
Skilled Nursing Facility Profile

Facility ________________________________________________________________
Corporate Affiliation_______________________________________________________
Address________________________________________________________________

__________________________________________________________________
Phone _____________________  Medical Director _________________________________
Administrator _____________________________ DON ________________________
Admissions Director _____________________  Billing Person____________________
Total # beds ____  # semi- pvt rooms ____
Cost for Semi pvt certified _______ Pvt ______ Comment ________________________
Any rooms with more than 2 pts? ____________________________________________
Married couples stay together? ______________________________________________
Secure outdoor areas available?______________________________________________
Pets allowed? ____________________________________________________________
TV’s in room, price included?_______________________________________________
Phones in room, price included?__________________________________________
Secured Alzheimer’s unit?__________________________________________________
Wander Guard available? __________________________________________________
Smoking policy? _________________________________________________________
Resident Council? _____ How often meets? ____________________________________
Family Council? _______ How often meets? ___________________________________
Availability of Specialty Beds _______________________________________________
Availability of Oxygen
_____________________________________________________
Can pts. bring in their own furniture, What’s provided? ___________________________
Closet / dresser availability? ________________________________________________
Allow for respite stays? ____________________________________________________
Transportation available for MD appts? _______________________________________
Hospital Connection? ______________________________________________________
Laundry Service? ______  Cost ______________________________________________

Services Available
Rehabilitation?   PT �    OT �    ST �  Hours of operation? __________  M-F Sat Sun?
_______________________________________________________________________
In- House or Contract Company?_____________________________________________
Director of Rehab Services _________________________________________________
Are home assessments done?________________________________________________
Wound Care Program? _____________________________________________________
Swallow Studies? _________________________________________________________
Positioning / Contracture Management? _______________________________________
Specialized Equipment? ____________________________________________________
Cost per hour ____________________________________________________________

Nurse Managers? _________________________________________________________



# of RN’s per shift? ______________ LPN’s per shift _______________
Nurse / patient ratio ___________    CNA  / patient ratio ____________
Able to provide infusion therapy?_____________________________
Blood Transfusions? ______________________________________________________
Peritoneal Dialysis? _______________________________________________________
Bowel and Bladder Program? _______________________________________________
How often pts. care planned? ________________________________________________
Use of restraints? _________________________________________________________
Have a fall committee? ____________________________________________________
Availability of Wheelchairs? ________________________________________________
Special needs wheelchairs (i.e. Extra wide, reclining, etc.) ________________________
How frequently are patients bathed/ showered? _________________________________
What time are pts. “put to bed”? _____________________________________________

Restorative Nursing Director _______________________________________________
7 days/ week? ____________
Is staff dedicated to restorative or are they CNA’s that can be pulled?________________
ROM / Contracture program? _______________________________________________
Bowel / Bladder program? __________________________________________________
Ambulation Program? _____________________________________________________
Splinting / positioning? ____________________________________________________

Are Respiratory Therapists available? _______________________________________

Social Services Director ___________________________________________________
Medicaid filing? __________________________________________________________
Advanced Directives? _____________________________________________________

Activities Director ________________________________________________________
7 days/ week? _________________
Types of Activities ________________________________________________________
________________________________________________________________________
Outings? ________________________________________________________________
Activities for cognitively impaired? __________________________________________

Facility _____________________________________________________

Dietary Director _________________________________________________________
Availability of Dietitian ____________________________________________________
Availability of feeding assistance? ___________________________________________
Able to meet special needs diets? ____________________________________________
What times are meals served?  ______B-fast ______Lunch _______Dinner
Can family members eat with resident? ________________________________________
Cost of purchased meal? ___________________________________________________



Rehab / Restorative dining? _________________________________________________
Nutritional Risk Committee? ________________________________________________

Church Services offered? ___________________________________________________

Psych Services? __________________________________________________________
Dentist? ________________________________________________________________
Podiatrist? ______________________________________________________________
Audiologist? _____________________________________________________________
Optometrist? _____________________________________________________________
Beautician / Barber ______________________________ Days available _____________
Approx. Cost ____________________________________________________________

Miscellaneous
State Survey Result ______________________________________________________
Date of last Survey ________________________________________________________
Admission Procedure ______________________________________________________
________________________________________________________________________
Incident Procedure ________________________________________________________
Grievance Procedure ______________________________________________________

Date Completed _______________   Person Completing ________________________
Information Provider Name _________________________________________________

Have the facility mail:
1. Brochure describing facility (with pictures preferred)
2. Copy of admission packet
3. Map of the area and the location of the facility
4. List of department heads and phone extensions


