
HHA should have policies that guide staff in the event there is a concern identified with a 
patient’s medication that should be reported to the physician or allowed practitioner.   
 
Survey Procedures §484.55(c)(5) 
 
Through home visit observation and record review, confirm the medications the patient 
identifies they are taking against the medical record documentation to verify that the 
HHA identified all medications, both prescription and non-prescription.  
 
G538 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
[§484.55(c) … The comprehensive assessment must accurately reflect the patient's 
status, and must include, at a minimum, the following information:] 
 
§484.55(c)(6) The patient’s primary caregiver(s), if any, and other available 
supports, including their: 

 
(i) Willingness and ability to provide care, and 
 
(ii) Availability and schedules; 

 
G540 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
[§484.55(c) … The comprehensive assessment must accurately reflect the patient's 
status, and must include, at a minimum, the following information:] 
 
(7) The patient’s representative (if any);  
 
G542 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
[§484.55(c) … The comprehensive assessment must accurately reflect the patient's 
status, and must include, at a minimum, the following information:] 
 
(8) Incorporation of the current version of the Outcome and Assessment 
Information Set (OASIS) items, using the language and groupings of the OASIS 
items, as specified by the Secretary.  The OASIS data items determined by the 
Secretary must include: clinical record items, demographics and patient history, 
living arrangements, supportive assistance, sensory status, integumentary status, 
respiratory status, elimination status, neuro/emotional/behavioral status, activities 
of daily living, medications, equipment management, emergent care, and data items 
collected at inpatient facility admission or discharge only. 
 
 



G544 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
§484.55(d) Standard: Update of the comprehensive assessment. 
 
The comprehensive assessment must be updated and revised (including the 
administration of the OASIS) as frequently as the patient’s condition warrants due 
to a major decline or improvement in the patient’s health status, but not less 
frequently than- 
 
Interpretive Guidelines §484.55(d) 
 
A marked improvement or worsening of a patient’s condition, which changes, and was 
not anticipated in, the patient’s plan of care would be considered a “major decline or 
improvement in the patient’s health status” that would warrant update and revision of the 
comprehensive assessment.  
 
G546 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
[§484.55(d) Standard: Update of the comprehensive assessment…not less frequently 
than-] 
 
(1) The last 5 days of every 60 days beginning with the start-of-care date, unless 
there is a- 

 
(i) Beneficiary elected transfer;  
 
(ii) Significant change in condition; or 
 
(iii) Discharge and return to the same HHA during the 60-day episode. 

 
G548 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
[§484.55(d) Standard: Update of the comprehensive assessment…not less frequently 
than-] 
 
(2) Within 48 hours of the patient’s return to the home from a hospital admission of 
24 hours or more for any reason other than diagnostic tests, or on physician or 
allowed practitioner -ordered resumption date; 
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