Pinnacle Medical Supplies
PLAN OF SERVICE

!
. Identified Needs/Problems:
*  The patient is or may be unfamiliar with use of the Fitter Service Product(s).
= The patient is or may be unfamiliar with Fitter Service Products that are available.
*  The patient may require follow-up services. Expected Quicomes:
*  Check those that apply: QO reduce pain Q increase comfort O enhance function and independence O provide joint stability
Q prevent deformity Q) increase range of motion 0 address cosmetic issues  Tpromote healing
+  The patient wil be provided the Fitter Service Product(s) to comply with the physician’s prescription (if required).
+  The patient will use the Fitter Service Product(s) as prescribed by the physician.
+  The patient will use Fitter Service Product(s) in a safe/proper manner.
. The patient will communicate to the staff any Fitter Service Product(s) problems.
*  The patient will know how to obtain follow-up services as needed.
Services/Actions to be Provided:
«  Assess the patient and fit the Product(s).
s Provide training in use of the Fitter Service Product(s).
. Provide training and written handout in patient rights and responsibilities, supplier standards, home safety, HIPAA Privacy standards,
emergency planning and provide financial responsibilities.
. Demonstrate cleaning and care of the products provided.
. Provide written instructions for use of the Fitter Service Product(s).
e Provide written instructions for obtaining follow-up services. 0 Check that the warranty information was given to the patient.

| acknowledge training in the use of the products provided and the performance of the Fitter Services Admission Assessment and Plan of
Service on the date noted.

Patient Signature Date Fitter Service Technician Signature

Form Revised: 06/25/2018

PATIENT SATISFACTION SURVEY

Date:

Dear Patient,

It is our desire to provide you with the best quality services available. [n order to help us maintain our high standards, please
take a few moments to tell us how we are doing. Please complete this form and mail it back to us. Thank you.

The equipment (and supplies if applicable) were delivered on time QO YES O NO
The equipment (and supplies if applicable) were delivered / dispensed accurately JdYES U NO
Training and consultations were effective in educating me or my caregiver on my service / O YES O NO
care and / or therapy

Educational materials and instructions were adequate to educate me or my caregiver on the O YES O NO
product(s). ) 7 )

The staff was courteous and helpful QO YES LI NO
My financial responsibilities were explained to me U YES O NO
| receive advice or help when needed O YES QO NO
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The services provided made a positive impact on the outcome of my care and/or therapy O YES O NO
I would recommend your service to my friends and family U YES QNO
The services provided met my needs and expectations Q YES QNOo

COMMENTS (OPTIONAL)

Signature (optional)
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