
These should populate automatically.

Be sure to ask if ethnicity is uncertain.

Be sure to ask or check the medical record if ethnicity is uncertain.

Where is the patient receiving hospice services at the time of your assessment? 



These should populate automatically.

Look at the Patient Chart in 
MyUnity-Clinical. The primary 
payer will be listed on the left 
side of the screen. Medicare is 
always traditional fee-for-
service. 

Where was the patient before the date hospice services began?



Be sure to ask if uncertain.

Where is the patient receiving services at the time 
of your assessment? 

How often are family/friends visiting? This also applies for 
emotional support, not just hands-on care.

Current hospice primary diagnosis

Check all co-morbidities and other conditions.
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All preferences questions must be asked. If the patient is unable to respond, ask the 
family. If the family is not present, attempt to contact them. Document all attempts 
to ask the questions in your narrative summary or shift notes. Only answer "2. Yes, 
but the patient/responsible party refused to discuss" if they actually refuse or if you 
have exhausted all attempts to ask family. 

CPR, life-sustaining treatment, hospitalizations 
may have been discussed by the Liaison, but only 
use that information for your details if there is 
documentation of the discussion in the chart.

Document proof of discussion re: spiritual 
concerns, not just whether the pt/family 
want Chaplain services.

This answer is always Yes.
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Always measure pain severity. If the patient is unable to report, 
use another method, such as a PAINAD, FLACC, or even your 
own observation. The form even allows Staff observation or 
Patient visual as an acceptable pain tool. 

The patient may be comfortable during your assessment (you 
might mark No above) because their pain meds or interventions 
are helping. This means that pain is still an active problem we are 
addressing, so you would mark Yes to active problem below.

If pain is an active 
problem requiring 
interventions, a full 
comprehensive pain 
assessment must be 
completed. 

All 7 domains must be 
checked. If you cannot get 
answers, but you intend to 
assess and try to find 
answers, that is sufficient to 
check the box.

Always Yes - all patients must be screened for shortness of breath.

-If patient has interventions to manage dyspnea, answer Yes.
-If the patient is comfortable because they have on O2 and/or have
received medication, then dyspnea is an active problem and you
will answer Yes.
-If the patient would experience dyspnea if you removed their
oxygen/meds, the answer is Yes.
-If you would answer Yes to the treatment for shortness of breath
question, then you should answer Yes to the patient having
shortness of breath.
-If the patient is unable to report, you may rely on your judgment.
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Always Yes.

Patient has an active problem but our 
interventions are working and they are 
comfortable. 

Patient does not have this problem. No interventions are required. 

Pain is an active problem and patient is not quite comfortable. 

Dyspnea is an active problem but Pt is comfortable with interventions.

Patient does not have these 
symptoms at all. No active 
interventions. 

Use this look-back tool with your SFVs and HUVs for reference. 

SFV required. Go ahead and add that to the Patient Smart Calendar (Home Care).
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Symptom has improved with ongoing interventions.

Symptom has improved with ongoing interventions.
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Initiated or continued means the patient has been instructed to use the medication. 
This does not apply to "just in case" comfort meds stored in the home for future/
potential needs.

If opioids are initiated or continued, there must be a bowel 
regimen. This could include medications, diet, fiber 
supplements, etc.

Initiated/continued should always be the date of your assessment. 

Not your name. This is for QA only, verifying the record is ready to submit to CMS. 

Complete all 4 columns in the signature line.
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