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Ombudsman Associate Reporting Form

Long Term Care Ombudsman

LTCO intake number: 216-696-2719 or 800-365-3112 

Name:       
My assigned staff Ombudsman:      
Facility name:      .
Date of visit:     .Travel time (to and from):      .











    Time spent 




Nursing Home:     

    in the facility:      







     Time spent
Residential Care Fac.      .       in the facility:      .



        

Number of residents contacted during this visit:     


(Do not include any time you spend in resident or family council, doing complaint handling or participation in the ODH survey process.  These should be reported separately).
Time 
.1 = 6 minutes

.6 = 36 minutes

1.1 = 66 minutes
1.6 = 96 minutes
 key:
.2 = 12 minutes

.7 = 42 minutes

1.2 = 72 minutes
1.7 = 102 minutes


.3 = 18 minutes

.8 = 48 minutes

1.3 = 78 minutes
1.8 = 108 minutes


.4 = 24 minutes

.9 = 54 minutes

1.4 = 84 minutes
1.9 = 114 minutes


.5 = 30 minutes

1.0 = 1 hour

1.5 = 90 minutes
2.0 = 2 hours
1. Do any of the residents have bruises or injuries of a suspicious nature or complaints about alleged abuse?

No:  FORMCHECKBOX 
   
Yes:  FORMCHECKBOX 

IF YES, PLEASE CALL INTAKE ASAP.  Describe the bruises and/or injuries and complete as much of the Complaint Intake” form as possible.   This form is located on pages 5 & 6.  A complex complaint requires multiple contacts, research, investigation and follow-up.
2. Did any of the residents ask for your assistance with a problem or have a complaint?

No:  FORMCHECKBOX 

Yes:  FORMCHECKBOX 

If yes, describe the problem/complaint on the intake form.  Remember, a complaint can be resolved by giving the resident advice or making a single request of facility staff.  

FACILITY ADVOCACY VISIT CHECKLIST
	PERSON-CENTERED CARE 
	Yes 
	No 
	N/A 
	Notes/Comments 

	1. Is the interaction between staff and residents pleasant and respectful? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 Click here to enter text.

	2. Do residents feel they can ask for services they need and want and do they get an appropriate response?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 Click here to enter text.

	3. Do residents feel this is their “home”? 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 Click here to enter text.

	4. Are residents free to wake and sleep, and come and go as they wish? How do they gain entrance?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 Click here to enter text.

	5. Is there sufficient staff available to meet the resident’s needs?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	6. Do residents receive appropriate assistance as needed? Do the caregivers respect the resident’s privacy (i.e. knocking on doors before entering?)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	7. Do any residents have bruises that might indicate mistreatment?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	8. Are residents physically confined to their bed or room? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	9. Do the residents appear physically clean – hair, skin, nails? Can residents shower/bathe as often as they’d like?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	10. Are the residents’ clothes clean and in good condition? Are there any problems related to laundry?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	11. Are residents asked what foods/meals they would like when the facility plans meals?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	12. Are varied foods available at meal and other times, including snacks and fluids? Do residents like the food? Are seconds or substitutions available? Do they get 3 meals daily?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	13. Are meals served in a timely manner? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	14. Is there sufficient space for residents to eat in the dining area when they want to? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	15. Are varied activities available/offered/provided for residents?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	16. Are residents allowed to display personal items and pictures?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	17. Are residents allowed visitors? And privacy with visitors?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	FACILITY OBSERVATIONS 
	Yes 
	No 
	N/A 
	Notes/Comments 

	1. Are medications kept in a secure area? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	2. Is the facility interior environment uncluttered and safe? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	3. Is the temperature of the facility comfortable? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	4. Do residents have access to a telephone?


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	5. Are the living and eating spaces clean and equipment/appliances useable?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	6. Were you able to reach the facility easily? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	7. Are the grounds well maintained? Lawn mown and the yard free of clutter?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	8. Are the walks free of snow/leaves/standing water? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	9. Is the facility painted and not peeling? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	10. Are there outside areas for residents to use? Is there useable furniture?                            
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	POSTED PROMINENTLY IN FACILITY 
	Yes 
	No 
	N/A 
	Notes/Comments 

	1. A copy of the Rights of Residents? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	2. LTCO poster? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	3. A copy of the home’s rules and policies/procedures regarding resident rights and responsibilities?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	4. A list of residents’ rights advocates? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	5. The number of licensed and unlicensed nursing staff directly responsible for resident care on that shift?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	6. Fire escape plan? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	IS THERE A NOTICE THAT THE FOLLOWING COPIES ARE AVAILABLE IN A PLACE READILY ACCESSIBLE TO RESIDENTS?
	
	
	
	Click here to enter text.

	1. If the home is licensed, the most recent licensure inspection report?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	2. If certified for Medicare and/or Medicaid, the most recent statement of deficiencies and plan of correction from annual survey and if applicable, any complaint survey?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	IS THERE A NOTICE THAT THE FOLLOWING ARE AVAILABLE FOR INSPECTION IN THE HOME AT REASONABLE HOURS?
	
	
	
	Click here to enter text.

	1. Copy of Chapter 3721 of ORC (Residents’ Rights) and Rules of ODH applicable to the home, & federal regulations adopted under Medicare/Medicaid programs?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	2. Each inspection report & statement of deficiencies & plan of correction including reports that result from life safety code and health inspections during the preceding 3 years? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.

	3. Changes in facility key staff, facility name, additional wings, or other additions etc.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Click here to enter text.


Provided information  FORMCHECKBOX 
 written   FORMCHECKBOX 
 verbal on: Click here to enter text.
GENERAL OBSERVATIONS:       
(OS Staff only): Offered Provider Consultation on these topics: ___________________________________
Documented by: _______________________________________  ODIS entry date: _______________
PAGE  

