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G103....... (2) The HHA must maintain documentation showing that it 
has complied with the requirements of this section. 

 

The documentation maintained by an HHA to show that the patient was informed 
of the patient’s rights might include a patient rights statement, signed and dated by 
the patient or some other documentation consistent with the HHA’s policies and 
procedures. 
 

 §484.10(b) Standard:  Exercise of Rights and Respect for 
Property and Person 
 

 

G104...... 
 

(1) The patient has the right to exercise his or her rights 
as a patient of the HHA. 

 
(2) The patient’s family or guardian may exercise the 

patient’s rights when the patient has been judged 
incompetent. 

 

 

G105...... 
 

(3) The patient has the right to have his or her property 
treated with respect. 

 

 

G106...... 
 

(4) The patient has the right to voice grievances regarding 
treatment or care that is (or fails to be) furnished, or 
regarding the lack of respect for property by anyone 
who is furnishing services on behalf of the HHA and 
must not be subjected to discrimination or reprisal for 
doing so. 

 

Interpretive Guidelines §484.10(b) (4) and (5)  
 
The expected outcome for this high-priority standard is that patient complaints are 
investigated, resolved and documented by the HHA. 
 
During home visits, ask the patient, the patient’s family, guardian or other legal 
representative under state law, if they have or had any comments or concerns and 
how they pursued them, or have registered any grievances or complaints about 
the HHA or its services. If patient/caregiver had a complaint, would they know who 
to contact and how? Also, note any patient-described problems recorded in the 
clinical records during your stratified sample clinical record review. Is there 
evidence that the patients verbalized complaints and how the complaints were 
addressed? 
 
Review the agency’s compliance with its stated procedures for 
grievance/complaint investigations and resolution. If resolution of the problem was 
not possible, the actions that were attempted and the outcomes should be 
documented by the HHA. 
 
 
 

G107...... (5) The HHA must investigate complaints made by a 
patient or the patient’s family or guardian regarding 
treatment or care that is (or fails to be) furnished, or 
regarding the lack of respect for the patient’s property 
by anyone furnishing services on behalf of the HHA, 
and must document both the existence of the 
complaint and the resolution of the complaint. 

 SAMPLE
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Probe §484.10(b)(4) and (5) 
 

• How does the HHA receive, record, investigate, and resolve patient 
grievances and complaints? 

• Who in the HHA is ultimately accountable for receiving and resolving any 
patient concerns or problems that cannot be resolved at the staff level?  

• How does the HHA document the existence, investigation and resolution 
of complaints?  

• Follow-up on investigation and documentation of complaints noted in 
home visits or record reviews with administrator, clinical manager, and 
HHA staff.  

 §484.10(c) Standard:  Right to be Informed and to 
Participate in Planning Care and Treatment 
 

 

G108...... 
 

(1) The patient has the right to be informed, in advance, 
about the care to be furnished, and of any changes in 
the care to be furnished. 

(i) The HHA must advise the patient in advance of the 
disciplines that will furnish care and the frequency 
of visits proposed to be furnished. 

(ii) The HHA must advise the patient in advance of any 
change in the plan of care before the change is 
made. 

 

G109...... 
 

(2) The patient has the right to participate in the planning 
of the care. 

(i) The HHA must advise the patient in advance of the 
right to participate in planning the care or 
treatment and in planning changes in the care or 
treatment. 

 

Interpretive Guidelines §484.10(c)(2)(i)  
 
The expected outcome for this high-priority standard is that patients are involved in 
developing their plan of care.  
 
Probes §484.10(c)(2)(i)  

• Ask HHA staff how they facilitate patient/caregivers' participation in 
planning care. 

• Ask patients/caregivers if they feel they were able to participate in 
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planning care. 

• Is there evidence that the patient/caregiver was informed about and
contributed to planning his/her care?

• Is there evidence that patient’s plan of care addresses the patient’s needs
and goals?

G110...... (ii) The HHA complies with the requirements of
Subpart 1 of part 489 of this chapter relating to
maintaining written policies and procedures
regarding advance directives.  The HHA must
inform and distribute written information to the
patient, in advance, concerning its policies on
advance directives, including a description of
applicable State law.  The HHA may furnish
advanced directives information to a patient at the
time of the first home visit, as long as the
information is furnished before care is provided.

Interpretive Guidelines §484.10(c)  

During home visits, discuss the services that the patient is receiving specific to the 
medical plan of care. Determine if the patient response shows that the HHA has 
offered specific instructions in areas mentioned in the standard. For example, if the 
patient is recovering from a fractured hip and has been receiving physical therapy 
services for several weeks, ask the patient to show or explain to you what 
exercises he or she has been doing, how often they are to be done, and what 
results are anticipated. Also, ask how often the physical therapist comes, when the 
therapist is expected next, and how plans for therapy have changed as the 
patient’s condition has changed. If the patient responds that he/she has written 
instructions telling him or her what to do, request to see them.  

Ask the patient how he or she participated in developing the plan of care to be 
furnished by the HHA and when he/she was told about changes in the plan of 
care. The HHA may discuss changes with the patient by telephone prior to the 
HHA visit or at the time of the visit, but the patient should feel that he or she has 
time to consider the implications of the change(s) and concur or object to them 
prior to implementation.  

Advance directives generally refer to written statements, completed in advance of 
a serious illness, about how an individual wants medical decisions made. The two 
most common forms of advance directives are a living will and a durable medical 
power of attorney for health care.  

Section 1866(a)(1)(Q), as implemented by 42 CFR 484.10(c)(2)(ii), requires HHA’s 
to maintain written policies and procedures regarding advance directives. The 
specific requirements HHAs must meet with respect to advance directives are set 
forth at 42 CFR 489, Subpart I. Under these provisions, the HHA must:  

1. Provide all adult individuals with written information about their rights
under State law to:

a. Make decisions about their medical care;
b. Accept or refuse medical or surgical treatment; and
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