Home Safety Evaluation 

MEPCO Home Health 


Patient Name ______________________________    ID # _______________________
	
	Check any block that indicates a concern & indicate plan below
	Yes
	No
	NA


	1
	Telephone & emergency numbers accessible?  __Portable  __Cell  ___Wall  __Lifeline
	
	
	


	2
	No visible frayed cords/ overloaded outlets?__  Temperature & ventilation comfortable ___
	
	
	


	6
	Medicines __, poisonous and toxic substances ___  are clearly labeled and out of reach of children ?  Pt/CG aware  of appropriate storage ____
	
	
	


	4
	Nutritional therapy, oral/ enteral supplements and/or IV supplies stored appropriately? 
	
	
	


	5
	DME operation, storage, maintenance, & precautions per vendor___ Medical equipment functioning properly?   If applicable, all alarms audible & pt/CG knowledgeable? ____. 
	
	
	


	6
	Home safe for oxygen usage?  Oxygen filter cleaning ___ Working smoke detector (s) & batteries changed regularly ___ Fire Extinguisher ___ Signs posted ___ Away from Heat/Sunlight ____   Exit Plan ___  Coordinate w/CM to FU with O2 Teaching Sheet ___
	
	
	


	7
	Smokers compliant in home when O2  is in use.  Patient ____ Others _____ May offer smoking cessation classes.   Notify DME and MD of noncompliance. 
	
	
	


	8
	Gap between bedside rails & mattress small enough to prevent entrapment of head or limbs.  
	
	
	


	9
	Kitchen safe for provision of care  (adequate refrigeration & storage of supplies ____, clean area to prepare IV or infusion/nutritional supplements ___, running water ___. 
	
	
	


	10
	Free from problems with pets ___ infestations or rodents ____
	
	
	


	11
	Stairs used by patient in/outside home are free of fall hazards? ___  Handrails present & secure ____, Good repair ____, Well lit ____   Uncluttered _____
	
	
	


	12
	Pathways used by patient free of fall hazards ? Even surfaces___ No cords/scatter rugs ___,  free of obstacles/furniture/clutter __,  good lighting ___, space to maneuver AD ____
	
	
	


	13
	Pt living areas free of fall hazards?  Bed easy in/out transfer ___   Lighting at night ___
	
	
	


	14
	Bathroom safe for bathing? Grab bars___  Nightlight___ Tub/Shower non-skid surface ___

Sufficient space for AD ___  Shower/tub chair ___  
	
	
	


	15
	Assistive devices in good repair?__  Equipment hazards?__  O2  tubing out of pathway __
	
	
	



Plan of Action or Recommendation for Areas of concern 

	Item #
	Specific Concern
	Plan of Action or Recommendation


	
	
	


	
	
	


	
	
	


	
	
	


	
	
	



Emergency Preparedness
	
	Review of EPP plan 
	Yes
	No
	NA


	1
	Patient aware of EPP plans?  Tornado ___  Ice Storm ___  Chemical hazard ___
	
	
	


	2
	EPP Calendar given and Priority Level discussed
	
	
	


	3
	Patient aware of zone where he/she lives? __   Tone Alert Radio __ Shelter in Place Kit __
	
	
	


	4
	Patient has disaster supply kit?  
	
	
	


	5
	Has alternate phone number to be reached in case has to evacate home ?  List name and number of alternate site  Name  ___________________   Number __________________
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