	Pre-survey
	Program Information Form
	Survey Date:  


	PRS

Facility Name:

		License #: 

	Date of Survey:  



	
	
	
	Date of Survey:
	
	
	
	



	Program Information (Specify type/types below as apply)
	 License #: 

	Social Skills
	
	  Clubhouse
	
	  Boston Univ.
	
	Psycho-Ed
	
	Other:
	

	Type Program:
	Psych Rehabilitation Program  03
	Site based 90
	
	Clubhouse  91
	
	Mobile  92
	

	Program name:
	
	
	Expiration 

Date:  

	Address:
	
	
	

	Address/Zip:
	
	Telephone:
	

	PROMISe #
	
	Primary Service Location #
	
	Fax:
	

	Tax ID#
	
	NPI #
	
	E-mail:
	

	Days/Hours of Operation:
	
	

	
	
	
	

	Certification Body:
	
	Date: 
	Period of Certification:
	


	Agency Director
	
	Telephone:
	

	Program Director
	
	Telephone:
	

	QA Supervisor
	
	Telephone:
	

	As applicable -
	
	

	Legal Entity Name:
	
	

	Address/Zip:
	
	
	Telephone:
	

	
	
	
	Fax:
	

	
	
	
	E-mail:
	



	Enrollment  
	Below totals as of
	
	
	

	
	
	(date)
	



	Census by age group as of  
	
	
	

	
	
	(date)
	

	Ages < 5 
	----------
	Ages 6-13 
	---------
	Ages 14-17 
	-----------
	Ages 18-59 
	
	Ages >60 
	

	Average Length of Stay:
	
	Total Enrollment:
	


 Attendance for the past 20 service days counting backwards from  
(date)



	1
	
	5
	
	9
	
	13
	
	17
	

	2
	
	6
	
	10
	
	14
	
	18
	

	3
	
	7
	
	11
	
	15
	
	19
	

	4
	
	8
	
	12
	
	16
	
	20
	

	(Fill in above, then right-mouse-click on 0.0 and select !UpdateField)
	Average attendance  
	
	0.0
	


Multiple Program Locations (Specify the types of programs available at each address)
	ADDRESS
	a) Description of program site 

b) Hours of operation & number of persons served

	1.
	
	a)
	

	
	
	
	

	
	
	
	

	
	
	b)
	

	2.
	
	a)
	

	
	
	
	

	
	
	
	

	
	
	b)
	

	3.
	
	a)
	

	
	
	
	

	
	
	
	

	
	
	b)
	

	4.
	
	a)
	

	
	
	
	

	
	
	
	

	
	
	b)
	


Special Shifts (Specify for each program address)
	
	Address
	Shift times/days
	Avg. Attendance last 20 days

	1.
	
	
	

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	


Program Staff

	#
	NAME     
	Job Title
	Hire date

This position


	Qualifications
	Experience    
	Hours per Week in this program

	
	TAB at end of row to add a row in the section
	Please indicate all specialists who are supervisory staff
	
	Consumer / 
Non-consumer
	a) 
	Initial date CPRP earned
	b)  
	Education
	a) Years employed

in this program
	b) Years

Experience

 in MH
	


A. Psychiatric Rehabilitation Director

	
	
	
	
	a)
	
	b)
	
	c)
	
	a)
	
	b)
	
	


B. Psychiatric Rehabilitation Specialists

	
	
	
	
	a)
	
	b)
	
	c)
	
	a)
	
	b)
	
	

	
	
	
	
	a)
	
	b)
	
	c)
	
	a)
	
	b)
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


C.  Psychiatric Rehabilitation Workers
	
	
	
	
	a)
	
	b)
	
	b)
	
	a)
	
	b)
	
	

	
	
	
	
	a)
	
	b)
	
	b)
	
	a)
	
	b)
	
	

	
	
	
	
	a)
	
	b)
	
	b)
	
	a)
	
	b)
	
	


D. Psychiatric Rehabilitation Assistants
	
	
	
	
	a)
	
	b)
	
	b)
	
	a)
	
	b)
	
	

	
	
	
	
	a)
	
	b)
	
	b)
	
	a)
	
	b)
	
	

	
	
	
	
	a)
	
	b)
	
	b)
	
	a)
	
	b)
	
	


E.  Administrative Support (Secretaries, Administrative Assistants, etc.)
	
	
	
	
	
	
	

	
	
	
	
	
	
	


	
	
	TOTAL Full-Time-Equivalent Rehabilitation Staff         (Sections A+B+C+D)
	FTEs:
	


