Attachment I

Medical Review
***********************************************************

Name of reviewer:   

Title:  
Date: 
I.
Data Collection

A. General Information
	1.
	Resident’s ID


	

	2.
	Resident’s name


	

	3.
	Resident’s age


	

	4.
	Physician(s) of record


	

	5.
	Date of admission to facility (where the resident died)


	

	6.
	Resident’s gender


	

	7.
	Resident’s height, weight, and BMI

	Height:  
Weight:  
BMI:  

	8.
	Resident’s race/ethnicity

	

	9.
	Location, date and time of death noted in record

	

	10.
	Person(s) who discovered the death or the individual in distress (name and title)

	

	11.
	General description of the circumstances of death


	


	12.
	Type of Death
	[    ] Expected

[    ] Unexpected

[    ] Accidental

[    ] Medical
[    ] Alleged or suspected 
abuse/neglect

[    ] Suicide

[    ] Homicide

[    ] Suspicious




B. Cause and Manner of Death
	1.
	Has a hard copy of the death certificate been obtained?
	Yes  ___ No _​​__


	2a.
	If yes, date and time of death noted on the death certificate
	

	2b.
	If yes, name and credential of person signing the death certificate
	

	2c.
	If yes, cause of death identified on the death certificate
	

	2d.
	If yes, manner of death identified on the death certificate
	

	3.
	Findings of the medical examiner’s/coroner’s report (if any)
	

	4.
	Was an autopsy ordered?
	Yes ___  No  ___


	5a.
	If Yes, has a hard copy of the report been obtained?


	Yes ___  No  ___



	5b.
	If Yes, note the preliminary findings.


	


	
5c.
	If Yes, are other findings forthcoming and if so, when?
	

	6.
	Other Information (specify not only the information, but its source)


	


C. Diagnoses and Assessment Information 
	1.
	
	

	2. 
	
	

	3.
	
	

	4.
	
	

	5.
	
	


D. Medical Treatment
Identify by diagnoses the ongoing care that has been provided to the individual and the diagnostics that determined that care.
	Diagnosis
	Confirmatory Diagnostics (Lab, X-ray, etc)
	Medication, dose, frequency, and route
	On-going treatment

	
	
	
	

	
	
	
	

	
	
	
	


E.
Please list all tests, labs, etc. conducted with results within at least the last 3 months that are not listed above and may not have resulted in a diagnosis. (Based on the diagnoses, this information may be collected for a longer period of time.) 

	
	Labs, tests, etc.
	Results

	1.
	
	

	2.
	
	

	3.
	
	


F.
Please list any other treatment or medications not listed above in item D for the last 3 months, including any that have been discontinued. 
	Diagnosis
	Confirmatory Diagnostics (Lab, X-ray, etc)
	Medication, dose, frequency, and route
	On-going treatment

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	


G.
Identify every visit with a medical professional for one month prior to death and provide the following information about each.
	
	Visit #1 (most recent)
	

	a.
	Date of visit
	

	b.
	Name and credential of health provider with prescriptive authority 
	

	c
	Summary of medical practitioner documentation in the record
	

	d.
	Diagnoses, if any
	

	e.
	New prescriptions or changes in medications or treatments, if any
	

	f.
	Instructions to staff
	What were they?
What steps did staff take to fulfill those instructions?




	
	Visit #2 (most recent)
	

	a.
	Date of visit
	

	b.
	Name and credential of health provider with prescriptive authority 
	

	c
	Summary of provider documentation in the record
	

	d.
	Diagnoses, if any
	

	e.
	New prescriptions or changes in medications or treatments, if any
	

	f.
	Instructions to staff
	What were they?

What steps did staff take to fulfill those instructions?




(Note: Add more tables if necessary for each additional visit.)
H.
Other Ongoing Care Provided to Individual 
1.
Review every entry in progress notes for this individual for the three months prior to the individual’s death, as well as information entered which documented the discovery and response to the person’s death.
	Date
	Issue(s) Addressed
(Begin with the most recent)
	Comment

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


2. 
Review all incident reports submitted for a period of three months prior to the person’s death. (Include any report where the individual was the apparent victim or perpetrator of the event.)

	Date
	Type of Incident

(Begin with most the recent)
	Comment

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


3. 
Review all behavioral reports submitted for a period of three months prior to the person’s death.

	Date
	Issue Addressed

(Begin with most the recent)
	Comment

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


I.
Medical Response to the Death

	1.
	Was CPR employed?

	Yes ___  No  ___


	2a.
	If Yes, name and title of the person(s) who performed CPR


	

	2b.
	If Yes, describe the events related to the administration of CPR, including a statement evaluating the timeliness of the intervention

	

	2c. 
	If yes, describe any circumstances that affected the outcome of the use of CPR

	

	2d.
	Did persons providing CPR or other emergency intervention have current CPR certification from a nationally recognized certifying organization, e.g., AHA, Red Cross, etc.? If Yes, specify which one.

	Yes ___  No  ___


	3.
	Was any resuscitation equipment used?


	Yes ___  No  ___


	4a.
	If Yes, name and title of person(s) who used resuscitation equipment


	

	4b.
	If Yes, describe resuscitation equipment utilized, e.g., Ambu bag, oxygen, AED, etc.


	

	4c.
	If Yes, describe the events related to the use of the resuscitation equipment


	

	4d.
	If yes, describe any circumstances that affected the outcome of the use of the resuscitation equipment
	

	5.
	Was EMS called?
	Yes ___  No  ___


	6a.
	If Yes, name and title of person(s) who called

	

	6b. 
	If Yes, time of call.
	

	6c. 
	If Yes, time of arrival.
	

	6d. 
	If Yes, please describe the activities of the EMTs, including the time they departed.
	

	6e. 
	If Yes, describe any other circumstances related to the call to EMS and their involvement.
	

	6f.
	If Yes, was an EMS report obtained? 
	Yes ___  No  ___


	6g.
	If an EMS report was obtained, please summarize the contents of that report/
	


J.
List of Documents Reviewed 


(Add more rows as needed.)

	
	Documentation
	Attachment #

	1.
	
	

	2.
	
	

	3
	
	

	4.
	
	

	5.
	
	

	6.
	
	

	7.
	
	

	8.
	
	

	9.
	
	

	10.
	
	

	11.
	
	

	12.
	
	

	13.
	
	

	14.
	
	

	15.
	
	

	16.
	
	

	17.
	
	

	18.
	
	

	19.
	
	

	20.
	
	


K. Please summarize all medical findings.
***********************************************************

Signature of Person Completing Part I
Name
_____________________________ Title _______________________________

Signature __________________________ Date _________________

II. 
Assessment and Findings
Based on the review of the evidence collected and reported above, please answer the following questions. 
A. Does any of the evidence collected appear inconsistent with the individual’s stated cause of death? 

[    ] Yes
[    ] No    
[   ] Inconclusive
Please explain your findings.  
B. Does any of the evidence collected appear inconsistent with the individual’s stated manner of death? 

[    ] Yes
[    ] No    
[   ] Inconclusive
Please explain your findings.
C. Does the evidence suggest antecedent causes of death not noted in the death certificate, the medical examiner’s findings, or the autopsy report (if any)?

[    ] Yes
[    ] No    
[   ] Inconclusive
Please explain your findings.

D. Upon discovery of the death or of the individual in distress immediately prior to death (e.g., symptoms of a heart attack, choking), did those who observed or responded to the discovery respond appropriately and in a timely manner?
 

[    ] Yes
[    ] No    
[   ] Inconclusive
Please explain your findings.

E.
Based on the review of all of the individual’s diagnoses and treatment, were appropriate supports provided to the individual to address medical and/or psychiatric diagnoses? 

 [    ] Yes
[    ] No    
[   ] Inconclusive
Please explain your findings.

***********************************************************

Signature of Person Completing Part II
Name
_____________________________ Title _______________________________

Signature __________________________ Date _________________

III.
Recommendations for Improved Medical and/or Nursing Care


(Add more rows, as needed.)

	Recommendation
	Based on Findings

	
	

	
	

	
	

	
	

	
	

	
	

	
	


***********************************************************

Signature of Person Completing Part III
Name
_____________________________ Title _______________________________

Signature __________________________ Date _________________
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