time slips are
an important part of our Medicaid Verification procedures.
Only all of us becoming aware and working together can
we end the problem of fraud and overbilling.
-Ellen Foote, RN, Accucare Administrator

TIME SLIPS: WORKING IN THE HOME AND IN SCHOOL
We are trying to make our billing procedure for the different schools easier to get a breakdown of hours worked on the
bus/ school and time spent in the home. We need this because we must bill differently for the time on the bus/ school and
when the nurse is in the home.

Nurses who currently take a client to school and spend some time in the client’s home either before or after school must fill
out two different time slips that clearly indicate the times worked in each location. If you ride the bus with a child to and
from school the time slip starts and ends from when the child gets on and off the bus. You must clearly indicate when the
child got on and off the bus and your arrival at the school and in the home in our narrative.

We are going to track this in two ways: 1) by the hours put on the time slips and 2) the nurse’s notes (that we get at the
end of the month). Since we get the notes later in the month, we have to use the time slips, most of the time. So, the time
slips need to tell us the hours/ times that are worked.
We need you to start your hours when you get on the bus plus time you spend at school and record them on one time slip,
and then record your time spent in the home on a separate time slip.
If you get on the bus at 8am, stayed in school until 3pm, and arrived back at the home at 3:20pm and then stayed in the
client’s home until 3:45pm, the bus/ school time slip would have 8a-3:15p on it for that day, and the home time slip would
say 3:15p- 3:45p. You will need to use 2 time slips: one for bus/ school and the other for time spent in the home.

TIME SLIPS: WORKING OVERNIGHTS AND SATURDAY NIGHTS

A nurse who works an overnight will need to fill out two rows on the timeslip to indicate that he or she worked on two
different days over the course of their shift. Remember that we begin our day at twelve midnight. Our week ends at
midnight on Saturday. If a night nurse works a Saturday night shift, then he or she will split the shift on to two different
timeslips for two different weeks. Please note that there are two columns that say shift started. If a nurse works two nights
back to back, he or she will fill out the first part to indicate the morning hours worked and the second column to indicate the
evening hours worked. Please see the example below.

20 Old Turnpike Rd. Nanuet NY 10954
Ph: (845) 624-0260 Fax: (845) 624-0264

Memo: Scheduling Memos
Scheduling:
You must check your schedule online via Kantime. Please notify your scheduling coordinators of any
errors immediately. Please confirm that you have looked at your schedule.
You can access Kantime at the links below.
www.kantimemedicare.net

Availability Calendars
Availability Calendars are due by the 10th of each month. Please forward your calendars to your
assigned scheduling coordinator.
Megan@accucarenursing.com
Christy@accucarenursing.com

Calling Scheduling Coordinators to report cancellations and lateness
Please do not call or text your scheduling coordinators overnight to report cancellations or lateness.
Please call the agency to contact the after-hours answering service 845-624-0260.

_______________________________________
Signature
Date

________________________________________
Accucare Representative
Date
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Communication Memo
Accucare Nursing continually communicates via email. Every nurse is required to have an active email
address on file with Accucare.
We request that you read your email one time each day and you MUST acknowledge every
correspondence from Accucare Nursing with a simple reply.
(Got it. Received. Understood. Etc are all appropriate replies.)

Secure Emails HIPAA
Emailing Protected Health Information (PHI)
All PHI sent using email will be sent using a secure and encrypted email service.
When Accucare field staff (nurses) need to electronically send any information deemed PHI, they must
call the office and ask that a secure and encrypted email be initiated.

_______________________________________
Signature
Date
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April 23, 2019

Memo: Patient Absence

It is crucial to communicate to the office immediately if you show up for a shift and your patient is not there. After
fifteen minutes of waiting and knocking on the door, please contact the agency. Do not continue to show up
without notifying the agency. Accucare Nursing needs to be aware of any possible health-related issues that may
be occurring with your patient. It is your responsibility to communicate with the agency.

______________________________
Signature

_________________
Date

