***DRAFT***

Kentucky Long Term Care Facility Surge Receiving Notification

***DRAFT***

Kentucky Long Term Care Facility Surge Receiving Notification
Receiving Facility Identification:  FACILITY NAME: ____________________________________________________

Sending Facility Identification:     FACILITY NAME: ____________________________________________________


Date: _____/_______/_______  Time: ____________AM/PM  
RECEIVING FACILITY IDENTIFICATION:
FACILITY NAME: _______________________________________  Address: ______________________________________________

City: ____________________________  County: ________________ 24 Hour Telephone Number: (_______) _______-_________

Facility Licensure # ___________
Facility Certification #: _____________

SENDING FACILITY IDENTIFICATION

FACILITY NAME: _______________________________________  Address: ______________________________________________

City: ____________________________  County: ________________ 24 Hour Telephone Number: (_______) _______-_________

Facility Licensure # ___________
Facility Certification #: _____________

NATURE OF THE EVENT: ______________________________________________________________________________________
Surge Type Request: 
	SECTION A1
	CONVENTIONAL SURGE

BED AVAILABILITY
	Y
	N
	CONVENTIONAL SURGE AUTHORIZATION

BEDS REQUESTED

	H-1:  Bed  A-1: Conventional Surge:   Open Beds for Surge  (Number and Type)

	SNF: __________

NF: __________

NH: __________

ICF:__________
	ALZ: __________

PC: __________

ICF/MR: __________


	
	
	GENDER:                        PAYOR SOURCE:
F _____                          MEDICARE:_________

M ____                           MEDICAID:_________

                                         PRIVATE PAY:______

	Comments:____________________________________________________________________________________



	SECTION A2
	CONTINGENCY SURGE PROPOSED
BED EXPANSION  (See Form                          )
	Y
	N
	CONTINGENCY SURGE AUTHORIZATION BEDS REQUESTED

	H-1:  Bed  A2:   Proposed Additional Beds for Rooms Doubled and Tripled  (Number of proposed evacuees by Type )

	SNF: __________

NF: __________

NH: __________

ICF:__________
	ALZ: __________

PC: __________

ICF/MR: __________


	
	
	GENDER:                        PAYOR SOURCE:
F _____                          MEDICARE:_________

M ____                           MEDICAID:_________

                                         PRIVATE PAY:______

	Comments: ___________________________________________________________________________________



	SECTION

A3
	CRISIS SURGE  PROPOSED BED EXPANSION

(See Form                                                        )
	Y
	N
	CRISIS SURGE AUTHORIZATION BEDS REQUESTED

	H-1:  Bed  A-3: Proposed Additional Beds in Non-Sleeping Areas  (Number of proposed evacuees by Type)

	SNF: __________

NF: __________

NH: __________

ICF:__________


	ALZ: __________

PC: __________

ICF/MR: __________


	
	
	GENDER:                        PAYOR SOURCE:
F _____                          MEDICARE:_________

M ____                           MEDICAID:_________

                                         PRIVATE PAY:______

	Comments: ___________________________________________________________________________________


	SECTION A1-3
	PROPOSED BED EXPANSION

(Total of A1+A2+A3=  )
	
	
	COMMENTS

	
	
	
	

	Section X
	IMMEDIATE NEEDS
	Y
	N
	COMMENTS

	Any immediate needs, i.e., staffing?
	
	
	

	Immediate health and medical needs?
	
	
	

	· 
	
	
	
	

	RESOURCES

Y

N

COMMENTS


	Y
	N
	COMMENTS


	Refrigeration for the additional medications?
	
	
	

	Adequate number of medications, clinical supplies 
	
	
	

	Adequate facility supplies 
	
	
	

	Bed linens
	
	
	

	Special medical equipment, i.e. tube feeding, O2, etc.?
	
	
	

	Incontinence care supplies?
	
	
	

	SECTION X 
	COMMUNICATIONS
	Y
	N
	COMMENTS                

	Landline telephones 
	
	
	

	Cell phones– Is Texting Available?
	
	
	

	Access to internet?
	
	
	

	Email services available?
	
	
	


	SECTION X
	SECURITY
	Y
	N
	COMMENTS

	Security in place?
	
	
	

	SECTION X
	STRUCTURAL ASSESSMENT/HVAC
	Y
	N
	COMMENTS

	Is the heating and air (HVAC) system operational?
	
	
	


	SECTION X
	ELECTRICAL POWER
	Y
	N
	COMMENTS

	Facility currently using commercial electrical power?
	
	
	

	Generator currently being used?
	
	
	

	If yes, generator runs 100% of the facility? 
	
	
	

	SECTION X

Electrical Power (continued)

Y

N

COMMENTS

Y

N

COMMENTS


	Y
	N
	COMMENTS

	Days your generator currently run based upon current fuel supply?
	
	
	

	Fuel for the generator use? 

Diesel   _____Gasoline   _____Natural Gas _____Propane
	
	
	


	SECTION F
	WATER AND SEWER
	Y
	N
	COMMENTS

	Is there an adequate water supply onsite for the additional evacuee volume
	
	
	

	 Is the sewage system adequate for the additional evacuee volume?
	
	
	


	SECTION G
	FOOD SERVICE
	Y
	N
	COMMENTS

	Safe food source for staff /residents/visitors?
	
	
	

	Foods be held at proper temperatures (<41°F - >145°F)
	
	
	

	Adequate supply of food onsite 
	
	
	

	Adequate supply of special diet items 
	
	
	


	SECTION H
	LIFE SAFETY
	Y
	N
	COMMENTS

	H-1:  Is fire alarm system operational?
	
	
	

	H-2:  Is sprinkler system operational?
	
	
	


Completed forms should be faxed, e-mailed or verbally transmitted to:  Kentucky Office of Inspector General, Kentucky Long-Term Care Ombudsman Program, and/or other: __________________________          

Developed through KCHFS/KDPH 2013-2014 Emergency Preparedness for Aging Training Grant #  PON2 728 1200002645-3.  For more information, contact Betty Shiels, PhD-ABD, University of Louisville, OVAR-GEC, betty.shiels@louisville.edu  at 502-852-8003 or Barbara Helm, MA, University of Kentucky,
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