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FACILITY APPLICATION FOR MEDICATION ATTENDANT CERTIFIED
GENERAL INFORMATION

Applying for:   Medication Attendant Certified (MAC) Facility Application
Name of Long-Term Care Facility: __________________________________________
State ID:  __________________ Type of Facility: ____ SNF/NF    ____ Licensed Only                          

Contact Person: _____________ _____________ Title: __________________________

MAILING ADDRESS:

Street: _________________________________________________________________

City:  ________________________________________State: __________ Zip: ______
Telephone: _____________________ Email: __________________________________

PERSON COMPLETING THIS APPLICATION:

Name: ___________________________________________Title: _________________
Telephone: _____________________ Email: __________________________________
Signature: ______________________________________   Date: __________________
	DO NOT WRITE IN THIS SECTION – FOR DHH/HSS USE ONLY

Date Approved: _______________________     Date Denied: __________________________

Reason for Denial/Other Comments: ____________________________________________________
 __________________________________________________________________________________
___________________________________________________________________________________



HSS-MC-01 (revised 9/19/12)

SUPPORTING INFORMATION
Resident Beds/Estimated Usual Census:

            Total Facility Beds:  ____________________________        

            Average Annual Census: ________________________

            Number of year’s facility licensed: _________________

Personnel Employed/Vacancies:


Employed:  __________ RN             ___________ LPN             __________CNA          

          
Vacancies:  __________ RN             ___________ LPN            __________ CNA

       Total resigned/

      Terminated last   __________ RN              ___________ LPN         ________     CNA

             12 months:

Staffing Levels per Shift:

6AM – 2PM         __________ RN                __________   LPN             __________CNA

2PM – 10PM       __________ RN                __________   LPN             __________CNA

10PM – 6AM       __________ RN                 __________   LPN            __________CNA

Units Where MACs Utilized:

Name of Unit: _________________ # of Residents: __________   # of MAC’s________
Name of Unit: _________________ # of Residents: __________   # of MAC’s________

Name of Unit: _________________ # of Residents: __________   # of MAC’s________
Name of Unit: _________________ # of Residents: __________   # of MAC’s________

Number of MACs utilized per Shift:

6AM – 2PM __________      2PM – 10PM _________      10PM – 6AM __________

Number of MACs that each nurse will be supervising during shift:

6AM – 2PM __________      2PM – 10PM _________      10PM – 6AM __________

Number of residents that each MAC will administer medications to:

6AM – 2PM __________      2PM – 10PM _________      10PM – 6AM _________
Administrator: _________________________________________________________

E-mail:________________________________________________________________
Date of Hire: ___________________________________________________________
DON: _________________________________________________________________

E-Mail: _______________________________________________________________
Date of Hire: ___________________________________________________________
Fax or e-mail report to:   Denise Traylor, RN
                                         DHH/Health Standards

                                         225-342-0453

                                         Denise.Traylor@LA.GOV
SUBMIT THE APPLICATION AND COPIES OF THE FACILITY PLAN TO UTILIZE MACs INCLUDING THE FOLLOWING:

1. Method of providing written notice of the facility’s participation in the MAC Program and the plan to use MACs – to Residents, families and staff.
2. Method of obtaining written informed consent from each Resident for administration of medications by MACs.
3. Explanation of how the following information will be provided to facility residents:
· Training and education requirements for MACs.
· Types of medications that can be administered by MACs
· The process for nursing supervision
· The right of the resident to refuse to have medications administered by a MAC.
· Methods by which the MAC Program will be evaluated.
4. Plan for orientation and utilization of MACs including orientation of all staff to the role of the MAC.
5. Written policies and procedures to include the role of the MAC in your facility.
6. Number and type of medication errors in the year prior to utilization of MACs.
7. Survey of resident satisfaction, including the resident’s perception of receipt of medications prior to utilization of MACs.

ATTESTATION
___________________________________________________ (Name of Facility), as a condition of participation in the Medication Attendant Certified Program, here-by agrees to the following:

1.  The Facility will fully cooperate with and consent to announced or unannounced site visits by the Louisiana DHH staff, which may include review of resident records.

2.  The Facility will comply with all of the requirements of the Medication Attendant Certified Program as set forth in Title 48, Part 1, Subpart 3, Chapter 100, Subchapter 6 of the Revised Code and the administrative rules adopted there under.

3. The Facility will fully participate in the evaluation component of the MAC Program and provide required information in a timely manner.

________________________________________________________       ___________
        (Signature of individual authorized to sign legal documents for facility)                             Title

_________________________________________________________    _______________                                             Printed Name                                                                                            Date
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