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Isolation Room Notice

Rooms 120, 220, and 320 are our designated isolation rooms.  If you are assigned to this room, please be advised that you may be relocated to another room within the facility in the event another resident’s, medical needs require isolation.  This room may or may not be a private room.

You will receive written notification about any intent to relocate, the reason for the relocation or transfer, its effective date, the location to which you will be transferred or moved to, and your right regarding transfers or relocation.  If you are to be relocated due to an isolation emergency situation, you will be notified of the anticipated relocation as soon as reasonable.

We look forward to you and your Next of kin/Point of Contact or legal agent’s cooperation and assistance in assuring all of the resident’s needs are met.

Signature:_____________________________


_____________________

     Point of Contact/Next of Kin



Date

Witness:_______________________________

_____________________










Date

This is a Comprehensive Admission Agreement  (referred to as “Agreement”) between

Stoddard Baptist Nursing Home (SBNH), 1818 Newton Street, NW. Washington, DC 20010 and _______________________________________ (referred to as “you” or “Resident”) and _______________________________________ Resident’s Next of kin/ Point of Contact.

This Agreement describes the services that SBNH will provide to you and the responsibilities of SBNH, the Next of Kin/Point of Contact.

I. Service and Payment

A. Service and Resident Status, SBNH will provide you with room and board, residential services and medical services.  SBNH’s medical services will be provided in accordance with a “plan of care” which SBNH and your physician will prepare after consultation with you.
B. Resident Physician, You have named Dr. _______________ as your physician.  At SBNH’s discretion, we may consult with your physician and request that your physician attend to you.  In the event that your physician is unavailable when needed or called upon by SBNH, SBNH may call its Medical Director or another physician, at SBNH’s discretion to take care of you until your doctor is available, and you agree to pay all costs and expenses for this physician.
C. Hospital Information, You authorize _______________________ Hospital located at ____________________________________ to provide SBNH with a copy of your medical record along with any other information about you, which the hospital may have upon your discharge from the hospital and entrance and/or readmission to SBNH.  The information forwarded from the hospital to SBNH will be used by SBNH only as authorized by you and/or the Next of Kin/Point of Contact in order to provide services to you.
D. Financial Responsibility
1. Rate Schedule, SBNH’s current rate sheet schedule for the Daily Room Rate and other items, services and medical care have been given to you.  SBNH may change the rate schedule from time to time upon no less than fifteen days written notice to you.
2. Payment, You agree to pay all SBNH charges and fee on or before the first day of the month following receipt of a bill.  Any outstanding amounts bear interest at the rate of 1 ½ percent per month.
3. Daily Room Rate, Private patients pay for SBNH’s services from there own income or resources or from their own private insurance at SBNH’s “Daily Room Rate” and at SBNH’s rate for other items and services.  Payment for Veterans Administration (“VA”) patients is covered by an agreement between SBNH and the VA.  Medicare and Medicaid patients are responsible to pay SBNH’s charges and fee from their own income or resources to the extent that those charges and fees are not paid for by the VA, Medicare or Medicaid patient.
4. Change in Status
a. Regardless of any change in your payment status during your stay at SBNH or any rejection or delay in obtaining eligibility under any payment program, you are responsible for all applicable SBNH charges and fees that are not timely paid under a payment program.

b. If you are eligible to change status to become a Medicaid patient, SBNH will provide you and/or Responsible Party with information regarding an application for Medicaid eligibility.  You and/or Next of Kin/Point of Contact however, have the ultimate duty and obligation to take all steps necessary, in a timely manner, to file for and obtain Medicaid eligibility.  You and/or Next of Kin/Point of Contact must notify SBNH in writing as soon as possible of your intention to seek Medicaid eligibility and when your application for Medicaid is filed.  If you and/or Next of Kin/Point of Contact fail to take all steps necessary in a timely manner to file for and obtain Medicaid eligibility, you and/or Next of Kin/Point of Contact will be personally liable to SBNH for all charges and fees not covered by Medicaid which otherwise would have been covered had application been made in a timely and proper manner.

5. Ancillary Items Services and Medical Care, SBNH offers a variety of items, services and ancillary medical care that are not covered by the Daily Room Rate and are not reimbursable under the VA, Medicare and Medicaid programs.  These items and services include, but are not limited to, podiatry services, rehab services, dental services, special food, special nurses, clothing, personal laundry, beauty and barber shops, newspapers and other health, convenience and comfort items and services.

6. Next of Kin/Point of Contact, Next of Kin/Point of Contact agrees to set up a direct deposit of all benefits upon admission to SBNH to assure payment to residents’ private resources.  SBNH will transfer all but seventy (70) dollars toward the cost of care or private portion.  The seventy (70) dollars is the personal allowance per the Department of Human Resources and is subject to change upon new regulations.  These monies may be maintained in a resident trust fund account as described below.

The Next of Kin/Point of Contact acknowledges that he/she has legal access to resident’s income and other resources.  The Next of Kin/Point of Contact agrees to pay from resident’s income and other resources any amount owed by the resident to SBNH.  The Next of Kin/Point of Contact agrees that upon resident’s discharge from SBNH, he/she will take responsibility for resident’s residential and medical needs.

7. Collection Cost and Legal Fees, The Resident and Next of Kin/Point of Contact are liable for agency collection charges and all other expenses and collection, including reasonable attorneys’ fees and court costs.

E. Private Patients
1. You are (_________) or are not (__________) a private patient.

2. Assignment of Insurance Benefits, You hereby assign to SBNH any private insurance coverage that you have that covers the services or items provided to you to SBNH.  The coverage consists of: Policy # __________ Group #_____________ with the ________________________ Insurance Company.  

Upon receipt by SBNH of a check or other payment order payable to you from an insurance company for services or items provided to you by SBNH, you authorize SBNH to endorse or otherwise cash this payment for you and retain the proceeds in payment for any amounts owed to SBNH and to release to your insurance companies any information about you required by the insurance companies to process payments required hereunder.

F. VA Patients
1. You are (________) or are not (________) a VA patient under terms of an agreement between SBNH and the VA.

2. Rights and Responsibilities; except as modified by SBNH’s agreement with the VA, VA patients have the same rights and responsibilities as a private patients.

G. Medicare Patients
1. You are (_______) or are not (________) a Medicare Part A patient.

2. You are (_______) or are not (________) a Medicare Part B patient.

3. Authorization, by signing this Agreement, you make the following authorization: “I request that payments or authorized Medicare benefits be made on my behalf to SBNH for any service and/or supplies furnished to me.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits payable for related services.”

4. Medicare Eligibility, in order to be eligible for Medicare coverage, you must meet all Medicare requirements and by signing this Agreement you certify that the information given by you or on your behalf to SBNH for Medicare eligibility purpose is correct.  SBNH will make an initial recommendation of Medicare eligibility based upon good faith effort by SBNH to review medical information about you available at the time of or prior to admission to SBNH.  Your condition will be reviewed biweekly by SBNH’s Utilization Review Committee with respect to continued eligibility.  You will remain liable for SBNH’s charges in the event that Medicare coverage is rejected or restricted without regard to SBNH’s involvement in that determination.

5. Coinsurance, you understand that Medicare Part A will pay only for a maximum number of days at SBNH: for the first 20 days Medicare Part A will pay for all covered services.  For the 21st day through the 100th day, Medicare Part A pays for all covered services except for a daily coinsurance amount that is your responsibility unless you are also a Medicaid recipient.  The current coinsurance amount is $124.00 per day.  Information can be provided regarding Medicare services.
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H. Medicaid Patients
1. You are (________) or are not (________) a Medicaid patient.

2. Medicaid Eligibility, in order to be eligible for Medicaid coverage you must meet all Medicaid requirements.  You are responsible for filing and for retaining Medicaid coverage.

3. Source of Income, if you are a Medicaid patient, SBNH is entitled to the proceeds from your Social Security and other income checks, except for the State authorized personal expenses, to be applied to the cost of your care. You authorize SBNH to endorse or otherwise cash such checks, disburse the personal allowance portion and other allowable personal expenses to you or others designated by you as entitled thereto, and to apply the balance to the cost of your care.

4. Medicaid Patient Eligible for Medicare Part B, if you are a Medicaid patient and you are eligible for Medicare Part B, SBNH will provide you and the Responsible Party with information and assistance regarding an application for Medicare Part B eligibility.  Unless you or the Responsible Party object, it is presumed that as a Medicaid patient eligible for Medicare Part B, you and/or the Responsible Party will take the necessary steps to apply for Medicare Part B in a timely manner.

II. RESIDENT AND SBNH RESPONIBILITIES

A. Resident’s Refusal to Accept Care, you have the right to refuse treatment.  If you refuse to accept any nursing care, medical or other treatment, or other item or service that SBNH or your physician believes is necessary, you accept responsibility for any consequences resulting from your refusal to accept nursing care or medical treatment and SBNH is released from any and all liability which may result from the lack of this care, treatment, item, or service.

B. Food, Beverage, and Drug Substance, SBNH will not be liable for any services received by the resident, but not provided by SBNH, i.e. food, beverage, drug, etc.

C. Medicine, Medication and Treatment, SBNH will not furnish you with any medicine, medication or treatment unless your physician or SBNH’s Medical Director first authorized SBNH to do so.

D. Emergency Medical Treatment, You authorize SBNH to provide you with any emergency medical treatment that SBNH or your physician believes necessary or to arrange form you transfer to a hospital or other facility for these purposes.

E. Responsibility for Personal Items, SBNH is obligated to take reasonable precautions to provide you and your personal belongings with security, including providing a reasonable amount of secured space for your belongings.  SBNH, however, cannot be responsible for any loss or damage to your valuables or money that is not delivered into the custody of SBNH’s Administrator or his/her designee, unless that loss or damage is caused solely by the negligent or willful action of the SBNH staff.

F. Liability for Personal Injuries, Illness, Disability, Death, or Other Harm or Property Damage, SBNH will not be liable for personal injuries, illness, disability, death, or other harm or property damage of any kind suffered by you while under our care while being transferred or discharged, except where personal injury, illness, disability, death or other harm or property damage is caused solely by SBNH’s negligence. You agree to indemnify and hold SBNH and its officers, employees and agents harmless from and against any liability for personal injuries, illness, disability, death, or other harm or property damage caused by you.

III. TRANSFER, DISCHARGE, AND TERMINATION

A. Involuntary Transfer and Discharge, You will occupy a room assigned by SBNH and SBNH will permit you to retain the room originally assigned.  However, SBNH may transfer you to another room or part of the facility, o transfer you to another facility or discharge you if:

(i) The transfer or discharge is necessary for the resident’s welfare and the resident’s needs cannot be met in the facility;

(ii) The transfer or discharge is appropriate because the resident’s health has improved sufficiently so the resident no longer needs the services provided by the facility;

(iii) the safety of individuals in the facility is endangered;

(iv) the health of individuals in the facility would otherwise be endangered;

(v) the resident has failed, after reasonable and appropriate notice, to pay for (or have paid under Medicare or Medicaid) a stay at the facility.  For a resident who becomes eligible for Medicaid admission to a facility, the facility may charge a resident only allowable charges under Medicaid; or

(vi) The facility ceases to operate.

When the facility transfers or discharges a resident under any of the circumstances specified in paragraph (i) through (v) above, the resident’s clinical record must be documented.  The documentation must be made by –

(i) The resident’s physician when transfer or discharge is necessary under paragraph (i) or (ii) of this section; and

(ii) A physician when transfer or discharge is necessary under paragraph (iv) of this section.

SBNH will give at least 30 days prior written notice of any involuntary transfer or discharge (and at least 7 days notice of a relocation within the facility) and an opportunity to appeal the transfer or discharge, unless this is not practicable, such as in an emergency when your continued presence at SBNH would be hazardous to you or others due to urgent medical needs.

We will also notify the Long Term Care Ombudsman, program, the Responsible Party and, if applicable, the Director of DHS.  If you are transferred because of any emergency situation, we will provide the required notice as soon as reasonable.  The involuntary discharge letter will contain the reasons for the transfer, relocation or discharge and its effective date, the location to which you will be transferred, relocated or discharged, and your rights regarding discharge, relocation, or transfer.  The letter will also tell you how you can appeal our decision to transfer, relocate or discharge you by requesting a hearing, and will tell you what agencies you can call.

If you are to be discharged involuntarily, we will comply with the current law in making discharge or transfer arrangements.

You and your Responsible Party or legal agent must cooperate and assist in the discharge planning, including cooperating with and assisting other facilities considering admitting you and cooperating with governmental agencies.

B. Voluntary Transfer or Termination of Agreement by Resident, you may arrange for your discharge from SBNH at any time and for any reason.  If you do not, however, provide SBNH with at least five days notice of your departure, you will be charged for the five-day notice period (if permitted by applicable law).  You will pay all amounts owed by you to SBNH prior to your departure date.

IV. READMISSION

A. Readmission Conditions, if you leave SBNH for the hospital, SBNH will endeavor to readmit you to SBNH unless:

1. You need a level of care not provided by SBNH.

2. Your physician or SBNH’s Medical Director determines that you would be a danger to yourself or others.

3. At the time of proposed readmission, you have unpaid fees or charges owing to SBNH.

4. SBNH does not have an appropriate bed available for you.

B. Admission Documentation, if you are readmitted to SBNH after a hospital stay (within 45 days) this agreement and all other admission paperwork, at SBNH’s option, will be in full force and effect as if no hospital stay had occurred.

C.
Resident’s Rights, as a Resident of SBNH, you have many rights under federal and State law.  Some of those rights are listed in this section.  You will be given a written description of all of your rights.

A. You have the right to make your own medical decisions, to manage your personal affairs and to access your medical records as permitted by law.  If you become incapable of making your own decisions, it may be necessary for someone else to make decisions for you.  For this reason, we recommend that you make advance directives for medical decisions and appoint a Power of Attorney for financial decisions, but you are not required to do so.  It is recommended that you consult with an attorney to prepare a financial Power of Attorney.  As part of the admission process you will be given a description of your legal rights to decide about your future medical treatment, as well as information about making advance directives.  If you make an advance directive you should provide SBNH with a copy.

B. Selection of a Doctor or Other Provider
You may select your own doctor and other health care providers. Your doctor and other health care providers must follow our policies.  If your doctor and other health care providers do not follow our polices and procedures, SBNH will ask you to choose other providers.  You or your insurer, including the Medicaid Program, are responsible for you doctor’s payment.  If you do not have your own doctor, you may choose one from the list of physicians who practices here.  If you or your agent is unable to choose your own doctor, we will assign one to you from this list.  In case your doctor is not available when needed, our Medical Director, or designee, will take care of you until your doctor is available.

C. Your Right to make Complaints and Suggest Changes in Policies and Services
You may make complaints about your care in the Facility and you may suggest changes in the policies and services of the Facility.  You will not be harassed or discriminated against for making a complaint or suggesting a change in a policy or services.  You may present your complaints orally or in writing to Facility Staff or the Administrator.

If the Facility is unable to resolve your complaint, it will be sent to the Long-Term Care Ombudsman’s Office.  You may request a hearing from that office.

D. Holding your bed if you leave the Facility
If you are hospitalized or on leave from SBNH, we will hold your bed for you as follows:

1. If you are a private-pay resident or are receiving inpatient care reimbursed under the Medicare Program (and you are not covered under Medicaid), we will hold your bed for as long as you pay for it at the current daily rate unless you notify us otherwise.

2. If Medicaid pays for part or all of your nursing home care and you need to be hospitalized, we will hold your bed for up to the maximum number of days required under Medicaid regulations, currently 18 days per DC Fiscal Year (Oct 1 – Sept 30).  If you are away from the Facility on a leave of absence which is provided for in your plan of care and approved by your physician, we will hold your bed for up to the maximum number of days required under Medicaid regulations, currently 18 days each DC Fiscal year.  While we are holding your bed, you are still required to pay the Facility any amount for which you are responsible as determined by the Medicaid Program.  Whether in the hospital or on leave of absence the days are cumulative.

If your hospitalization or leave exceeds the number of days paid by Medicaid Program, you may pay privately to reserve your bed for the additional days.  In any case, if your hospitalization or leave of absence exceeds the total number of days paid by the Medicaid Program or any other payer, you have the right to be readmitted to the first available gender-appropriate semi-private bed.

The maximum number of days for which the Medicaid Program will pay to hold your bed for hospitalization or leave of absence may be increased or decreased based upon changes in the law or the regulations established by the District of Columbia Medical Assistance Program.

3. If you have applied for Medicaid, your bed will be reserved in accordance with Paragraph 2.  However, if you are found to be ineligible for Medicaid, then you are required to pay for the bed as a private pay patient as described in Paragraph 1.

4. Other third-party payers may or may not have a bed hold policy.  We will discuss this if it applies to you.

V. ADVANCE DIRECTIVE ACKNOWLEDGEMENT

A. You have received an oral and a written explanation of your right to make an Advance Decision (“Advance Directive”) about life-sustaining or life-prolonging measures in cases where you are acutely and terminally ill and not conscious or otherwise competent to make decisions.  SBNH will not withhold or withdraw life-sustaining or life-prolonging measures from you without an Advance Directive and a physician order.  You understand that you are not required to execute an Advance Directive.  The terms of any Advance Directive that you have executed will be followed by SBNH to the extent permitted by law.

B. You have (_______) or you have not (​​​​_______) executed an Advance Directive.

VI. EQUIPMENT

SBNH will furnish standard equipment ordered by your personal physician.  In addition, with SBNH’s written consent, you may bring to SBNH special equipment for your personal use.  You do so, however, at your own risk.

VII. NOTICE OF CONSENT TO AIDS/HEPATITIS B TESTING

A. Applicability, SBNH is legally authorized to require that Residents be tested for HIV antibodies (AIDS) and for Hepatitis B Infection when a SBNH health care worker is exposed to the body fluids of a Resident in a way which may transmit AIDS or Hepatitis B.

B. Consent, In the event of such exposure, you have consented to testing by signing this Agreement, and you have consented to the release of the test results to the exposed health care workers.  Except in emergencies, you will be informed before any of your blood is tested for AIDS or Hepatitis B, and you will be given the opportunity to ask any questions.

C. Test Results, you will be provided with the test results and appropriate counseling.  Test results, if positive will be reported to the DC Department of Health.

VIII. NOTIFICATION OF FUNERAL HOME

A. In the event of your death, you authorize SBNH to contact the _____________

____________________________________Funeral Home.

Street Address:


______________________________________

City, State and Zip Code:
______________________________________

Phone Number:


______________________________________

B. Also, in the event of your death, you authorize SBNH to enter your living quarters to inventory, secure, and store any of your property.

C. If you have made arrangements to donate your remains, please complete the remainder of this paragraph:

Name of Institution:


________________________________

Contact Person & Phone Number:
________________________________

Transportation Agreement:

________________________________

Is a Funeral Home Involved?

________________________________

Name of Funeral Home


________________________________

MISCELLANEOUS

A. Assignment, no party to the Agreement may assign his/her rights or responsibilities under the Agreement.

B. Merger Clause, this Agreement constitutes the entire agreement among the parties hereto and this Agreement may not be amended except in writing signed by the parties to the Agreement.

C. Choice of Law, the Agreement will be governed and construed in accordance with the laws and regulations of the District of Columbia.

D. Severability, whenever possible, each provision of this Agreement will be interpreted in such a manner as to be effective under applicable law.  If at any time any provision of this Agreement is deemed invalid, this provision will be severed from the Agreement and the remaining provision of this Agreement will be unaffected. 
E. Additional Documents, it is not possible to cover everything that is important to your stay in our Facility in the body of this Contract.  Therefore, we have included additional important documents as Exhibits.  These Exhibits are part of this Contract.  Please verify that you received the Exhibits and that the contents of the Exhibits were explained to you by placing your initials on the line next to the description of each Exhibit.

CHANGES IN LAW

Any provision of this Contract that is found to be invalid or unenforceable as a result of a change in State or Federal law will not invalidate the remaining provisions of this Contract and, it is agreed that to the extent possible, the Resident and Facility will continue to fulfill their respective obligations under this Contract consistent with law.

The undersigned on the ________ day of __________________________________ having







Month 


Year

read the Agreement, understand and agree to the terms and conditions of the Agreement.

By:
______________________________

Signature

Resident:

Next of Kin/Point of Contact

Relationship to Resident:

Address:



Telephone:

Witness:

Admission Agreement Addendum

Resident and Facility Arbitration Agreement – Read Carefully

It is understood and agreed by Stoddard Baptist Nursing Home (the “Facility”) and __________________________________ (“Resident”, or “Resident’s Authorized Representative”), hereinafter collectively the “Resident”) that any legal dispute, controversy, demand or claim (hereinafter collectively referred to as “claim” or “claims”) that arises out of or relates to the Resident Admission Agreement or any service or health care provided by the Facility to the Resident, shall be resolved exclusively by binding arbitration to be conducted at a place agreed upon by the parties, or in the absence of such agreement, at the Facility, in accordance with the American Health Lawyers Association (“AHLA”) Alternative Dispute Resolution Service Rules of Procedure for Arbitration which are hereby incorporated into this agreement,” and not a lawsuit or resort to court process except to the extent that applicable state or federal law provides for judicial review of arbitration proceedings or the judicial enforcement of arbitration awards.

This agreement to arbitrate includes, but is not limited to, any claim for payment, nonpayment or refund for services rendered to the Resident by the Facility, violations of any right granted to the Resident by law or by the Resident Admission Agreement, breach of contract, fraud or misrepresentation, negligence, gross negligence, malpractice, or any other claim based on any departure from accepted standards of medical or health care or safety whether sounding in tort or in contract.  However, this agreement to arbitrate shall not limit the Resident’s right to file a grievance or complaint, formal or informal, with the Facility or any appropriate state or federal agency.

The parties agree that damages awarded, if any, in an arbitration conducted pursuant to this Arbitration Agreement shall be determined in accordance with the provisions of the state or federal law applicable to a comparable civil action, including any prerequisites to, credit against or limitations on, such damages.

It is the intention of the parties to this Arbitration Agreement that it shall inure to the benefit of and bind the parties, their successors and assigns, including the agents, employees and servants of the Facility, and all persons who claim is derived through or on behalf of the Resident, including that of any parent, spouse, child, guardian, executor, administrator, legal representative, or heir of the Resident.

All claims based in whole or in part on the same incident, transaction, or related course of care or services provided by the Facility to the Resident, shall be arbitrated in one proceeding.  A claim shall be waived and forever barred if it arose prior to the date upon which notice of arbitration is given to the Facility or received by the Resident, and is not presented in the arbitration proceeding.

The parties understand and agree that by entering this Arbitration Agreement they are giving up and waiving their constitutional right to have any claim decided in a court of law before a judge and a jury.

The Resident understands that (1) he/she has the right to seek legal counsel concerning this agreement and (2) the execution of this Arbitration is not a precondition to the furnishing of services to the Resident by the Facility.  This Arbitration Agreement shall remain in effect for all care and services subsequently rendered at the Facility, even if such care and services are rendered following the Resident’s discharge and readmissions to the Facility.

______________________________________

_____________________________________

Resident/Representative Signature  
Date

Facility’s Authorized Agent 

Date

_____________________________________

_____________________________________

Resident/Representative Printed Name


Facility’s Authorized Agent Printed Name

Stoddard Baptist Nursing Home

Barber and Beauty Shop Services

Pricing List

The Barber and Beauty Shop is open for services to residents form 9:00 a.m. to 5:00 p.m., on Wednesday and Friday.  The following services are available at the indicated prices:

	Permanent
	30.00
	Shampoo and Conditioner Only
	  3.50

	Shampoo & Set
	10.00
	Shampoo Set & Conditioner
	11.00

	Shampoo, Set & Cut
	15.50
	Permanent Relaxer
	27.00

	Shampoo Blow Dry
	  7.50
	Beside Service
	  4.00

	Shampoo Blow & Curl
	  8.00
	Hair Cut Shampoo and shave
	  9.50

	Men’s Hair Cut
	  6.50
	Shave Only
	  2.50

	Ladies Hair Cut
	  6.50
	Wigs
	  9.50

	Special Conditioner
	  4.00
	Mustache Trim Only
	  1.00

	Color Rinse
	  2.50
	Cut Hair Ends Only
	  3.75

	Hair Tint
	15.00
	Hair Net
	   .35

	Shampoo Press and Curl
	11.50
	Eyebrow
	    .50

	Shampoo & Press
	  7.50
	Ear Hair
	    .50

	Shampoo Only
	  3.50
	Nose Hair
	    .50

	Shampoo Hair Cut (Men)
	  7.00
	Eyebrow, Ear Hair, Nose Hair, Cut & Shave (all for a low price)
	10.00


Residents and family members may pay for these services by check for the exact amount or by charging it to their personal accounts, if they have such and account.  The cosmetologist is responsible for collecting fees or charging personal accounts.

If you wish to have a resident’s hair done, contact the nursing staff on the residents’ floor (unit).  Nursing will inform the unit clerk or their social worker to make a request for an appointment.  Once the cosmetologist collects the request forms an appointment will be made.  Please be sure to tell the staff member the services you are requesting.

*Please Note:  D.C. Regulations states that monies drawn from resident’s account must have authorized signatures on each form.  Therefore, when requesting beauty services, the request form must be signed by authorized person/persons.  You may sign two or three forms at a time, date them and return to the request book on the unit.  Residents’ that can sign their own forms may do so.  At this time we do not accept standing appointments.

I, the undersigned resident or his/her Next of Kin/Point of Contact hereby authorize the Stoddard Baptist Nursing Home to provide services at the Beauty/Barber Shop as needed.

________________________________________         ________________________________________

Resident’s Name (Print or Type)

         Signature of Resident/Next of Kin/Point of Contact

________________________________________        _________________________________________

Witness





         Date

Bed Hold Agreement for Private Pay Residents

I, ________________________________, understand that Stoddard Baptist Nursing home will continue to hold the bed for _______________________________, in the event of leave of absence from the facility.  I also hereby authorize Stoddard Baptist Nursing Home to bill for private bed hold at the rate of $280.00/day.

[  ]
I agree to the above statement.

[  ]
I do not agree to the above statement.  I understand that any of leave of absence from the facility, will be considered a discharge, in which case, the bed may be made available for any immediate occupancy.  

________________________________________

___________________________

Signature of Resident/Next of Kin/Point of Contact

Date

________________________________________

___________________________

Witness







Date

Rev:  4//3/07

Rate Schedule

Effective April 1, 2007
Room, Board and Routine Nursing Care

          Intermediate/Skilled

$280.00 per day

Physical Therapy

Evaluation





$ 50.00 per unit (15 minutes)

Treatment





$ 50.00 per unit (15 minutes)

Occupational Therapy

Evaluation





$ 50.00 per unit (15 minutes)

Treatment





$ 50.00 per unit (15 minutes)

Speech Therapy

Evaluation





$ 50.00 per unit (15 minutes)

Treatment





$ 50.00 per unit (15 minutes)

Clinitron Bed and supplies



$ 200.00 per day


Mattress Overlay




$ 15.00 per day

Pharmaceuticals





    Billed as used

Medical Supplies





    Billed as used

Transportation

 
Wheel chair van 




$ 50.00

Taxi






$ 15.00

Escort Fee





$ 15.00

Rev 4/1/07

rev: 2/28/06

STODDARD BAPTIST NURSING HOME RESIDENTS RIGHTS POLICY

REGARDING ADMISSION, TREATMENT, TRANSFER, CIVIL RIGHTS, AND DISCHARGES

Attached is information that you and/or your family may want to have in order to make a decision about admission to the Facility including, information, about policies, rates, services, resident groups, the physical and social environment, and the complaint and/or suggestion procedure.

You have the right not to be transferred or discharged except for serious medical reasons, for your own good, for the welfare of other residents, or non-payment of bills.  If there is a good reason to be moved, you should have 30-days notice and you have the right to an impartial hearing in the matter.  Only in a medical emergency may the 30-day notice be waived.

The policy of the Stoddard Baptist Nursing Home is that no person shall, on the grounds of race, color, creed, social status, national origin, handicap or age be excluded from participation in, be denied benefits of, or otherwise be subjected to discrimination in the provision of any care or services.  Procedures have been instituted to assist you in making a complaint in the event you feel that your rights have been violated.

REGARDING YOUR PERSONAL LIVING ENVIRONMENT

1. You have the right to create a home-like environment for yourself, as much as possible, within your living quarters, i.e., having and using your own personal possession, clothing, furniture, etc.

2. You have the right to privacy in your own room, i.e., personnel must knock before entering your room.  If your spouse is also a resident, you should be permitted to share a room unless medically contraindicated and documented in your medical record be your attending physician.

3. You have the right to communicate with others, in privacy, i.e., by letters, telephone and visits from your spouse, family, and friends.

4. You have the right to handle your own personal business affairs or to delegate this responsibility to the Facility or to a sponsor as appropriate, i.e., payments of bills.  If delegated, you have the right to proper accounting at least four times a year.

5. You have the right to expect that the Facility will provide for the safe-keeping of limited valuables and possessions if you request it and that you will be given a receipt for such items, i.e., jewelry.

6. You have the right to come and go as you wish, i.e., for visiting, shopping, religious, or social events, unless your physician has documented otherwise.

7. You have the right to engage in practices which express your individual beliefs, values, cultural and religious preferences, i.e., hair style, food, clothing prayer.  In addition, no religious beliefs or practices may be forced upon you by others.

8. You have the right to refuse to participate in any activity or practice which is against your religion or conscience, i.e., playing cards or watching movies within the Facility.

9. You have the right to be free from physical and mental harassment and abuse.

10. You cannot be required to perform services for the Facility.

11. If you are unable to read, you will have these rights and anything regarding your care read to you.

12. If you cannot write or sign your name, your mark will be witnessed by two person, at least one of whom is a staff member, who will indicate by your mark the reason for you inability to write your comment or sign your name.

REGARDING YOUR PROGRAM OF CARE

13. You have the right to know your medical condition and to participate in decisions about your program of health care, with the collaboration of your family.  In addition, you have the right to all of the information that you want to have to plan your health care, i.e., planning for treatments, medicines, activities, and diet.

14. You have the right to refuse any treatment, procedure, or medicine, as long as you understand the health risk of doing so.

15. You have the right to the privacy of your health, social, financial and other personal records.  Information may be given to others only with your written permission.

16. You have the right to continuous, high quality health care from competent professionals and closely supervised paraprofessionals in training, and auxiliary staff, i.e., licensed nurses, physician, therapist, nursing and medical students, licensed practical nurses and, nursing assistants.

17. You have the right to retain the services of your personal physician and the responsibility to see that he/she receives payment. 

18. You have the right to be fully informed to your satisfaction about research practices, studies being carried out at the Facility which affect your care, and to freely accept or freely refuse to participate in them, i.e., a study comparing different types of physical exercise and their effect on your ability to care for yourself.

19. You have the right to receive care in the least restrictive environment consistent with your health needs, strengths, and abilities, i.e., the Facility versus that Adult Medical Day Care Center.  In addition, you may not be restrained by physical or chemical means except on the specific written order of your physician.

20. You have the right to use informal and formal means to express problems that you experienced with your program of care or living environment and to receive a fair resolution of them without fear of discrimination, coercion or any other harm.  A copy of the grievance procedure is attached.

REGARDING THE LIMITATIONS ON INDIVIDUAL RIGHTS

21. You have the right to the full expression of your personal identity in so far as you show respect for and do not cause harm to your fellow residents and staff, i.e., playing loud music late at night.

22. All resident will be assigned to rooms, floors, and sections in a manner consistent with the provisions of Title VI of the Civil rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and the District Columbia Human Rights Act of 1977.  Resident will be not be asked if they are willing or desire to share a room with a person in contravention of these laws.  Further, transfer of patients from the assigned rooms will not be made for such reasons.

23. Staffs privileges will not be denied to professionally qualified personnel due to race, color, national origin, handicap or age.  Similarly, employees will be assigned to patient services without regard to any of the characteristics stated above.

24. All facilities of the Stoddard Baptist Nursing Home shall be utilized without regard to race, color, national origin, handicap or age.

QUARTERLY ACCOUNTING OF FINANCIAL STATUS

25. Written itemized accounting of disbursements and current balances will be distributed to you or your sponsor on a quarterly basis.

RESIDENT GRIEVANCE

POLICY AND PROCEDURE

The Facility maintains the following policy and procedures for reporting grievances in order to protect resident’s personal and property rights and to prevent mistreatment, neglect, or exploitation of residents.

POLICY

A resident or any person on a resident’s behalf has the right to voice a grievance either personally or by representative, orally (by telephone), in writing, or in person.  Residents will in no way be subjected to retaliation or discharged as a result of submission of a grievance.

PROCEDURE

Whenever possible, resolution of grievance should be accomplished by discussion between the complainant and the supervisor in charge of the area where the situation occurred.

When no satisfaction is realized, the following procedure for reporting grievance is followed.

WRITTEN GRIEVANCE

Grievance Report Forms shall be made available in the Administrative Offices, through the Facility social workers, and at each nursing station.  Where the resident or his/her representative so desires, a social worker shall assist in the completion of the Grievances Report Form.

ORAL GRIEVANCE

Oral Grievances may be made by direct contact with the Administrator, Director of Nursing, Social Workers, or any other individual who is able to record the grievance on the Grievance Report Form.

The Grievance Report Form should be filled out completely and dated with the date of the grievance.  The grievance will be reported to the Administrator by delivery of the Grievance Report Form.  Each grievance will be logged in an administrative report kept by the administrator.  The Administrator shall address all grievances within five (5) working days (excluding weekends and holidays) of their receipt.  A copy of the action taken and results will be provided to the person filing the report.  Where appropriate, entry of the occurrence shall be made in the personnel record of relevant staff in accordance with established Personnel Policies.

Grievance Reports will not be placed in the resident’s Medical Record unless a medical solution is indicated.  Where the Administrator is unable to resolve the grievance to the resident’s satisfaction, the resident will if he/she so desires, be assisted in contacting the Ombudsman Program of the District of Columbia Office of Aging.

The exercise of the grievance procedure shall not in any way impair, nor be a prerequisite to the rights of any resident to pursue other remedies for the violation of his/her civil rights.

STODDARD BAPTIST NURSING HOME

RESIDENT GRIEVANCE REPORT FORM

IN ACCORDANCE WITH THE FACILITY RESIDENTS RIGHTS GRIEVANCE POLICY AND PROCEDURE, EACH GRIEVANCE SHALL BE REPORTED IN WRITING TO THE ADMINISTRATOR.  WHERE THE RESIDENT DESIRES, ASSISTANCE WILL BE GIVEN IN COMPLETING FORM.  THE ADMINISTRATOR SHALL ACT ON A GRIEVANCE REPORT WITHIN FIVE (5) WORKING DAYS.

DATE _______________________________________

RESIDENT’S NAME ___________________________________________________________________

ROOM NUMBER ___________________



I.D. # _____________________

NAME OF PERSON COMPLETING THIS FORM ____________________________________________

RELATIONSHIP TO THE RESIDENT _____________________________________________________

NATURE OF GRIEVANCE (PLEASE PROVIDE ALL DETAILS, INCLUDING DATE(S), TIME, DESCRIPTION, PERSON (S) INVOLVED, ETC.)

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

SIGNATURE __________________________________________________  DATE ________________

DATE RECEIVED BY THE ADMINISTRATOR _______________________  INITIALS ______________

ADMINISTRATOR’S FINDING

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

ACTION TAKEN

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________

______________________________________

ADMINISTRATOR/DATE



DEPARTMENT HEAD/DATE

FOLLOW-UP REQUIRED

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

GRIEVANCE RESOLVED SATISFACTORILY

____________________________________

______________________________________

RESIDENT/RESPONSIBLE PARTY /DATE

ADMINISTRATOR/DATE

GRIEVANCE NOT RESOLVED SATISFACTORILY - - COURSE OF ACTION TAKEN

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

__________________________________________
       ___________________________________

SIGNATURE





       DATE

ACKNOWLEGMENT OF RECEIPT OF RESIDENTS RIGHTS/GRIEVANCE PROCEDURE
You are required to acknowledge in writing that you have received this document (RESIDENTS RIGHTS/GRIEVANCE POLICY AND PROCEDURE) and all rules and regulations that govern resident conduct and responsibilities for the Stoddard Baptist Nursing Home.

This is to acknowledge that I have received a copy of the Stoddard Baptist Nursing Home Residents 

Rights Policy.  Further, I had the opportunity to read and understand the policy and have my questions 

regarding it answered.  I understand that in signing, I am accepting the rights and responsibilities 

contained in this policy. 

When the resident is incapable of understanding his other rights and responsibilities, these rights will 

devolve to the Next of Kin/ Point of Contact.

NOTE:
The Residents Rights Policy has been developed in accordance with 20 CFR 405.1121 (k) and DCMR 22 Section 3207.

_________________________________________
        __________________________________

Signature of Resident/Next of Kin/Point of Contact
        Date

_________________________________________
        __________________________________

Witness         





        Date

(202) 667-1282


Access Regulations Relating to Nursing Home

From The

Long-Term Care Ombudsman Program, District of Columbia

Office of Aging

1. The Stoddard Baptist Nursing Home shall permit members of community organizations and representatives of community legal services programs, whose purpose include rendering assistance without charge to nursing home residents, to have full and free access to the health care facility in order to:

A) Visit, talk with, and make personal, social and legal service available to all residents.

B) Inform residents of their rights and entitlement, and their corresponding obligations, under Federal and District Laws by means of distribution of educational materials and discussion in-groups and with individual patients.

C) Assist residents in asserting their legal rights regarding claims for public assistance, medical assistance, and social security benefits, as well as in all other matters in which patients are aggrieved.  Assistance may be provided individually, as well as on a group basis, and may include organizational activity, as well as counseling and litigation.

D) Inspect all areas of the health care facility except the living areas of a resident who protests such inspection.  Such authority shall not include the right to examine the business records of the facility without the consent of the Administrator, nor the clinical record of a resident without his consent.

E) Engage in all other methods of assisting, advising, and representing residents so as to extend to them the full enjoyment of their rights.

2. Such access shall be permitted between the hours of 8:00 a.m. and 8:00 p.m. daily, provided, however, the facility may require proper identification and may impose conditions reasonable to protect the security of the residents and the facility or to prevent commercial solicitations.

3. Persons entering a health care facility to render assistance to residents without charge shall promptly advise the Administrator, Acting Administrator, Resident Director or other available agent of the facility of their presence.  Such persons will not enter the living area of any resident without first identifying himself/herself to the resident and without receiving the resident’s permission to enter.

4. Individual residents have the complete right to terminate any visit by persons having access pursuant to this section.  Communications between a resident and such persons shall be confidential, unless the resident authorizes the release of such information.

5. No resident shall be punished or harassed by the health care facility or by its agent or employees because of his/her efforts to avail himself/herself or his/her rights.

6. The health care facility shall in a conspicuous place at or near the entrance of the facility and on each floor of the facility, post a notice which sets forth this section and shall upon admission or in the case of the person who is already a resident in such home within 48 hours of the effective date of his regulation provide every resident with a personal copy of such notice.  In the case of a resident who for any reason can not either read or write English such notice shall be given orally as well as in writing.  A certification of the provision of personal notice as required herein shall be entered in a resident’s clinical record.

Access contd.

7. Nothing in this section shall be constructed to restrict any right or privilege of any health care facility resident to receive visitors who are not representatives of community organizations or legal services programs as defined in subsection (a) of this section.

________________________________________

___________________________

Signature of Resident/Next of Kin/Point of Contact

Date

_______________________________________

___________________________

Witness 






Date

Rev. 7/8/04

RESIDENT’S RESPONSIBILITIES FORM

I, the undersigned resident or his/her Next of Kin/Point of Contact

1. That to the best of my knowledge, accurate and complete information about present complaints, past illnesses and hospitalizations medications, and other matters to my/the resident’s health has been related to the staff of Stoddard Baptist Nursing Home prior to or at the time of admission as well as during the resident’s stay;

2. To report unexpected changes in the condition of myself/the resident to the responsible health care practitioner;

3. To make it known to the responsible health care practitioner that I clearly comprehend the contemplated course of action and what is expected of the resident and/or myself;

4. To be considerate of the rights of other resident and the facility personnel and for my/the resident’s behavior in the control of noise, smoking, and number of visitors;

5. To be respectful of the property of others persons and of the Stoddard Baptist Nursing Home; and

6. To assure that the financial obligations for my/the resident’s health care are fulfilled as promptly as possible

Furthermore, I, the undersigned resident or Next of Kin/Point of Contact:

1. The resident’s responsibility for following treatment plans recommended by the health care practitioners responsible for his or her care and for following facility rules and regulations affecting resident care and conduct:

2. The resident’s responsibility to designate persons needing to be contacted in case of an emergency, and that I clearly comprehend that failure to do so is my choice,

3. The resident’s responsibility for his/her actions if treatment is refused or if the health care practitioner’s instructions are not followed.

____________________________________________

________________________________

Signature of Resident/Next of Kin/Point of Contact

Date

___________________________________________

________________________________

Witness







Date

STATEMENTS AND REPRESENTATIONS

OF NEXT OF KIN/ POINT OF CONTACT 

I, _______________________________________________, next of kin/point of contact for 

________________________________________________, resident, make the following statements 

and representations to Stoddard Baptist Nursing Home (Stoddard):

1. As next of kin/ point of contact, I have fully disclosed all assets, property, liabilities, income, resources, expenses, insurance coverage and insurance policies of resident for which I 

have knowledge.

2. As next of kin/ point of contact, I have assisted Stoddard to the best of my knowledge and ability, in placing all sources of income of resident on direct deposit to a Stoddard Resident Fund Management System (RFMS) account.  In the event that I default in delivering the resident responsibility payment (care cost) for a period of two (2) months, I hereby authorize Stoddard Baptist Nursing Home to place all resident’s income on direct deposit.
3. As next of kin/ point of contact, I will deliver to Stoddard the resident responsibility payment within 5 business days of availability of resident’s income until all of resident’s income is being directly deposited to a Stoddard RFMS account.  

4. As next of kin/ point of contact, I understand that any false or misleading statements I have made to Stoddard resulting in loss of income to Stoddard, will be pursued and prosecuted to the full extend allowed under the law.

______________________________________________






            Next of kin/ Point of contact Full Name (Print)

                                                                            ______________________________________________






            Address

______________________________________________






            City/State/Zip

______________________________________________






            Telephone Number

______________________________________________






            Signature

_____________________________________________

Witness

_____________________________________________







Date

ADVANCE DIRECTIVES STATUS FORM

RESIDENT’S NAME:_______________________________________________

__________
I have received information on Advanced Directives for Health Care.

__________
I have completed a Durable Power of Attorney for Health Care and/or Living Will.

_________
I have not appointed anyone to make Health Care decision for me.

_________
The resident was unable to communicate whether an Advance Directive had been executed previously.

Signatures:     ________________________________________________


Resident





Date



_________________________________________________________________



Next of Kin/Point of Contact


Date



________________________________________________



Witness





Date

ADVANCE DIRECTIVE

This document has been prepared and distributed as an informational service of the District of Columbia Hospital Association.

INSTRUCTION AND DEFINITIONS

Introduction:

This is a combined durable power of attorney for health care and living will for use in D.C., Maryland, and Virginia.

With this form, you can:

· Appoint someone to make medical decisions for you if you in the future are unable to make those decisions for yourself.

· Indicate what Medical treatments you do or do not want if in the future are unable to make your wishes known.

Directions:

· Read each section carefully.

· Talk to the person you plan to appoint to make sure that he/she understands your wishes, and is willing to take the responsibility.

· Place the initials of your name in the blank beside those choices you want to make.

· Fill in only those choices that you want under Part 1, 2, and 3.  Your advance directives should be valid for whatever part(s) you fill in, as long as it is properly signed.

· Add any special instructions in the blank spaces provided.  You can write additional comments on a separate sheet of paper, but you should indicate on the form that there are additional pages to your advance directives.

· Sign the form and have it witnessed.

· Give your doctor, your nurse, the person you appoint to make your medical decisions for you, your family, and anyone else who might be involved in your care, a copy of your advance directive and discuss it with them.

· Understand that you may change or cancel this document at any time.

Words You Need to Know:

Advance Directive: A written document that tells what a person wants or does not want if he/she in the future can’t make his/her wishes known about medical treatment.

Alternative Nutrition and Hydration: When food and water are fed to a person through a tube.

Autopsy: An examination done on a dead body to fine the cause of death.

Comfort Care: Care that helps to keep a person comfortable but does not make him/her better.  Bathing, turning, keeping a person’s lips moist are types of comfort care.

CPR (Cardiopulmonary Resuscitation): Treatment to try and restart a person’s breathing or heartbeat.  CPR may be done by pushing on the chest, by putting a tube down the throat, or by other treatment.

Durable Power of Attorney for Health Care: An advance directive that appoints someone to make medical decisions for a person if in the future he/she can’t make his/her own medical decisions.

Living Will: An advance directive that tells what medical treatment a person does or does not want if he/she is not able to make his/her wishes known.

Organ and Tissue Donation: When a person permits his/her organs (such as eyes or kidneys) and other parts of the body (such as skin) to be removed after death to be transplanted for use by another person or to be used for experimental purposes.

Persistent Vegetative State: When a person is unconscious with no hope of regaining consciousness even with medical treatment.  The body may move and eyes my be open but as far as anyone can tell, the person can’t think or respond.

Terminal Condition: An on-going condition caused by injury or illness that has no cure and from which doctors expect the person to die even with medical treatment.  Life-sustaining treatments will only prolong a person’s dying if the person’s suffering from a terminal condition.

D.C., Maryland, and Virginia

ADVANCE DIRECTIVE

My Durable Power of Attorney for Health Care, Living Will, and Other Wishes

I,_________________________________, write this document as a directive regarding my medical care.

Put the initials of your name by the choices you want.

PART 1.  MY DURABLE POWER OF ATTORNEY FOR HEALTH CARE.

______ I appoint this person to make decisions about my medical care if there ever comes a time when I 

             cannot make those decisions myself;

________________________________   ____________________    _______________

NAME




   HOME #

        WORK #

_______________________________________________________________________

ADDRESS

_______________________________________________________________________

CITY/STATE/ZIP

If the person above cannot or will not make a decision for me, I appoint this person:

_____________________________     _____________________   _________________

NAME




HOME #

     WORK #

_______________________________________________________________________

ADDRESS

_______________________________________________________________________

CITY/STATE/ZIP

_______ I have not appointed anyone to make health care decisions for me in this or any 

              other document.

I want the person I have appointed, my doctors, my family, and others, to be guided by the decisions I have made below:

Part 2. MY LIVING WILL

These are my wishes for my future medical care if there ever comes a time when I can’t make these decisions for myself.

A. These are my wishes if I have a terminal condition:

Life-Sustaining Treatments

_____ I do not want life-sustaining treatments (including CPR) started. If life-sustaining treatments are started, I want them stopped.

_____ I want life-sustaining treatments that my doctors think are best for me.

_____ Other wishes: __________________________________________

COMFORT CARE

_____ I want to be kept as comfortable and free of pain as possible, even if such care prolongs my dying or shortens my life.

_____ Other wishes: __________________________________________

B. These are my wishes if I am ever in an persistent vegetative state:
Life-Sustaining Treatments

_____ I do not want life-sustaining treatments (including CPR) started. If life-sustaining treatments are started, I want them stopped.

_____ I want life-sustaining treatments that my doctors think are best for me.

_____ Other wishes: __________________________________________

Artificial Nutrition and Hydration

_____ I do not want artificial nutrition and hydration started if it would be the main treatment keeping me alive.  If artificial nutrition and hydration is started, I want it stopped.

_____ I want artificial nutrition and hydration even if it is the main treatment keeping me alive.

_____ Other wishes: _________________________________________

Comfort Care

______  I want to be kept as comfortable and free of pain as possible, even if such care prolongs my dying or shortens my life.

______ Other wishes: ________________________________________

C. Other Directions

You have the right to be involved in all decisions about your medical care, even those not dealing with terminal conditions or persistent vegetative states.  If you have wishes not covered in other parts of this document, please indicate them here.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PART 3. OTHER WISHES

A. Organ Donation

_______ I do not wish to donate any my organs or tissues.

_______ I want to donate all of my organs and tissues.

_______ I only want to donate these organs and tissues:

______________________________________________________________________________


Other wishes:_________________________________________________________________

B. Autopsy

______ I do not want an autopsy.

______ I agree to an autopsy if my doctors wish it.

______ Other wishes: ____________________________________________________________

If you wish to say more about any of the above choices, or if you have any other statements to make about your medical care, you may do so on a separate sheet of paper.  If you do so, put here the number of pages you are adding: ________

PART 4. SIGNATURES

You and two witnesses must sign the document in order for it to be legal.

A. Your Signature

By my signature below I show that I understand that purpose and the effect of this document.

Signature: ______________________________________________ Date: ________________________

Address: ____________________________________________________________________________

B. Your Witnesses’ Signature

I believe the person who has signed this advance directive to be of sound mind, that he/she signed or acknowledge this advance directive in my presence, and that he/she appears not be acting under pressure, duress, fraud, or undue influence.  I am not related to the person making this advance directive by blood, marriage or adoption, nor to the best of my knowledge, am I named in his/her will.  I am not the person appointed in this advance directive.  I am not a health care provider or an employee of health care provider who is now, or has been in the past responsible for the care of the person making this advance directive.

Witness # 1

Signature: ______________________________________________  Date: _______________________

Address: ____________________________________________________________________________

Witness # 2

Signature: ______________________________________________  Date: _______________________

Address: ____________________________________________________________________________

Dear Family Member:
Each year influenza and viral pneumonia are possible threats to the well being of our resident.  In order to protect them we have arranged to have influenza and pneumococcal vaccine made available to our residents.  The influenza vaccine is effective for one season and the pneumococcal vaccine is effective for five years.  Before it can be administered however we must have the responsible family member and attending physician’s permission for each resident receiving the vaccine.

To assist us in this manner we hereby request that you sign the permission slip below which would allow us to request an order from the resident’s attending physician for the influenza and/or pneumococcal vaccination.  The physician will then order the vaccine if he or she believes it will benefit the resident.  Our licensed nurses will administer the vaccination to the residents.

Remember the vaccination cannot be given to your family until the completed permission slip is returned to us.  Please complete the form and return it to us as soon as possible.


Sincerely,

Lester M. Miles, MD

Medical Director


I HEREBY GRANT PERMISSION TO THE STODDARD BAPTIST NURSING HOME TO REQUEST AN ORDER FOR THE VACCINE (S) LISTED BELOW FROM THE ATTENDING PHYSICIAN FOR 

_____________________________________________________________________________

Resident’s Name

I UNDERSTAND THAT THIS PERMISSION FORM AUTHORIZES YEARLY ADMINISTRATION OF THE INFLUENZA VACCINE.

I UNDERSTAND THAT THE PHYSICIAN WILL EVALUATE THE POSSIBLE BENEFITS AND/OR RISK FOR EACH INDIVIDUAL ANNUALLY.

INFLUENZA VACCINE
[     ] YES
[     ] NO

PNEUMOCOCCAL
[     ] YES
[     ] NO

____________________________________________

________________________________

Signature of Resident/Next of Kin/Point of Contact

Date

____________________________________________

________________________________

Witness







Date

AUTHORIZATION FOR ROUTINE MEDICAL TREATMENT AND SERVICES

I, undersigned resident or his/her responsible party hereby authorized that Stoddard Baptist Nursing Home perform and administer routine services, diagnostic procedures, medical treatments and minor surgical procedures as they are considered therapeutically beneficial or necessary.  This authorization includes outside trips and activities.

_____________________________________
          ______________________________________

Resident’s Name (Print or Type)


          Signature of Resident/Next of Kin/Point of Contact 

_____________________________________

______________________________________

Witness 





Date

Rev. 7/8/04

RESIDENT CONSENT FORM

RESIDENT’S NAME _______________________________________
ID# ______________________

The undersigned hereby authorizes and consents to have photographs, videotapes, and/or motion pictures taken by Stoddard Baptist Nursing Home, its employees, and/or its duly authorized agents.

Further, the undersigned consents to participate in interview sessions and/or group and individual studies as applicable, which does not violate the residents rights policies and procedures.

This consent shall release the Stoddard Baptist Nursing Home, it’s employees, and/or its duly authorized agents from any and all liability in connections with the taking, use, publication and dissemination of said photographs, videotapes, television coverage, motion pictures, interview and/or study data and findings.

_______________________________________________
________________________________

Signature of Resident/Next of Kin/Point of Contact

Date

_______________________________________________
________________________________

Witness







Date

PERSONAL FUND AUTHORIZATION

RESIDENT___________________________________________________________________________

DATE_______________________________________________________________________________

This is an authorization for the Stoddard Baptist Nursing Home to hold and dispense my personal funds as my needs require.  You are to keep complete records of all deposits and disbursement of these funds and to make records available to me or my representative upon request.  These funds will be transferred after the requisitions for funds form has been signed and witnessed.

______________________________________


_______________________________    

Signature of Resident/Next of Kin/Point of Contact

Witness

OR

My funds will be handled by _____________________________________________________________

It is understood that the facility, Stoddard Baptist Nursing Home, shall receive payment from the above responsible person in the amount of $__________________________.

Personal funds amounting to $_______________________________Monthly will be handled by 

___________________________________________________________________________________.

If payment is defaulted by two months Stoddard Baptist Nursing Home has the right to do direct deposit.

_______________________________________________________

Signature of Resident/Next of Kin/Point of Contact 

______________________________________________________

Witness 

RESIDENT PERSONAL LAUNDRY INFORMATION

1. Labels are provided for resident clothing.  Families are asked to label all clothing entering the building and to maintain an accurate inventory of clothing.  Families may choose to use name labels provided by the Home or to label clothing with a permanent maker using the following “CODE” for the resident (Unit, First Initial, First two letters of Last Name):  Example: Jane Doe from Unit 2 would be: 2-JDO

2. For new admissions, if clothing has not been labeled prior to admission, clothing will be sent to laundry in bulk for labeling by the laundry technician.

3. The Home does resident laundry approximately twice per week.

4. The schedule for the laundry of personal clothing is:

Unit I 
– 
Wednesday 

Unit II
- 
Tuesday 

Unit III 
–
 Monday 

Clean Clothing will be returned to the Unit the morning following the specified personal laundry day.

5. Families desiring to do resident laundry:

A clothes hamper, labeled with the resident’s name, is provided for resident’s whose families prefer to do the laundry themselves.  Soiled clothing must be picked up at least twice per week.  If clothing has not been picked up in a timely manner, the clothing will be sent to the laundry.

A notation that the resident’s family desires to do laundry will be placed on the resident’s closet.  The home will be happy to do resident laundry when the family temporarily can not take care of this important need.  Please do not hesitate to contact the Director of Housekeeping and Laundry and notify them of this need.

When resident clothing is heavily soiled and can not be stored in the resident’s personal hamper, these items of clothing will be sent to the laundry to be washed.

________________________________________

___________________________

Signature of Resident/Next of Kin/Point of Contact

Date

________________________________________

___________________________

Witness







Date

Rev: 1/18/02   ab

STODDARD BAPTIST NURSING HOME

SMOKE – FREE ENVIRONMENT – POLICY

Stoddard Baptist Nursing Home is a “SMOKE – FREE” facility since January 1, 1997.  NO resident, family member, visitor, or staff will be allowed to smoke within the building.  NO resident admitted after January 1, 1997, will be allowed to smoke in or outside of the building.  This decision was reached because of the recent reports from the American Cancer Society relating to second-hand smoke and the findings on increase disease and death caused by cigarette smoking.  This policy is in keeping with Federal Regulation 483.15.  Residents found smoking or distributing smoking materials within the facility will be subject to discharge under the guidelines of Discharge/Transfer Law (6-108).

Under the grandfather clause, residents who were admitted prior to January 1, 1997 are permitted to smoke outside of the building.  They are however, by no means allowed to distribute smoking materials to other residents admitted after January 1, 1997.

The above was discussed with me and I agree to comply with Stoddard Baptist Nursing Home’s No Smoking Policy.

_________________________________________

___________________________

Signature of Resident/Next of Kin/Point of Contact

Date

________________________________________

___________________________

Witness







Date 
GENERAL INFORMATION
1. RELEASE OF INFORMATION:  The Stoddard Baptist Nursing Home may discuss all or part of the resident’s record with any person or corporation which has interest in or which is or may be liable under a contract to the Stoddard Baptist Nursing Home’s charge, including, but not limited to, hospital or medical service companies, insurance companies, worker’s, compensation carries or welfare funds.
2. PERSONAL VALUABLES:  The Stoddard Baptist Nursing Home shall not be liable for loss or damage to any money, jewelry documents, or other articles of unusual value unless deposited with the Stoddard Baptist Nursing Home for safekeeping.  While glasses should be marked for identification and dentures should be in a marked receptacle when not in use, the Stoddard Baptist Nursing Home assumes no responsibility for their loss or damage.
3. PROTECTIVE DEVICES:  In the event that the resident refuses to permit the use of protective devices when use has been directed by the staff of Stoddard Baptist Nursing Home the resident assumes all risk of injury as a result of such refusal.
4. ELECTRICAL APPLIANCES:  I assume all risk of loss of appliances brought into Stoddard Baptist Nursing Home; I also agree that such appliance may be checked for safety hazard by the Maintenance Department and may be prohibited if not safe.
5. MEDICARE/MEDICAID RESIDENT’S CERTIFICATION AND AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST:  I certify that information given by me in applying for payment under Title XVII and XIX of the Social Security Act is correct.  I authorized any holder of medical or other information about me to release to the Social Security Administration or its intermediaries or carriers any information needed for this or a related Medicare/Medicaid claim.  I request that payment of authorized benefits be made on my behalf.
6. RESIDENT’S RIGHTS:  I have received a copy of the Resident’s Rights policy.  I have had the opportunity to read and understand the policy, and have my questions regarding it answered.
7. RESEARCH:  I understand that I may have the opportunity to participate in research that is carried out in this facility.  If my personal participation in a research project is desired, the research will be explained to me, my voluntary informed consent will be requested, and I shall have the right to refuse.  I do hereby give permission for my health care record to be reviewed for research approved by Stoddard Baptist Nursing Home.
8. EDUCATION/TRAINING:  I understand that I may have the opportunity to voluntarily participate in the education of students from a variety of disciplines further understand that these studies shall be under supervision of professions at all times.
9. ACCESS REGULATIONS:  I have received a copy of the Access Regulations Relating to Nursing Homes.
10. RELEASE OF RESPONSIBILITY:  The Stoddard Baptist Nursing Home is released from any responsibility for the resident’s care, should the resident at any time deliberately and intentionally leave the premises for Stoddard Baptist Nursing Home unaccompanied by a staff and/or family member.  These include damages to other persons that may be the result of actions on the part of the resident.
_________________________________________

___________________________

Signature of Resident/Next of Kin/Point of Contact

Date

________________________________________

___________________________

Witness







Date 

Electrical Appliance/TV

We would like your loved one to have a clean, safe and enjoyable environment.  Please take a few minutes to review the following instructions:

1.
The TV should be no more than a 19-inch in order to provide adequate space in the room.

2.
The TV must have a suitable stand.  TVs will not be brought to the resident’s room unless a stand is available.

3.
The TV must have working antennae, and have the protective tips intact.

4.
Television sets are not to be taken directly to the unit.  They must be registered and left with the security desk.  

5.
All TV sets (including brand new ones) are checked by the engineering department and generally takes 24 to 48 hours before they are taken to the resident’s room.  TV sets brought in on Thursday will be delivered to the resident’s room on Monday as long as the TV is in good working order.  TV sets brought in on Friday and the weekend will be delivered on Tuesday as long as the TV is in good working order.

6.
If the TV is found not to be in good working order, the TV will be retained in the maintenance department to be picked up by the family member.  You will be notified to pick up TV within a week (7 days).

Again, we are working towards the safety and enjoyment of your loved one.  Your cooperation is highly appreciated.

_________________________________________

___________________________

Signature of Resident/Next of Kin/Point of Contact

Date

________________________________________

___________________________

Witness







Date

