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Oregon Community Based Care Facilities
Annual Survey
2007
	Facility No.           Facility Name     
Provider No.      Licensed capacity       No. of Units (Rooms)                     Management Company             Orig Lic Date      
Facility Street Address         City        ZIP        City      
Administrator          Facility Phone/Fax     
Person Completing Report        Title      Tel      
Email      Facility web address      


Your completed annual survey is due no later than July 21, 2008.

Please return your completed form to:

Erica Hedberg, OHPR Research & Data
1225 Ferry St. SE. Salem OR 97301

Purpose:
This survey was designed by the Office for Oregon Health Policy & Research (OHPR) in collaboration with representatives from:
· Oregon assisted living and residential care facilities 

· Oregon Health Care Association (OHCA)  

· Department of Human Services, Division of Seniors and People with Disabilities 
The survey provides information to be used to inform state policy for long-term care planning. A report summarizing this data will be available to policy-makers, professionals, and the general public. The 2006 report can be found at:
http://www.oregon.gov/OHPPR/RSCH/docs/2006ALF-RCF_Report_final.pdf
Reporting period: 
The reporting period for this survey is January 1, 2007 to December 31, 2007. Some questions will ask specifically about status on December 31, 2007. Please read each question carefully before answering. 

HOW TO COMPLETE YOUR SURVEY
BEFORE YOU CONTINUE, PLEASE READ THE FOLLOWING VERY CAREFULLY! 
It is important that reporting be clear, accurate and complete. 
Please do not omit any data or information.

If you are an ALF without Alzheimer-endorsed Care Units (ACU), only complete the ALF (non-ACU) column.

If you are an ALF with Alzheimer-endorsed Care Units (ACU), complete the ACU column AND the ALF (non-ACU) column.
If you are a RCF without Alzheimer-endorsed Care Units (ACU), only complete the RCF (non-ACU) column.

If you are a RCF with Alzheimer-endorsed Care Units (ACU), complete the ACU columns AND the RCF (non-ACU) columns.
If you are a combination of ALF and RCF with Alzheimer-endorsed Care Units (ACU), complete ALL three columns.
*For questions, please contact Erica Hedberg at OHPR
(503) 373-2287, Erica.Hedberg@state.or.us
A. FACILITY INFORMATION 
1. This facility’s legal tax-status is  (Select one) 
      For-profit    FORMCHECKBOX 
 Not-for-profit
2. Is this facility managed by a third party (i.e,. management company or organization)?

  







 FORMCHECKBOX 
 
Yes       FORMCHECKBOX 
     No

3. Is this facility: (Select one)

     


 FORMCHECKBOX 

A single independent ownership (only 1 facility)
    
 FORMCHECKBOX 


Part of a 2 to 10 facility chain

 FORMCHECKBOX 


Part of a 11 to 25 facility chain


 FORMCHECKBOX 


Part of a 26 to 50 facility chain


 FORMCHECKBOX 


Part of a 51 or larger facility chain

4.  What levels of care are available at this facility or location? (Select all that apply)

    FORMCHECKBOX 


Alzheimer-endorsed Care Units (ACU) 
    FORMCHECKBOX 


Assisted Living Facility (ALF) 

    FORMCHECKBOX 


Independent Living Facility 
    FORMCHECKBOX 


Nursing Facility

    FORMCHECKBOX 


Residential Care Facility (RCF)
    FORMCHECKBOX 
 

Other (Specify     )

5. Report the following information about your facility. 
	FACILITY INFORMATION
	ALF (Non-ACU)
	ACU
	RCF (Non-ACU)

	a. No. of days open in 2007 (use 365 if opened the whole year)
	     
	     
	     

	b. No. of licensed rooms on 
     December 31, 2007
	     
	     
	     

	c. No. of occupied rooms on December 31, 2007
	     
	     
	     

	d. No. of residents on           December 31, 2007
	     
	     
	     

	e. No. of people on the waiting-list on       December 31, 2007 (if applicable)
	     
	     
	     

	f. Total number of residents that moved into the facility in 2007 from January 1 to December 31
	     
	     
	     

	g. Total number of residents that moved out of the facility in 2007 from January 1 to December 31
	     
	     
	     

	h. Total number of residents who moved out in 2007 because they spent down their assets.
	     
	     
	     


B. PAYER INFORMATION

6. For the period, January 1, 2007 to December 31, 2007, report the payer source.  (Each column should add to 100%).

*To calculate inpatient resident days (also commonly referred to as ‘patient days’, ‘census days’, or ‘occupied bed days’): add together the total days of care for each resident. Include days for each resident on temporary leave for whom a bed was kept vacant.

	PAYER

INFORMATION
	ALF (Non-ACU)


	ACU


	RCF (Non-ACU)

	
	% of Total Resident Days*
	% of Total Revenue
	% of Total Resident Days*
	% of Total Revenue
	% of Total Residents Days*
	% of Total Revenue

	a. Private Pay
	     
	     
	     
	     
	     
	     

	b. Long Term Care   

    Insurance
	     
	     
	     
	     
	     
	     

	c. Medicaid (include   

r       room and board) 
	     
	     
	     
	     
	     
	     

	d. Other, specify:
        
	     
	     
	     
	     
	     
	     

	           Total
	100%
	100%
	100%
	100%
	100%
	100%


C. FEE STRUCTURE

7. How do you charge residents? (Select all that apply)
	FEE STRUCTURE
	ALF 

(Non-ACU) 
	ACU
	RCF

(Non-ACU)

	a. Flat fee or set fee (e.g., single all-inclusive rate)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b. Ala Carte (e.g., services paid for individually as options in addition to a base monthly rent)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c. Service Levels (e.g., tiered pricing for bundled services)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d. Point System or Point Calculation (e.g., total service points multiplied by set dollar amount)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e. Other, specify      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	ROOM TYPE
	ALF (Non-ACU)
	ACU
	RCF (Non-ACU)

	
	# of Lic.  Room
	# of Residents
	# of Lic Rooms
	# of Rooms with Bath*
	# of Rooms w/                 Kitchenette**
	# of Residents
	# of Lic Rooms
	# of Rooms with Bath*
	#of  Rooms w/ 

Kitchenette**
	# of Residents

	a. Studio/     

    Alcove
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	b. One 

    Bedroom
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	c. Two    

    Bedroom 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	d. Other 
    Specify:

         
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total
	     1
	     2
	     1
	     
	     
	     2
	     1
	     
	     
	     2


8. Report the following information on December 31, 2007.
1. Combined total should equal the number(s) from page 4 question 5b under ALF (Non-ACU), ACU, RCF (Non-ACU),  respectively.      
2. Combined total should equal the number(s) from page 4 question 5d under ALF (Non-ACU), ACU, RCF (Non-ACU), respectively. 
*Minimum requirement for a bath: A separate room with a toilet, sink, roll-in shower, have at least one towel bar (36" in height), one toilet paper holder, one accessible mirror and storage for toiletry items.

**Minimum requirement for a kitchenette: An area equipped with a sink, refrigerator, a cooking appliance that can be removed or disconnected, adequate space for food preparation, and storage space for utensils and supplies.

9. During December 2007, what is the lowest, highest and average monthly charges (including base rent,  service fees and all other 
    charges) for private pay (non-Medicaid) residents for your facility? Please do not include Medicaid residents. If you have a 
    discounted rate for 2nd person, complete these 2nd person rates; if there is no different rate for a 2nd person, please state NA.

.
	LIVING ARRANGEMENTS
	ALF (Non-ACU)


	ACU
	RCF (Non-ACU)



	
	Lowest Charges1
	Highest  Charges2
	Average  Charges3
	Lowest Charges1
	Highest  Charges2
	Average  Charges3
	Lowest Charges1
	Highest  Charges2
	Average  Charges3

	a. Studio/ Alcove
	     
	     
	     
	     
	     
	     
	     
	     
	     

	b. Studio/ Alcove 

   (2nd person)
	     
	     
	     
	     
	     
	     
	     
	     
	     

	c. One Bedroom
	     
	     
	     
	     
	     
	     
	     
	     
	     

	d. One Bedroom 

   (2nd person) 
	     
	     
	     
	     
	     
	     
	     
	     
	     

	e. Two Bedroom
	     
	     
	     
	     
	     
	     
	     
	     
	     

	f. Two Bedroom 

  (2nd person) 
	     
	     
	     
	     
	     
	     
	     
	     
	     

	g. Other, 

    Specify:
	     
	     
	     
	     
	     
	     
	     
	     
	     

	h. Other 

   (2nd person) 
	     
	     
	     
	     
	     
	     
	     
	     
	     


1. Lowest Charges is the lowest amount actually charged to non-Medicaid residents for the specific facility.

2. Highest Charges is the highest amount actually charged to non-Medicaid residents for the specific facility.

3. AVERAGE CHARGES = (Total non-Medicaid payment collected in a period)/ (Total number of non-Medicaid residents in the same period).
D. RESIDENT INFORMATION
10. Record the number of unduplicated residents on December 31, 2007 by age and gender. Please count each resident only once even if they came back after discharge.

	AGE GROUP
	ALF (Non-ACU)

No. of Residents
	ACU

No. of Residents
	RCF (Non-ACU)

No. of Residents

	
	Male
	Female
	Male    
	Female
	Male    
	Female

	Under 49
	     
	     
	     
	     
	     
	     

	50-64
	     
	     
	     
	     
	     
	     

	65-74
	     
	     
	     
	     
	     
	     

	75-84
	     
	     
	     
	     
	     
	     

	Over 84
	     
	     
	     
	     
	     
	     

	   Total
	     1
	     1
	     2
	     2
	     3
	     3


1. Combined total should equal number from page 4 question 5d under ALF (Non-ACU).
2. Combined total should equal number from page 4 question 5d under ACU.

3. Combined total should equal number from page 4 question 5d under RCF (Non-ACU).

	                       LENGTH OF STAY

(FROM MOVE-IN TO MOVE-OUT)
	ALF(Non-ACU)

No. of Residents


	ACU

No. of Residents
	RCF(Non-ACU)

No. of Residents

	1 week (7 days) or less
	     
	     
	     

	More than 1 week to 2 weeks 
	     
	     
	     

	More than 2 weeks to 30 days
	     
	     
	     

	More than 1 month to 3 months
	     
	     
	     

	More than 3 months to 6 months
	     
	     
	     

	More than 6 months to 12 months
	     
	     
	     

	More than 1 year to 2 years
	     
	     
	     

	More than 2 years to 4 years
	     
	     
	     

	More than 4 years
	     
	     
	     

	Total
	      1
	      2
	      3


11. From January 1, 2007 through December 31, 2007, indicate the total number of residents who moved out in each length of stay category. This is only for the residents who moved out in 2007.

1. Total should equal number from page 4 question 5g under ALF (Non-ACU).
2. Total should equal number from page 4 question 5g under ACU.
3. Total should equal number from page 4 question 5g under RCF (Non-ACU).
	FACILITY TYPE
	ALF (Non-ACU)

No. of Residents moved
	ACU

No. of Residents moved
	RCF (Non-ACU)

No. of Residents moved

	
	From
	To
	From
	To
	From
	To

	a. Home
	     
	     
	     
	     
	     
	     

	b. Independent living facility
	     
	     
	     
	     
	     
	     

	c. Assisted living facility
	     
	     
	     
	     
	     
	     

	d. Hospital
	     
	     
	     
	     
	     
	     

	e. Adult foster care (in family setting for 1-5 persons, 18 or older, in need of supervision)
	     
	     
	     
	     
	     
	     

	f. Another adult residential care facility
	     
	     
	     
	     
	     
	     

	 g. Adult residential care facility – mental illness
	     
	     
	     
	     
	     
	     

	h. Nursing facility 
	     
	     
	     
	     
	     
	     

	i. Free-standing hospice
	     
	     
	     
	     
	     
	     

	j. Psychiatric facility
	     
	     
	     
	     
	     
	     

	k. Children’s or other relative’s home
	     
	     
	     
	     
	     
	     

	l. Other, specify      
	     
	     
	     
	     
	     
	     

	m. Death
	n/a
	     
	n/a
	     
	n/a
	     

	Total
	     1
	     2
	     1
	     2
	     1
	     2


12. From January 1, 2007 to December 31, 2007, indicate how many residents moved from, then how many moved to the following places. 
1. Total should equal number from page 4 question 5f in the appropriate facility column.
2. Total should equal number from page 4 question 5g in the appropriate facility column.
F.  RESIDENT AMBULATION 

13. Based on residents in your facility on December 31, 2007, indicate their primary ambulatory status.  

	AMBULATORY STATUS
	ALF (Non-ACU) 
No. of Residents 


	ACU

No. of Residents


	RCF (Non-ACU) 
No. of Residents 


	a. Ambulatory (e.g., walks without any assistance from staff or devices)
	     
	     
	     

	b. Assistance devices without staff member (e.g., wheelchair, walker or cane)  
	     
	     
	     

	c. Assistance devices with staff member (e.g.,  wheelchair, walker or cane)  
	     
	     
	     

	d. Non-Ambulatory (e.g., require total assistance)
	     
	     
	     

	                         Total
	     1
	     2
	     3


1. Total should equal the number from page 4 question 5d under ALF (Non-ACU).
2. Total should equal the number from page 4 question 5d under ACU.

3. Total should equal the number from page 4 question 5d under RCF (Non-ACU).


G. RESIDENT ACUITY 
14. Indicate the number of residents on December 31, 2007 who were classified in the following acuity categories. This section contains the same resident conditions that are listed on the Resident Acuity Form state surveyors ask ALF & RCF providers to complete during licensing surveys. If you keep this document updated on a routine basis it mirrors these questions exactly.
	                 RESIDENT ACUITY
	ALF 

(Non-ACU) 

No. of Residents
	ACU

 No. of Residents
	RCF 

(Non-ACU) 

No. of Residents

	Diagnosed Dementia: A cognitive deficit which impacts a resident’s ability to independently direct their daily life; can be from any cause.
	     
	     
	     

	Psychoactive Medications: Includes either scheduled or PRN anti-psychotic, anti-anxiety, and/or sleep-inducing medications
	     
	     
	     

	Behaviors: Those which can adversely affect the resident or others, such as wandering, intrusions, elopement, combativeness.


	     
	     
	     

	Transfer Assistance: Unable to transfer without the physical help of at least one other person.


	     
	     
	     

	Fall Risk/History: Residents who have either fallen within the past month or who are very prone to fall


	     
	     
	     

	Side Rails/Restraints:  Any device used to keep a resident in place; can include such devices as half or full length bed rails, tray tables, lap buddies, seat belts and pommel cushions.


	     
	     
	     


	RESIDENT ACUITY
	ALF 

(Non-ACU)

No. of Residents
	ACU

No. of Residents
	RCF 

(Non-ACU)

No. of Residents

	Recent decline ER/Hosp/Urgent care visits: Residents, whose needs have increased, requiring changes in their service plans; residents who have visited the emergency room, hospital or urgent care center for care in past month.
	     
	     
	     

	Skin Issues:  Residents with current/recent pressure ulcers or bedsores, and rashes, stasis ulcers, skin tears, abrasions, bruises, etc. 
	     
	     
	     

	Hospice/HH Dialysis:  Residents currently receiving such services or having received them within the past 2 weeks.


	     
	     
	     

	Diabetics: Residents with a diagnosis of diabetes, type 1 or type 2 


	     
	     
	     

	Meal Assist: Residents who need frequent cueing, physical assistance, or both to eat their meals.


	     
	     
	     

	Weight Change: Residents who have shown either a rapid or ongoing, gradual weight change.


	     
	     
	     

	Pain Issues: Frequent or daily pain which impacts a resident’s function.


	     
	     
	     

	Incontinent: Residents with incontinence which is being managed by the facility. 


	     
	     
	     

	Urinary Catheters: Residents with urinary catheters managed by the facility.


	     
	     
	     

	Anticoagulant Therapy/Blood Thinners:  Residents taking blood thinning medications such as coumadin, warfarin and daily full strength aspirin.

	     
	     
	     


15. How do you evaluate the acuity of your residents? (Select all that apply)
 FORMCHECKBOX 
    
Purchased Computerized Evaluation System 

Name/vendor of system:      
 FORMCHECKBOX 

Other, specify:       

H.  OTHER
16. How do you collect data for this survey? (Select ALL that apply)
 FORMCHECKBOX 
    
From existing Excel spreadsheets

 FORMCHECKBOX 

From existing business software, name/vendor       

 FORMCHECKBOX 
    
From clinical charts or paper records 
 FORMCHECKBOX 

Other, specify      
17. If you have suggestions on how this survey can be simplified or improved, please let us know.

     
I.  CERTIFICATION
 FORMCHECKBOX 

I have reviewed the information in this report and state that to the best of my knowledge and belief, it contains true and correct statements
Administrator's name (print)       
Signature: _____________________________________
Date        


Please mail completed survey to: 
Office for Oregon Health Policy and Research

Attn:  Erica Hedberg
1225 Ferry St. SE.

Salem OR 97301





THANK YOU!
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Office for Oregon Health Policy and Research�










































































�I dont know what is happening here but need to fix this formating of this cell
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