Independent Study “Hospice Care” Post-Test & Evaluation Instructions
Date Completed:__________________




Directions: 

This continuing nursing education activity was approved by the Ohio Nurses Association (OBN-001-91), an accredited approver by the American Nurses Credentialing Center’s 

Commission on Accreditation.   
Assigned ONA# _________.
Approval valid _________through __________.
This activity may only be completed for continuing education contact hours as defined by theses dates.
Please note that you are agreeing to the following conditions to receive your certificate of 1.0 Contact Hour:

By completing the following post-test and evaluation, I attest that I completed the Independent Study, entitled Hospice Care, on the above date.  After completing the following post-test and evaluation, I will deliver, mail, email, or fax the post-test and evaluation with my completed name and signature to: 
Address: Community Hospice Care 
      181 E. Perry St 

      Attn: Continuing Education 

      Tiffin, OH  44883

 Email: info@communityhospicecare.com
 Fax: 419-447-4657 
Upon receipt of the post-test and evaluation, the post-test will be graded and passing scores of 80% will be awarded a certificate of 1.0 Contact Hour.  The post-test and certificate will be mailed or faxed, as your choice, to your provided address or fax number.  If you have any questions, you may also email info@communityhospicecare.com or phone 419-447-4040, for a response within 8 business hours.

Independent Study “Hospice Care” Post-Test

Circle the correct answer.
1.  Anyone can make a referral to hospice, but the attending physician must approve the admission.





True

False

2.  Patients receive a bill for their care each month from all hospices.





True

False
3.  Patients with any terminal illness diagnosis are appropriate for admission to hospice care, not just cancer patients.





True

False

4.  United Way will not fund an agency that is non-profit.





True

False

5.  All medications and biologicals, related to the terminal diagnosis, are paid for when a patient is in the hospice program.





True

False

6.  A hospice patient can seek aggressive care or treatment while in hospice care as long as their physician agrees with this.





True

False

7.  Only patients who have no family to assist them are eligible for hospice aide and volunteer services.





True

False

8.  Bereavement services are available to all families for a fee.





True

False

9.  All residents of a long term care facility who are terminally ill qualify for hospice care.

True

False

10.  If a patient has a religious affiliation, spiritual support is not provided by hospice.

True

False

Note:

Please complete the following evaluation and send both the post-test and evaluation to Community Hospice Care to receive your certificate.  
Independent Study “Hospice Care” Evaluation


Please rate the following on a scale of 1 to 5, with 5 being the best.  Circle your answer.

1. Do you feel the material presented was beneficial to your work ?
1   2   3   4   5

2. Do you feel you are more knowledgeable on the subject presented?
1   2   3   4   5

3. Do you feel the layout of the material was easy to understand?
1   2   3   4   5               

4. Were the following objectives met – 
· Describe the criteria to be an appropriate candidate for 
hospice care
.                            1  2   3   4   5

· Explain the services provided by hospice.          
                                  1  2   3   4   5

· Identify funding sources of hospice.        
                                        1  2   3   4   5

5. Do you have suggestions for other independent studies?_____________________________
6. How long did it take you to complete this independent study?___________________________________

7. What comments do you have about the independent study? 

________________________________________________________________________

________________________________________________________________________

____________________________________


Printed Name


     
___________________________________



Signature
Please indicate where you would like your certificate and results sent:

Address:
Fax:

__________________________

   _____________________________

__________________________

__________________________
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