











OHPSurvey - Survey Instructions

phone visits, memorial services, and support groups. Within a bereavement support group each person in
the group counts as one visit each time they attend a support group. A bereavement home visit to a
patient with additional family members present counts as only 1 visit even if additional people are there.
When counting bereavement only count what you can verify. When counting memorial services count
each attendee as one unit of service in the county in which the memorial service was held. Please Note:
Units of Service - Other is no longer collected.

Survey Administrator Information

Elizabeth Tutt

Cabinet for Health and Family Services
(502) 564-7940 x 3156
ElizabethA.Tutt@ky.gov




OHPSurvey - Hospices

2019 Hospice Survey

Identification Information

Identification #

Hospice survey information.

Comment

1 123456

Facility: Test Production Sites
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OHPSurvey - Completion

Hospice Survey for 2019

Survey Data Verification

Thank you for completing the survey.

On behalf of the administration of Test Production Sites, I certify that the information contained in this
report is complete and accurate. After reviewing the information contained in this report, I hereby
submit it as an official record of the facility's activity in compliance with 900 KAR 6:125.

*0Only verify once the survey is completed.*

Once data is complete, verification notices will be emailed to the state and to your facility's respondent
and administrator. If the respondent or administrator does not receive this confirmation it is likely that
their email address was not included or had a typo in the registration section of this survey. In this
case, please contact the Office of Health Data Analytics so this can be corrected.
Respondent Name:
Administrator Name:
Original Completion Date:

By clicking this button you are indicating that this survey is complete. You will not be able to change any
of the data.

| Verify and Submit to State | I Print |
Incomplete Survey(s)

Facility's Survey(s)

Year | Survey Equipment |Printable Survey

2019 [ Ambulatory Surgery II Print Ambulatory Surgery II

2019 | Chemical Dependency Print Chemical Dependency

2019 |Home Health II Print Home Health II

2019 [ Hospice Print Hospice

2019 | Hospital Print Hospital

2019 | Long Term Care Print Long Term Care

2019 | Magnetic Resonance Imaging Equip for Print Magnetic Resonance Imaging

MRI

2019 | Megavoltage Radiation (Linear Print Megavoltage Radiation (Linear
Accelerator) Accelerator)

2019 | Positron Emission Tomography Print Positron Emission Tomography

2019 | Private Duty Nursing Print Private Duty Nursing

2019 | Psychiatric Residential Treatment Print Psychiatric Residential Treatment
Facility Facility






