SMALL RURAL HOSPITAL IMPROVEMENT GRANT PROGRAM (SHIP)
PROJECT COMPLETION REPORT
September 1, 2014 – May 31, 2015
Hospital Grant Application for Federal Fiscal Year 2014 (FY14)

Due back to State Office of Rural Health (SORH) by: 06/30/2015

This form must be completed and returned to the SORH for reimbursement.  Any changes in investment on the purchasing menu must receive written prior approvals from the SORH. Please email RuralHealth@TexasAgriculture.gov with any questions.

Amount of SHIP award: $9,217


A.  Grantee Information:

Hospital Name:       	

Tax ID number:      

Address:      

City:      	State:      	Zip:      	County:      

Phone:      	

Administrator/CEO Name:      		E-mail:      

SHIP Project Director Name:      		E-Mail:      
(Individual responsible for managing SHIP-funded project for the hospital)


B. September 1, 2014 – May 31, 2015 Grant Program Expenditures

Please fill out attached SHIP Purchasing Menu chart.  All invoices and proof of payments must be submitted with this completion report.  Invoice dates must fall within the contract period of September 1, 2014 – May 31, 2015. Any changes in investments on the purchasing menu must receive written prior approvals from the SORH. SHIP grants cannot reimburse expenditures for travel or salaries. 

SHIP funded purchases are prioritized as follows: 

a. 1st Priority– Activities relating to MBQIP implementation and reporting (if that hospital has yet to register and transmit MBQIP data).  Non-CAHs are exempt from this provision; 
b. 2nd Priority – HCAHPS and/or ICD-10 activities if that hospital is not in the process of implementing both systems. In no particular order,  hospitals may select one or both,; and
c. 3rd Priority – If a hospital is already participating in all three of these activities, MBQIP, HCAHPS, and ICD-10, then that hospital may select a different investment listed on the SHIP Purchasing Menu.   
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SHIP Purchasing Menu Chart: September 1, 2014 – May 31, 2015 Expenditures
Menu is populated with contracted selections.  Please complete related measures for selected project and list all attached invoices submitted for reimbursement.  
	Category
	Value-Based Purchasing (VBP)
	Accountable Care Organizations or Shared Savings (ACOs)
	Payment Bundling/PPS (PB/PPS)
	Care Transitions

	Description

	Activities that support improved data collection to facilitate quality reporting.
	Activities that support the development of ACOs.
	Activities that improve the revenue cycle process.
	Activities that reduce hospital readmissions.

	Investments
	☐A. Training specific to coordinating the collection of MBQIP measure(s’) data and/or software that would enable the collection of data 
☐B. HCAHPS Software or Hardware 
☐C. Training Specific to HCAHPS implementation or further application 
☐D. Efficiency Training (Six Sigma or Lean) in 1 of the following areas:  patient satisfaction, improving ER efficiency, or efficiencies to clinical care delivery areas
	☐A. Computerized Provider Entry 
☐B. Consultant Pharmacy Services 
☐C. Hardware/Software Related to Purchase of Disease Registry 
☐D. Efficiency Training (Six Sigma or Lean) in 1 of the following areas:  non-clinical operations, board organization/operation, or multi-hospital\network projects
☐E. Baldrige or systems performance training
☐F. Quality Health Indicator (QHi) 
	☐A. ICD-10 Software  
☐B. ICD-10 Training 
☐C. QI or Efficiency Training (Six Sigma or Lean) in 1 of the following areas: financial improvement operational multi-hospital\network projects 
☐D. Purchase of Six Sigma and/or Lean software 
☐E. Chargemaster review and/or update
☐F. S-10 Cost Reporting
	☐A. Emergency Department  transfer communication improvement
☐B. Training to reduce readmissions and/or infections 
☐C. Medical provider quality improvements
☐D. Telemedicine or mobile health equipment
☐E. Community Paramedicine equipment and/or training 
☐F. HIE subscription within state or region or adding direct address 

	Budget
	      %                 
	      %                 
	      %                 
	      %                 

	Measures
	☐A. Training completed related to MBQIP data collection Yes________ or No________
	Number of personnel trained related to MBQIP data collection_______________
☐B. Installation of HCAHPS software or hardware Yes _____ or  No _______
☐C. Implementation and completion of HCAHPS training  Yes_____ or No _____
	Number of personnel trained related to HCHAPS__________
☐D. Completion of Efficiency training and project implementation with identification of a specific  measure selection and target  Yes___ or No_____
	Number of personnel who completed Efficiency training (Six Sigma or Lean) in patient satisfaction, improving ER efficiencies, or efficiencies to clinical care delivery areas_____________
	*Facility will determine their own measure and target for training*
	Measure_________________________
	Target___________________________
	☐A. Implementation completed regarding use of a computerized provider entry system Yes_____ or No_______  Number of personnel trained related to CPOE_________
☐B. Implementation of a pharmacy consultant service Yes_____ or No_____
*Facility will determine their own measure and target for training*
	Measure_________________________
	Target___________________________ 
☐C. Implementation completed regarding use of a disease registry Yes____ or No_____
Number of personnel trained related to use of a disease registry___________
☐D. Completion of efficiency training Yes___or No____  Number of personnel who completed efficiency training__________
	*Facility will determine their own measure and target for training*
	Measure_________________________
	Target__________________________
☐E. Completion of Baldrige or systems performance training Yes ____ or No____
	Number of personnel who completed Baldridge or systems performance training________
☐F. Implementation and use of QHi indicator Yes_____ or No_____
	☐A. Installation and use of ICD-10 software Yes_____ or No_______
☐B. Implementation of ICD-10 training Yes____ or No_____
	Number of personnel trained in ICD-10 ______
	Number of clinicians trained in ICD-10 ________
☐C. Implementation of an efficiency project Yes_____ or No_____
 *Facility will determine their own measure and target for training*
	Measure_________________________
	Target__________________________
☐D. Installation of Six Sigma or lean software
☐E. Completion of chargemaster review and/or updated services Yes______ or No______
☐F. S-10 Cost Reporting improvement Yes____ or No_______

	☐A. Implementation regarding ED transfer communications Yes_____ or No_____
	Number of personnel trained in ED transfer communications_________
☐B. Complete training for reducing readmissions and/or infections  Yes____ or No_______
	Number of personnel trained in reducing readmissions and/or infections_________
☐C. Implementation of a medical provider quality improvement project Yes_____ or No_____  Number of personnel trained in medical provider quality improvement projects _________
☐D. Installation/use of telemedicine or mobile health equipment Yes_____ or No_____
☐E. Installation/use of community Paramedicine equipment Yes_____ or No_____ and/or Number of personnel trained in community paramedicine equipment_________
☐F. Installation/use of state or region HIE or direct address  Yes_____ or No_____
☒Overall Outcome Measure: Decrease in hospital readmission rate over last year
 	Hospital readmission rate 2014_____
	Current hospital readmission rate_____

	Attached Invoices
(If more invoices are included please attach a separate list.)
	1. Invoice Number       
[bookmark: _GoBack]Invoice Date     
Vendor Name       
Amount $       

2. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

3. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

4. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       
	1. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

2. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

3. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

4. Invoice Number       
Invoice Date     
Vendor Name       
Amount $      
	1. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

2. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

3. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

4. Invoice Number       
Invoice Date     
Vendor Name       
Amount $      
	1. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

2. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

3. Invoice Number       
Invoice Date     
Vendor Name       
Amount $       

4. Invoice Number       
Invoice Date     
Vendor Name       
Amount $      

	Amount Total Invoices
	$                      
	$                    
	$                      
	$                      
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       C.  SHIP Network Activities: FY14 September 1, 2014 –May 31, 2015

1. Did your facility participate in a consortium, system or network? Yes ☐		No   ☐
(If No, go to section D.)

2. Did your facility pool SHIP funds through this participation? Yes ☐		No   ☐

3. Please describe how the consortium, system or network was formed and how it utilized SHIP funds.

     

D.  Facility Needs
In addition to the activities described in Section B, describe any additional needs that your facility may have and how SHIP funds could be used to meet those needs.
     

E.  Recommendations for SHIP
Please use this section to document any comments, concerns or questions that your facility has in regards to the SHIP program.
     




Administrator/CEO Signature: ___________________________________		Date: ________________
