Home Health Care/Hospice Supplemental

Account name:_     ________________________________

Operations:

1. How long has the insured been in business?       
2. What type of services does the insured offer?     
3. What % of clients are not ambulatory?     
4. # of employees in class code 8835:         FT          PT

5. What is the service radius of the individual in-home aides?     
6. Does the insured provide any labor to staffing companies?     
7. What services does the insured sub-contract out?     
Do they collect COI’s, for work comp, from these contractors?     
8. How many volunteers does the account use?     
What are their duties?     
How many hours did volunteers work last year?     
What screening process are volunteers put through?     
Are they required to sign any waiver of liability in favor of the insured?     
9. Does the insured administer injections?  If so, what controls are in place for this exposure?     
10. Is health insurance offered to non-management employees?     
What is the participation rate?     
Safety/Controls:

1. Does the insured have a written safety program?     
2. Does the insured have a Blood Borne Pathogen program?     
3. Does the insured require pre-employment or post-offer physicals?     
4. Does the insured have a safety committee?     
Do they have written reports from the committee specifically noting any corrective action on inspections or claims reviews?     
5. Does the insured have formal patient handling controls for these specific clients?     
6. Does the insured conduct patient handling training?     
7. How often are motor vehicle records reviewed?     
8. Does the insured require defensive driving training?     
If so, how often?     
9. Does the insured have a formalized Post Accident Drug Testing Program in place?     
10. Does the insured have a formalized Early Return to Work Program in place?     
11. Does the insured have a specific medical provider identified for initial medical care?       If so, who?     
