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Throughout this statement of purpose the care quality commission is referred to by the abbreviation CQC.
Mission Statement

To strive to provide our Service User’s with the best services possible. To be the best quality service provider while we still have fun in doing so much good. To maintain a high standard of training at all times. To endeavourer to increase the independence of vulnerable adults and thereby reduce or delay dependence on Residential Nursing or Hospital Care. To help all our Employees and Service Users to benefit from effective Health and Safety Management and a sensible Health and Safety Culture:

Aims and Objectives
To provide high quality and standards of care for all of our Service Users, in their own homes, and treat them with the respect that we would expect to be treated ourselves. To undertake 360 degree appraisals to assist in our policy of continuous improvement to care for our Service Users personal care needs in a way, that respects their dignity and self respect, and contributes to maintaining their independence. To promote effective Health and Safety Management Culture:

To provide our employees with the security of working for a successful company with job satisfaction, good remuneration and working conditions, acknowledging their right to be informed and consulted on all matters which affect their job. All staff will be trained to the highest standards, and will be sent on refresher courses as and when required. Helping our employees to benefit from a sensible Health and Safety Culture:

Nature of services provided.
Personal Care
Your Carers will be able to care for all your personal needs e.g. Assisting with getting up in the morning, washing/bathing, assist to dress, preparing meals/snacks, making drinks, assisting you to go to bed. Whatever help you require will be detailed in your Plan of Care.

Personal Services
Your Carers will also be able to help you by doing your shopping or collecting your prescription, they can help you with your correspondence, telephone calls, taking your dog for a walk. Whatever help you require will be detailed in your Plan of Care form.

Preparation of Meals/Snacks
While preparing your breakfast, lunch, tea or supper your Carers will be able to sit and talk to you, so that you do have some companionship during the day if you so wish. The Carers can also prepare any snacks that you may require during the day, and set out drinks that may also be required. Whatever help you require will be detailed in your Plan of Care.
Domestic Help

Your Carers can also do light housework e.g. hovering, dusting, washing up, general cleaning, personal laundry (including incontinent laundry), Ironing and can help with lighting fires and bringing in the fuel for your fire. Whatever help you require will be detailed in your Plan of Care form.

Pets

If you have pets in your household, the Carers will be able to feed and if necessary walk your pets, so that they still get their attention, and you do not have to worry about how you are going to cope in looking after your beloved pets.

Care at Night
We offer a service that is flexible for you, not only do we do care in the day, but we also have two night duties:

Wake in: From 10:00 pm to 07:00 am the next morning, the Carer will be awake all night; this is for Service User's that may need regular checks or frequent attention.

Sleep in: From 10:00 pm to 07:00 am the next morning, the Carer does require the use of a bed, and the carer will be expected to sleep. If for any reason the Carer is woken up more than twice in one night, then this is then deemed as a wake in and will be invoiced accordingly.

In both cases, all details of any movement or duties carried out will be written down with the times. Times will also be recorded if checks have been made. For both the Private and Public Sectors. Your needs for care and support are identified by an assessment; this may involve the Care Manager from the Local Authority.

Service User’s Provided for

Our services provide General Care, Domestic Help and meals, to our Service Users in their own homes on a one to one basis for age groups 18+. We do not at the moment employ Nurses, only Care Assistants. Care plans can range from half an hour a week to 168 hours a week, encompassing any number of duties required. We try where it is possible, to keep the same Care Assistants with each Service User on their rotas. We provide our Services for people who are Elderly, with physical disabilities, sensory impairment or Dementia.  Or for Service Users who need assistance with Personal or Domestic Care.

Care in the Home Ltd, contracts with Service Users who are funded by Social Services (when accredited), and those who are privately funded.

Care in the Home Ltd is a Homecare Domiciliary Service operating within the Gloucestershire area:- 

The area we are providing service for is the whole of Gloucestershire; but mainly Cheltenham, Gloucester, Stroud and the North Cotswolds  

   The Service is controlled by Directors/General manager Mr. David McMahon and Mrs Helen McMahon
Mr McMahon is supported by another Director, and a Registered Manager along with a team of office staff and trained Care and Domestic Assistants.
David’s employment background is in business management, and the management of staff. Prior to setting up Care in the Home Ltd, David worked as sales support manager for several years within the manufacturing industry.  At the end of this guide is a list of David’s qualifications.
Helen has several years experience within the adult care sector, and has worked with the following groups: older people, adults with dementia, mental health problems, physical disabilities, sensory impairment and learning disabilities.  Prior to working with adults Helen was involved in care provision services for young children. At the end of this guide is a list of Helen’s qualifications.

This Service is managed by Registered Manager Marlene Darch.
Over the years Marlene has worked in Residential/Nursing Homes and the Domiciliary Care Sector.  She also has experience in finance and administration. Since working for Care in the Home Marlene has had the opportunity to obtain her NVQ4 in care and the Leadership in Management for care services award.  On obtaining these qualifications Marlene has been recognised and approved by the Care Quality Commission (CQC) to manage the agency.

The Development of the Business is managed by Charlotte Fletcher
Charlotte recently joined the company as Business Development Manager.  She will assist in driving the company forward whilst ensuring the high quality of the service is maintained.  Charlotte has several years of experience working with the management of home care services and is also able to facilitate training to Home Care Assistants.  Charlotte has recognised qualifications in Management and Training will which enable her to be a real asset to the company. 

Overview of process of care

When Care in the Home Ltd, is first approached and where at all possible, a Service Users Guide (stan1), will be sent to the prospective Service Users home for them to read. If Care in the Home Ltd, is then required to set up a Care Package for the Service User, we will then make an appointment to visit the Service User in their own home. We welcome a member of their family, a friend or a representative to be present at this interview. All Service Users are provided with the Service User’s Guide (Stan1).

Care in the home Ltd, starts the process with an initial referral, this could be through either Private or Social Services recommendation, followed by a meeting at the Service User’s home with our Registered Manager and/or Care Manager, or Community care workers who are all qualified in Risk Assessment, to assess Service Users needs. 

A Plan of Care form  is to be filled in with all relevant details, name, address of the Service User, preferred name, next of kin, key holder (if required), emergency contact and Doctors details. Any general information, care to be provided, times of visits and which days the service will take place. Start date, medical history and medication. Contribution, any other information and signatures of the General Manager and/or Care Manager, Community care workers.

At the referral, all Service Users are treated as individuals, therefore, only the required forms listed below will be filled in: 

· Environmental Risk Assessment form , 

· Moving and Handling Risk Assessment form and a 

· Care Needs Assessment form. 

Through the Risk Assessment and Care Needs Assessment, a Plan of Care can be drawn up to satisfy the Service Users requirements. 

On approval of the Plan of Care (in the instance of a private referral), two copies of the Contract (Stan4), will be left with the Service User, both copies are to be signed and one returned to the office before the Plan of Care can commence, in the event that the Service User is accepted before the Contract (Stan4), are signed and returned, they must be returned within 5 working days of the commencement of care. 

The Service User will be asked if they will have the Service User Folder in their home, if they refuse to have the Service User Folder in their home, they are requested to fill out a Service User Folder Refusal form. They will also be asked if they require any Service User Key Holder Agreement.
The Service User will be asked if they require any support and advice with their finances, if so, Payments Checklist form will need to be filled out.

On return to the office a new file will be made up with the Service User’s name written on the outside of the file and kept in a locked filing cabinet. This information will stay under lock and key until 7 years after termination of contract, or in the case of private customers (if the service was not taken up) 6 months after the date of the referral.

Contents of Service User Care Plan:

· Record of Care 
· Reporting New Risks-Changes Form 
· Additional Information Comments 
· Accident Reporting Service User 
· Complaints and Compliments 
· Record of Medicines
· Review Dates 
· Financial Transactions
· Request for Review of Service Users Care Needs Assessment
· How to Make a Complaint 
· How to Contact Care in the Home Ltd
· About Care in the Home
· Giving of medicines and creams
· Service User Guide
· Moving and Handling/Environmental Risk Assessments
Three months after the start of care, there will be a review by the Registered Manager/Care Co-ordinator, to re-assess any needs or changes that may have happened, a next review date – Service User letter will be sent out to the Service User informing them of the date and time of the review. If there are no changes then the Plan of Care will not change, if there is any change, the Plan of Care will be changed accordingly. There will then be a review every 6/12 months from there on in. If before the due 3/6-month review, the Carer or their family, a friend or a representative, feel that there have been changes and feel that the Plan of Care does need to be updated, then a review can be booked in earlier.

The Service User, their family, a representative or a Carer can fill in a Reporting New Risks-Changes Form or the Request for Review of Service Users Care Needs Assessment and either bring or send into Care in the Home Ltd’s office.
When Carers arrive at the Service Users home, they will arrive at the time and day specified in the Plan of Care form. All staff will be issued with a uniform so that Service Users, their families or representatives can easily identify them. If we hold a key/key code to the Service Users home, or the door is left unlocked and the Carers are told just to enter when they arrive, they then must call out and inform the Service User that they are from Care in the Home Ltd, and tell the Service User their name i.e. "hello Mrs Wilson, it's Sally from Care in the Home Ltd". If for any reason when a Carer turns up at a Service Users home, and they show their identification card, the Service User wishes to telephone the office to check the credentials, the Carer or member of staff must allow the Service User to do so, and they must give the Service User the Identification Card for the Service User to have the information in front of them when they telephone the office.

All Carers know that key codes/keys come under the confidentiality policy, and therefore, will not divulge the information to any third parties.

Carers are not allowed to bring friends, children, relatives or pets into the Service Users home at any time, as this is a breach of their contract.
In the eventuality of holidays and sickness we will strive to keep the number of replacement Carers to a minimum, and we will telephone the Service User with the name of the replacement Carer. If for any reason the Service User is not happy with this arrangement, then they must let the office staff know, and we will attempt to resolve the situation.

All Service Users whether they are local authority, health, primary care trust or private sectors, are provided with a copy of the Service user’s Guide, and informed how they are able to access the Statement of Purpose and their personal records and to have added any explanatory notes that they feel are necessary (in accordance with the Access to Personal Files Act 1987).

Service Users Guide (Stan1)

The Service Users Guide (Stan1) where at all possible, will be sent to the prospective Service Users home for them to read through to make an informed judgement of Care in the Home Ltd, and to decide whether they are to use Care in the Home Ltd compared to other Homecare Companies. The Service users Guide will also be given to any New Service Users even if they are referred from outside Agencies. This details up to date information on Care in the Home Ltd, setting out the Aims and Objectives, philosophy of Care, parameters of the service provided, including terms and conditions. 

Contract – Private Service User’s (Stan4)
Two copies of the Contract – Service User (Stan4), will be left with the Service User at the end of the Referral, both copies are to be signed and dated, and one to be returned to the office of Care in the Home Ltd, before the Plan of Care can commence, in the event that the Service User is accepted before the Contract – Service User (Stan4) are signed and returned, they must be returned within 5 working days of the commencement of care. This is the contract between Care in the Home Ltd and the Service User; it is fully binding and it is a legal document.

Record of Care 

The Record of Care must be filled in on every visit to the Service User’s home, even for reviews. The Carer must fill in any deviation, problems found, medication not being taken, the Service User having trouble doing tasks that they would normally do etc. The information on this sheet should also reflect exactly with the Carer Timesheet, and both need to be signed by the Service User and the Carer. These will be picked up each month, and taken back to the office of Care in the Home Ltd, and checked against the Carer’s timesheets, to ensure that all details are correct. These will then be stored at the office of Care in the Home Ltd for any future checks.

Plan of Care form  

The Plan of Care form is a summary of the following forms, (all Service Users are treated as individuals, and therefore, only the required forms listed below will be filled in) ​:

· Environmental Risk Assessment form , 

· Moving and Handling Risk Assessment form and a 

· Care Needs Assessment form. 

All information contained within the Plan of Care is to be used by the Carers to carry out their duties and responsibilities within the Service Users home. All details of the Care to be carried out are listed in detail as to how much support is required with each individual task, so the Service User still has the autonomy and independence of their lives. All Service Users are to be treated as individuals and have individual needs and circumstances; therefore, each Plan of Care will be tailored to suit each Service User. The Service User, their family or representative are all fully involved in all of the processes and are kept fully informed as to what is happening. 

Service User Folder Refusal form
The Service User will be asked if they will have the Service User Folder in their home, if they refuse to have the Service User Folder in their home, they are requested to fill out a Service User Folder Refusal form. This will then be put in the Service User File in the office of Care in the Home Ltd, along with the Service User Folder.

Carer Timesheet 
The Carer Timesheet will reflect exactly with the Record of Care and must be filled in on every visit to the Service User’s home, and needs to be signed by the Service User and the Carer. The Carer must fill in any deviation, problems found, medication not being taken, the Service User having trouble doing tasks that they would normally do etc.

The Carer Timesheet will be checked against the Record of Care each month, to ensure that all details are correct. These will then be stored at the office of Care in the Home Ltd for any future checks.

Reporting New Risks-Changes Form
The Reporting New Risks-Changes Form is to be filled in to report any changes in the Service Users circumstances or well-being, also to report any defective appliances, equipment, problems with security etc. Carers must leave a note in the Record of Care that this form has been filled out and what the problem is. If there is faulty appliance the Carer must put a warning message on the appliance.

The Carer will then bring the Reporting New Risks-Changes Form into the office to be actioned.

Service User Confidential Information-Carers Folder 

Service User Confidential Information-Carers only hold the basic information that they are required to know, Name, Address, Preferred Service User Name, General Information, Care to be provided, Times, Days and any other information. If the Carers require any further information, (contact details, telephone numbers, full requirements of care to be provided) this is kept in the Service Users Folder in the Plan of Care at the Service Users home. All Carers are bound by confidentiality, and will not pass any information onto third parties. 

Additional Information Comments 
The Additional Information form is there for anyone to use including family, friends, representatives, Carers, Nurses and Doctors, and is used for passing on any information that they feel is necessary, so that everybody involved in the Care of the Service User is kept fully informed at all times. A note is also recorded in the Record of Care to advise people that the Additional Information form has been filled in.

Accident Reporting Service User form
The Accident Reporting Service User form is in the Service User Folder for any accidents that the Service User may have (no matter how serious the fall may have been). This is to be filled out by Carers, family, friends, representatives, Nurses and Doctors, so that everybody is kept well informed of any accidents, and if the same type of accident occurs quite often, it might need the review brought forward to re-assess the Plan of Care, and change the amount of support that the Service User is given, or the Doctor may have a review of the medication being taken. 

Carers must leave a note in the Record of Care that this form has been filled out. The Care Manager must sign off the Accident Report if the Carer has filled in the form.

Complaints and Compliments 

The Complaints and Compliments form, is a way of making sure that the Service User is getting the best support for their needs, if they are not happy in any way with the service that they receive, they do have the means to be able to pass this information over before their review, and for Care in the Home Ltd to put things right, so that the Service User is happy and settled with the service. All Service Users are informed of their rights to complain or compliment at the referral and any further reviews that are held.

Record of Medicines 
The Record of Medicines must be filled out every time any medication is given to the Service User, including any given by Carers, family, friends, representatives, Nurses and Doctors so that everyone knows what has been given and what has not been given, so that the Service User does not run the risk of an overdose of any one medication.

Review dates 
The Review dates form is kept in the Service Users Folder to remind people when the next review is being held. At the end of each review, the next date will be entered.

Service User Key Holder Agreement 

The Service User Key Holder Agreement form will be filled in if the Service User feels that Care in the Home Ltd should hold 1 or more keys to their home. Whether for Carers to enter their home because they cannot get to the door very easily, or they have requested a 24 hour call out service. Depending on which type of key holding service that the Service User requires, will influence how many keys Care in the Home Ltd will hold, this will be discussed at the referral. Also top be discussed at the referral is a key coded key safe that can be fixed to the outside of the wall to keep their keys in, and Care in the Home Ltd will just hold the key pad number.

Payments Checklist 

The Payments Checklist is filled in if the Service User requires any support and advice with their finances. This form will help the Service User to list down all of their normal out goings, and to make a plan as to how and when they need to be paid. Carers must leave a note in the Record of Care that this form has been filled out

(Payments Checklist - Service User: also found in Standard 9 – Autonomy and Independence, Standard 13 – Financial Protection - To be Held in the office)
Financial Transactions 
Financial Transactions form will be filled in for all duties that require the Service User giving the Carer money, or the Carer picking up the Service User’s pension, all cash handling must be accounted for in writing. This then covers both the Carer and the Service User from any misunderstandings or confusion over how much money was given, picked up, spent or brought back. Carers must leave a note in the Record of Care that this form has been filled out.

Care Needs Assessment 
The Care Needs Assessment is carried out to see how the Service User copes with everyday tasks, and to see if they do require help in all aspects of their lives, or just in a few. This will then be part of the basis of the Plan of Care. The Care Needs Assessment will also be carried out at any Service User Review that is held.

All Service Users are to be treated as individuals and have individual needs and circumstances; therefore, each Plan of Care will be tailored to suit each Service User. The Service User, their family or representative are all fully involved in all of the processes and are kept fully informed as to what is happening.

Moving and Handling Risk Assessment 
The Health and Safety at Work Act 1974 and the Moving and Handling Operational Regulations 1992 stated that all employers must ensure safe systems of work within the workplace. The Management of Health and Safety Regulations 1992 recommended that assessments to identify risks be performed by a trained risk assessor. Recommended actions would then be implemented that should be seen to have reduced the risks to employees as far as practicably possible.

The Moving and Handling Risk Assessment and Environmental Risk Assessment must be adhered to at all times, and are both used in conjunction with one another. Any concerns or change, by staff, Service Users, family a representative or any others involved within the task, must be reported immediately. Carers must leave a note in the Record of Care. Where equipment is recommended and this is not in place, the task is not to be performed until the equipment is available, and the correct use demonstrated by the trained risk assessor.

The Moving and Handling Risk Assessment can only be carried out by the Registered Manager, Care Manager, or Community care workers who have all been fully trained in Risk Assessment. All Service Users are treated as individuals, therefore, only the required assessment forms will be filled in. The Moving and Handling Risk Assessment and Environmental Risk Assessment are then transferred into the Plan of Care.
All Service Users are to be treated as individuals and have individual needs and circumstances; therefore, the Moving and Handling Risk Assessment will be tailored to suit each Service User. The Service User, their family or representative are all fully involved in all of the processes and are kept fully informed as to what is happening.

Request for Review of Service Users Care Needs Assessment 
All Carers, family, friends, representatives, Nurses, Doctors etc. can fill this form in if they feel that the Service Users Care Needs/circumstances have now changed and a Care Review is required ahead of the review date shown on Review Dates. Please pass onto the Carer to hand into the office.

All Carers, family, friends, representatives, Nurses, Doctors etc must leave a note in the Record of Care that this form has been filled out and what the problem is.

Manual Handling and Environmental Risk Assessment 
The Health and Safety at Work Act 1974 and the Moving and Handling Operational Regulations 1992 stated that all employers must ensure safe systems of work within the workplace. The Management of Health and Safety Regulations 1992 recommended that assessments to identify risks be performed by a trained risk assessor. Recommended actions would then be implemented that should be seen to have reduced the risks to employees as far as practicably possible.
The Environmental Risk Assessment form is used to see how the Service User copes with the everyday living environment, and to see where if necessary, they need to make changes to make their environment safer. Care in the Home Ltd while doing the Environmental Risk Assessment form must bear in mind the Service Users right to take risks in all aspects of their lives. Care in the Home Ltd can advise on ways to making their environment a safer place for them to live in and for Carers to work in, but to a degree are not able to force them. 
Any manual handling assessment must be adhered to at all times, any concerns or change, by staff, Service Users, or any others involved within the task, must be reported immediately. Where equipment is recommended and this is not in place, the task is not to be performed until the equipment is available, and the correct use demonstrated by the trained risk assessor.

The Environmental Risk Assessment can only be completed by the Registered Manager, Care Manager or Community care workers who have all been trained in Risk Assessment. All Service Users are treated as individuals, therefore, only the required assessment forms will be filled in. The details from the Environmental Risk Assessment are then transferred into the Plan of Care.
All Service Users are to be treated as individuals and have individual needs and circumstances; therefore, the Environmental Risk Assessment will be tailored to suit each Service User. The Service User, their family or representative are all fully involved in all of the processes and are kept fully informed as to what is happening.

Medication Detail Record 
The Medication Detail Record lists all of the medicines that Service Users are taking, the dosage and amount to be taken and any changes in the dosage amount to be taken.

How to Make a Complaint
The How to Make a Complaint sheet is to explain to the Service Users how the complaints procedure works, and how they go about making the complaint, and the different options available to them, it also gives the timescales of the different levels. If they are still not satisfied, there are also the contact details of the Care Quality Commission, Social Services, General Social Services Council.
How to Contact Care in the Home Ltd 
The How to Contact Care in the Home Ltd sets out the office hours, all contact telephone numbers of Care in the Home Ltd, and that we operate 24 hrs a day and the Managers Name.

Next review date 
The Next review date – Service User Letter will be sent out to the Service User two weeks before the review date, to forewarn the Service User, their family or representative of the review.  

Identity Cards

All members of staff of Care in the Home Ltd will be issued with Identity Cards, from the Registered Manager down to the Carer. All staff will be issued with a uniform so that Service Users, their families or representatives can easily identify them. If for any reason when a Carer turns up at a Service Users home, and they show their identification card, the Service User wishes to telephone the office to check the credentials, the Carer or member of staff must allow the Service User to do so, and they must give the Service User the Identification Card for the Service User to have the information in front of them when they telephone the office. 

When the Carer accepts the position of the job offer, and before the Carers Induction into Care in the Home Ltd, the Carer is asked to supply two passport photographs, one to be kept on the Carers file in the office and one to be made up for the Identification Card. Also on the Identification Card, the name of the Carer will be written in large print, the Logo and Name of Care in the Home Ltd, the telephone number of Care in the Home Ltd and the date of issue and expiry date. The Identification Card will expire every 24 months, and will therefore, have a new photograph inserted. The Identification Card will be laminated, so that if it is lost someone else cannot tamper with it and use it for their own purposes. When the Carer leaves Care in the Home Ltd’s employment, they are asked to return the Identification Card, along with their uniform, paperwork and any keys in their possession.

Agreements on Key Holding

At the referral it will be discussed as to whether the Service User wishes us to hold a key to their premises, how many, who should hold them and for what purpose.

a) Carers will hold the keys for their regular Service Users, to let themselves in on all visits. These will only be handed in if the Carer is off ill, on holiday or are leaving our employment.

b) Carers have to come into the office to collect the keys for the Service User before all visits are made and are then returned at the end of the shift.

c) Care in the Home Ltd holds one key only for the purpose of emergency callouts (this is the only key that Care in the Home Ltd charges for having in their possession). This key is then kept with the person on call out duties that week.

d) A mixture of any two of the above.

If at the referral it is agreed that for one or more of the above reasons Care in the Home Ltd holds a Service User's key, then an agreement form is signed by both the Service User and Care in the Home Ltd, stating the circumstances under which Care in the Home Ltd will hold the keys and how many.

Safe Storage of Keys

All keys are to be kept in secure keeping when in the possession of Care in the Home Ltd and it's Carers. 

a) Keys are never to be left unattended by Carers at any time.

b) All keys are to be locked in a key safe when in the office.

c) All keys for emergency call outs are kept in a portable key safe, and are to be kept in the possession of the person on call out duties at all times, and never left lying around.

d) All keys that are to be taken out for that shift must be signed out by the Carer, and when brought back to the office they are signed back in again by the Carer responsible.

e) All keys that are held by Carers for any reason will be signed out and then signed back in again when they are finished with, including the portable key safe and Carers who hold keys full time.

Entry Codes
In the instances where the Service User has an entry code, the code will only be given to Carers who need to know them, the code will be written down on a separate piece of paper to the Service User Details, so that if the code is lost, no one can use it to make entry to a Service Users home, and there is no trace to that Service User’s address.

Key Contract Terms and Conditions

1. All drugs medications and treatment creams must be notified to our Care Manager on Acceptance.

2. For reasons of health and Safety our staff are not permitted to smoke within the Service User’s home.

3. The fees at the date of acceptance are as set out in the Quotation for Service and Schedule of Rates. Our Invoices will be submitted to the Service User on a weekly basis and fall due for payment within 14  days of the invoice date.

4. Rates are subject to review periodically. This will reflect changes in the cost of living as well as changes in circumstance of the service to be provided.

5. We reserve the right to charge interest at the rate of 5% above the minimum lending rate of Barclays Bank Plc for the time being in force on any sums still outstanding 7 days after the date of the invoice. 

6. In the event that the Service User is accepted before these terms and conditions can be completed and signed, it is accepted by the Service User that these terms and conditions are in force from the date that the service commences. All fees and extra services must be paid for as they are incurred.

7. In the event that the Service User is absent for periods up to 14 days, it may be necessary to levy charges for continuing service where such services cannot be stopped for an intermittent period. Only the direct costs involved will be charged.

8. Other services and personal requirements can be arranged on request and will be charged as extras on the Service Users account.

9. If property of value is retained such as furs, jewellery, etc., then these items must be covered by the Service Users own insurance. Whilst every care is taken, Service Users are asked not to keep excessive sums of cash and or valuable items in their homes.

For the avoidance of doubt, the Service Provider does not cover any losses as would normally be covered by household insurance including but not limited to fire, theft, accidental damage and the like.

10. Should the Service User wish to terminate the Agreement and ease the domiciliary service, notice of not less than 7 days is required in writing unless the Service User’s service is for a predetermined period.

11. Should for any reason Care in the Home Ltd wish to terminate this agreement and cease delivery of the domiciliary service then Care in the Home Ltd will give the Service User 7 days notice in writing. During this period of notice, it is the Service User’s responsibility to organise alternative cover if it is required.

12. The Directors and staff of Care in the Home Ltd cannot accept responsibility for the Service User’s personal finances. However, the Directors remain available to discuss and advise the Service User and immediate family on such matters if requested to do so. This can include information regarding financial assistance with fees.

13. In the event that the Service User wishes to retain control of the payment of the fees, it is a requirement that a Guarantor be provided to underwrite the payment of the fees in the event that the Service User becomes incapable and or unable to pay and or make arrangements for the payment of the fees.

14. In the event that the Service User directly recruits any members of Care in the Home Ltd’s staff in the period of 3 months following termination of our service for whatever reason, then the Service User will be liable to pay a recruitment fee of 25% of the equivalent annual salary paid to the recruited ex-member of Care in the Home Ltd’s staff.

15. Arrangements will be made with the Service User to monitor and review their care needs on a three monthly basis. The Care Manager will carry out such reviews.

The Complaints Procedure

If a Service User has a complaint, they can either speak to their carer, or fill in the Complaints and compliments form in their Care Folder and fax/post it to us, (either the Service User, or a member of their family or representative can fill out and send in a complaints/Compliment form, or by fax, telephone or in person. If their complaint still has not been resolved to their satisfaction, then they can telephone our office and speak to the Registered Manager or the Care Manager. If their complaint is still not completed to a satisfactory standard, then they have the right to contact CQC.
Level One – Informal Resolution

The object is to resolve problems as early as possible, so that concerns do not become complaints. If a complaint is received this should be referred to the Care Co-ordinator who will consult with the complainant and establish:

a) What the cause of the complaint is

b) What the complainant seeks in order to put matters right

c) That the complainant knows the complaints procedure

Level Two – Formal Resolution
If the matter cannot be resolved at Level 1, either Complainant or Care Manager may refer the complaint to the General Manager.

Level Three – Formal Resolution – Appeal
If the matter cannot be resolved at Level 2, either the Complainant or Registered Manager can refer the complaint to the Directors. They will form a panel, which will meet and hear from the Complainant and the Registered Manager. They will review the situation and send their decision in writing to both the Complainant and the Registered Manager. Their decision is final.

On receipt of a complaint, a letter will be sent to Service User, family or representatives to inform them that we have received their complaint. We will reply to this complaint within 14 days, if it is not possible to give them a full reply with in this time – for instance, because a detailed investigation is required – we will give them an interim response, telling them what is being done to deal with their complaint, and when they can expect the full reply and from whom. 

That full reply will include details of who to contact next if they believe that their complaint has not been dealt with properly or fully. 

If, following that second response, they are still not satisfied, they can ask for the complaint to be passed onto the Directors.

They of course pass on the complaint to the CQC.

Disciplinary Process

If any members of staff are the subjects of a disciplinary investigation connected with the subject of the complaint, the complaint process must be suspended until the investigation is completed, and the Complainant notified.

Time Limits

Subject to any action in the above, each stage should be completed as quickly as possible, normally:

Level 1 – within 2 weeks

Level 2 – within 4 weeks

Level 3 – within 5 weeks

Care Quality Commission
Whilst the Complainant may take their complaint at any time to the Commission, the Directors should also consider whether they should advise the Commission of the complaint under Standard 26 of the National Minimum Standards for Domiciliary Care Agencies.

Records

A Complaints Record is kept in the office and a main copy on the computer. A full record of the complaint is written up, and all steps of the investigation are recorded on the computer, including any appeals, their resolution, and any other correspondence. A full copy of the record is then printed off to go into the Service Users file and the Carers file in the filing cabinet.

It is also important to record proactive feedback and the same book should record this and retain copies, of any “thank you” letters.

Encouragement to use the Complaints/Compliments Procedure
All Service Users, family, representatives and staff of Care in the Home Ltd are informed of the Complaints/Compliments Procedure. All Service Users, family and representatives are informed at the Service Users referral how to make complaints/compliments and how the procedure works and how to go about making a complaint/compliment. They are shown where to find the information in the Service User Folder, Complaints Procedure  and a Complaints and Compliments form, all Service Users, family and representatives are again reminded about the procedure at all reviews that are held.

If for any reason a Service User, family member or representative, have a complaint that has not been brought up before, but then state their complaint a review, then the Registered Manager or Care Co-ordinator doing the review will fill in a complaints/compliments form while they are there, and then action it when they return to the office.

Carers are informed about the Complaints/Compliments procedure at their staff induction, and they also have a written form in their Staff Handbook.

Acknowledgement of any Complaints/Compliments
All complaints/compliments received by Care in the Home ltd, are acknowledged in writing when they are received. The investigation will commence in the stated periods below.

Level One
– Informal Resolution


– 
within 2 weeks

Level Two
– Formal Resolution


– 
within 4 weeks

Level Three
– Formal Resolution – Appeal
– 
within 5 weeks

The Quality Assurance Process
We have a self- assessment system in place that requires all of our Policies and Procedures to be looked at annually, if not for any reason before hand. Any Policies or Procedures falling below our high quality levels will be reviewed and corrected to ensure that any problems will not happen again. Our Policies and Procedures will also be reviewed and changes made as any new regulations are brought in.

Quality is giving a service to each Service User to go with their needs at the time, to our full and best advantage. This is undertaken by making sure that all Carers are fully trained to do the work that they are set out to do. That all referrals are completed properly. That the proper Plan of Care is set up for the Service User from the beginning. That we are flexible enough to change Plan of Care if necessary, at short notice. That there are regular reviews to the Plan of Care, to ensure that all Service Users are receiving the best Plan of Care form for their needs.

That there is regular contact with all carers, when picking up/dropping off their timesheets every week, and to have regular meetings with all staff to ensure that any regulation changes are passed on, any grievances are aired and any problems sorted out. To have regular supervision of Care Staff and to ensure that they are still keeping up the quality of care as stated in their Induction. 

All timesheets will be checked against the rotas, to ensure that all visits have been made, and spot checks on the Service User Folder in the Service Users homes to make sure that both timesheets tally.

Specific information on Key Policy and Procedures
All procedures are in place, and are taught in the Induction programme that all Carers go through, no matter how qualified that they are.

How to Contact CQC, Social Services and GSCC
CQC – Care Quality Commission

Address:

Care Quality Commission (CQC)



South West Region
Citygate
Gallowgate

Newcastle upon Tyne    NE1 4PA
Telephone No:
03000 616161
Social Services
Adult Duty Helpdesk - Social Services, Gloucestershire.    01452 426868
GSCC – General Social Care Council
The GSCC has offices in London and in Rugby. 
Tel: 020 7397 5100 
Fax: 020 7397 5101 
Email: info@gscc.org.uk
Care in the Home Ltd

Hours of Operation

Office Hours:
MONDAY – FRIDAY
09:00am – 17.00pm

Write to us:

Unit 4, Bamfurlong Industrial Park,



Staverton,


Cheltenham,



Gloucestershire.




GL51 6SX
Telephone us:
01452 857959
Fax us:

01452 856784
Email Us:

info@careinthehomeltd.co.uk 

Web:


www.careinthehomeltd.co.uk
Details of Insurance Cover
Our existing insurance policy provides cover as follows:

a) Public liability insurance with an indemnity limit of £10,000,000

b) Employers liability insurance with an indemnity limit of £10,000,000

c) Professional indemnity insurance with a limit of £2,000,000
d) Product liability of £10,000,000

e) Healthcare Treatment liability £5,000,000

f) Abuse & Molestation liability £5,000,000

g) Directors & Officers liability £250,000
All payments made to Care in the Home Ltd can be paid by:

 Cheque, Cash, Standing Order, Direct Debit, BACS.
David McMahon - Personal History + knowledge of intended business.
· 35 years Sales and Marketing including People Management. 

· Implemented E.D.I. Electronic Data Interchange.   

· Provided support and analysis information for Field Sales Force 45 people.

· Managed Sales Office 9 people (Orders worth 52 million a year passed through my Office) Major player in Competitive Business Programme and First in Service for Blue Chip Company Caradon Mira, Twyfords, Stelrad and Ideal Standard in conjunction with Arthur Anderson Consultants and Price Waterhouse.  

· Major Player in introducing custom built Sales Order Processing System including the raising of Invoices & Credit Notes together with a Forecasting Module.  

·  Experience with low level programming with Query on I B M System 36, 38 and AS400 and S.A.P software.  
Courses Attended:

·  Presentation Skills, theory & practical, PC literate; Word, Excel. PowerPoint and Access, Increased understanding “Customer Care”” Interview Techniques, Coaching Skills, Telephone Training, Performance Re-view Training, Health & Safety and Risk Assessment and Residential Course on Problem Solving.  IBM residential course on Systems Analysis (5 days).  

· Major player in producing a corporate video for Caradon Mira (900 Employers) Obtained Investors in People Accreditation for Financial Services Company and Set Up all their Office procedures from Scratch.  

Suitability for running the intended Business

· Strengths are: Good Organisation Skills.   Excellent team building Skills, 

·  Good reputation for System and financial analysis reporting.  An advocate of continuous improvement also an advocate of Bench Marking and Goal Setting.  Excellent Project Control Skills i.e.’ Helped to Obtain Investors in People accreditation for a local Financial Services Company. 

·  This is an ideal opportunity of introducing a new company that will bring new employment, training and professional skills to people and also enable me to help those that need it in a very positive way.


· Re-training needed: Risk Assessment, Moving and Handling.

Helen McMahon – Director – qualifications
Institute of Leadership and Management Certificate 
NVQ level 3 in Management.

Registered Managers Award (level 4)

Qualified NVQ assessor (A1)
Foundation degree in health and social care
People handling & Risk assessment trainers certificate

City & Guilds Trainer Skills Qualification

Courses attended: 

Adult protection, First Aid, Signing Workshop, Risk Assessment, Communication, Health and Safety, Moving and Handling, Disease and Disability, Ageing process, Working with others, Personal hygiene, Death and dying, Food hygiene, Discrimination, Managing stress, Policies and protocols, Preventing falls, Administration of medicine, Preventing and minimising conflict, Deaf awareness, Stoma care and continence training. Skin & Wound care, prevention & treatment of pressure ulcers. Mental capacity Act 2005 workshop.
Medication management – Train the trainer
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