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Entrance Conference: Basic 
TEMPORARY LICENSED AND LICENSED HOME CARE PROVIDERS 

Overview 
This form is for use by: 

• Minnesota Department of Health (MDH) home care surveyors to review provider compliance; 
• Basic licensed and temporary licensed home care providers to self-audit and prepare for surveys; 
• Applicants for basic home care licensure to understand requirements of home care licensure. 

Statute references (with links to the Revisor’s website) occur throughout (e.g., 144A.4792, Subd. 1). Click 
on the link and scroll to the noted subdivision for information about the specific requirement(s). If you 
are working from a printed document all links can be found at:  

Home Care Laws (https://www.health.state.mn.us/facilities/regulation/homecare/laws/index.html) 

At the start of a survey, the surveyor(s) will: 
 Inform the provider that MDH is there to conduct a survey 
 Provide introductory documents 
 Explain the purpose of the survey 
 Give an overview of the process 
 Provide a copy of the Guide to the Survey Process_Licensed Home Care Providers_F5020 or Guide to 

the Survey Process_Temporary Licensed Home Care Providers_F5019 
 Ask the provider for documents (see pages 2 and 6 for lists of documents) 

Surveyor name: _________________________________________________________________ 

Provider Information 
Provider name:  ____________________________________________________  HFID: _____________  
Date/Time:  ______________________  License effective/expiration dates: _______________________  
In attendance: ________________________________________________________________________  
Email of agent:  _______________________________________________________________________  
Agent name: _________________________________________________________________________  
Housing with services manager name:  ____________________________________________________  
Is the provider familiar with current home care laws and regulations? ☐   Yes ☐   No  
[144A.472, subd. 1, 2, and 3]  ____________________________________________________________  
Provider holds the integrated license: HCBS designation. ☐   Yes ☐   No  
Current license is displayed in provider’s place of business/branch offices. ☐   Yes ☐   No 
Branch office address(s):  _______________________________________________________________  
Facility has posted electronic monitoring statement [144.6502 Subd. 8]  ☐   Yes ☐   No 

Administrator/Manager/Primary Responsible Person 
Primary responsible name: ______________________________________________________________  
Work cell #:  ______________________________  Hours/days:  ________________________________  

https://www.revisor.mn.gov/statutes/?id=144A.4792
https://www.revisor.mn.gov/statutes/?id=144A.472
https://www.revisor.mn.gov/statutes/cite/144.6502#stat.144.6502.8
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Previous experience:  __________________________________________________________________  
How many staff does this licensee employ?  ________________________________________________  
How do staff contact the responsible person? _______________________________________________  

Service Locations  
Services under this license are provided in: ☐ Individual homes ☐ HWS 
Special programs or units in a HWS for residents with dementia: ☐   Yes ☐ No 
Provider advertises as providing specialized care for residents with dementia, Alzheimer’s disease or 
related disorders:   ☐   Yes ☐   No 
Obtain schedule of home visits during the survey (if applicable): ________________________________  

 ___________________________________________________________________________________  
Housing with services locations 
At time of survey, providers should have available (if applicable): 

• Total number of clients being served in each HWS location 
• Special access codes for locked units 

Services and client admission 
Home care services offered (including integrated license services):  ______________________________  
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Surveyor will obtain a copy of the following documents at the start of the survey: 
☐ Home care bill of rights [144A.4791, Subd. 1 (a)(b)(c)] 
☐ Written complaint notice [144A.4791, Subd. 11] 
☐  Statement of services given to clients [144A.4791, Subd. 3] 
☐ Website and advertising information [144A.4791, Subd. 2] 
☐ Written notice of dementia care training program [144A.4791, Subd. 2 and 144D.065 (4) (c)]  

Review, monitoring, service plan and service provision 
Basic individualized client review and monitoring:  Describe your individualized client review and 
monitoring procedures. Include information about the initial review, monitoring and review for changes 
in condition (including falls, ER visits, post-hospital, etc.) and individual abuse prevention plans, physical 
device/safety (e.g. bed rails). [144A.4791, Subd. 7; 144A.479, Subd. 6] 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  
Service plan:  Describe your procedure for developing and maintaining the service plan. [144A.4791, 
Subd. 9]  
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Client record documentation system:  Describe your client record documentation system, whether 
electronic, paper or both. Explain how records are maintained, secured and where information is 
located. [144A.4794, Subd. 2, 3; 144A.474, Subd. 5, 6] 
 ___________________________________________________________________________________  

https://www.revisor.mn.gov/statutes/?id=144A.4791
https://www.revisor.mn.gov/statutes/?id=144A.4791
https://www.revisor.mn.gov/statutes/?id=144A.4791
https://www.revisor.mn.gov/statutes/?id=144A.4791
https://www.revisor.mn.gov/statutes/?id=144A.4791
https://www.revisor.mn.gov/statutes/?id=144D.065
https://www.revisor.mn.gov/statutes/?id=144A.4791
https://www.revisor.mn.gov/statutes/?id=144A.4794
https://www.revisor.mn.gov/statutes/?id=144A.474
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 ___________________________________________________________________________________  

Staff orientation, training and supervision 
All staff 
Orientation and training of unlicensed personnel and professional staff: 
Describe who trains staff on home care licensing requirements and regulations and how the training is 
done. [144A.4796, Subd. 1,2] 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Describe how staff are oriented to individual clients and where it is documented in the client record. 
[144A.4796, Subd. 4] 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Describe how staff orientation and training are documented and tracked. [144A.479, Subd. 7] 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Describe your system for completing annual training. (e.g., monthly, yearly, or anniversary hire date) 
[144A.4795, Subd. 3, 7 (a)(b)(c)] 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  
Describe your system for completing annual performance reviews. [144A.479, Subd. 7 (4)]  
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Training for dementia, Alzheimer’s disease or related disorders: 
Describe your system for completing the required training at hire date and annually. [144A.4796, Subd. 
5 for all providers; 144D.065 for providers serving clients in housing with services establishments with 
and without special unit or advertising.] 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Unlicensed personnel (ULP):  training and supervision 
Competency evaluations:  Describe how competencies (written and demonstrated) are documented and 
tracked in the employee record. [144A.479, Subd. 7] 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Staff communications 
ULP communications: Describe your agency’s system for how ULPs communicate with each other 
regarding changes in clients’ conditions or events that occurred on their shifts. Describe how ULPs 
communicate to the responsible person. 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

https://www.revisor.mn.gov/statutes/?id=144A.4796
https://www.revisor.mn.gov/statutes/?id=144A.4796
https://www.revisor.mn.gov/statutes/?id=144A.479
https://www.revisor.mn.gov/statutes/?id=144A.4795
https://www.revisor.mn.gov/statutes/?id=144A.479
https://www.revisor.mn.gov/statutes/?id=144A.4796
https://www.revisor.mn.gov/statutes/?id=144D.065
https://www.revisor.mn.gov/statutes/?id=144A.479
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Communications with responsible person:  Describe your agency’s system for how the responsible 
person communicates to ULP and to other staff regarding changes in clients’ condition, medications, 
treatments, etc. 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Employee records 
Describe your system for maintenance of records for current employees, volunteers and individual 
contractors who provide home care services. [144A.479, Subd. 7] 

 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Staffing patterns 
Contracted staff:  Describe use of contracted ULP, or other contracted staff, if applicable.  
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Schedule: Describe your staffing schedule. 
Days: _______________________________________________________________________________  
Evenings:  ___________________________________________________________________________  
Nights: ______________________________________________________________________________  

Complaints and investigations 
Client complaint procedure: Describe your client complaint procedure. Provide your written client 
complaint form. [144A.4791, Subd. 11 (c)] 
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  
Investigating client complaints: Describe your system for investigating and documenting client 
complaints. [144A.479, Subd. 11 (a) (b)]  
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  
Management of client unusual occurrences/incidents:  Describe your investigative procedures and 
implementation of interventions for incidents such as falls, elopement, etc.  Describe how you 
document these incidents. [144A.4794, Subd. 3 and 144A.479, Subd.6]  
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Tuberculosis (TB) Prevention and Control Program 
[144A,4798, Subd. 1] 

Facility risk assessment completion date:  _____ /______ / _____ Level: __________________________  

Describe your employee, regularly scheduled volunteer, and contracted staff TB screening process 
including: 

https://www.revisor.mn.gov/statutes/?id=144A.479
https://www.revisor.mn.gov/statutes/?id=144A.4791
https://www.revisor.mn.gov/statutes/?id=144A.479
https://www.revisor.mn.gov/statutes/?id=144A.4794
https://www.revisor.mn.gov/statutes/?id=144A.479
https://www.revisor.mn.gov/statutes/?id=144A.4798
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• TB policy and procedures; 
• Staff TB history and symptom screens and baseline screenings at hire date; 
• TB training records. 

 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Quality management activities 
Describe your agency’s quality management plan and provide documentation for past twelve months. 
[144A.479, Subd. 3]  
 ___________________________________________________________________________________  
 ___________________________________________________________________________________  

Provide these required documents at start of survey 
Reports and documents 
☐ Current client roster (may use MDH form HCALP-F5060B) 
☐ Discharged/deceased client roster (may use MDH form HCALP-F5061) 
☐  List of current employees (including all contracted staff), titles, and hire dates (may use HCALP-F5066) 
☐ List of all licensed staff and evidence of current licensure (if applicable) 
☐ Documentation of incidents, accidents and medication errors for the past six months 
☐  Abuse/neglect reports for the past six months. (MAARC) 
☐  Any complaints for the past three to six months  
☐  24-hour report book or communication book, if applicable 
☐  Unlicensed personnel daily assignment work/shift forms  
☐  Admission information (See page 2, Services and client admission) 
☐  A complete description of the training program in dementia care if providing services to clients with 

dementia, Alzheimer’s and related disorders [144A.4791, Subd. 2; in HWS 144D.065 (c)] 
☐  CLIA waiver (if applicable) 
☐ Current year’s quality management plan 

Provider policies and procedures 
☐  Training of unlicensed personnel on: 

 Documentation requirements 
 Dementia and related disorders 

☐ Content of employee records 
☐ Content of client records 
☐  Disaster and emergency plan (for business and for individual clients) 
☐  Quality management plan and activities 
☐  Orientation and annual training (including curriculum) 
☐ Vulnerable adult reporting (if serving adults) / Reporting of maltreatment of minors (if serving minors) 
☐ Handling of complaints from clients and/or client representatives 
☐ Service plan 
 
Home Care and Assisted Living Program  
Health Regulation Division  
P.O. Box 3879  
St. Paul, MN 55101  
Phone 651-201-5273 | Fax 651-215-9697  
https://www.health.state.mn.us/facilities/regulation/homecare/index.html 

To obtain this information in a different format, call: 651-201-5273. 

https://www.revisor.mn.gov/statutes/?id=144A.479
https://www.revisor.mn.gov/statutes/?id=144A.4791
https://www.revisor.mn.gov/statutes/?id=144D.065
https://www.health.state.mn.us/facilities/regulation/homecare/index.html
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