
[image: image1.png]Area

AAgeney on
AN\ Aging 1-B

Advocacy - Action « Answers on Aging




PROGRAMMATIC SELF-ASSESSMENT GUIDE

FOR ADULT DAY HEALTH SERVICES

 FORMDROPDOWN 


	Agency Name:  
	     
	Assessment Date:
	     

	Street Address:
	     

	City:
	     
	State:
	  
	Zip:
	     
	County:
	     

	Telephone:
	     
	Fax:
	     
	

	Website:
	     

	Alternate Mailing Address:
	     

	
	     

	Executive Director:
	     

	

	Adult Day

Health Service
	Corresponding 

Contact Person(s)
	Contact’s 

Cell Number
	Contact’s Email

	 FORMCHECKBOX 

DSP ADHS
	     
	     
	     

	
	     
	     
	     

	 FORMCHECKBOX 

Contract Dementia 
Specific ADHS
	     
	     
	     

	
	     
	     
	     

	 FORMCHECKBOX 

Both
	     
	     
	     

	
	     
	     
	     

	

	Assessment Participant(s)
	Participant’s Title
	Participant’s

Cell Number
	Participant’s Email

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Provider Representative Signature:
	

	AAA 1-B Assessor Signature:
	


CONTRACT ADHS AGENCIES ONLY

CONTRACT UPDATE

1. List significant changes in the program that have occurred since the contract was signed this fiscal year.

	Provider Comments:
     

	AAA 1-B Comments:
     


2. Were the changes submitted in writing?  If not, why?

	Provider Comments:
     

	AAA 1-B Comments:
     


3. Are serving levels (participants/units) at projected levels for the fiscal year?  If not, why?

Contracted # of Participants:      

     Contracted # of Units:      
Current YTD # of Participants:               Current YTD # of Units:      
	Provider Comments:
     

	AAA 1-B Comments:
     


4. Have you complied with NAPIS reporting requirements, which includes capturing and reporting required caregiver data by the required due dates?

	Provider Comments:
     

	AAA 1-B Comments:
     


5. Is the contractor serving participants in the complete geographic area indicated on the contract?

	Provider Comments:
     

	AAA 1-B Comments:
     


6. Explain how the geographic distribution of participants served is systematically tracked (for multi-county providers only).

	Provider Comments:
     

	AAA 1-B Comments:
     


7. Have you planned service delivery to cover the entire year?  If no, please explain.

	Provider Comments:
     

	AAA 1-B Comments:
     


8. Did service delivery begin within 30 days after the contract period began?  If not, why?

	Provider Comments:
     

	AAA 1-B Comments:
     


9. Do you have an established Advisory Board for the purpose of securing resources, educating the public and obtaining input on program development?

	Provider Comments:
     

	AAA 1-B Comments:
     


10. Outline your efforts to garner additional sources of funding to support the service.  

	Provider Comments:
     

	AAA 1-B Comments:
     


11. Update your progress in meeting contract stipulations (if applicable).

	Provider Comments:
     

	AAA 1-B Comments:
     


12. Update your progress in meeting contract Goals and Objectives.

	Provider Comments:
     

	AAA 1-B Comments:
     


13. Update your progress in meeting contract Targeting Plan Goals and Objectives.

	Provider Comments:
     

	AAA 1-B Comments:
     


14. Is there any technical assistance you require?

	Provider Comments:
     

	AAA 1-B Comments:
     


15. Other - Briefly describe your:

a. Outreach efforts:














 FORMCHECKBOX 
 A

 FORMCHECKBOX 
 U
	Provider Comments:
     

	AAA 1-B Comments:
     


b. Marketing efforts:














 FORMCHECKBOX 
 A

 FORMCHECKBOX 
 U

	Provider Comments:
     

	AAA 1-B Comments:
     


Note:  A=Acceptable; U=Unacceptable
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