APPENDIX

NCLC and Justice In Aging’s survey on nursing home debt collection practices included a
request for sample admission agreements that were signed by residents and third parties, in
addition to sample pleadings. Redacted versions of the documents provided are collated by
state in this appendix.

Alabama

1. Admission Agreement & Complaint: Trussville Health and Rehabilitation Center
2. Complaint: ProHealth LTC-Trussville, LLC
3. Complaint: ProHealth LTC-Trussville, LLC

District of Columbia

4. Admission Agreement: Stoddard Baptist Nursing Home

Indiana

5. Complaint & Admission Agreement: Hooverwood Indianapolis Jewish Home
6. Admission Agreement & Complaint: Bell Trace Senior Living
7. Admission Agreement & Complaint: Northwest Manor Healthcare Center

Kentucky

8. Admission Agreement: Signature Healthcare of Elizabethtown

New Jersey

9. Complaint & Admission Agreement: Foothill Acres Nursing & Rehabilitation Center

New York

10. Admission Agreement: GreenField Health & Rehabilitation Center

11. Admission Agreement: Elderwood at Hamburg

12. Admission Agreement: Beechwood Homes

13. Admission Agreement: East Neck Nursing and Rehabilitation Center

14. Complaint & Admission Agreement: Warren Manor

15. Agreement to Appoint Facility as Authorized Representative: Autumn View
Health Care Facility

Ohio

16. Complaint & Admission Agreement: Altercare Transitional Care of the
Western Reserve

17. Complaint & Admission Agreement: Chesterwood Nursing Care

18. FDCPA & ECOA Lawsuit: Rolf Goffman Martin Lang, LLP
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Alabama



Admission Agreement & Complaint: Trussville
Health and Rehabilitation Center



ADMISSION AGREEMENT

e creement (“Agreement”) states the terms and conditions agreed by you,
, your Responsible Party,
and ProHealth LTC- Trussville, LLC d/b/a Trussville Health and Rehab Center (“Facility”). In this
Agreement, “you™ and “your” refers to the person who wishes to become a resident at the Facility. Your
responsible party is your legal guardian, if one has been appointed, or your Attorney-in-Fact, if you have
executed a power of attorney, or some other individual or family member who agrees to assist the Facility
in providing for your health, care, and maintenance. The obligations of your Responsible Party are
described more fully in this Agreement, which you and your Responsible Party should read carefully
before signing this Agreement.

This Admission Agreement is a legally binding contract. Do not sign this Admission Agreement
until you have read it and understand its terms and have read the Resident Handbook in its entirety and
understand the policies and rules contained within it. By signing this Admission Agreement, you are
certifying that you have read this Agreement in its entirety and that you understand and agree to the terms
of this Admission Agreement. In the event you are discharged or transferred from the Facility and are
later readmitted, you will be bound by the terms of this Admission Agreement and Resident Handbook, as
each has been amended.

. Resident Handbook

You and your Responsible Party acknowledge that you have received a copy of the most recent
edition of the Facility’s Resident Handbook (including the Appendices, all of which are referred to in
this Agreement as the “Handbook™) dated _ 7/1/2016 . and that you have read the Handbook
in its entirety. The Facility has adopted the Handbook to reflect its current policies, rules, and
procedures for residents of the Facility and their respective family members and guests. The Facility
reserves the right to modify the Handbook from time to time as it deems necessary or advisable with
or without notice. You and your Responsible Party agree to abide by all of the policies and rules
contained in the Handbook, as they may be modified from time to time by the Facility.

2. Responsible Party

The person signing this Agreement as your Responsible Party has the following relationship(s) to
the Resident (please check all that apply):

Spouse \/ Relative Legal Guardian Attorney-in-Fact
Friend or Interested Person Other (state relationship)

A copy of any documentation substantiating this relationship must be provided to the Facility.
The Responsible Party represents to the Facility that he or she manages, uses, directs or controls
funds or assets which may be used to pay for Resident’s Facility charges and/or that he or she tends to
make decisions for or otherwise act on behalf of Resident.

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement

Page 1 of 32



3. Services and Supplies

(a.) Nursing Services

Nursing staff (licensed nurses and nurse aides) work in the Facility seven days a
week, 24-hours a day. The staff is assigned to provide the reasonable and customary nursing
home nursing and personal care. Resident and Responsible Party recognize and agree that the
services purchased hereunder are not one-on-one, seven days per week. 24-hours per day
services and further that their expectations shall be contingent upon this understanding.

We reserve the right from time to time to advise you or your Responsible Party
that we are not able to meet your needs with our then current staff and physical facilities. In
such an event you will have the right and option to: (1) be discharged from the Facility; (2) be
moved to another facility that can offer the level of care needed; or (3) to remain in the
Facility upon such terms and conditions as the Facility may require, including without
limitation, a requirement that you retain a private nurse or sitter or that you release us from
any claims resulting from our inability to care for your deteriorated physical or mental
condition.

(b.) Physician Services

The parties agree that you are and must at all times be under the medical care of
the Facility’s attending physician and that Facility will render its reasonable and customary
nursing home services to you under the general and specific instructions of said physician.
By executing this Agreement, you and your Responsible Party certify that a physician has
approved your admission to the Facility and you and your Responsible Party further consent
to the Facility providing such services directed by the physician as are reasonably and
customarily provided by the Facility. Should a physician prescribe services beyond these
reasonably and customarily provided by Facility, Facility may discharge Resident.

Although you have the right to select an attending physician, if you at anytime do not
timely select an attending physician or, for any reason, your are unable to select an attending
physician, depending on such physician availability, Facility may select a physician for you
without any liability to Facility accruing for said selection.

The parties agree that the Facility may require your use of an alternate licensed physician
if the Facility is notified of the following:

* Your attending physician does not practice in the Facility.

* Your attending physician refuses to provide care to you in accordance with all
applicable federal and state laws and regulations, including but not limited to,
scheduled visits to the Facility.

* Your attending physician loses his or her license to practice or is banned from
participation in the Medicare or Medicaid Program.

* Anyemergency and/or urgent situation requiring an immediate response to your
medical needs.

* Your attending physician continues to request services beyond those reasonably and
customarily provided by Facility.

*  Or your medical needs are not being met for other similar reasons not specifically
listed above.
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Except in cases of medical emergency, the Facility will provide you with notice
prior to requiring the use of an alternate physician.

Physicians operating within the Facility are independent contractors, not
employees of the Facility, and the Facility shall not be liable for any acts or omissions of
any physician who renders care or fails or declines to render care to you at the Facility.
You are responsible for the payment of all charges of any person who renders care to you
at the Facility.

(c.) Medicines and Medical Supplies

You and your Responsible Party acknowledge that you have been informed that
the Facility uses Pharmacy Care Associates, LLC ("PCA”) and MedCo, LLC (*MedCo™) as
the standard providers of medicines and medical supplies to all residents of the Facility, and
understand that PCA and MedCo are under common ownership with the Facility. The
Facility has strict policies with respect to the packaging, labeling, and records associated with
medicines and medical supplies utilized by residents, which are important to ensure the
quality and integrity of care delivered to residents of the Facility. The Facility’s providers of
medicines and medical supplies, including PCA and MedCo are required to comply with
these policies. You and your Responsible Party agree that the Facility’s providers of
medicines and medical supplies may supply those medicines and medical supplies as may be
prescribed by your attending physician unless you select another provider who agrees in
writing to comply with this Facility’s policies and demonstrates its ability to comply with
these policies to the reasonable satisfaction of the Facility. Medicines can only be
administered by licensed nurses due to federal and state regulations.

(d.) Dietary Services

The Facility maintains a food service program monitored by a registered
dictician. The Facility shall provide you regular meals and will use reasonable efforts to
provide you with therapeutic diets and snacks prescribed by your attending physician. While
unable to prepare a different menu for each resident, the Facility will use its reasonable best
efforts to recognize individual preferences.

(e.) Social Services

The Facility shall make available a Social Services Director to the entire resident
population at the Facility. The Social Services Director will use reasonable efforts within
time limitations to identify the social and emotional needs of each resident and to intervene
where feasible. Services may be arranged to attempt to meet your needs, either through staff
at the Facility or by referral to appropriate prudent agencies or professionals.

(f.) Laundry Services

All personal items must be marked with your name in indelible ink or with sewn
in nametags. The parties agree hereto that Facility will not be responsible for your damaged,
lost or misplaced clothing. Further, you and your Responsible Party understand that
Facility’s laundry utilizes high heat, strong chemicals, etc., in its laundry that most likely will
reduce clothing life. The Facility is not responsible for lost clothing that is not properly
marked.

Initialed: Resident Responsible Party
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(g.) Service Limitations

The parties hereto agree that the services provided by Facility and others within
Facility are not designed to somehow protect you or any other resident from the every-day,
normal risks and responsibilities of living, including, but not limited to, such general
accidents and situations such as falling, choking on food and weight loss and/or dehydration
resulting from your failure to partake of food and drink. Additionally. the parties hereto
understand that the services provided by the Facility do not include 24-hour, seven (7) days
per week. one-on-one monitoring of its residents. If you or your Responsible Party wish to
procure, at an additional charge, these services, in addition to those provided by Facility you
may do so, at your own cost, as outlined under Section 11 of this agreement.

(h.) Refusal of Services

Facility shall make good faith efforts to provide you such services as are
routinely provided at the Facility, including those prescribed by your attending physician.
However, Facility shall not be responsible for outcomes associated with your refusal to
comply with such services. Should you refuse food, fluids, treatments, therapies,
medications, grooming, therapeutic bathing, etc., and/or refuse to comply with physician’s
orders (i.e.. you are a diabetic with orders not to consume sugar, but you eat candy of your
own will, etc.), Facility shall in no way be responsible for the outcomes associated with such
behavior. This shall apply whether you are now or hereafter deemed mentally competent or
incompetent. The Facility shall not be expected by you and your Responsible Party to
intimidate or threaten you into doing what the Facility and/or attending physician believe is
best for you. You and your Responsible Party are strongly encouraged to participate in the
planning of your care both with the attending physician and Facility.

4. Incidents beyond the control of Facility

Resident and Responsible party agree that Facility will not be liable for and agree to hold
Facility harmless from any circumstances that are beyond the control of Facility including, but not
limited to, acts of God, acts of terrorism, strikes and changes in economic conditions that affect the
Facility’s operation. Additionally, Resident and Responsible Party agree that Facility will not be
liable for and agree to hold Facility harmless from any changes in services or service limits due to
changes in payment levels received by the Facility from Resident and/or third party payors, including,
but not limited to, Medicare and Medicaid.

5.  Payment

You are responsible for payment of all charges for items and services provided to you by
the Facility unless these charges are paid for by a third-party reimbursement program such as
Medicare or Medicaid. You are responsible for payment of all charges for medicines and medical
supplies provided to you that are not otherwise paid for by third-party reimbursement programs such
as Medicare or Medicaid. You are responsible for payment of all charges of any physician who
renders care to you while you are a resident of the Facility, and any other charges by third parties
providing items or services to you at your request.

You and your Responsible Party acknowledge receiving information from the Facility on
how to apply for and use Medicare and Medicaid benefits, and you each release the Facility and each
of its owners, agents, servants, and employees from any liability or responsibility in connection with
your potential claim for coverage or reimbursement and for any failure to obtain such coverage or
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reimbursement. If you elect to apply for Medicaid benefits, you and your Responsible Party give the
Facility permission to seek and receive information on the status of your Medicaid eligibility
application from the appropriate state agency.

You and your Responsible Party hereby authorize the Facility and all other providers of
items and services to file in your name and on your behalf, claims for any and all third-party
payments (including but not limited to Medicare, Medicaid and/or private medical insurance benefits)
for items and services provided to you by the Facility or by such third-party providers, including the
Facility’s provider(s), and the right to receive the same.

THE FACILITY DOES NOT MAKE ANY WARRANTY OR REPRESENTATION OF ANY
KIND THAT YOUR CARE WILL BE PAID FOR BY MEDICARE, MEDICAID, ANY
THIRD-PARTY INSURANCE OR OTHER REIMBURSEMENT SOURCE.

Where Facility’s charges for your services are eligible to be paid partially or in full by
privately owned insurance, you and your Responsible Party shall remain responsible for making
payments in full pursuant to this Agreement regardless of such insurance coverage and shall be
responsible for paying all charges not paid by any insurance policy, including any coinsurance, copay
and/or deductible amounts required by any insurance policy. While the Facility, as a courtesy, will
file claims with most privately owned insurance companies, the Facility may, at its option, require
you to pay the Facility’s charges in advance while awaiting payment from the insurance company.

L}

You and your Responsible Party agree that you will be responsible for payment of all
charges for items and services provided to you by the Facility pursuant to the Agreement, including
both covered and non-covered services (as defined in Appendix E). Once a third-party
reimbursement program assumes responsibility for payment, You agree that you will be responsible
for payment of all charges for items and services provided to you by the Facility pursuant to this
Agreement, including both covered and non-covered services (as defined in Appendix E). If your
Responsible Party has legal access to income or resources of yours which are available to pay for care
and services you receive at the Facility, then your Responsible Party agrees to provide payment to the
Facility from such income or resources. The Responsible Party agrees to replace misappropriated
Resident funds in the event such misappropriation(s) were to occur. By executing this Agreement,
the Responsible Party agrees to ensure first priority distribution to the Facility on your behalf, from
your assets, to pay for services rendered to you by Facility. The parties agree that Responsible Party
shall be required to produce financial documentation to substantiate your ability to pay for charges
that will be due for services rendered to you. If Facility does not timely receive payment in full,
Facility may require production by Responsible Party of evidence that your assets were utilized only
to prudently pay for your related expenses and that such spending gave first priority to the Facility’s
payments. Further, it is understood that should Facility reasonably suspect that an inappropriate
handling of your funds has occurred or is occurring, Facility shall report same to appropriate
authorities without liability to you and/or your Responsible Party.

You and your Responsible Party understand that a third-party guarantee of payment for
Non-covered services is not required as a condition of admission. You and your Responsible Party
also understand that you are not required to request or receive Non-covered services as a condition of
admission. You and your Responsible Party understand that if you do not request that the Facility
make Non-covered services available to you, Non-covered services will not be made available to you
and your Responsible Party will not be personally liable for any charges for Non-covered items or
services by signing this Agreement.
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Notwithstanding anything herein to the contrary, you and your Responsible Party
understand that if you do request that the Facility make Non-covered services available to you, both
you and your Responsible Party agree that each of you (both you and your Responsible Party) shall be
personally liable for any charges for Non-covered items or services requested by you or your
Responsible Party.

Complete All Appropriate Sections Below

A. Medicare. If you have a reasonable potential of being eligible for Medicare
coverage, you and your Responsible Party understand that a semi-private room, meals, certain
services and supplies are covered after a three-day qualifying hospital stay. You will receive skilled
services as defined by the Medicare Program. There are certain Non-covered items and services that
are not covered by Medicare, and the charges for those Non-covered items and services are defined in
Appendix E. Medicare pays 100% of covered charges for days 1-20. Medicare pays all covered
charges other than a daily coinsurance rate for days 21-100. The current daily co-insurance amount
under the Medicare (Part A) program is $ 167.50 per day . All Medicare services shall be provided
by the Facility at the rates allowed by Medicare.

Initialed: Resident Responsible Party ) Not Applicable_ /
B. Medicaid. If you have a reasonable potential of being eligible for Medicaid

benefits, you and your Responsible Party acknowledge that you have received the ] wursing Facility
Resident Agreement from the Medicaid agency which outlines those items and services paid for by
Medicaid under the Alabama State Medicaid Plan, as well as Non-covered items and services and the
amount of the charges for those Non-covered items and services (Non-covered services are contained
in Appendix E of the Contract). Responsible Party and Resident agree to promptly comply with all
requirements relative to the application for and receipt of benefits under the Medicaid program. All
Medicaid services shall be provided by the Facility at the rates from time to time allowed by
Medicaid.

Initialed: Resident ) B Responsible Party ) Not Applicable __ )(
C. Private Pay. If the cost of your stay at the Facility will not be covered by Medicaid or

Medicare (a “Private Pay” resident) you and your Responsible Party acknowledge that you have
received a list of those Non-covered items and services which are not included in the Facility's Daily
Rate, and the amount of the charges for those Non-covered items and services (these lists are
contained in Appendix E of the Contract). The Daily Rate in effect at the present time is $215.00 for
semi-private room and $260.00 for a private room per day.

Initialed: Resident___ Responsible Part Not Applicable

You and your Responsible Party understand and agree th " may revise the Daily Rate
and charges for Non-covered goods and services or any of them upon thirty (30) days advance written
notice.

6. Your Resident Rights

You and your Responsible Party acknowledge that the Facility has informed you,
both orally and in writing in a language you can each understand, of your rights and of all
policies and rules governing your conduct and responsibilities during your stay in the
Facility.
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A. Medical Records

You and your Responsible Party consent to the release or receipt of your medical
and financial records as described in the “Medical Records™ section of the Handbook.

B. Personal Property

The Facility strongly discourages residents from keeping valuable jewelry, paper,
large sums of money or other personal items considered to be valuable in the Facility.
The Facility will take reasonable precautions to protect your property in the Facility but
you and your Responsible Party agree that the Facility will not have any responsibility or
liability for the loss or theft of your personal property for any reason.

C. Personal Fund Account Authorization

You and your Responsible Party request and authorize the Facility to hold
safeguard, manage and account for your personal funds in the manner described in the
“Personal Funds™ in Appendix A. You and your Responsible Party specifically authorize
the Facility to withdraw funds from your personal account to pay for any and all charges
owed by you to the Facility, including charges for Non-covered items and services
requested by you or your Responsible Party. All charges will be paid directly to the
Facility out of your personal account at the time the charges first become due.

7. Transfer/Discharee.

You agree, at Facility’s request, to transfer within the Facility, from time to time, to
rooms that, in Facility’s opinion, best accommodate your ability and/or your need for services
and/or to reasonably accommodate the needs of another resident of the Facility or an individual
seeking needed admission into the Facility. You further recognize that the Facility will attempt to
meet your reasonable nursing home service needs but also while attempting to meet the reasonable
nursing home service needs of others, including the community at large which the Facility is licensed
to and expected to reasonably accommodate.

The following circumstances may result in your discharge from the Facility:

* Attending physician provides a discharge order. This typically, but not necessarily, is an order
for transfer to a hospital.

e Facility recognition that you will be unable to timely pay in full for services.

* You and/or a third party payor fails to timely pay in full for services.

* Your welfare (medical, psychological, etc.) needs, in the opinion of the Facility, cannot be
adequately met by Facility within its reasonable and customary provision of nursing home
services.

¢ Upon reasonable efforts of Facility, You and/or your significant others remain dissatisfied with
the services of Facility as provided within Facility’s reasonable and customary provision of
nursing home services.

* The health and/or welfare of the other residents and/or staff living or working in the Facility is
Jeopardized by your behavior and/or your visitors.

* Discharge is required by governmental rules and regulations.
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e Facility ceases operations.

s Labor shortages, strikes, etc.

* Destruction or partial destruction of the Facility’s building.

* Your election to vacate Facility premises (requests discharge).
* Other similar circumstances not listed above.

In the event you choose to leave the Facility permanently, or a person with legal authority
to act on your behalf removes you from the Facility, you and your Responsible Party agree to
give the Facility written notice of your planned departure at least ten days prior to the date of your
departure, unless you are a Medicare or Medicaid recipient. You and your Responsible Party
agree that in the event you fail to give the required ten (10) days notice, and you are not a
Medicare or Medicaid recipient, you will pay to the Facility an amount equal to the prevailing
Daily Rate for each day within the ten-day period prior to your departure that the Facility had no
written notice of your planned departure.

The Facility will use reasonable efforts to safeguard your personal property remaining at
the Facility after discharge, but the Facility will not be liable for any damage to or loss of any of
your personal property that is left at the Facility after your discharge. The Facility may dispose of
personal property left by you if such property is not claimed by you within thirty (30) days after
your discharge.

In the event of your death, you and your Responsible Party authorize the Facility to
release your body to funeral home located in

8. Photographs

The Facility may photograph or videotape you and may use such photographs or
videotapes for:

a. Identification purposes

b. To provide supporting documentation of your (your resident’s) medical condition.
(These photographs will be placed and will remain a part of the medical record.)
Purposes of state and federal compliance regarding my case at the Facility.

(o]

The Facility prohibits the use of concealed audio, video, or photographic devices of any kind,
in, or on the grounds of the Facility. Furthermore, videotaping, audio taping or photography is not
permitted in, or on the grounds of the Facility without the express written permission of the Facility
administrator. You and your Responsible Party hereby agree to follow this policy and understand
and agree that neither you nor your Responsible Party may authorize anyone to act in a manner
that violates this policy. This policy includes the use of camera

Initialed: Resident . Responsible Pard

9. Activities and Trips

The Facility will have no responsibility or liability of any kind whatsoever for any injuries
which you might suffer as a result of your participation in or transportation to any program of
therapeutic or recreational activities outside of the Facility. See Appendix H.
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10.  Visitors, Companions, Sitters and Private Duty Nurses

All companions, sitters and private duty nurses engaged by you or your Responsible
Party, as well as your visitors are subject to the Facility’s rules and regulations. You shall pay all
expenses (including meals) of such individuals. You agree to indemnify and hold the Facility
harmless from all losses, damages, costs, claims, liabilities and expenses, including attorney fees and
courts costs arising from the services, actions, inactions, etc., of any sitters, companions, and private
duty nurses engaged by you or your Responsible Party and for same relative to any of your visitors.

All companions, sitters, and private duty nurses may be required to provide proof of
freedom from communicable diseases and proof of any licenses or certifications as may apply. The
Facility shall not be expected by you to review, approve or otherwise opine to the qualifications
and/or abilities, etc., of any of your service providers or visitors, etc.

11.  Notices

Any notice, demand or communication which is required, permitted or desired to be given
under this Agreement or otherwise shall be in writing and shall be deemed sufficiently given when
personally delivered or mailed to the addresses set forth in the signature page for you, your
Responsible Party and the Facility. In addition to you and your Responsible Party, you hereby
authorize the Facility to provide information with respect to your condition to any of the authorized
individuals set forth in the signature pages or in a written notice to the Facility from you or your
Responsible Party.

12. Consent to Bloodborne Pathogens

In the event any Facility employee or other healthcare worker has unprotected exposure to
blood or bodily fluid, Facility is authorized to perform tests on resident for any Bloodborne Pathogen
including but not limited to, hepatitis (HCV and HBV) and HIV. The resident will be advised of the
results of such test. In the event such test is positive, resident/responsible party authorizes
information to be placed in the medical record and the release of the test information so that any such
exposed employee or healthcare worker might be notified and for reporting as is required by law of
such disease. In reporting residents’ identity may not be released to anyone except as is required and
allowed by law or as is required by resident’s insurance carrier or governmental agency to process
any claim for benefits. Resident releases the Facility and its employees or agents from performing
any such test on resident, and/or for reporting to exposed employee or healthcare worker or reporting
as is required by law any reportable disease the test reveals.

13.  Miscellaneous
A.  Costs of Collection

In the event that you or your responsible party default in any payment obligation that you
have hereunder, the Facility shall be entitled to reimbursement from you and your Responsible Party
for all reasonable costs of collection, including, without limitation, attorneys’ fees, expenses, and
costs, provided that if the claim for payment is a dispute subject to the Dispute Resolution Program,
Arbitration Agreement, and Waiver of Jury Trial (the “Program”) set forth herein shall govern the
responsibility for payment of the costs of the proceeding under the Program.

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement

Page 9 of 32



B. Amendment

This Agreement may be amended by the Facility at any time and from time to time upon
not less than thirty (30) days written notice to you and your Responsible Party. Other amendments to
this Agreement may be amended by the written agreement between you (or your Responsible Party)
and the Facility.

C.  Entire Agreement

This Agreement, together with the Handbook and all appendices and amendments hereto
are the entirety of the agreement between the Facility and you and your Responsible Party. All oral
statements or prior written material not specifically incorporated in this Agreement or in the
Handbook shall be superseded in their entirety and have no force and effect upon the execution
hereof.

D.  Incorporation of Appendices

The Appendices attached hereto are specifically incorporated into this Agreement, and
are a part of this Agreement.

E.  Non-Assignability

You and your Responsible Party acknowledge that your right to reside at the Facility is
personal and is not assignable. You may not assign your rights under this Agreement to any other
person or entity. Your obligations to the Facility under this Agreement will automatically transfer to
your estate and will be binding upon the heirs, representatives and successors of your estate. The
Facility may assign its rights under this Agreement without the consent of you or your Responsible
Party, including an assignment by reason of merger or change of ownership.

F.  Binding Obligation

You and your Responsible Party agree that the terms, conditions, restrictions, and obligations of
this Agreement bind you and your respective heirs, successors and self-designated representatives
acting on your behalf, including but not limited to, family members, ombudsmen for the state and
federal government and any other privacy or advocacy group.

G. Waiver of Breach

The waiver by any party to this Agreement of a breach of the Agreement or the violation of any
provision of the Agreement shall not operate as, or be construed to be, a waiver of any subsequent
breach of the Agreement or provision thereof.

H.  Severability

In the event any provision of this Agreement is held to be unenforceable for any reason, such
unenforceability shall not affect the remainder of this Agreement, which shall remain in full force and
effect and be enforceable in accordance with its terms.
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L. Governing Law

This Agreement shall be interpreted, construed and enforced pursuant to and in accordance with
the laws of the State of Alabama. Jefferson County, Alabama shall be the sole and exclusive venue
for any Dispute, special proceeding, or any other proceeding between the parties that may arise out of,
in connection with, or by reason of this Agreement.

You and your Responsible Party further acknowledge that you have had an
opportunity to question a representative of the Facility concerning the terms of this
Admission Agreement and the contents of the Handbook and that any questions you
had have been answered to your satisfaction.

o WITNESSARHIERLOF, the parties hergig have executed this Agreement this
| Day of .20 .

RESIDENT RESPONSIBLE PARTY
(Name) _ ) (Name)
(signature)X = — .
(address-street address required)

(signature)
(address)

Facility: Trussville Health & Rehab Center

Address: 119 Watterson Parkway
Trussville. AL 35173

By: Candelyn Elleissy

Its:_ Admissions Coordinator
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Resident and Responsible Party hereby authorize the Facility to provide information with respect
to Resident’s condition to the individuals listed below. if any:

o _ Resident

esponsible Party

Authorized Individuals:

Name: Name:

Address: T Address: ' '
Address: ~ Address: -
Relation: ~ Relation: : ) o

Phone Number: Phone Number:
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PATIENT FUND AUTHORIZATION

___ . for myself or as the Responsible Party for

o . (10 hereby give the Facility and its designee’s
authorization to handle the above-named Res sident’s personal funds. I understand that all monies
handled by this Facility will be retained in a designated bank account. I further understand that small
amounts of cash will be retained in the business office and the above-named Resident may obtain up
to twenty-five dollars from the business office during posted business office hours. I understand that
any amount obtained from the business office will be debited from the above-named Resident’s
designated bank account.

I,

[ further understand that funds contained in the Resident’s designated bank account may
be withdrawn from the account by the Facility and its designees to pay any Non-covered charges
incurred by the Resident at this Facility.

[ further understand that the Facility and its designees will assume no responsibility for
the above-named Resident’s personal funds unless they are retained by the Facility.

You are not required to deposit your personal funds with the facility.

>< I wish to deposit personal funds with the Facility

[ DO NOT wish to deposit personal funds with the Facility

RESIDENT

RESPONSIBLE PARTY

DATE

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement
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AUTHORIZATION FOR TREATMENT, ASSIGNMENT OF BENEFITS
PAYMENT RESPONSIBILITY AND RELEASE OF INFORMATION

Patient’s Name:

Authorization for Treatment: The undersigned authorize Champion Partners in Rehab and/or any of
their contractors (collectively referred to as “Provider™), to render to resident physical therapy,
occupational therapy, speech therapy, audiology, psychological services or other related services
(collectively referred to as “Therapy Services”) that provider and/or Resident’s physician determine
to be necessary or advisable. The undersigned agree to cooperate with all reasonable requests of
Provider in connection with Provider’s rendition of Therapy Services.

Assignment of Benefits: The undersigned hereby assign and transfer to Provider the right to any and
all third-party payments (including Medicare, Medicaid and/or private medical insurance benefits) to
which the undersigned may be or become entitled to for Therapy Services rendered by Provider. The
undersigned hereby authorizes Provider to apply and file for all such benefit payments in the name of
and on behalf of Resident and direct that such payments be made directly to Provider. Any insurance
benefit payments received by the undersigned for services rendered by Provider shall be paid to
Provider.

Payment Responsibility: The Resident shall be financially responsible for any portion of Provider’s
nvoice that is not paid, except for payments denied by Medicare or for covered services provided to
Medicaid recipients. The undersigned agrees to execute any and all documents and perform any acts
that Provider may reasonably request to ensure that all third-party benefits for Therapy Services are
paid to Provider.

Release of Information: The undersigned hereby certify that all information provided to Provider by
the undersigned is true and accurate in all respects. The undersigned hereby authorize Provider to
disclose any information, medical and non-medical furnished Provider or obtained by Provider in
connection with Resident’s diagnosis and/or treatment, to any physician, governmental agency
(including the U.S. Department of Health and Human Services or any of its intermediaries or
carriers), insurance company or health care provider requesting such information. The undersigned
agree to allow Provider access to Resident’s medical records and agree to all Provider(s) to make
copies of such records. The undersigned consent to Provider’s discussing resident’s medical
condition with Resident’s family members for medical or claims management purposes.

Executed this, ld‘d)' of . Zl.

Resident

Resident’s Responsible Party (specify relationship
Reason Resident Is Unable To Sign
Witness: Candelyn Elleissy

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement
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RESIDENT SIGNATURE AUTHORIZATION FORM

I I authorize Medicare, Medicaid, other insurance, and HMO benefits be made on my behalf to
ProHealth LTC- Trussville, LLC d/b/a Trussville Health and Rehab Center for any services
provided to me. [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. I understand that only those services which are
ordered by my physician will be provided by ProHealth LTC-Trussville, LLC d/b/a Trussville
Health and Rehab Center and that I am responsible for any costs which are not covered by my
insurance carrier. This authorization is in effect until I choose to revoke it either by written
or verbal notification. As a resident of a skilled nursing facility, I understand that this
authorization is in effect for the duration of my residency at stated facility.

I1. [ hereby authorize such x-ray examinations, laboratory procedures, administration of drugs or
other treatments as may be ordered by the doctor in charge of this resident.
IL I authorize ProHealth LTC-Trussville, LLC d/b/a Trussville Health and Rehab Center, to

acquire from Pharmacy Care Associates, any and all prescription drugs or medication
prescribed for the resident.

Residents Name:

Responsible Party Signature X

Witness Signature _Candelyn Elleissy

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement
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ADVANCE DIRECTIVE ACKNOWLEDGMENT

NAME: B SOCIAL SECURITY:
IDENTIFICATION NO: i - DATE OF BIRTH:

The Facility is required by law to have a resident or legal representative to execute an
Advance Directive Acknowledgment. The Facility does not take a position regarding a resident or his
egal representative executing an advance directive.

PLEASE READ THE FOLLOWING FIVE STATEMENTS
Resident and Responsible Party: Place your initials after each statement.

I.- Resident and Responsible Party have been informed of rights to formulate Advance
Directives.
___(Resident Initials) (Responsible Party Initials)
2, Resident and Responsible Party understand that they are not required to have an
Advance Directive in order to receive medical treatment at this health care facility:
R __(Resident Initals) (Responsible Party Initials)
3. Resident and Responsible Party understand that the terms of any Advance Directive

that has been executed will be followed by the health care facility and caregivers to the
extent permitted by law.

__(Resident Initials) (Responsible Party Initials)
PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS

~Advance Directive in existence
><___ Advance Directive not in existence

Dated:

Candelyn Elleissy
Witness

NOTE: if a resident is unable to sign, please state reason why:

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement
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CONSENT TO ARBITRATION AND WAIVER OF JURY TRIAL

By my signature and/or acceptance of the %bnlu\ of {hn, Facility, I hereby consent to tlk
Dispute Resolution Program, Arbitration Agreementy avi 'Ilml (the “Program”), se
forth in Section 7 of the Admission Agreement for _(name of Rc:x‘idcm)
to which this consent is attached. 1 further represent and warrant that I have read and understand the
Program; that I have been advised that it will affect my legal rights and the legal rights of the
Resident; and that T have been given the opportunity to seek legal advice from counsel concerning the
Program.

_Dalcc_i_ t_his __._

cyo R ol@@ 000000

Resident

Other Related Parties:

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement
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Pricing for Non-Covered Services

Beauty Shop — Pricing is posted on the beauty shop door and at the front desk.

» Newspaper Delivery — Contact the newspaper Company
Payment is responsibility of Resident and company.

Telephone Services — Contact Century Link
Payment and Installation is between resident and phone company

Private Pay residents will be charged for medical supplies and oxygen on the monthly statement.

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement
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Consent for Use of Monitoring System, or Alternatively, Release from Liability for Non-Use of
Monitoring System

Our facility has installed a wander guard system for residents who may tend to wander from the
safety of our building. This new technology will allow us to care for confused ambulatory residents
without sacrificing their freedom of mobility or their quality of life.

Residents who need close supervision, either because of Alzheimer's Disease, dementia or just a
tendency to wander and become disoriented, is given a lightweight, waterproof ankle bracelet which is
worn 24 hours per day. The ankle bracelet contains a radio transmitter. If a resident wanders through a
monitored exit, a signal is sounded at that exit as well as at the nursing station. This will enable the
staff to promptly return the resident to the safety of the facility, thereby preventing what could have
become a life-threatening incident.

Our wandering residents are often physically able to leave the building, accompanied by staff, but
if they get outside alone they become confused and are unable to find their way back. The system will
allow our residents the freedom to wander while eliminating the fear that they will wander too far. The
system not only allows our wandering residents new freedom, but will also give our staff more time to
care for all residents. It is a real advance for the long-term care facility.

The physically active residents who suffer from Alzheimer’s disease, disorientation, or dementia
have long been a major concern to nursing homes. In the past, safety measures have included physical
or chemical restraints as well as around the clock supervision.

The system will allow us to provide quality care for the elderly population. It is a dignified and
safe method of providing a secure environment for your loved one.

If you have any questions about the system or its use please see Social Services.

ProHealth LTC-Trussville, LL.C d/b/a Trussville Health & Rehab Center
3 THRC Admission Agreement
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ProHealth LTC-Trussvillg el s e bl th and Rehab Center’s Activities department
has my permission to take
without notification for each event.

(resident) on a scheduled outing

Resident

ProHealth LTC-Trussville, LLC d/b/a Trussville Health & Rehab Center
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State of Alabama C e
Unifiad Judicial System SUMMONS ourt Case Number
Form C-34 Rav. 412017 - CIVIL -

IN THE CIRCUIT COURT OF JEFFERSON COUNTY, ALABAMA
PROMEALTH LTC-TRUSSVILLE, LLC V.

vomice To. NG
(Name and Address of Defendant)

THE COMPLAINT OR OTHER DOCUMENT WHICH I8 ATTACHED TO THIS SUMMONS 1§ IMPORTANT, AND YOU MUST
TAKE IMMEDIATE ACTION TO PROTECT YOUR RIGHTS. YOU OR YOUR ATTORNEY ARE REQUIRED TO FILE THE
ORIGINAL OF YOUR WRITTEN ANSWER, EITHER ADMITTING OR DENYING EACH ALLEGATION iN THE COMPLAINT OR
OTHER DOCUMENT, WITH THE CLERK OF THIS COURT. A COPY OF YOUR ANSWER MUST BE MAILED OR HAND
DELIVERED BY YOU OR YOUR ATTORNEY TO THE PLAINTIFF(S) OR ATTORNEY(S) Of THE PLAINTIFF(S).

MICHAEL LYNDON MCKERLEY MR, ,

. [Name(s) of Attormey(s)]
WHOSE ADDRESS(ES) IS/ARE: 300 Vestavia Pam. Suite 2400, BIRMINGHAM, AL 35216 .
TAddress(es) of Printlff{s) ar Attomey(s)]

THE ANSWER MUST BE MAILED OR DELIVERED WITHIN 30 DAYS AFTER THIS SUMMONS AND COMPLAINT OR
OTHER DOGUMENT WERE SERVED ON YOU OR A JUDGMENT BY DEFAULT MAY BE RENDERED AGAINST YOU FOR
THE MONEY OR OTHER THINGS DEMANDED IN THE COMPLAINT OR OTHER DOCUMENT.

TO ANY SHERIFF OR ANY PERSON AUTHORIZED BY THE ALABAMA RULES OF CIVIL
PROCEDURE TO SERVE PROCESS:

[¥] You are hereby commanded to serve this Summons and a copy of the Gomplaint or other document in
this action upon the above-named Defendant.
[] Service by certified mail of this Summens Is initiated upon the written request of

pursuant to the Alabama Rules of the Civil Procedure. Nemats)]
09/10/2019 /s/ JACQUELINE ANDERSON SMITH _ By:
(Dete) {ignature of Cierk) Nammsy
[] Certified Mail is hereby requested.
(Plantiira/Attorney’s Stgnature}
RETURN ON SERVICE

[] Return receipt of certified mail received in this office on

(Dste)
[ 1 certify that | personatly deliverad a copy of this Summons and Complaint or other document to
in , County,
(Name of Persan Served) {Name of County)
Alabama on
(Dsto)
{Address of Server)
{Typs of Procets Servar (Sorvars Signeturs)
TSarvers Frinied Name) ' {Prions Nuntber of Server)

€8 3o%d S3dY1S 8T2ET99582 BT:E0 BIBZ/EC/68
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JEFFERSON COUNTY, ALABAMA
JACQUELINE ANDERSON SMITH, CLERK

IN THE CIRCUIT COURT OF JEFFERSON COUNTY, ALABAMA

ProHealth LTC-Trussville, LLC )
)
PLAINTIFF, )
)
VS. ) Case No.: CV-20-
-
)
DEFENDANTS. )
COMPLAINT

Comes now the Plaintiff in the above styled cause, and represents unto this Honorable
Court as follows:

1. Plamtiff, ProHealth LTC-Trussville, LLC. is an Alabama Corporation, that
operates a nursing home located at 119 Waterson Parkway, Trussville, Jefferson County,
Alabama.

D Defendant,_, 1s an individual who was a resident at the Nursing

Home. Defendant, _ 1s an individual, believed to be residing in Jefferson

County, AL, who signed an admission agreement on behalf of _

Count One

3. Plaintiff avers that the Defendant _ entered into an Admission

Agreement contract with the Plaintiff to be responsible for the health care services and nursing
home care provided to _ The Plaintiff has provided the nursing home care as
requested and the Defendants have failed and refused to pay these charges and Plamntiff avers that
the Defendants owe the Plaintiff the sum of Eleven Thousand Eight Hundred Forty and 46/100

Dollars, ($11,840.46) for nursing home services provided to _ plus interest and



DOCUMENT 2

costs due by breach of contract.
4. Under the terms of the agreement, Defendants agreed to be liable to
Plaintiff for the payment of all balances of the account, including any account charges.

5. Defendants are presently in default to Plaintiff under the Agreement.
Defendants owe to Plaintiff the sum of $11,840.46.
6. Under the terms of the loan agreement, Defendant agreed to pay for all costs of

collection of the balance of this agreement plus a reasonable attorney’s fee.

WHEREFORE, Plaintiff demands judgment against the Defendant in the amount of

$11,840.46, plus attorney fees, interest and costs.
Count Two

7. Plaintiff, PROHEALTH LTC-TRUSSVILLE, LLC, adopts and reaffirms each and
every allegation in the foregoing paragraphs 1 through 6 as if fully set out herein, and adds the
following:

8. Plaintiff regularly sent invoices to Defendant reflecting charges owed.

9. Defendant owes the Plaintiff the sum of $11,840.46 due by open account.

WHEREFORE, Plaintiff demands judgment against the Defendant in the amount of

$11,840.46, plus attorney fees, interest and costs.
Count Three

10. Plaintiff, PROHEALTH LTC-TRUSSVILLE, LLC, adopts and reaffirms each and
every allegation in the

foregoing paragraphs 1 through 9 as if fully set out herein, and adds the following:

11. Defendant owes the Plaintiff the sum of $11,840.46 by account stated.



DOCUMENT 2

WHEREFORE, Plaintiff demands judgment against the Defendant in the amount of

$11,840.46, plus attorney fees, interest and costs.
Count Four

12.  Plaintiff, PROHEALTH LTC-TRUSSVILLE, LLC, adopts and reaffirms each and
every allegation in the

foregoing paragraphs 1 through 11 as if fully set out herein, and adds the following:
13. Defendant owes the Plaintiff the amount of $11,840.46 for breach of contract.
WHEREFORE, Plaintiff demands judgment against the Defendant in the amount of

$1,364.00, plus attorney fees, interest and costs.

/S/ Michael L. McKerley

Michael McKerley (MCKO027)

Attorney for Plaintiff,

PROHEALTH LTC-TRUSSVILLE, LLC

Of Counsel:

The McKerley Law Firm

PO BOX 660955

Birmingham, Alabama 35266
Telephone: 205/979-3118
contact@mckerleylawfirm.com

PLEASE SERVE DEFENDANTS AT:

This is an attempt to collect a debt and any information obtained will be used for that purpose.
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JEFFERSON COUNTY, ALABAMA
JACQUELINE ANDERSON SMITH, CLERK

IN THE CIRCUIT COURT OF JEFFERSON COUNTY, ALABAMA

ProHealth LTC-Trussville, LLC )
)
PLAINTIFF, )
)
VS. ) Case No.: CV-20-
-
)
DEFENDANTS. )
COMPLAINT

Comes now the Plaintiff in the above styled cause, and represents unto this Honorable
Court as follows:

1. Plaintiff, ProHealth LTC-Trussville, LLC. is an Alabama Corporation, that
operates a nursing home located at 119 Waterson Parkway, Trussville, Jefferson County,
Alabama.

2. Defendant,_, 1s an individual who was a resident at the Nursing

Home. Defendant, _ 1s an individual, believed to be residing in Jefferson

County, AL, who signed an admission agreement on behalf of _

Count One

3 Plaintiff avers that the Defendant _, entered into an Admission

Agreement contract with the Plaintiff to be responsible for the health care services and nursing
home care provided to -ylor. The Plaintiff has provided the nursing home care as
requested and the Defendants have failed and refused to pay these charges and Plaintiff avers that
the Defendants owe the Plamtiff the sum of Eleven Thousand Eight Hundred Forty and 46/100

Dollars, ($11,840.46) for nursing home services provided to _, plus interest and
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costs due by breach of contract.
4. Under the terms of the agreement, Defendants agreed to be liable to
Plaintiff for the payment of all balances of the account, including any account charges.

5. Defendants are presently in default to Plaintiff under the Agreement.
Defendants owe to Plaintiff the sum of $11,840.46.
6. Under the terms of the loan agreement, Defendant agreed to pay for all costs of

collection of the balance of this agreement plus a reasonable attorney’s fee.

WHEREFORE, Plaintiff demands judgment against the Defendant in the amount of

$11,840.46, plus attorney fees, interest and costs.
Count Two

7. Plaintiff, PROHEALTH LTC-TRUSSVILLE, LLC, adopts and reaffirms each and
every allegation in the foregoing paragraphs 1 through 6 as if fully set out herein, and adds the
following:

8. Plaintiff regularly sent invoices to Defendant reflecting charges owed.

9. Defendant owes the Plaintiff the sum of $11,840.46 due by open account.

WHEREFORE, Plaintiff demands judgment against the Defendant in the amount of

$11,840.46, plus attorney fees, interest and costs.
Count Three

10. Plaintiff, PROHEALTH LTC-TRUSSVILLE, LLC, adopts and reaffirms each and
every allegation in the

foregoing paragraphs 1 through 9 as if fully set out herein, and adds the following:

11. Defendant owes the Plaintiff the sum of $11,840.46 by account stated.
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WHEREFORE, Plaintiff demands judgment against the Defendant in the amount of

$11,840.46, plus attorney fees, interest and costs.
Count Four

12.  Plaintiff, PROHEALTH LTC-TRUSSVILLE, LLC, adopts and reaffirms each and
every allegation in the

foregoing paragraphs 1 through 11 as if fully set out herein, and adds the following:
13. Defendant owes the Plaintiff the amount of $11,840.46 for breach of contract.
WHEREFORE, Plaintiff demands judgment against the Defendant in the amount of

$1,364.00, plus attorney fees, interest and costs.
/S/ Michael L. McKerley
Michael McKerley (MCKO027)
Attorney for Plaintiff,
PROHEALTH LTC-TRUSSVILLE, LLC

Of Counsel:

The McKerley Law Firm

PO BOX 660955

Birmingham, Alabama 35266
Telephone: 205/979-3118
contact@mckerleylawfirm.com

This is an attempt to collect a debt and any information obtained will be used for that purpose.
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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 1-1/2 percent per month.

" Daily Room Rate. Private patients pay for SBNH's services from their 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.

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.

Ancillary Items Services and Medical Care. SBNH offers a variety of items,
service 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.

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
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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.

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 cost.

Private Patients

You are ( ) or are not { /) a private patient.

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.

VA Patients

You are ( ) or are not { / ) a VA patient under terms of an

agreement between SBNH and the VA.

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.

Medicare Patients

You are { / } or are not ( ) a Medicare Part A patient.
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You are ( ) or are not ( / ) 3 Medicare Part B patient.

Authorization. By signing this Agreement, you make the following
authorization: request that payments or authorized Medicare benefits be made
on my behalf to SBNH for any service and/or supplies furnished to me. |
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.”

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.

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 $176.00 per day. Information can be provided regarding
Medicare services.

Medicaid Patients

You are ( ) or are not ( / ) a Medicaid patient.

Medicaid E!}gibilitv. In order to be eligible for Medicaid coverage you must meet
all Medicaid requirements. You are responsible for filing and for retaining
Medicaid coverage.20

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.
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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 your assigned point of
contact/next of kin will take the necessary steps to apply for Medicare Part Bin a
timely manner.

RESIDENT AND SBNH RESPONSIBILITIES

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.

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.

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.

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

Responsibility or 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.

Liability for Personal Injuries, lliness, 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 by SBNH
negligence.



You agree to indemnify and hold SBNH and its officers, employees and agents
harmless from and against any liability for personal injuries, iliness, disability,
death or other harm or property damage caused by you.

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, or transfer you to
another facility or discharge you if:

(i)

(i)

(iii)

(iv)
(v)

(vi)

The transfer or discharge is necessary for the resident's welfare and the
resident's needs cannot be met in the facility;

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

The safety of individuals in the facility is endangered;
The health of individuals in the facility would otherwise be endangered;

The resident has failed, after reasonable and appropriate notice, to pay
for or to have paid under the Medicare or Medicaid stay at Stoddard
Baptist Nursing Home, or any allowable charges not contrary to
applicable law; or

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.

Stoddard Baptist Nursing Home will give at least 30 days prior written notice of any
involuntary transfer or discharge (and at least 7 day 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 cooperation with and assisting other facilities considering
admitting you and cooperating with governmental agencies.

B. Voluntary Transfer or Termination of Agreement. 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 day 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. RE-ADMISSION

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
owed 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.

Dansa 1Nn
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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.

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 policies 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 practice 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.

Your Right to make Complaints and Suggest 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.




Paae 12

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 Program), we will hold your bed for as
long as you pay for it at the current daily rate or notify us
otherwise.

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
maybe increased or decreased based upon changes in the law or
the regulations established by the District of Columbia Medical
Assistance Program.

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.

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



V.

VI.

VII.

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.

You have ( ) or you have not { '/) executed an Advance Directive.

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.

NOTICE OF CONSENT TO AIDS/HEPATITIS 8 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.

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.

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.



VIl.  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:

MISCELLANEQUS
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Assignment. No party to the Agreement may assign his/her rights or response-
bilities under the Agreement.

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.

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

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.

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







Admission Agreement Addendum

It _is understood and agreed by Stoddard Baptist Nursing Home (the “Facility’ and
(“Resident”, or “Resident’s Authorized
reinafter 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 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 soundingin 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 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 parties, their successors and assigns, including the agents, employees and servants of
the Facility, 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.
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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
he Resident’s discharge and readmissions to the Facility.

Facility’s Authofized Agent Date

Resident/Representative Printed Name Facility’s Authorized Agent Printed Name
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NURSING FIOME
1818 Newtun Street, NW, Washington BC 20010 (202) 328-7400

Your Information.

i This notice describes how medical information about
Your nghts' you may be used and disclosed and how you can get

Our Responsibilities. access to this information. Please review it carefully.

You have the right to:
» Get a copy of your paper or electronic medical record
« Correct your paper or electronic medical record
» Request confidential communication
e Ask us to limit the information we share
» Get a list of those with whom we’ve shared
your information
o Get a copy of this privacy notice
« Choose someone to act for you

« File a complaint if you believe your privacy
rights have been violated

~

. See page 2 for

more information on
these rights and how
to exercise them

You have some choices in the way that we
use and share information as we:

« Tell family and friends about your condition
« Provide disaster relief

» Include you in a hospital directory

« Provide mental health care

« Market our services and sell your information
+ Raise funds

- See page 3 for
more information on
these choices and
how to exercise them

J

We may use and share your information as we:
* Treat you

¢ Run our organization

« Bill for your services

» Help with public health and safety issues

« Do research

» Comply with the law

» Respond to organ and tissue donatlon requests
» Work with a medical examiner or funeral director
» Address workers’ compensation, law enforcement,

and other government requests
+ Respond to lawsuits and legal actions

)

- See pages 3and 4
for more information
on these uses and
disclosures

Pane 1R M



When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get an electronic or * You can ask to see or get an electronic or paper copy of your medical record and

paper copy of your other health information we have about you. Ask us how to do this.
medical record * We will provide a copy or a summary of your health information, usually within 30
days of your request We may charge a reasonable, cost-based fee.
Ask us to correct * You can ask us to correct health information about you that you think is incorrect
your medical record or incomplete. Ask us how to do this.

» We may say “no” to your request, but we’ll tell you why in writing within 60 days.

------ L R L T e P LR T T T P LY TV PR P I T

Request confidential * You can ask us to contact you in a specific way (for example, home or office phone)
communications or to send mail to a different address.

+ We wili say “yes” to all reasonable requests.

Ask us to limit what « You can ask us not to use or share certain health information for treatment,
we use or share payment or our operations. We are not required to agree to your request, and we
may say “no” if it would affect your care.

« If you pay for a service or health care itemn out-of-pocket in full, you can ask us not to
share that information for the purpose of payment or our operations with your health
insurer. We will say “yes” unless a law requires us to share that information.

Get a list of those « You can ask for a list (accounting) of the times we’ve shared your health information

with whom we’ve for six years prior to the date you ask, who we shared it with, and why.

shared information » We will include all the disclosures except for those about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked us to
make). We'll provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

Get a copy of this » You can ask for a paper copy of this notice at any time, even if you have agreed to
privacy notice receive the notice electronically. We will provide you with a paper copy promptly.
Choose someone « If you have given someone medical power of attorney or if someone is your legal
to act for you guardian, that person can exercise your rights and make choices about your health
information.
« We will make sure the person has this authority and can act for you before we take
any action,

File a complaint if » You can complain if you feel we have violated your rights by contacting us using the
you feel your rights information on page 1. ]
are violated * You can file a complaint with the U.S. Department of Health and Human Services

Office for Civil Rights by sending a lefter to 200 Independence Avenue, SW.,
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.qov/ocy/
privacy/hipaa/complaints/.

» We will not retaliate against you for filing a complaint.
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For certain health information, you can tell us your choices about what
we share. If you have a clear preference for how we share your information in the

situations described below, talk to us. Telt us what you want us to do, and we will follow
your instructions. )

In these cases, you have e Share information with your family, close friends, or others involved in your care

both the right and choice Share information in a disaster relief situation

to tell us to:
¢ Inciude your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious,

we may go ahead and share your information if we believe it is in your best interest.
We may also share your information when needed fo lessen a serious and imminent
threat to health or safety.

In these cases we never e Marketing purposes

share your information , g,1e of your information
unless you give us
written permission: « Most sharing of psychotherapy notes

In the case of fundraising:  ® We may contact you for fundraising efforts, but you can tell us not to
contact you agam

---------------------------------------------

How do we typically use or share your health information?
We typically use or share your heaith information in the following ways.

Treat you ¢ We can use your health information and . Example: A doctor treating you for an

share it with other professionals who are injury asks another doctor about your
treating you. overall health condition.

P R N N N N N R N R N N N R R N N R N NN

Run our ¢ We can use and share your health . Example: We use health information
organization information to run our practice, improve : aboqt you to manage your treatment and
your care, and contact you when necessary, : SE/VICes,

R R N R R R R R R R I barsenvasns tesvasenaness vevbsecresoscrrannan vasservessantascssesItretse s

Bill fpr your * We can use and share your health : Example: We give information about you
services information to bill and get payment from : to your health insurance plan so it will pay
health plans or other entities. : for your services.

.......................................................................................
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How else can we use or share your health information? We are allowed or required to share your
information in other ways — usually in ways that contribute to the public good, such as public health and research,
We have to meet many conditions in the law before we can share your information for these purposes. For more
information see: www.hhs.gqov/ocr/privacy/hipaa/understanding/consumers/index.html,

Help with public heaith « We can share health information about you for certain situations such as:
and safety issues . Preventing disease
. Heiping with product recalls
. Reporting adverse reactions to medications
. Reporting suspected abuse, neglect, or domestic violence
. Preventing or reducing a serious threat to anyone’s health or safety
Do research ® We can use or share your information for health research.
Comply with the law * We will share information about you if state or federal laws require it, mcludmg

with the Department of Health and Human Services if it wants to see that we're
, complying with federal privacy laws.

---------------------------- L O I N R R R R N A N R AR R

Respond to organ and » We can share health information about you with organ procurement
tissue donation requests organizations.
Work with a medical e We can share health information with a coroner, medical examiner, or funeral
examiner or funeral director director when an individual dies.
Address workers’ « We can use or share health information about you:
compensation, law « For workers’ compensation claims
enforcement, and other « For law enforcement purposes or with a law enforcement official
government requests « With health oversight agencies for activities authorized by law
»  For special government functions such as military, national security, and
presidential protective services
Respond to lawsuits and » We can share health information about you in response to a court or
legal actions administrative order, or in response to a subpoena.

R R R AR R N N A S I ) tsvsveareeve sesteseveves st retavasen ke devessavaras
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Our Responsibilities

» We are required by law to maintain the privacy and security of your protected health information,

+ We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.

+ We must follow the duties and privacy practices described in this notice and give you a copy of it.

» We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.htmi.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you.
The new notice will be available upon request, in our office, and on our web site,

Linda Lee, HIPAA Officer (202) 328-7400, ext. 1323
Remy Johnson, Administrator (202) 328-7400, ext. 1306
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Stoddard Baptist Nursing Home

Barber and Beauty Shop Services

The Barber and Beauty Shop is open for services to residents from 9:00 a.m. to 5:30 p.m. on Wednesday and Friday. The

following services are available at the indicated prices.

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 an account. The Cosmetology Manager 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 resident’s 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, appointments will be made. Please be sure to tell the staff member what services you are requesting.

Please note: D.C. Regulation 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(s). You
may sign two or three forms at a time, date them and put them in the request book on the unit. Residents that can sign

their own forms may do so. At this time, we do not accept standing dappointments.

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) Signhature of Resident/Next of Kin/Point of Contact

Witness Date




toddard Baptist Nursing Home

BEAUTY / BARBERSHOP

APPOINTMENT REQUEST FORM

AME: ROOM # DATE OF REQUEST:
\. SERVICES REQUEST: Request Made By: Please check if resident is going out.
O Resident (Resident/Family Signature)
Q0 Family
Shampoo & Set ' 10.00 Permanent Relaxer 27.00 Shave Only 2.00
, Shampoo, Set & Cut 15.50 Permanent - Cold Wave 30.00 Wigs 9.50
: Shampoo & Blow Dry 7.50 Demi Perm Color 15.00 Mustache Trim Only 1.00
Shampoo, Blow Dry & Curl 8.00 Semi Perm Color 15.00 Cut Hair Ends Only 3.75
Shampoo, Press & Curl 11.50 Color Rinse 2.50 Hair Net 0.35
Shampoo & Press 7.50 Men's Hair Cut 6.50 Eyebrow 0.50
Shampoo Only 3.50 Ladies Hair Cut 6.50 Ear Hair 0.50
Shampoo & Hair Cut Men 7.00 Hair Tint 15.00 Nose Hair 0.50
Shampoo & Hair Cut Ladies 7.50 Bedside Service 4.00 Eyebrow, Ear, Hair Nose
Shampoo & Conditioner Only 3.50 Hair Cut, Shampoo & Shave 9.50 Hair Cut & Shave Only 10.00
Shampoo, Set & Conditioner 11,00 Dandruff Treatment 4.00 Oil Moisturizer 5.00
Shampoo, Wrap & Dry 10.00 No Rinse Shampoo Men 3.00 Deep Penetration Trmt 6.00
Shampoo, Cut, Beard Trim 13.00 No Rinse Shampoo Ladies 4.00 Special Conditioner 4.00
Reconstruction Treatment 5.00 Beard Trim, Hair Cut 12.00
Check if services MUST be provided on unit O Shampoo and Braid 9.00 Shompoo, Blow Dry & Braid  10.00
CASH QO ACCOUNTO CHECKO Preferred Date & Time
‘ PLEASE DO NOT WRITE BELOW THIS LINE
'«  APPOINTMENT MADE: AM,. COSMETOLOGY MANAGER
AT P.M.
’ SERVICES WERE PROVIDED AS ABOVE EXCEPT AS NOTED/OTHER COMMENTS:
TOTAL COST$ QO CASH O ACCOUNT O CHECK # COSMETOLOGIST SIGNATURE
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URSING HOME

Room, Board and Routine Nursing Care

Intermediate/Skilled

Physical Therapy

Evaluation
Treatment

QOccupational Therapy

Evaluation
Treatment

Speech Therapy

Evaluaticn
Treatment

Clinitron Bed and Supplies
Mattress overlay

Pharmaceuticals

Medical Supplies

Transportation

Wheel chair van
Taxi
Escort Fee

Page 27

Rate Schedule
Effective May 1, 2016

$350.00 per day

$65.00 per unit {15 minutes)
$65.00 per unit (15 minutes)

$65.00 per unit (15 minutes)
$65.00 per unit {15 minutes)

$65.00 per unit (15 minutes)
$65.00 per unit {15 minutes)

$250.00 per day
$25.00 per day

Billed as used + 10%

Billed as used + 10%

$75.00 - $100.00
$35.00
$25.00




STODDARD BAPTIST NURISNG 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 physncal 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-day 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 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 possessions, clothing, furniture, etc.

2. You have the right to receive visitors at any time, although we recommend the hours between 11:00
am and 8:00 pm.

3. 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 by your attending physician.

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

5. 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.

6. _ You have the right to expect that the facility will provide for the safekeeping of limited valuables and
possessions, if you request it, and that you will be given a receipt for such items, i.e., jewelry.

7. You have the right to come and go as you wish, i.e., visiting, shopping, religious or social events, unless
your physician has documented otherwise.
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11.

12.

13.

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

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 with the faciiity.

You have the right to be free from physical and mental harassment and abuse.
You cannot be required to perform services for the facility.
If you are unable to read, you will have these rights and anything regarding your care read to you.

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 your inability to write your

comment or sign your name.

REGARDING YOUR PROGRAM OF CARE

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.

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

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.

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.

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

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., study comparing different types of physical exercises and their effect on your ability to care

for yourself.

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.

Panea 29



8. 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

1. 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.

2. All residents 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 of Columbia Rights Act of 1977. Residents will not be asked
if they are willing or desire or 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.

3. Staff 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.

4, 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

1. Written itemized accounting of disbursements and current balances will be distributed to you or your
sponsor on a quarterly basis.
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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 a
representative, orally (by telephone), in writing, or in person. Residents will in no way be subjected to retaliation or

discharge as a result of submission of a grievance.

PROCEDURE

Whenever possible, resolution of a 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 at the supervisor level, the following procedure for reporting grievance is followed:

WRITTEN GRIEVANCES

Grievance Report Forms shall be made available in the Administrative Offices, through the Facility’s 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 Grievance Report Form.

ORAL GRIEVANCES

Oral grievances may be made by the 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 with the resident’s name, time and date of the grievance and
the nature 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 record kept by the Administrator. The Administrator or
designee shall review each grievance filed within seventy-two (72) hours of its filing and shall respond in writing to the
resident or resident’s representative within five (5) business days. A copy of the action taken and results will be
provided to the persons 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 residents’ Medical Record unless a medical solution is desired.

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 on 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.
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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 ID#

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
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Administrator’s Findings

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
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Access Regulations Relating to Nursing Home from the
Long Term Care Ombudsman Program, District of Columbia Office on Aging

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.

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.

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.

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.
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.

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
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STATEMENT AND REPRESENTTIONS
OF NEXT OF KIN/POINT OF CONTACT

, next of kin/point of contact for

, resident, make the following statements and

representations to Stoddard Baptist Nursing Home

1.

As Next of Kin/Point of Contact, | have fully disclosed all assets, property, liabilities, income, resources,
expenses, insurance coverage and insurance policies of resident for which | have knowledge.

As Next of Kin/Point of Contact, | have assisted Stogdard Bap ist/Nursing Home to the best of my
knowledge and ability, in placing all sources of i ome/%ident on direct deposit to Stoddard
Resident Fund Management Syste the event that | default in delivering the

resident responsibility payment

deposited to a Stoddard RFMS acco

As Next of Kin/Point of Contact/l understand that any false or misleading statements | have made to
Stoddard resulting in loss of income to Stoddard will be pursued and prosecuted to the fullest extend

allowed under the law.

Next of Kin/Pont of Contact Full Name (Print)

Address

City/State/Zip

Telephone Number

Signature

Witness

Date
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ADVANCE DIRECTIVE STATUS FORM

Resident Name:

\/ | 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 decisions for me.

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

Signatures:

Resident

Witness

¥
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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:

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

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

Directions:
e 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.

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

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

e 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 Directive.

¢ Sign the form and have it witnessed.

e 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.

Page 40



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 wish 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. Bating,
turning, keeping a person’s lips moist are types of comfort care.

CPR (Cardiopuimonary 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 wants if he/she
is not able to make his/her wishes known.

Organ and Tis#ue Donation: When a person permits his/her organs (5uch 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 may 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.
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D.C., Maryland and Virginia
ADVANCE DIRECTIVE

MY DURABLE POWER OF ATTORNEY FOR HEALTH CARE

L , write this document as a directive

regarding my medical care.
Put the initials of your name by the choice you want.

I appoint this person to make decisions about my medical care if there ever comes a
time when | cannot make those decisions myself:

Name Home # Work #

Address

City/State/Zip

If the pérson above cannot or will not make a decision for me, | 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 | have appointed, my doctor, my family and others to be guided by the decisions | have
made below:
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Part 2: MY LIVING WILL

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

A, These are my wishes if | have a terminal condition:

Life-Sustaining Treatments

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

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

Other wishes:

Artificial Nutrition and Hydration

| do not want artificial nutrition and hydrafion started if it would be the main treatment keeping me alive. If
artificial nutrition and hydration is started, | 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:

B. These are my wishes if | am ever in a persistent vegetative state:

Life-Sustaining Treatments

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

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

Other wishes:

Artificial Nutrition and Hydration

1 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, | want it stopped.

I want artificial nutrition and hydration even if it is the main treatment
Other Directions
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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
Ibdo not wish to donate my organs or tissues.
I want to donate all of my organs and tissues

| only want to donate these organs and tissues.

Other Wishes:
B. Autopsy
I do not want an autopsy
| agree to an autopsy if my doctors wish it.
Other. wishes:l

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:
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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, | show that | understand the purpose and effect of this document.

Signature Date:

Address

B. Your Witnesses’ Signature

| believe the person who has signed this advance directive to be of sound mind, that she/her signed or
acknowledged this advance directive in my presence and that he/she appears not to be acting under pressure,
duress, fraud, or undue influence. | am not related to the person making this advance directive by blood,
marriage or adoption, nor to the best of my knowledge, am | named in his/her will. | am not the person
appointed in this advance directive. | 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 i1

Date:

Signature

Address

Witness #2

Date:

Signature

Address
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Dear Family Member:

Each year influenza and viral pneumonia are possible threats to the well-being of our residents. 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 use. Please
complete the form and return it to us as soon as possible.

Sincerely,

Lester M. Miles
Medical Director

| HEREBY GRANT PERMISSION TO THE STODDARD BAPTIST NURSING HOME TO REQUEST AN ORDER FOR THE VACCINE(S) LISTED BELOW

FROM THE ATTENDING PHYSICIAN FOR: i\/ O -

Resident’s Name _—
/

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

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

Influenza Vaccine O Yes //E"N%/ [ Reason

Pneumococcal O Yes o [ Reason

*If resident has received either flu or pneumococcal vaccine prior to admission please indicate date received
)

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

Witness Date
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AUTHORIZATION FOR ROUTINE MEDICAL TREATMENT AND SERVICES

I, undersigned resident or his/her responsible party hereby authorize 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.

Signature of Resident/Next of Kin/Point of Contact

Resident’s Name (Print or Type)

/
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RESIDENT CONSENT FORM

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 or group and individual studies
as applicable, which does not violate the resident’s rights policies and procedures.

This consent shall release Stoddard Baptist Nursing Home, its employees and/or its duly authorized agents
from any and all liability in connection with the taking, use, publication and dissemination of said photographs,
; televici : . intervi i

ext of Kin/Point of Contact
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10.

GENERAL INFORMATION

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 Stoddard Baptist Nursing Home's charge, including, but not limited to, hospitals or
medical service companies, insurance companies, worker’s compensation carries or welfare funds.

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, Stoddard Baptist Nursing Home assumes no

responsibility for their loss or damage.

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.

ELECTRICAL APPLIANCES: | assume all risk of loss of appliances brought to Stoddard Baptist Nursing
Home. | also agree that such appliances may be checked for safety hazard by the Maintenance

Department and may be prohibited if not safe.

MEDICARE/MEDICAID RESIDENTS CERTIFICATION AND AUTHORIZATION TO RELEASE INFORMATION
AND PAYMENT REQUEST: | certify that information given by me in applying for payment under Title
XVl and XIX of the Social Security Act is correct. | authorize any holder of medical or other information
needed for this or a related Medicare/Medicaid claim. | request that payment of authorized benefits

be made on my behalf.

RESIDENT’S RIGHTS: | have received a copy of the Resident’s Rights Policy. | have had the opportunity
to read and understand the policy and have my questions regarding it answered.

RESEARCH: | understand that | 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.

-1 do hereby give permission for my health care record to be reviewed for research approved by

Stoddard Baptist Nursing Home.

EDUCATION/TRAINING: | understand that | may have the opportunity to voluntarily participate in the
education of students from a variety of disciplines and further understand that these students shall be

under supervision of professions at all times.

ACCESS REGULATIONS: | have received a copy of the Access Regulations Relating to Nursing Homes.

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
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premises of 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

Sy
[

Witness Date
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Julianne Sealey-Adams, LGSW

toddard
ap tist®

URSING HOME
www.stoddardbaptisthome.org

-202-328-7400 ext. 1395 RN |
w?:;: 535-3:33,3950 1818 Newton St., \' W
c—maii; jsealey-adam@sbnhdc.org Wa;ljxn;‘;tgn‘¥ D C..?_.‘UO 10

601 E Street, NW
Washington, DC 20049
www.aarp.org/lce

ALBERT REED
Nursing Home Ombudsman

: Telephone 202-434-2154
- Qell: 202-674-9254.

 Fax: 202°434-6595
"-"areed@aarp .org |

Legal Counsel for the Elderly
is affiliated with AARP.
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Complaint & Admission Agreement: Hooverwood
Indianapolis Jewish Home



Clerk

Marion Superior Court 11 Marion County, Indiana
STATE OF INDIANA ) IN THE MARION COUNTY CIRCUIT COURT
) SS:
COUNTY OF MARION ) CAUSE NO.
HOOVERWOOD INDIANAPOLIS JEWISH HOME,
INC.
Plaintiff
V.
Defendant
COMPLAINT FOR BREACH OF CONTRACT
Comes now the Plaintiff, by counsel, and of the Defendant, _, alleges and says:
1. That at all times herein, Plaintiff was a corporation duly authorized to conduct business in the State
of Indiana.

2. That on or about March 9, 2020, the Defendant and HOOVERWOOD INDIANAPOLIS JEWISH
HOME, INC. entered into a written contract, a copy of which is attached hereto as Exhibit 'A'.

3. That the Defendant has breached said contract in that he/she has failed and/or refused to pay the
Plaintiff for services rendered to Defendant at Defendant's specific instance and request.

4. That there is presently due and owing, from Defendant to Plaintiff, the principal sum of $10,700.00.

5. That Plaintiff has made due demand of Defendant for payment, but Defendant has failed or refused
to pay and Plaintiff has been damaged thereby.

6. That pursuant to the Contract, the Plaintiff is entitled to interest, attorney's fees, and court costs.

WHEREFORE, Plaintiff prays for judgment against the Defendant, _ in the principal
sum of $10,700.00, plus interest, attorney's fees, costs of this action, post judgment interest and for all other

relief proper in the premises.

Attorney for Plaintiff
BLEECKER, BRODEY & ANDREWS
9247 N. Meridian Street, Suite 101
Indianapolis, IN 46260
Phone: (888) 574-0700
THIS IS AN ATTEMPT TO COLLECT A DEBT, THE COMMUNICATION IS FROM A DEBT COLLECTOR AND

ANY INFORMATION OBTAINED WILL BE USED FOR THAT PURPOSE.
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Information contained in the Resident’s medical record is confidential, and
disclosure to unauthorized persons will not be made without written consent,
except as required or permitted by law. The Resident authorizes disclosure to
any and all appropriate parties (state agencies, Social Security Administration,
fiscal intermediaries, hospitals, physicians, etc.) of all requested information
from the Resident’s medical record. The Resident has the right to obtain
immediate access to copies of his/her medical records.

Basic Services Provided:

The Home will furnish the Resident: a room, meals, housekeeping services,
laundry services, maintenance services, nursing care, personal care,
recreational activities, and Social Services as part of the basic monthly rate.
In addition, other supplies and services, as listed in the Resident Handbook,
are also included in the basic monthly rate for those Residents under
Medicaid, as well as Medicare Skilled Financial Status.

The Home reserves the right, in its sole discretion, to locate the Resident
within the facility as medical needs of the Resident as well as the welfare
needs of the Resident and others so dictate. The location of the Resident in a
private or privacy-oriented room does not constitute an agreement that the
Resident shall remain in the assigned bed on a permanent basis. The Home
will provide 48 hours notice (or such notice as required by State or Federal
Law) to the Resident and Responsible Party of plans to transfer the Resident
to a different room.

Medications:

The Home will obtain and administer such medications as may be prescribed
for the Resident. If the Undersigned selects a community pharmacy as the
source of the Resident’s medications, such pharmacy must provide delivery
services to the Home and stock the medications normally required by nursing
facility Residents and otherwise be compatible with the Home’s medication
policies and procedures. i i stoolLedi
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The cost of the medications will be paid by the 'Uffdéi‘éig'fﬂed’,fﬁs}"billed by the
Home or as billed directly by a pharmacy. et
Recreational Activities:




The Home will provide recreational activities as appropriate for the
individual Resident’s needs.

Linens and Clothing:

The Home will furnish clean bed linens and Resident gowns as required for
the proper care of the Resident. All personal clothing will be supplied by the
Resident and/or Undersigned at his/her own expense.

The Home shall not be responsible for normal deterioration of clothing caused
by routine washing/drying or for clothing that is missing/lost. The Home
strongly encourages that all personal clothing is clearly labeled even if the
Undersigned selects to launder the Resident’s personal clothing. The Home’s
Laundry Department provides a “hot iront label service” at no charge to the
Resident or Undersigned.

Physician Services:

The Home will provide or arrange for the services of a physician for the
Resident during his/her stay at the Home. The Resident is free to choose any
licensed primary care physician in the community as a personal physician, All
Residents must have a primary care physician. Any physician providing care
to the Resident at the Home must comply with the Home’s Physician
Requirements (see section V.) and requirements of federal and state laws and
regulations.

The Undersigned agrees that the Home may provide or arrange for physician
services to the Resident in the case of an emergency or the unavailability of
the Resident’s personal physician,

Resident’s Rights and Responsibilities:

The Home will inform the Resident both orally and in writing of the

Resident’s rights while in the Home and all rules and regulations governing
the Resident’s responsibilities during his/her stay in the Home.

I1. Responsibilitics of the Undersigned

Admitting Information:




The Undersigned will provide complete and accurate information as required
by the Home to process the Resident’s admission, to provide appropriate care
and services to the Resident, and to obtain payment for said care and services.
This information must be updated on a regular basis, and when any substantial
change occurs. The Home must be provided with the name, address and
telephone number of the Undersigned, and an interested family member or
other interested person to be contacted in the event of an emergency or any
significant change in the Resident’s physical or mental status.

Compliance with Home Policies:

The Undersigned understands and agrees that the Resident is required to
comply with the rules and regulations which may from time to time be adopted
by the Home for the comfort, safety, and efficiency of the delivery of care to
Residents of the Home. The rules and regulations will be furnished to the
Undersigned at or before the Resident’s admission to the Home and updated
during the Resident’s stay.

Discharge:

The Undersigned agrees to accept the Resident from the Home on the effective
date of the Resident’s transfer or discharge from the Home. In the event the
Undersigned fails to accept the Resident on the date specified, the
Undersigned will pay to the Home the per diem rate then in effect for each
day the Resident improperly remains in the Home and the Home will be
authorized to make such alternate arrangements for the Resident as the Home,
in its sole discretion, deems appropriate and necessary.

Right to Terminate:

The Undersigned understands and agrees that this Agreement does not and is
not intended to constitute an understanding or contract, express or implied, to
care for the Resident for life, but is entered into for the mutual benefit of the
Resident and the Home. The Undersigned and the Home will have the right
to terminate this Agreement, subject to any required notice, in the event that
either party determines it is necessary or desirable to withdraw, transfer, or
discharge the Resident from Home. Should the Resident’s stay at the Home
be terminated for any reason, the Home will be relieved of any further
responsibility for the Resident’s care or any liability of any kind resulting
there from.




The Undersigned is financially responsible and hereby agrees to timely pay
all amounts due to the Home incurred prior to the date the Resident is
withdrawn, transferred, or discharged.

The Home shall have the legal right to discharge the Resident for any of the
following reasons:

A. If Resident endangers the health, welfare or safety of the Resident
himself/herself, other Residents and/or staff,

B.  Medical reasons for which the Home believes it cannot adequately meet
the Resident’s needs.

C.  Lack of payment.
Voluntary Withdrawal:

If the Undersigned wishes to withdraw the Resident from the Home for any
reason, the Undersigned agrees to notify the Home of the date of withdrawal
as soon as known, but in no event later than two (2) weeks prior to the date of
withdrawal. The Undersigned agrees to pay or otherwise settle all accounts
due to the Home for the Resident’s care prior to the date of withdrawal.

Non-emergency Leave:

The Undersigned will notify the Home at least five (5) days in advance of the
temporary removal of the Resident in all non-emergency circumstances.

Bedhold Policy:

A bedhold situation occurs when a Nursing Home Resident is out of the
facility past midnight for any reason.

Hooverwood’s Bedhold Policy is explained below for Medicaid and Private
Pay Residents. A Resident covered under the Medicare Part A program or a
skilled Medicare Replacement program is considered a Private Pay Resident
for bedhold purposes.

Medicaid Resident — Hospitalization

Effective February 1, 2011, Medicaid does not pay for bedholds.



If the Resident is enrolled in Medicaid, Hooverwood will hold the bed for 7
consecutive days at no charge to the Resident. From day 8 through day 15, if
the Resident/responsible party wishes to hold the bed, the charge will be $100
per day. Full payment of $800 must be received by Hooverwood on day 8 of
the Resident’s absence from the facility. If the Resident continues to remain
out of the facility beginning with day 16, the Level I Private Pay daily rate for
the type of room held will be charged. A 30-day payment at the Private Pay
daily rate must be received by Hooverwood on day 16 of the Resident’s
absence from the facility. These bedhold payments are in addition to the
Resident’s monthly liability under the Medicaid program. If payments
received exceed the Resident’s monthly liability obligation and the bedhold
days the Resident is out of the facility for which a fee is charged, the account
will be adjusted and a refund issued, if appropriate, within 30 days of the
Resident’s return to the facility or permanent discharge from the facility.

If the Resident/responsible party does not wish to reserve the bed, the Resident
will be discharged. The Resident’s belongings must be removed from the
Hooverwood room by the 10" day of absence from the facility. However,
when the Resident is able to return to Hooverwood, he or she will be
considered a higher priority for admission to an appropriate, vacant bed than
first-time applicants.

Medicaid Resident — Voluntary Leave from the Facility

If a Medicaid Resident is not being hospitalized, but voluntarily leaving the
Home on a temporary basis and staying out of the facility past midnight, the
bedhold charge will be $85 per day. If the Resident/responsible party wishes
to hold the bed, the payment of $85 per day for the number of days the
Resident is planning on being away from the facility, is due to Hooverwood
prior to the Resident leaving. These bedhold payments are in addition to the
Resident’s monthly liability obligation under the Medicaid program. If
payments received exceed the Resident’s monthly liability obligation and the
bedhold days the Resident is out of the facility, the account will be adjusted
and a refund issued, if appropriate, within 30 days of the Resident’s return to
the facility or permanent discharge from the facility.

If payment is not received prior to the Resident’s absence from the facility,
the Resident’s belongings must be removed from the Hooverwood room prior
to the Resident’s absence. If payment is not received and belongings are left



in the Hooverwood room, they will be removed from the room and boxed for
pick-up.,

Private Pay Resident — Hospitalization or Voluntary Leave from the Facility

If the Resident is on private pay status, the bed will be held for the number of
days already paid in advance. If the Resident is a private pay individual who
has not paid for care in advance, arrangements must be made with the Social
Services staff or Business Office to hold the bed. Payment at the daily private
pay rate for the Resident’s type of room is required for the number of days the
Resident/responsible party wishes to hold the bed. This policy includes
periods of hospitalization or voluntary leaves of absence from the facility.

If the Resident/responsible party does not wish to reserve the bed, the Resident
will be discharged. The Resident’s belongings must be removed from the
Hooverwood room by the 3rd day of absence from the facility. If belongings
are not removed, they will be boxed by Hooverwood staff for pick up.

Communicable Diseases:

The Undersigned will provide a medical history, physical examination,
current physician’s orders and physician’s statement that the Resident is free
from a communicable disease on admission or within the time required by the
Home. If the Resident is suffering from a communicable disease, a
physician’s certificate will be provided to the Home that the disease is not in
a transferable stage, or that adequate or appropriate isolation measures are
being carried out to control transmission of the disease.

Resident Care and Treatment:

The Undersigned agrees to permit authorized staff of the Home to perform
such functions on the Resident as are necessary to maintain the welfare of the
Resident, while in the Home, including but not limited to assistance with
bathing and hygiene, dressing, toileting, daily activities, performance of
therapies as determined necessary by a physician, bowel and bladder training,
nursing procedures, podiatric procedures, non-surgical dental procedures, and
laboratory and X-Ray procedures.

Acute care or episodic physical, occupational, and/or speech therapies,
provided to the Resident upon a physician’s order, are not considered basic
services. In cases wherein the Resident requires acute or episodic physical,



J.

occupational and/or speech therapies, the Resident shall be responsible for
such costs. The Home agrees to accept insurance assignment (primary and
co-insurance) if insurance exists.

Medical Treatment:

The Undersigned authorizes the Home to provide medical care if necessary
and authorized by the Resident’s physician. If the Resident’s physician
determines that services are medically necessary which are not provided by
the Home pursuant to this agreement, payment for such services is the
responsibility of the Resident. It is understood that in the provision of such
medical care, the Home is hereby authorized to transfer the Resident to
whatever health, hospital, or medical facilities which may be selected by the
medical staff of the Home, unless the Undersigned or the Resident’s physician
otherwise indicates.

The Undersigned understands and agrees that an Informed Consent will be
required for any surgical treatment, for any treatment requiring the use of
general anesthesia, or for any medical treatment where such consent is deemed
appropriate by the Resident’s physician,

The Resident has an absolute right to refuse treatment and medication as
prescribed by his/her physician. However, this right must be considered in
light of the rights of the other Residents and of the Home to protect the health
of the Resident. In the event that the Resident refuses to authorize medical
services or payment thereof, the Resident and the Undersigned release the
Home from any and all liability for harm which may result to the Resident due
to the lack of such medical services. In addition, the Home retains the right to
discharge the Resident if the Home’s staff has determined that the welfare of
others will be affected by the Resident’s refusal to accept such medication
and/or treatment, or that the Home cannot properly care for the Resident to
the detriment of the Resident’s welfare without administration of the
medication and/or treatment.

The Undersigned acknowledges that no guarantee or assurance has been made
regarding the results which may be obtained from any care or treatment hereby
authorized.

Medicaid/Medicare Participation:



The Resident, even though a private pay Resident, may also be a Medicare
beneficiary. For any days approved by Medicare as “Skilled”, the Resident
will be considered a “Medicare Skilled Resident” and not a “Private Pay
Resident”. Resident will accept any and all financial responsibilities
consistent with Resident’s participation in the Federal Medicare Program,
including deductibles and co-insurance.

The Home presently participates in the Medicaid and Medicare Programs.
Resident hereby acknowledges that the Home’s participation in the Medicaid
and Medicare program is completely voluntary on its part and that the Home
may terminate its participation in the Medicaid and/or Medicare program at
any time after giving thirty (30) days notice to Residents at the Home.
Accordingly, Private Pay Residents could be unable to convert to Medicaid
and/or Medicare status at Hooverwood, if Hooverwood were ever to terminate
and/or limit participation in the Medicaid and/or Medicare program.

When Resident no longer qualifies as a Medicare “Skilled” Resident and
financial coverage is discontinued, payment for services rendered will be a
private obligation,

Private Duty Certified Nurse Aides/ Companions:

The Resident may utilize Private Duty Certified Nurse Aides/ Companions at
the option of the Resident. Private Duty personnel are employees of the
Resident and/or the Undersigned. The Resident and/or Undersigned shall be
responsible for cost and payment to the Private Duty employee as well as the
conduct and cooperation of the Private Duty employee while on duty at the
Home.

All Private Duty personnel must be approved by the Home’s Director of
Nursing, and must have acceptable credentials to work in the Home. Private
Duty Personnel must abide by specific policies and procedures, as outlined by
the Home’s Director of Nursing, regarding dress code, signing in/out at front
desk, time clock, and Kashruth. Private Duty personnel are never to receive
visitors at the Home. Failure of Private Duty Personnel to foliow the policies
and procedures will result in Private Duty Personnel being denied further
access to the Home. Furthermore, the Home is not obligated to recruit Private
Duty Personnel for the Resident.

Resident Per Diem Charges:



The Undersigned absolutely and unconditionally accepts and agrees to pay
directly to the Home the current per diem rate (per level of care and type of
Resident room) to meet the current daily charges for basic services provided
to the Resident, not including the special items and services listed on
Attachment:

No adjustment will be made to the per diem rate in the event the Resident is
unable or unwilling to receive the services included.

All payments are due and payable by the last day of the month for which the
bill is received.

In the event insurance coverage is denied for services for which coverage had
been expected, the Undersigned will pay such charges within thirty (30) days
of receipt of billing.

Residents with long-term care insurance will be considered private pay.
Reimbursement from the insurance carriers will be arranged and handled
between the insurance company and the Resident/Undersigned.

All daily room rates, supply charges, dental fees, etc. are subject to change
from time to time by the Home. When there is a facility-wide change of rates,
charges, fees, etc., Hooverwood will provide a 30-day in advance notice to all
private pay Residents and/or their responsible parties. In the event of a change
in an individual Resident’s daily rate, as a result of a re-assessment / change
of condition, the private pay Resident and/or their responsible party will be
notified that the rate change will take effect on the last day of the month in
which the change of condition occurred.

In the event of a change in an individual Resident’s daily rate, as a result of a
room change, the private pay Resident and/or their responsible party will be
notified that the rate of change will take effect on the day that the Resident is
transferred to their new room.

The per diem rate is charged for the day of admission of the Resident. There
is no daily charge for the day of discharge, or day of death.

Refund Policy:

The Home will promptly refund any unused portion or prepaid charges
following the Resident’s discharge or withdrawal and settlement by the



Undersigned of any amounts due to the Home incurred by or on behalf of the
Resident. In the event of the Resident’s death, unless otherwise specified
herein, all refunds will be made promptly after settlement of the Resident’s
account with the Home and in accordance with Indiana law.

Cost of Collection;

The Undersigned will pay all costs, expenses, and reasonable attorney’s fees,
whether or not suit be brought, arising from the collection of any and all sums
due and owing by the Undersigned to the Home.

Change in Financial Status:

The Undersigned agrees to notify the Home at least ninety (90) days prior to
the Resident becoming eligible for Medicaid benefits. The Home will, upon
request, assist the Undersigned in making application to the State on behalf of
the Resident, The Undersigned agrees to fully cooperate with the Home:

To provide all information and execute any document required by the
State for the Resident to obtain Medicaid or other available benefits to
pay for the Resident’s stay at the Home;

To promptly apply directly to the State to obtain said benefits.

The Undersigned acknowledges and agrees that failure to timely comply with
the requirements of this provision may result in the discharge of the Resident
from the Home in the event the Undersigned fails to pay or to have Medicaid
pay for the Resident’s stay at the Home.

Other Payment Obligations:

The Undersigned absolutely and unconditionally accepts and agrees to pay the
following obligations related to the Resident’s stay at the Home:

To provide the Resident with sufficient funds to cover personal and
incidental needs;

To assume full responsibility for the cost of hospital care or medical
care and other services connected with such hospital or medical care,
including Medicare deductible and co-insurance;



To pay the Home, an amount equal to thirty (30) days of charges at the
current per diem rate, payable upon the day of admission.

If the Resident has long-term care insurance coverage, the Resident and/or
Undersigned will be expected to pay privately for services rendered by the
Home. It is the responsibility of the Resident and/or Undersigned to submit
charges to the insurance companies for reimbursement.

Personal Items:

The Resident has a right to keep certain personal items in the Home as space,
safety, cleanliness, and the rights of the Home’s other Residents permit. The
Home is not responsible for the safekeeping or said personal items, unless
such items are submitted to the Home for safekeeping.

Release of Liability:

The Undersigned agrees to accept full responsibility for and releases the
Home, its personnel, and attending physician from any liability for any event,
accident, or deterioration of the Resident’s medical condition while the
Resident is away from the Home and not under the direct care and supervision
of the Home, or if the Resident should leave the Home for any reason without
first giving notice.

Change of Room / Roommate:

The Undersigned authorizes the Home to make changes in the Resident’s
room or roommate for reasons involving necessary nursing care,
compatibility, changes in the needs of the Resident, or for whatever reason, in
the opinion of the Home’s interdisciplinary team, it is necessary to make such
change. The Resident and Undersigned will be advised in advance of any such
change.

Visitation:
The Undersigned agrees to abide by the Home’s policies and regulations
regarding visitation, including any policies which have been instituted for the

welfare of the Resident and the conduct of the Home’s operation.

Funeral/Burial Arrangements:



The Resident and Responsible Party assume full responsibility for all
arrangements / expenses incidental to funeral and burial arrangements.

II1. Protection of Resident’s Personal Funds

Resident’s Rights:

The Undersigned understands and acknowledges that the Resident has the
right to manage his/her own financial affairs and is not required to deposit
his/her personal funds with the Home. However, state and federal law require
that the Home, upon the Resident’s written authorization and request, hold,
safeguard, manage, and account for the Resident’s personal funds deposited
with the Home. All personal funds of the Resident deposited with the Home
are protected by a self insurance fund in accordance with State and Federal
law, All Resident funds deposited with the Home in a one-month period
which exceed $50.00 will be deposited in an interest-bearing account separate
from the Home’s operating accounts. On a monthly basis, the interest earned
will be credited to the Resident’s account.

Record Keeping:

The Home has a record keeping system which assures full, complete, and
separate accounting of the Resident’s personal funds. The Resident’s
individual financial record is available to the Resident or the Undersigned
upon request. The Home will provide a quarterly accounting to the Resident
or the Undersigned.

Delegation of Authority:

With the understanding that the Resident has the right to manage his/her own
financial affairs, the Undersighed, including Resident’s Family Member, if
any, desires and hereby authorizes the Home to hold, safeguard, manage, and
account for the Resident’s personal funds in accordance with state and federal
law. For this purpose, the Undersigned will provide information regarding
the Resident’s personal income and assets to the Home and will take the
necessary action, including the execution of any documents required by banks
or other financial institutions, for the transfer of personal funds to the Home
to be managed on the Resident’s behalf.



1V. Miscellaneous:

Entire Agreement:

The Undersigned acknowledges that he/she has read this Agreement and that
this constitutes the entire Agreement and understanding between and/or
among the parties, which may not be amended except by written agreement
of the parties. The Undersigned further acknowledges that he/she has made
the above promises and representations in good faith and knowing that the
Home, in entering into this Agreement, is relying upon the truthfulness of the
promises and representations of the Undersigned herein.

Severability:

If any term or provision of this Agreement, or application thereof to any
person or circumstance, is, to any extent, be held invalid or unenforceable, the
remaining terms and provisions of this Agreement, or the application of such
term or provision to persons or circumstances other than those as to which it
is held invalid or unenforceable, will not be affected thereby, and each term
and provision of this Agreement will be valid and enforceable to the fullest
extent permitted by law.

Governing Law:

This Agreement will inure to the benefit of the Home’s successors and
assigns, will be binding upon the Undersigned’s successors and assigns, and
will be governed by and construed in accordance with the laws of the State of
Indiana. The venue and jurisdiction in any action relating to this Agreement
will be Marion County, Indiana.

V. HOOVERWOOD PHYSICIAN REQUIREMENTS

A Resident at Hooverwood is to be seen by a physician within 48 hours of
admission. A physical examination is to be completed with medical orders
and progress notes written, dated, and signed. Notes are to include a statement
regarding rehabilitation potential and communicable discase.









12. Plaintiff is seeking reimbursement of attorney’s fees and additional evidence will be presented to the
court prior to entry of judgment on attorney’s fees.

13. The Defendant is in default of his/her obligation to the Plaintiff.

14. I am not aware of any setoffs, counterclaims or credits due and owing to the Defendant from

Plaintiff.

I swear or affirm under the penalties for perjury that the foregoing representations are true.

Dated: 1016[ A0 Signature of Affiant:oha on o) cﬁ Q% TN

BLEECKER, BRODEY & ANDREWS
9247 N, Meridian Street, Suite 101
Indianapolis, IN 46260

Phone: (317) 574-0700; Fax: (317) 574-0770

This is an attempt to collect a debt, the communication is from a debt collector and any information obtained

will be used for that purpose.
"NN{I}“U“IU“IUH“l‘“ﬂwuul‘uml‘“UHlUH“N m m‘
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; Clerk
Monroe County, Indiana

RESIDENCY AGREEMENT ' Monroe Circuit Court 1
- Assisted Living Home

This Agreement is made by and between [
hereinafter referred to as the “Resident(s)”, and __ Bell Trace Senior Living ,a
senior living community, hereinafter referred to as the “Community.” The purpose
of this Residency Agreement is to set forth the parties’ agreement regarding
residency in an Assisted Living Apartment Home in the Community.

In consideration of the mmtual promises described in this Agreement, the
sufficiency of which is hereby acknowledged, the Resident(s) and the Community
agree as follows:

1.0 SCOPE OF SERVICF

In consideration of the Resident(s) payment of the Monthly Service Fee, the

Community agrees that the Resident(s) shall have the right to reside in the

Community in accordance with the provisions of this Agreement, and to -
receive the services specified in this Agreemeni until this Agreement is

terminated.

2.0 FEES

The fees associated with residing in the Community are: 1) Reservation Fee,
2) Wait List Fee, 3) Monthly Service Fee, 4) Healthcare Service Fee,
5) Refundable Security Deposit, 6) Community Fee, 7) Second Person Fee,
and 8) Optional Personal Services Fee.

2.1  Reservation Fee, The Reservation Fee of $NA which is due
upon signing this agrecment reserves an Apartment Home at the Comomunity.
The Reservation Fee will be applied to the first month’s rent upon occupancy,
which must occur within 14 days of signing this Agreement. If the Resident(s)
is unable to move to the Community due to health reasons, or ifthe Resident(s)
is denied residency, the Reservation Fee 1s fully refundable. If, for any other
reason, the Resident(s) fails to move to the Community, the Sponsor retains
one-half of the Reservation Fee.

AL Residency AgreementPO BT
Revised February 27, 2020
Page 1 of 13
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50 TERMINATION BY COMMUNITY

The Community may terminate this Agreement upon thirty (30) days written
notice under any of the conditions described below:

5.1  Non-Compliance with Residency Agreement. The Resident(s) fails to
perform their obligations as outlined in this Residency Agreement.

5.2 Fatlure to Abide by Community Rules. The Resident(s) fails to abide
by the Community’s rules and regulations, as may be adopted from time
to time,

5.3  Permanent Transfer. Inthe event of the Resident(s)’ permanent
- transfer to an alternate living accommodation.

6.0 PRERFOQUISITES FOR RESIDENCY

To reside in the Community, each Resideni(s) shall be required to satisfy all of the
following prerequisites, any of which may be waived at the Community’s sole
discretion.

6.1 ReSidenc‘) Agreement. FEach Resident(s) shall execute a Residency
Agreement, which will also be executed by an authorized agent of the

Commmunity.

6.2 Age Requirements. Each Resident(s) must be 55 years of age or
older, unless waived by the Community’s Administrator.

6.3 Maxjinum number of Residents per Apartment Home. No more than
two Residents may occupy a Living Accommodation.

6.4 Ab_ilitv to Live Within a Supported Environment. Each Resident(s)
~ must be capable of living in an assisted living environment with the
health care services provided.

6.5  Bvaluation with Medical Director. The Comnunity reserves the right
to require that each Resident(s) be evaluated by its Medical Director
to be assured of the Resident(s)’ ability to live safely in an assisted
living environment.

AL Residency Agreement 'O BT
Revised February 27, 2020
Page 4 of 13
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7.0 COMMUNITY’S OB LI GATI ONS

7.1

T2

7.3

7.4

Residence Service. The Community shall provide the Living
Accommodation of the Resident(s)” choice subject to availability and
the Resident(s)’ financial capability.

Residential Services. The Community shall provide the following
services and conveniences hercin referred to as the “Residential
Services.” Credit will not be given for Residential Services that are

not used.

Three meals per day served restaurant-style
All utilities (except telephone)
Basic cable service
24-hour emergency call service including pendants
Individually controlled heating and air conditioning
Smoke detectors, fire alarm and sprml{ler system
Weekly flat linen service
Weekly housekeeping service
Interior and exterior maintenance
Trash and snow removal -
Individualized care assessment and development of
personalized plan of care |
Scheduled transportation for outmgs and medical
appointments |
n. Social, cultural, and educational programs and activities

0. Access to the community services and amenities
p. Other Bell Trace Public WiFi

SR ER e Ao o

=

Additional Services.  Additional scrvices are available to the
Resident(s) on a fee for service basis.

Maintenance. The Community shall, to the extent required by

ordinary wear and tear, keep and maintain the Community and its
furnishings and equipment, including floor covering, in good order

~and repair. This includes replacement and repainting when necessary

and maintaining the exterior and interior of all buildings, their structural -
elements, the grounds and the common areas, in such manner as
the Community shall deem necessary. The Resident(s) shall inform

the Community of any repairs needed in the Resident(s)’ Living

Accommodation. The Community shall maintain the grounds and the
common areas in a clean and orderly condition. All repairs, replacements

AL Residency Agreement PO BT
Revised February 27, 2020

Page 5 of 13
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and renewals shall be made promptly and be equal in quality and class
to the original work.

8.0 _RESIDENT’S OBLIGATIONS

Subject to the specific terms and conditions of this Agreement and in consideration
of the services provided to the Resident(s) by the Community, the Resident(s)
recognize and acknowledge the following obligations.

8.1

8.2

83

Rules and Regl_zlatibns. The Resident(s) shall comply with all
operating procedures, policies, rules, and regulations of the

Community as now existing or later adopted.

Personal Property. The Resident(s) shall make arrangements by will,

- trust- or otherwise, for the disposition of the Resident(s)’ personal

property located in the Community within thirty (30) days of vacating
the Living Accommodation. In the event that no such written disposition
is made, it is agreed that the Community shall have the right to
promptly remove and store, with ordinary care and at the Resident(s)’
expense, all property from the Living Accommodation of a Resident

- who is no longer be able to reside in the Living Accommodation for any

réason.

Furnishings of Resident(s). The Resident(s) agrees that furnishings
provided by the Resident(s) shall not be such as to interfere with the

) health, safety, peaceful habitation and general welfare of other residents,

The Community reserves the right to monitor and, if necessary, require
changes in the furnishings, carpeting, appliances, ctc., in the Living
Accommodation consistent with the health or safety of the Resident(s)
or the health, safety and general weifare of other Community
resident(s). The Resident(s) agrees not to possess, store, or conceal
any weapons, ammunitions, explosives, or other substances which in the
Community’s sole judgment, are harmful to the well- being and safety of
the Commmnity’s residents.

Minimal furnishings including (only for licensed Residential
Communities): (A) a bed of appropriate size and height, with a clean
and comfortable mattress, with comfortable bedding appropriate to the
temperature of the facility; (B) a bedside cabinet; (C) a cushioned
comfortable chair; (D) a bedside lamp; (E) an adjustable over the bed

AL Residency AgreementPO BT
Revised February 27, 2020
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8.4

8.5

8.6

8.7

table if the resident is bedfast within the Living Accommodation will be
provided by the Community only if requested by the Resident(s). In
order to enhance the external appearance of the property, the Community
requires that all Resident(s)’ furnished window treatments be white-
backed.

Entry. The Resident(s) grants the Community and its agents the right
to enter the Resident(s)’ Living Accommodation, so long as such
entry does not infringe on the Resident(s)” privacy and normal, expected
occupancy of their living accommodation, for the purpose of:
Responding to emergencies;

Performing services and making necessary repalrs
Periodic, routine maintenance;

Altering or adding to the Living Accommodatlon,
Complying with applicable laws, ordmances and

statutes;

Protecting premises; and

g. Any other lawful purposes.

O o op

L

Indemnification. The Community shall not be liable for, and the -
Resident(s) agrees to indemmify, defend, and hold the Community
harmless for claims, damages, or expenses, including reasonable
attorneys’ fees and court costs, resulting from any.injury or death to
persons and any damages to property caused by, resulting from,
attributable to, or in any way connected with, the negligent or intentional
acts or omissions of the Resident(s) or the Resident(s)’ guests or
invitees.

Consent for Treatment. The Resident(s) generally consents to
treatments and medications prescribed by his or her physician or a
designated alternate (or by another physician in the case of an
emergency); however, the Community recognizes the Resident(s)’
right to refuse specific elements of care or treatment and to be
informed of the consequences of this refusal with the understanding that
in most cases the Community will require such refusals orrequests
to withhold or withdraw treatment to be put in writing by the Resident
or responsible party.

Physician Coverage. ~ To assure proper care, the Community has
permission to call a physician or dentist in the event the Resident(s)’

AL Residency Agreement PO BT
Revised Febyuary 27, 2020
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10.3

10.4

10.5

10.6

Tnsurance Carried by Resident. The Resident(s) shall be responsible
for damage to or loss of the Resident(s)” furniture, furnishings and other
personal propetty from fire, water or other cause. The
Resident(s) acknowledges that the Community's insurance does not
cover the Resident(s)’ personal property. The Resident(s) must maintain
liability insurance and insurance covering the loss of the Resident(s)’
personal property.

Alterations by the Community. Notwithstanding any other provisions
in this Agreement, the Community may make alterations to the Living
Accommodation in order to meet the requirements of any applicable
statute, law or regulation.

Use of the Living Accommodation. The Living Accommodation is
intended for use as a residence only and shall not be used for a
business or profession, or in any manner in violation of applicable
zonmg restrictions.

Alterations by the Resident. The Resident(s) shall not make any
repairs, alterations, additions or improvements to the interior or
exterior of the Living Accommodation or any part thereof, without
first obtaining the Community’s written consent; and any additions to
or alterations or improvements of the Living Accommodation, including
partitions and fixtures of any kind, shall become at once part of the realty
and belong to the Community except for unattached, moveable furniture
placed in the Living Accommodation by the Resident(s). The
Community may condition its consent to any proposed repalrs,
additions, alterations or improvements upon the Resident(s) giving prior
agreement in writing that such work shall be performed by the
Community, or under the Community's direction, and that upon
termination of residency for any reason, the Community may require
the Resident(s) at the Resident(s)’ expense (or if deceased,
Resident(s)’ estate’s expense) to remove all or any part of such
additions or improvements and to restore all or part of the Living
Accommodation to its condition prior to the alteration, addition or
improvement. All work to be performed by or for the Resident(s)
pursuant to the provisions hereof shall be performed diligently and in
a first class, workmanlike manner, with the Resident(s) bearing the
labor and materials costs.

AL Residency Agreemeni PO BT
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10.7 Smoking. The Community is smoke-free. Smoking is prohibited for
Resident(s) and guests. Failure to abide by this policy may result in
the termination of this Agreement. '

10.8  Ovemight Guests. The Resident(s) agrees to register all overnight.
guests with the Community. The Resident(s) understands that there may -
be fees associated with guest use of the Community’s services. The
Resident may not have an overnight guest(s) for more than fourteen (14)
nights within any ninety (90) day period without prior authorization
from the Administrator. :

10.9 Pets. The Resident(s)is allowed to have pets in the Community. The
Resident(s) agrees to follow the' rules and regulations as . outlined in
the document entitled Pet Companion policy. The Community
reserves the right to require the removal of any pet deemed disruptive
or inappropriate to the Community’s environment,

10.10 Voluntary Change of Accommodations. The Resident(s) shall have the
right at any time to request a change of Living Accommodation. The
Community will make every attempt to comply with such requests so long
as a suitable alternative living accommodation is available. The
Resident(s) will be responsible for moving expenses as well as the
applicable Transfer Fee. :

10.11 No Property Ownership. It is expressly undetstood and agreed by the
parties hereto that an executed Residency Agreement grants to the
Resident(s) the right to occupy and use space in the Community, that
Resident(s) are not given exclusive possession of the Living
Accommodation in the Community, and it is understood that this
Residency Agreement does not transfer or grant Resident(s) any interest
in real property owned by the Community.

10.12 Assets of Community. The Resident(s) agrees that the Community
has the right to apply for and receive funds from federal, state or
municipal sources and to receive donations by will, deed or otherwise
from corporations and individuals. The Resident(s) further agrees that
the Resident(s) shall have no right, title or interest in such funds or the
right to demand any accounting thereof,

AL Residency Agreement PO BT
Revised February 27, 2020
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10.13 Subordination. The Resident(s) agrees that all the Resident(s)’ rights
under this Agreement shall at all times be subordinate and junior to
the lien of all mortgages or other documents creating liens
encumbering the Community which have been or will be executed by

'the Community. Upon request, the Resident(s) agree to execute,
acknowledge and deliver to such lender or lenders further written
evidence of subordination as the lenders may reasonably require. The
Resident(s) shall not be liable for the Community’s indebtedness.

10.14 Amendments. The Resident(s) acknowledges that this Agreement
constitutes the entire Agreement between the Community and the
Resident(s). No amendment hereto is valid unless contained in
writing and executed by all parties hereto. No prior oral or written
promises shall be conferred or relied upon unless stated herein.

10.15 Validity of Provisions. The invalidity of any restriction, condition or
other provision of this Agreement, or any part of the same, shall not
impair or affect the wvalidity or enforceability of the remaining
provisions of this Agreement,

10.16 Non-Assignability. The Resident(s)’ rights and privileges under this
Agreement to living accommodations, facilities, services and health
care are personal to the Resident(s) and cannot be transferred or assigned
by act of the Resident(s) or by any proceeding at law or equity.

10.17 Governing Statc Law. This Residency Agreement is governed by
Indiana law.

10.18 Notification of Community. The Resident(s) agrees to notify the
Community of any material change in any of the Resident(s)’
physical, financial or mental condition prior to residency.

10.19 Authorized Agent Signature. This Agreement has been executed on
the Community’s behalf by its duly authorized ageni, and the
Community’s officers, directors, agents or employees of the Community
shall have no personal liability to the Resident(s) under any
circumstances.

10.20 Attorneys’ Fees. In the event the Resident(s) breaches this Agreement
or the Community incurs attorneys’ fees enforcing its rights under this
Agreement, the Resident(s) shall be responsible for the Community’s
reasonable attormeys’ fees, collection costs, and any court costs.

AL Residency Agreement PO BT
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Filed: 3/6/2023 8:52 AM
Clerk
Monroe County, Indiana

Monroe Circuit Court 1

STATE OF INDIANA ) IN MONROE CIRCUIT/SUPERIOR COURT
)SS:

COUNTY OF MONROE y  cause N

BELL TRACE, INC. d/b/a
BELL TRACE SENIOR LIVING COMMUNITY,

Plamtiff,

VS.

- "

Defendants.

N N N N N N N N N N N

COMPLAINT FOR SUIT ON ACCOUNT &
FOR BREACH OF THE INDIANA UNIFORM FRAUDULENT TRANSFERS ACT

Bell Trace, Inc. d/b/a Bell Trace Senior Living Community (“Bell Trace”), by counsel, files
its Complaint for Suit on Account & for the Breach of the Uniform Fraudulent Transfers Act, against
the Defendants, -rlow and_. In support, Bell Trace states and alleges:

THE PARTIES

il Bell Trace 1s duly-licensed and certified by the State of Indiana as a long-term health
care facility, pursuant to Ind. Code § 16-28 and does business in the State of Indiana, with its principal
place of business at 800 Bell Trace Circle, Bloomington, IN 47408.

2 By information and belief, the Defendant, _ 1s a resident of State of

Tndiana, curently residing ot

3. By information and belief, the Defendant, _ is a resident of State of

Indiana, currently residing at _



FACTS RELEVANT TO ALL COUNTS
4, On or about February 3, 2022, Bell Trace admitted _ into its assisted
living facility for senior housing, along with convenience and maintenance amenities.

5. On or about February 3, 2022, _ signed the facility’s Residency

Agreement (“Agreement”) on _ behalf as his Agent. (See Residency Agreement

attached hereto as Exhibit A).

6. By and through the Agreement, _ agreed:

In consideration of the Resident payment of the Monthly Service Fee, the
Community agrees that the Resident shall have the right to reside in the
Community in accordance with the provisions of this Agreement, and to
receive the services specified in this Agreement until this Agreement is
terminated. [See Exhibit A, §1.0]

7. By and through the Agreement, _ agreed:

[he] will be jointly and severally liable for all payments hereunder. [See Exhibit
A, §10.22]

8. By and through the Agreement, _ agreed:

In the event the Resident breaches this Agreement or the Community incurs
attorney’s fees enforcing its rights under this Agreement, the Resident shall be
responsible for the Community’s reasonable attorneys’ fees, collection costs,
and any court costs. [See Exhibit A, §10.20]

0. For the months of February 2022 through January 2023_ incurred a
substantial account balance for senior housing and services Bell Trace provided to him. (See Affidavit
of Debt attached hereto as Exhibit B).

10. For _ residency, an account balance of $20,308.88 exists due and

owing Bell Trace. (See Itemized Statement attached hereto as Exhibit C).

11. This account is wholly unsatisfied and has not been excused by the Plaintiff. The

Defendant, _, has not paid the account, despite the Plaintiff’s demand.



12. Prior to _ Bell Trace admission, he owned real estate located at -
I “Propery”)

13. On August 30, 2019, _ conveyed his interest in the Property to the
Defendant, _, via a Quitclaim Deed, recorded August 30, 2019 in the Office of the

Monroe County Recorder. (See August 30, 2019 Quitclaim Deed attached hereto as Exhibit E).

14. The transfer of the Property was made for no consideration and rendered -

- indigent.

COUNT I - SUIT ON ACCOUNT

15. Bell Trace incorporates averments 1-14 of its Complaint as if set forth herein.
16. On or about February 3, 2022, when Bell Trace admitted _ into its

facility, _ signed Bell Trace’s Residency Agreement on_ behalf as his

Agent. Via the Agreement, _ promised to pay Bell Trace for senior housing and
services provided to _ (See Exhibit A).

17. For the months of February 2022 through January 2023, Bell Trace provided -
- with senior housing and services for which he has not paid. (See Exhibit B).

18. As a result of _ failure to pay for his services, an account balance in
the amount of Twenty Thousand Three Hundred Eight and 88/100s Dollars ($20,308.88) exists due
and owing Bell Trace. (See Exhibit C).

19. This account is wholly unsatisfied and has not been excused by Bell Trace. -
-has not paid the account, despite Bell Trace’s demand.

20. Fo_ residency, he owes Bell Trace an account balance in the amount

of Twenty Thousand Three Hundred Eight and 88/100s Dollars ($20,308.88), plus costs of this action,



post-judgment interest, and reasonable attorney fees (all of which is allowed under Exhibit A), plus

Indiana’s statutory pre-judgment 8% interest rate.

COUNT II - BREACH OF INDIANA UNIFORM FRAUDULENT TRANSFER ACT
21. Bell Trace incorporates averments 1-20 of its Complaint as if set forth herein.
22. On or about February 3, 2022, Bell Trace admitted_ into its facility to

receive senior housing and services.

23. On or about February 3, 2022, _ signed Bell Trace’s Admission

Agreement on_ behalf as his Agent. Via the Agreement, _ promised

to use his income and assets to pay for his senior housing and services provided by Bell Trace.

24, Prior to _ Bell Trace admission, he was the deeded co-owner of the
Property.

25. On August 30, 2019, _ conveyed his interest in the property to -
-, via a Quitclaim Deed, recorded August 30, 2019 in the Office of the Monroe County
Recorder. (See Exhibit E).

26. Bell Trace believes _ made such a grant and transfer to avoid the
property being used to satisfy his account with Bell Trace. The transfer of the property was made for
no consideration and rendered_ indigent.

27. This action arises under the Uniform Fraudulent Transfer Act of 1994, Ind.Code § 32-
18-2-1 et.seq. (1994). The conveyance violated Indiana’s Uniform Fraudulent Transfer Act.

WHEREFORE, Bell Trace, Inc. d/b/a Bell Trace Senior Living Community, respectfully

requests this Court enter a judgment in its favor and against the Defendants, _ and-

-, as follows:



1. For Count I of this Complaint, the Court awards Bell Trace a judgment in its favor
and against_ for his account balance in the amount of Twenty Thousand Three Hundred
Eight and 88/100s Dollars ($20,308.88), plus costs of this action, post-judgment interest, and
reasonable attorney fees (allowed under Exhibit A), plus Indiana’s statutory pre-judgment 8% interest
rate;

2. For Count II of this Complaint, the August 30, 2019 Quitclaim Deed, recorded in the

Office of the Monroe County Recorder, fro_ to _, is deemed null and

void, and is canceled of record;
3. For Count II of this Complaint, the title of the property located at_,

_, is restored to _ as it stood before August 30, 2019;

4. The Court awards Bell Trace all relief available to it under Indiana’s Uniform
Fraudulent Transfer Act [Ind.Code § 32-18-2 et.seq.] against the Defendants, _ and
_, jointly and severally, including, but not limited to, tangible and intangible damages
suffered, treble damages, costs of collection, reasonable attorney fees and/or court fees to file this
cause of action; and,

5. The Court grants Bell Trace all other relief, just and proper in the premises.



Respectfully submitted,

DREWRY SIMMONS VORNEHM, LLP

/Mﬂﬂr/( _—

Paul (Rick) Rauch, #18125-49

Paul (Rick) Rauch, #18125-49

Jessica L. Wood, # 32343-29

DREWRY SIMMONS VORNHEM, LLP

736 Hanover Place, Suite 200

Carmel, Indiana 46032

Telephone: (317) 713-6046

Facsimile: (317) 580-4855

Email: rrauch@dsvlaw.com
jwood@dsvlaw.com
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NORTHWEST MANOR HEALTH CENTER
ADMISSION AGREEMENT

It is Northwest Manor Health Center's (the Facility) policy to admit and retain only those
nddmwbmoh«lthmmdsmbebythe?admy’smffinooopnﬂmwim
community resources and other providers under contract with the Facility. The Pacility
mwmmwm.m.mmm.nmm
marital status or source of payment in its admission practices. The Facility does not
mmmmnhmwmmmmwmw
the State Mental Health Authority the individual requires this Facility's sarvices. Al
individuals determined to meet the PASRR criteria are scroened annually for contirmed
residency in the Facility.

PROCEDURE TO ASSURE ORAL/WRITTEN NOTICE RESIDENT RIGHTS

Upon admission to the Facility and as soon as is practicable, the Facility will inform the
WMWMMMydhmhaw&y
understand of histher rights under Federal and State law. The Facility also makes the
resident aware of the rules and regulations goveming the resident's conduct and
responsibilities during his/her Facility stay. This notification is made upon admission
and updated as changes occur during the resident's stay, The facility will publish all
mdmmdnaﬂmmuinwﬁﬁngndmmm«himm
Rmﬁwwdmammwmmuhmn By signing this
mmmmmmwnmuuummu
Mydhdondmddimmdhfnﬁmy’tpoﬁdubﬁcwdmdmybyﬁe

. partics.

ADMISSION AGREEMENT
B PREAMBLE

NﬁmWH«@C@:W&MWmMMWQN.
%}/%wwmsuuofhm enters into this Agreement on
77201 __ with:

and

Resident Legal Representative
2, PARTIES TO AGREEMENT

A. Resident The individual “Resident” ideotified in the preamble sbove who
receives services and use of sccommodstions from the Facility under the
terms and conditions of this Agreement. Along with the Legal Represen-
tative, the Resident is liable to pay all of the contract’s charges and foes.

EXHIBIT A
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B. Legal Reoresentative. By signing this agroement, the Legal Representative
states and affirms is acting on his’her own behalf and is acting on the
Resident's behalf as a Legal Representative. The Legal Representative shall
receive a copy of and execute this Agreement on behalf of the Resident and

the Legal Representative. Herein, Legal Representative is defined as:

a

For a Medicald Resident: the individual with access to the
Resident’s income and assets, who shall be responsible for ensuring
the Resident’'s income and assets are used 10 pay the Resident’s
financial obligations to the Facility. This term may include a court-
gppointed Guardian, Power of Attomey, Attomey-In-Fact or Durable
Power of Attorney. The Legal Representative of 8 Medicaid Resident
agrees the Facility may hold him/her personally lisble up to the value
of the Resident’s income and assets the Legal Representative does not
use to pay the Facility for the Resident’s long term care and, by
signing this Agreement, the Legal Representative agrees to be lisble
if s/he does not use the Resident’s income and assets, for any reason,
to pay the Facility for the care provided to the Resident. By signing
this Agreement, the Legal Representative under this subsection
acknowlodges the facility is not requiring a third-party guarantee of
peyment by Legal Representative as a condition of admission.

For all other Residents: the individual who is personally lisble
along with the resident, jointly and severally, for any and all charges
for services provided by the Facility to the Resident, beginning on the
date of admission and ending on the date of discharge. This includes,
but is not limited to, the Facility's charges incurred due to: (1) any
denial and/or delay of the Resident’s application to participste in the
Medicaid program; (2) Insurance and Medicare co-insurance and
Insurance and Medicare non-covered services charges; (3) Third-
party peyor source denial of coverage; and (4) the Resident and Leogal
Representative’s failure to apply for Medicaid eligibility, to cooperate
in establishing the Resident’s eligibility, or to take the

actions to achieve annual Medicaid recestification. By signing this
scknowledges the facility is not requiring a third-party guarsntee of
payment by Legal Representative as a condition of admission,

Under the following terms and conditions, the parties agree as follows:

Admission: The Facility shall exercise such reasonsble care towards the resident as
his/her known condition may require. However, the Resident and Legal Representative
agree not to hold the Facility an insurer of the resident’s safety or welfare and agrees
never to apply any liability as such to the Facility. The Pacility shall provide nursing care
in & non-discriminatory basis so all residents arc admitted and receive benefits and
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services without regard to race, religion, color, national origin, age, handicap, and source
of payment. The Facility does not require a third party surety or guarantee of payment as
a condition of admission or condition of stay.

Likewise, the Facility does not charge, solicit, accept, or receive any amount otherwise
required to be paid under State plan, any gift money or donation as a precondition to
admission or continued stay. The Resident and Legal Representative agree not to hold
the Facility responsible or lisble for the loss or damage of any of the Resident's money,
jewelry, documents or other personal property or possessions. All articles retained in the
resident’s possession, including dentures, eyeglasses, hearing aides, etc. . . . shall be
entirely the Resident’s responsibility.

Room Reservations: A bed hold charge will be made if the resident or Legal
Represcatative elects to reserve the bed during the Resident’s absence from the Facility.
The Leogal Representative and Resident, jointly and severally, reserve and will pay all
daily Bed Hold charges effective on the discharge date at the standard rate so long as the
Resident is away from the Campus for more than Twenty-four (24) hours and for each
day the Resident is away from the Campus. The Legal Representative and Resident will
pay the incurred Bed Hold Charges by the fifth (5*) of the month following the final day
of the month with the incurred charges - for example, if the Bed Hold Charges are from
April 25-30, the Legal Representative and Resident agree to pay these charges on or
before May S. Legal Representative and Resident acknowledge they understand
Medicare will not pay bed hold charges.

If no re-admission to the Campus occurs due to a change in health status or death, the
Resident and Legal Representative promise to notify the Campus in writing as soon as
practicable to cancel continuing charges. Charges will be stopped cffective the day the
Logal Representative or Resident notifies the Campus thereof. The Legal Representative
and Resident reserve the right to cancel this suthorization at any time. This cancellstion
will be effective the date the Campus’ Business Office receives written notice of
cancellation from the Legal Representative or Resident. The Legal Representative
confirms s/he has the right and suthority to bind the Resident and him/herself to the
promises made in this Agreement. Should the Logal Representative and/or Resident not
pay the charges as promised by the due date identified above, they both agree, jointly and
severally, to pay the account balance and all costs of collection, fecs, and reasonable
sttomey fees incurred by the Campus attempting to collect the fees due via this
agreement. The Legal Representative and Resident also agree to pay interest on the
unpaid balance at 1.5% per month.

The Resident and Legal Representative will choose whether or not to hold the Resident’s
bed during a discharge. If the Resident and Legal Representative decline the option,
every effort will be made to accommodate the resident with a bed upon his/her request
for re-sdmission. However, depending on bed availability or other considerations, the
Facility reserves the right not to re-admit the Resident. If this occurs, the Resident and
Legal Representative agree to pick up the Resident’s personal belongings within 10 days
of the declined request to re-admit.
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The Resident or Legal Representative represents, wamrants and agrees the information
provided in the Resident's application for move-in to the Facility is true, complete, and
accurste, and the Facility may rely on same for purposes of admitting the Resident to the
Facility and providing the Resident with services under this Agresment.

Duties of Legal Representative: The resident and Legal Representative shall:

1. Pay for care and services rendered and supplies furnished by the Facility under
this admission sgreement’s terms and conditions.

2. Armange for the attending physician of choice's services and a designated alternate
to be contacted in the event the attending physician is unavailable. The
arrangement will include & commitment to see the resident either by visitations in
the Facility or through office visits. In case of emergency or if medical orders
cannot be obtsined upon admission, the resident and Legal Representstive
authorize the Facility's Medical Director or designee 1o give temporary orders
until the attending physician fulfills his/her responsibility.

3. Tommﬁomﬁmhapbyddammwdmhdonmdmmny
thereafter and otherwise to be seen by a physician as required by State and
Federal agencies.

4. Provide s written inventory of the Resident’s personal belongings, clothing, and
personal items, documented on the Facility's spproved inventory form A copy
Mberehinedbythcuplkqwmnﬁwmﬂ’ﬁﬁtyuneea‘pt

5 hvvideﬁmdsnneededwmmhnddun'lmﬂue&,indudiumdiu

money.

6. Provide properly labeled wash and wear clothes marked in sufficient quantities to
keep the resident neatly dressed.

7. Be responsible for hospital charges snd transportation to the same if
hospitalization of the resident becomes necessary.

8. Bempmnﬂehmpbyﬁdnfa,meﬂuﬁm,wdqﬁmoxymw
other services or aids ordered by the

9. Accept the Facility's requirement only one member of the family may have any
jurisdiction over the admission, care or discharge of the resident.

10. Accept all financial and legal responsibilities for any private nurses engaged for
the resident. The Legal Representative will ensure all special duty nurses or
niumfollowthehnility'mdulndmhﬁoundmunbeeuﬁﬁdbymem
of Indiana and will be subject to dismissal for violations.

Prescriptions: Aﬁmaedphyddmmstmhlndodmﬁmmdupin
accordance with the resident’s assessment. The cost will be paid by thc Resident and
Legal Representative, The Legal Representative will make all arrangements for the
medication purchases from a pharmacy chosen by the resident. The pharmacy of choice
shall provide medicine according 10 our pharmacy policy. All medications will be under
security precsution as required by law, The Facility is authorized to order all medications
m@ﬁh&enﬁdmﬁm&erﬁd«nhwm. Medications,
Mudin;cmmlleddxup.winberduadwdnnddmtudildm'ponlyviltbc
attending physician's order.
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Grant of Anthority: The resident and Legal Representative hereby grant to the Facility
the suthority to:

1. Have the resident visited by a dentist, oral hygienist, podiatrist, physical therapist,
occupations! therapist, speech therapist, or other person deemed neceesary for the
rendering of care to the resident by the sttending physician upon written
permission of the attending physician,

2. Allow the resident to participate in any activities within the scope of the resident's
mental and physical capsbilities as authorized by the attending physicisn, the
resident and Legal Representative. The resident and Legal Representative release
the Facility from any responsibility for the resident during participation in
activities either within the Facility or which take the resident outside the Facility.

Rules and Regulstions: The resident and Legal Representative agree to pay the Facility
the rate of § per day for the care and services rendered to the resident and
shall pay § for one month in sdvance st admission and a like sum thereafier
on the first of each month. The Resident and Legal Representative agree to pay for the
Facility’s provided services and this payment requirement survives the resident’s death
regardless of any law or rule regarding estates, trusts or descent and distribution.

For example, if the Legal Representative and the resident have any joint accounts with
rights of survivorship at any financial institutions or any other jointly held assets with
rights of survivorship, the Legal Representative agrees this cavest does not relieve the
requirement of psyment from the jointly held accounts or assets. The resident and Legal
Representative agree to be lisble to pay for any willful destruction of property. These
charges may be presented by separate billing, cither from the Facility or directly from the
contractor, providing or repairing the property willfully destroyed.

If the resident is receiving or ever shall receive govemmental financial assistance, the
resident and Logal Representstive hereby acknowledge the agency giving financial
assistance may adjust the monthly rate for which such governmental agency is
responsible. The resident and Legal Representative hereby agree that, when the
government agency makes such an adjustment, this agreement will be automatically
adjusted o the resident and Legal Representative shall pay the Facility all portions of the
monthly rate and any other sums for care, services and supplies furnished and not paid for
by the governmental agency giving financial assistance.

If at any time or for any reason Medicaid denies payment to the Facility for services
rendered and supplies furnished to the resident or requires the Facility to repay payments
previously paid for services rendered to the resident, the resident and Legal
Representative shall pay to the Facility an amount of money equal to the payment denied
or recouped within thirty days of this notice along with other costs and fees allowed via
this Agreement.
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Medicare residents will agree to pay the Facility the Medicare co-insurance beginning
the 21* day of coverage under Medicare.

Payment: In coansiderstion of the care and services rendered and supplies furnished, the
resident and Legal Representative shall pay, under this agreement’s terms and conditions,
all sums due at the Facility’s office on the first day of the month, umless other
arangements are made. Accounts, which are not paid by the 10® of the month, will be
charged interest at the rate of 18% per annum from the date of indebtedness until paid.

In the event of a delinquent account for any reason, the resident and Legal Representstive
agree 10 be liable for all of the Facility's costs of collection. The resident and Legal
Representative will be responsible, under this agreement’s terms and conditions, for
paying the account balance, plus all incurred reasonsble attomey fees, pre-judgment
interest, court fees and collection expenses.

Part of the consideration for entering into this agreement is that the Legal Representative,
in his’her capacity as Legal Representstive, is to be responsible for and accept the
custody of the resident if required by the Facility.

Refunds: Residents desiring to move shall provide written notice thereof and a request
to receive 2 refund on any unexpended portion of the monthly rate to which they are
entitied. So long as the Resident and Legal Representative meet all of this agreement’s
termas, the Facility agrees to issue the refund within 30 days of discharge.

Duration of Agreement: Either party may without csuse terminate this agreement upon
30 days written notice. Such notice shall not act as cancellation of financial
responsibility. This does not mean the resident will be forced to remain in the Facility
against his/her will, but the Facility would appreciate time for discharge planning so that
it will be less traumatic for the resident. The Legal Representative shall upon termination
be responsible for and accept custody of the resident.

Resident Care Policy: The resident and Legal Representative acknowledge the Facility
provided cach with access to & copy of, have read, and do understand the Facility’s
policies and each agrees to and shall be bound and abide by the terms and provisions
thereof.

Resident Care Policy: The resident and Legal Representative acknowledge each has
been provided access to a copy of, have read, and do understand the Facility's policies
and cach agroes to and ghall be bound and abide by the terms and provisions thereof.

3. MISCELLANEOUS PROVISIONS

A.  Governing Law. This Agreement shall be interpreted in accordance with
the laws of the State of Indiana and shall be binding upon and benefit each of
the undersigned parties and their respective heirs, personal representatives,
successors, and assigns.
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Ag:uman. All of this Agreement’s parties had the right to have
document reviewed by their attomeys and agres nobody shall be deemed this
Agreement's drafter.

D.  Modifications. The Facility reserves the right to modify this Agreement’s
terms and to conform its provisions to any subsequent changes in applicable
laws or regulations. To the extent reasonably possible, the Facility will give

mwmumwmmm’mw
notice of any such modifications.

E. Walver of Provigiops. '!'hoFlulxtymdndﬂ:tmwuvomdedau
obligation under this Agreement's provisions in its sole and absolute
discretion. None of this Agreement's terms, provisions, or obligations shall
be deemed to have been waived by the Facility unless such waiver is in
writing by the Facility. Any waiver by the Facility shall not be deemed a
waiver of any other term, provision or obligation of this Agreement, and the
other obligations of the Resident and this Agreement shall remain in full
force and effect.

F.  Arbitration. Any-ndnllduputuotclnmsmmomofatdmm
the validity, interpretation, enforcesbility or performance of this
Agreement, including, without limitation, this arbitration clause, but, at the
Facility's sole discretion, excluding collection and billing matters, shall be
solely and finally settled by binding arbitration in Indianspolis, Indians,
and, except as otherwise provided herein, in accordance with the then
prevailing Commercial Arbitration Rules of the American Arbitration
mcmmmmmmnmmymmmor
its successors sre not in existence, the erbitration shall prooceed in
accordance with the laws relating to erbitration then in effect in the State
of Indizna.

By written notice to the Resident (or the Legal Representative, if
applicable) or to the Facility, as the case may be, a party may demand =
disputed matter be submitted 1o arbitrstion. The demand notice shall
specify the nature of the dispute. An arbitrator shall be chosen in
accordance with the prevailing Commercial Arbitration Rules of AAA.
The arbitrator shall permit or prohibit discovery in his sole discretion and
may admit or exclude evidence in his sole discretion,
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The arbitrator shall decide the dispute or claim in accordance with the then
prevailing Commercial Arbitration Rules of AAA, applying the
substantive laws of Indiana. Judgment upon the arbitral sward may be
entered in any court having jurisdiction over a party or such party’s sssets.
No party may take any dispute or claim subject to arbitration hereunder to
any court unti] an arbitration decision has been made, except that any
party shall have the right to institute any legal actions for provisional relief
pending final settiement by arbitration.

The expense of any arbitration or any relsted court proceedings, shall be
allocated to and bome by the parties, as determined by the arbitrator in his
sole discretion; provided, however, that each party shall bear and pay for
the cost of its own experts, witnesses, evidence and counsel and any other
cost in connection with the arbitration and presentation of its case.

The resolution of such arbitration shall be final and binding on the parties
hereto and enforoeable in a court of competent jurisdiction.
If the Resident and Leogal Representative have any questions regarding this Agreement,
they agree they will contact the Admissions Director or Administrator.

Legal Rights: The resident and Legal Representstive have full freedom of choice in the
selection and retentj 's ician. The ician desi
on W lmn:l.ingphyum physician designated

for the care of
Resident’s Nameo
I o
|
Physician’s Pbone Number Podistrist’s Name
I
Pharmecy Name Dentist's Name

At any time, if the designated health care professionals fail to provide adequate care to
the resident, the Resident and Legal Representative sccepts the responsibility to change
to another health care professional of choice. The facility’s medical staff is open to all
physicians who comply with the requirements for care as listed in these policies. These
requirements are necessary to comply with the Federal and State regulations under which
we are governed. The Resident and Legal Representative agree they will not hold the
facility liable for any alleged negligence of any physician or other health care provider
not within the Facility's specific employ.
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ACKNOWLEDGEMENT SHEET

(Signature Page)

This signature page is & part of a binding legal contract. Please read the Agreement’s
contents and astachments carefully before signing to make sure you fully undersiand
the terms and obligations you are assuming. This Agreement becomes effective on the
day it is signed and stays in ¢ffect undil It is terminated pursuant to the terms Usted
under this Agreement.

Please note that, in eddition to signing this signature page, you may be asked to sign
separately several attachments to this Agreement.

Please maintain a copy of this signature page for your records, as it will be the proof of
your binding contract with the Faciliy.

For The Facility

' CHRISTINA

HOEPNER
Signature of Authorized Facility Signatory

ADMISSIONS
DIRECTOR.
Title of Authorized Signatory for the Facility

For Resident: - (Resident Name)

DocuSigned by:
Sn;gnm of the Resident (if available) Legal Representative's signature

4/29/2022
Print the Name of Resident and the Legal Representative  Date of Signature

Legal Representative’s Address, City, State and Zip Code



DocuSign Envelope 1D:

DocuSign Envelope ID:

10

H) W) ()
*¢] cgal Representative’s Home, Work & Cellular Telephone Numbers

*&Legal Representative's Employer and its address

]

_(S5#) (D.0.B.)
**Legal Representative’s Social Security Number and Date of Birth

4 Required information

**  The Legal Representative’s information will not be released to any third-
party, unless this Contract is allegedly breached, without the Legal Representative’s
express written consent.



Clerk

Marion Superior Court 7 Marion County, Indiana

STATE OF INDIANA ) IN MARION CIRCUIT/SUPERIOR COURT
)SS:
COUNTY OF MARION ) CAUSE NO.

ADAMS COUNTY MEMORIAL HOSPITAL
d/b/a NORTHWEST MANOR
HEALTHCARE CENTER

Plaintiff,

VS.

- "

)
)
)
)
)
)
)
)
)
)
)
Defendants. )

COMPLAINT FOR SUIT ON ACCOUNT

Adams County Memorial Hospital d/b/a Northwest Manor Healthcare Center (hereinafter
“Northwest Manor™), by counsel, files its Complaint for Suit on Account against the Defendants,
_ and_, jointly and severally. In support, Northwest Manor states and
alleges:

1. Northwest Manor does business in the State of Indiana, with its principal place of
business located at 6440 West 34™ Street, Marion C ounty, Indianapolis, Indiana 46224.

.4 Northwest Manor is duly licensed and certified by the State of Indiana as a long-
term health care facility, pursuant to Ind. Code § 16-28.

3. By information and belief, the Defendants,_ and_, are
residents of State of Indiana, each currently residing at 3944 Steinmetz Dr., Indianapolis, IN
46254.

4. On or about March 29, 2022, Northwest Manor admitted _ mto its

long-term care facility to receive health care and services.



5. On or about March 29, 2022, when Northwest Manor admitted_ into
its facility, he signed the facility’s Admission Agreement on his own behalf. (See Admission

Agreement attached hereto as Exhibit A).

6. By and through the Agreement, the Defendant, _, agreed:

The individual “Resident” ... receives services and use of
accommodations from the Facility under the terms and conditions of this
Agreement. The Resident is liable to pay all of the contract’s charges
and fees.

(See Exhibit A, §2A).

7. By and through the Agreement, the Defendant, _, agreed:

[To] pay for care and services rendered and supplies furnished by the
Facility.
(See Exhibit A, §2).

8. By and through the Agreement, the Defendant, _, agreed:

[T]he resident ... shall pay ... all sums due at the Facility’s office on the
first day of the month, unless other arrangements are made. Accounts,
which are not paid by the 10" of the month, will be charged interest at
the rate of 18% per annum from the date of indebtedness until paid. In
the event of a delinquent account for any reason, the resident ... agrees
to be liable for all of the Facility’s costs of collection ... plus all incurred
reasonable attorney fees, pre-judgment interest, court fees and collection
expenses.

(See Exhibit A, §2).

0. For the months of March 2022 and April 2022_ received health care

and services for which the Defendants have not paid. (See Affidavit of Debt attached hereto as

Exhibit B).
10. The Defendants were married as husband and wife throughout _

residency at Northwest Manor.

11. _ 1s also liable for_ balance via Indiana’s Doctrine

of Necessaries.



12. This account is unsatisfied and has not been excused by the Plaintiff. The
Defendants have not paid this account, despite the Plaintiff’s demand.

13. For_ residency, the Defendants owe Northwest Manor an account
balance of Four Thousand Six Hundred Thirty-Four and 98/100s dollars ($4,634.98) (see Itemized
Statement attached hereto as Exhibit C), plus costs, pre-and post-judgment interest, and
reasonable attorney fees.

WHEREFORE, Adams County Memorial Hospital d/b/a Northwest Manor Healthcare
Center, respectfully requests this Court enter a judgment in its favor and against the Defendants,
_ and _, jointly and severally, in the amount of Four Thousand Six
Hundred Thirty-Four and 98/100s dollars ($4,634.98), plus costs, pre- and post-judgment interest
and reasonable attorney fees (all of which is allowed under Exhibit A); and, the Court grant it all

other relief, just and proper in the premises.

Respectfully submitted,

DREWRY SIMMONS VORNEHM, LLP

Mol —

Paul (Rick) Rauch, #18125-49
Attorney for Plaintiff

Paul (Rick) Rauch, #18125-49
Drewry Simmons Vornehm, LLP
736 Hanover Place, Suite 200
Carmel, IN 46032

(317) 580-4848 (main)

(317) 713-6046 (direct)

(317) 580-4855 (fax)
rrauch@dsvlaw.com
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li. Anindividua! designated by the Resident to act on thelr b(_ahalf, in order to
support the Resident in decision-making, in accessing medical, sociat or other
personal information of the Resident, in managing financial matters and
maintaining access to the Resident’s Funds, or receiving notifications; or

ili. A person authorized by state or federal law to act on behalf of the Resident in
order to support the Resident in decision-making, in accessing medical, sacial or
other personal information of the Resident, in managing financial matters and
rmaintaining access to the Resident’s Funds, or in receiving natifications, such as
a court-appointed Guardian, an Agent Under Power of Attorney, a
representative payee or other fiduciary, or a “legal representative” as defined in
Section 712 of the Qlder Americans Act {42 USC 3058g bl [BI{11[i]).

2. SERVICES PROVIDED BY FACILITY

a. Basic Services: The Facility will provide the following basic services included in the Duity
Room Charge, which is itemized in the Facility’s Fee Schedule:

i. Lodging — a clean, properly outfitted, healthful, sheitered envirbnment;

ii. Board, including therapeutic/modified diets, as prescribed by a physician;

i, 24-hour/day nursing care, health services and supervision as needed by
the Resident;

iv.- Use of all necessary equipment, medical supplies and modalities,
notwithstanding the quantity usually used in the everyday care of
nursing home residents, including, but not limited to catheters,
hypodermic syringes and needles, irrigation outfits, dressings and pads,
and so forth;

v. Fresh bed linen, as required, changed at least twice weeldy, including
sufficientquantities of necessary bed linen or appropriate substitutes
changed as often as required for incontinent residents;

vl. Hospital gowns or pajamas as-required by the clinical condition of the
Resident, unless the Resident, or another person on the Resident’s
behalf, elects to furnishthem, and laundry services for these and other
washable personal clothing items;

= ;
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vil:  General household stock medicine cabinet supplies, including but not
' limited to,. non-prescription medications, materials for routine skin
care, oral hygiene, care ofhair, and so forth, except when specific items

that are medically indicated and prescribed for exceptlonal use fora .

specific Resident;

vili. Assistance and/orsupervision, when required, with activities of daily
fiving, including but not limited to, foileting, bathing, feeding and
ambulation assistance;

ix. Services in the daily performance of their assigned duties, by the
appropriate members of the Facllity Staff concerned with: Resident
care;

X Use of customarily stocked equipment, including but not limited to:

crutches, walkers, wheelchalrs, or other supportive equipment,
including training in their use, when necessary, unless such item is
prescribed by a physician for the regular and sole use by the Resident;

X Activities Program:including but. not limited to a planned schedule of
recreational, motivational, social, pastoral: and other activitles,
together with the necessary materlals  and supplies te make the
Resident’s life more meaningful; '

xii. Social Services and.religious programs as needéd..

b. Physician and Other Services/Supplies NO¢ included in: Daily Room Charge:

Physician’s services and physician-ordered services and supplies will be
arranged as necessary. These: include, but are not limited to physical,

occupational, speech and- hearing theraples; and psychiatric, psychologicaly
optometry, ophthalmology, podiatry, dental, transportation, pharmacy,

taboratory; X-ray, and oxygen services. These servicesand supplies are pot-

included in- the Facllity’s Daily Room Charge and may be covered by the
Resident’s third-party, payer(s} (ie. Medicaid, Medlcare, private insurance}.

- Coverage for such services:is-determinedby the-third-party payor and may be-

subject to deductibles andfor co-payments for which the Resident is
responsible: All payment for: these serviees, including applicable co-pays, are
due and payable at the time.of service,

3 : k}i;’ GreenField
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¢. Personal Services/items Not included in Daily Room Charge Ot hy Insurance:

The following personal services and items are currently available to the
Resident and are not included in the Daily Room Charge or covered by third-
party payers. such services anditems must be pald for by the Resident or
charged against the Resident’s personal account when the cost is incurred.

i, Barber/beauty services;

ii. Private telephone and TV (installation, maintenance, fees), unless
specifically provided by the Facility at no additional charge;

iii. Newspapers, postage, stationery;
iv. Shoes, clothing and dry cleaning;
v. Someambulance and special transporiation for personal use.

d. Notwithstanding; Notwithstanding any other provision in this contract, the
Facility remains responsible forensuring that any service provided pursuant o

this contract complies with all pertinent provisions of Federal, State, and local
statues, rules and regulations.

3. SERVICES PROVIDED BY FACILITY

a. Resident’s Payment Obligations: The Resident agrees to pay the Facility, or
have paid for by third-party payors, all Charges, which include the foltowlng.

i. Daily Room Charge {per the Facility's Fee Schedule),
ii. Physiclan and Other service/Supply Charges (section 2{8]), and
ii. Personal Service/ttem Charges (Section 2[CY).

The Daily Room Charge and all other charges must be paid In advance, no later than
three (3} days following recelpt of the monthly account statement. The Resident agrees
to pay all charges that are not paid for by third—party payors including insurance
deductibles, co-payments, non-covered services and supplies, any “private room
differential,” and, if the Resident has been determined eligible to recelve Medicaid, the

Resident’s Net Available Monthly Income oY “NAMI,” as budgeted by the local
Department of Social Services.

~pnfriail , 4
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The Resident further agrees to pay estimated “NAMI” while an application for Medicaid
on behalf of the Resident is pending. In the event a-paid estimated “NAMI" Is greater
than the “NAM!" budgeted by DSS, the Facility will refund the balance.

b. Resident's and Resident Reprasentative’s Obligations to Provide Payment:

i, The Resident Representative agrees to use thelr access to the
Resident’s income, assets and -Insurance to meet the Resident’s
payment obligations under this Agreement from the Resident’s own
income, assets, and Insurance to the extent of the Resident
Representative’s access to and/or control over the Resident’s Income,
assets and insurance: If the Resident Representative Is the Resldent’s
Spouse, they may:also be independently obligated to pay for the
Resident’s care.

ti.

The Resident and the Resident Representative agree(s):

1

To keep insurance premiums current, provide the Facility with
all necessary authorization and insurance information to file
claims for provided services, and notify Facllity of changes in
insurance, dentals of insurance benefits or termination of
coverage;

Should the Resident’s care placement exceed the anticipated
length of stay, the Resident and/or Resident Representative
will provide the Facility all financlal information and
documentation which has not aiready - been provided, as
requested in theFacility’s Confldential Data Application;

That all the financial and insurance information which they
have provided to the Facllity, Including the Confidential Data
Application, Is represented and warranted to be true, accurate,
and complete, The Facility has relied upon, and witl continue
to rely upon this information;

To use the Resident’s assets and- Income solely for the
Resident’s benefit, and to safeguard such assets and income so
as to ensure full and uninterrupted payment to the Facllity; '

5 i<F) GreenField
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To notify the Facility three (3} months prior to the date when
the Resident’s assets will approximate the Medicaid resource
level;

To file a timely and complete.Medicaid application with the
appropriate county Department of Social Services {DSS), no
later than three {3) months prlor to the exhaustion of the
fesident’s assets, and promptly provide all requested
information and documentation to DS5;

To authorize the Facility to have access to the Medicaid
application and annuai recertification files and supporting
information and documentation, and to represent the Resident
in the application and re-certification process, if necessary, by
signing Addendum

To pay the Facility the Resident’s Social Security check and
other monthly income, less the Resident’s personal needs
allowance and applicable deductions as determinad by DSS {the
Resident’'s “NAMI) within three (3} days of which it was
received, or arrange for its direct payment to the Facility

suthorized Benefits/Secondary Benefits for ltems or Sevicns

1. The Resident and Resident Representative understand and

agree -that the Resident may be entitled to payment of
authorized benefits or secondary benefits provided through
the Centers for Medicare & Medicaid Services, medical or other
insurances for items or services received by the Resident. The
Resident, or Resident Representative on the Resident’s behalf,
specifically request the payment of authorized benefits or
secondary benefits, for items or services received by the
Resident, be made either to the Resident, or on the Resident’s
pehalf, to such entity or entitles as identified by the Facility.

The Resident -and Resident Representative specifically
authorize any hotder of medical information about the
Resident, needed to determine such penefits payable for
related items or services, to release such medical information
to the Centers for Medicare & Medicaid Services, Ltd., or any
medical or third-party insurer, for the purpose of determining
the Resident's eligibility to receive authorized benefits or
secondary benefits for items or services provided to the
Resident,
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¢ Resldent Rights: We wiil not require any Resident to waive their rights as set
forth by Federal, State, or local licensing taws, including but not limited to their
rights to Medicare or Medicaid. A statement of the Resident’s Rights will be
given to each Resident with a form for them to sign acknowledging thelr
acceptance. N

d. Additicnal Charges: The Facility will assess no additional charges in excess of
the Daily Room Charge except

I. Upon express approval of the Resident or Resident Representaﬂ\;e;

il. Upon express written orders of the Resident’s physician stipulating
specific services and supplies not included in the Daily Room Charge;

fil, Upon sixty (60} days written notice to Resident or Resident
Representative of additional charges due to the increased cost of
maintenance and/or operation of Facility;

iv. In the event of a health emergency which requires immediate special
services or supplies.

e. Interest, Collaction Costs and Fees: In the case of the breach of any provision
set forth in this Agreement or non-payment of any sum due under this
Agreement, the Resident and Resident Representative agree to pay a service
charge.of 1.5% per month {18% per year) on accounts thirty (30} days overdue,
and collection costs, reasonable-attorney fees and damages incurred by the
Facility for breach of thelr obligations as described. Inithis Agreement and/or

non-payment of any sum due under this Agreement,

f. Refunds: The Facility will refund any amount paid by or on behalf of the
Resident in excess of the amount due for services rendered within a reasonable
time after discharge. The Resident and Resident Representative understand
and agree that, in the event of the Resident's death, the Facility will comply
with all applicable laws and regulations governing refunds

4. DISCHARGE. AND TRANSFER

a. Involuntary Discharge from Facility: The Facility has the right to transfer or
discharge the Resident involuntarily afterappropriate notice due to the

i, Health or safety of others is/will be endangered;

ii. Resident’s urgent medical needs necessitate an immediate transfer or

nFic 7 (-} Greentald
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discharge;

il. Resident’s health has improved sufficiently, and the Resident no longer
needs theFacility's services;

. Resident has failed to pay for or arrange for payment for services and
supplies provided under this Agreernent

If the Resident is a Medicaid recipient, non-payment occurs when the Resident and/or
Resident Representative fail{s) to pay the Resident’s monthly “NAMI” to the Facility, no
denial of benefits is pending, or funds for payment are available and the Resident, or
the Resident Representative, refuses to cooperate with the Facility in obtaining the
funds.

b. Transfers within Facility: Residents may be transferred to another appropriate
hed or room after prior notice to, consultation with, and reasonable.
accommodation to the Resident. The Resident and Resident Representative
agree to cooperate with the Facility if such a move becomes necessary. We will
provide written notice explaining the reason for transfer and effective date
which will be provided to the Resident ar Resident Representative. tn addition,
the Facility cannot guarantee continued stay in private rooms. If the Resident
has occupied a private room, the Resident understands and agrees thai when
they no longer pay the private rate, they wil! move [o a semi-privaie reoim as
soot as une hecomies available.

in the event of a medical necessity, the Resident may be asked 1o move with
little or no advance notice to accommodate the special needs of another
Resident who may require a private room. Certain private rooms have been
designated as “isolation rooms.” The displaced Resident will be charged the
rate for the room to which they have been moved, When the medical necessity
is over, the displaced resident will be returned to their original room if available

¢. Short-Term Rehabilitation/Sub-Acute Unit: The Facility has designated certain
rooms as its Shert-Term/Sub-Acute Unit. Placement in the Sub-Acute Unit is
reserved for Residents requiring a Short-Term/Sub-Acute Program with the
goal and expectation of discharge to home or other Jiving accommodations,
following Program completion. In the event that the Resident is unable to
achieve the short-term goals within the anticipated time frame as established
by the Facility's interdisciplinary care team, the Facility, at its sole discretion,
reserves the right to immediately transfer the Resident to a non-Sub-Acuie
room.

8 . i‘;*-“f GreenField
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5. RESIDENT’S PROPERTY

a. Resident’s Personal Account: The Facility will hold the Resident’s personal

b.

funds for incidental expenses if the Resident or Resident Reprasentative
executes a “Personal Account” authorization form. At the Resident or
Representative’s request, the Facliity will deposit the Resident’s funds, as
Identified by the Resident or Representative, in an interest-bearing account and
provide an accounting statement to the Resident annually and upon request.
Resident funds in amounts less than $50.00 will be maintained in a non-
Interest-bearing acéount. Upon discharge, the balance will be applied toward
amounts owed to the Facility, and within thirty {30) days after discharge, be
given to the Resident, o, if the Resident Is deceased, within one-hundred and
eighty (180} days, to the individual or probate jurisdiction administering the
Resident’s estate, or the New York State Comptroller,

Resident’s Personal Property;: The Facility has appropriate policies and
procedures to provide for reasonable security of the Resident’s personal
property. However, the Facility will only be responsible for the Resident’s

I, Valuable items (such as jewelry and money) if they are deposited in the
Facility's safe;

ii. Other personal property inciuded on an inventory list, if the Facility is
proven to be at fauit for loss or damage

The Resident may request to have 2 locked drawer in their room. Keys may be obtained
upon request

Disposition_of Property: The Resident or Resident Representative must
promptly arrange for disposition of the Resident’s tangible personal property
upon the Resident’s discharge or death. The Resident/Representative agrees
that, within one-hundred and eighty (180) days thereafter, the Facility. may

- deflver such property to the Individual or probate jurisdiction administéring the

Resident’s estate, the New York State Comptroller, or, in accordance with New
York State Abandoned Property Law and State Finance Law, distribute or
dispose of such tangible personal property. that remains.
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6. AUTHORIZATIONS

a. Consent to Treatment: The Resident and/or Resident Representaﬁve
authorize{s) the Facility, its employees, and agents, to provide all skilled nursing
facility services, including medical treatment, rehabilitative therapies,nursing,
psycho-social/psychiatric suppott for treatment of the Resident’s conditionts).
The Facility will exercise reasonable care toward the Resident; however, there
are same risks that are unavoidabie in any skilled nursing facifity and the Facility
cannot ensure the complete safety and welfare of the Resident.

b. Physician Visits: The Resident and/or Resident Representative agree(s) that a
physiclan may visit the Resident in the Facility whenever the Resident's medical
condition warrants the medical attention, but not less than once within the first
fourteen {14} days of admission and every thirty (30) days for the first ninety
(90} days and every sixty (60) days thereafter. The Facility may arrange for
another physician to see the Resident if the Resident’s personal, alternate or
staff physician is delinquent in visitation or is unable to see the Resident when
medically necessary.

7. BED RESERVATION POLICY

a. Bed Reservation for Non-Medicaid residents: In the event that a private-
paying (non-Medicaid) Resident, covered by Medicare or insurance, leaves the
facllity due to hospitalization or leave-of-absence {“LOA"), the following will
apply

i. The Facility will not reserve the Resident's bed while the Resident is
absent from the Facility for temporary hospitalization, or on LOA,
unless requested by the Resident or the Resident’s Representative,
within one-day of the Resldent leaving the Facility;

{i. if the Resident or the Resident Repres‘entative requests the Resident's
bed held while hospitalized or on LOA, the Facility will hold the
Resident’s bed, and which, during such time, the Dally Room Charge
remains payable under this Agreement;

10 f;gﬂ;? GreenField
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After fourteen (14) days absent, any written request for an extension,
which is within the sole discretion of the Facility to grant, the bed
reservation is terminated and the resident wili be discharged.

b. Bed Reservation for Medicald residents: For Residents who are currently
recelving Medical Assistance (“Medicaid”), the following will apply with respect
to temporary hospitalization or LOA:

1,

Unless the Medicald-covered Resident is receiving Hospice services, the
‘Facility will not reserve the Resident’s bed while absent from the
Facility for temporary hospltallzation;

If the Medicald-covered Resldent Is receiving Hospice services, the
Facility will automatically reserve the Resident’s bed while absent from
the Facility for temporary hospitalization, in accordance with New York
State regulations. In such instance, the bed reservation may not
exceed a maximum of fourteen (14} days within any twelve {12) month
period;

If the Medicaid-covered Resident leaves the Facility overnight to visit
friends/relatives, or to participate in a medically acceptable

~ therapeutic or rehabilitative plan of care, and only if the Resident’s care

plan_provides for leaves of absence, the Facility will reserve the
Resident’s bed while LOA in accordance with New York State
Regulations. The maximum reservation time may not exceed ten (10}
days in a twelve (12) month period;

if the Medicaid-covered Resident remains hospitalized or LOA In excess
of the maximum reservation times as set forth above, he/she will be
discharged from the Facility and his/her bed will be made availabie to
someone else, The Facility will give-priority readmission to the Resident

" for the next appropriate semi-private bed.

+.
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8. REINSTATEMENT OF THIS AGREEMENT AND ADDENDA

In the event the Resident is transferred to the hospital or another facility and returns to the
facility within one-hundred and eighty (180) days of the date of transfer, the Resident and the
undersigned agree that this Agreement, including all Addenda, and other documents provided
to me/us at the time of admission and any revised information (including revised charges)
provided to me/us after the initial admission, shall be reinstated and have full force and legal
effect as of the date of the Resident’s return to the facility

9. SIGNATURES

I/We, the undersigned, has read, and understands this Agreement, and agrees to be legally
bound to its terms,

i/We have been given copies of the Faciiity'’s Fee Schedule, the Facility’s New
Resident/Family Admission infarmation Booklet, which includes ihe Resident’s Bill of
Rights, information on AdvanceDirectives, Suggestions, Rules and Regulations for Qur
Residents, and other documents.

I/We have also received a copy of the Facility's Notice of Privacy lnformation Practices,
incompliance with the Health Insurance Portability and Accountability Act of 1996
(HIPAA).

|/We have had an opportunity to discuss these documents with the Facility’s staff, and
agree to be legally bound to the rules and regulations described in these documents.

I/We certify that the Information {/We have provided to the Facility is true, accurate and
complete, and I/We agree to pay, on demand, all damages resulting from any misrepresentation
of information provided to the Facility or failure to provide information requested by the Facility
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THIS FACILITY DOES NOT DISCRIMINATE IN ADMISSION OR RETENTION
OR CARE OF ITS RESIDENTS BECAUSE OF RACE, CREED, COLOR,
NATIONAL ORIGIN, SEX, DISABILITY, AGE, SOURCE OF PAYMENT,
MARITAL STATUS OR SEXUAL PREFERENCE.

In consideration of the mutual covenants contained in this Agreement, the Facility admits the
Patient/Resident (“the Resident™) subject to the following terms and conditions.

1. THE RESIDENT’S AGENTS

A. THE “RESPONSIBLE PARTY?” is the person chosen by the Resident who agrees
to be primarily responsible to assist the Resident meet his/her obligations under this Agreement.
Unless the Responsible Party is also the Resident’s Spouse, the Responsible Party is not obligated
to pay for the cost of the Resident’s care from his/her own funds.

By signing this Agreement, however, the Responsible Party personally guarantees
continuity of payment from the Resident’s funds to which he/she has access or control and agrees
to arrange for third-party payment if necessary, to meet the Resident’s cost of care.

To assure the Resident’s payment and insurance obligations under this Agreement if the
Resident were to lack capacity, the Responsible Party must have sufficient access to the Resident’s
funds and financial information. This access, usually granted through ‘a Durable Power of
Attorney, may be limited solely to meeting the payment and insurance obligations under this
Agreement and may be limited to take effect in the future only if necessary, to fulfill the Resident’s

obligations under this Agreement.

B. THE SPOUSE OR “SPONSOR? is the person, usually the Resident’s Spouse,
responsible in part or in whole to pay for the Resident’s cost of care. A Spouse may also serve as
the Resident’s Responsible Party. The Spouse’s personal financial duty may be limited by the
amount of his/her assets if the Resident becomes Medicaid-covered,
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C. A“FINANCIAL AGENT?” is an individual who has access to or control over
some or all of the Resident’s assets. A Financial Agent who does not sign this Agreement as the
Responsible Party or Spouse (herein the “Undersigned” or the “Undersigned Agents”) is not
primarily responsible to assist the Resident meet the payment and/or insurance obligations under
this Agreement.

Because the cooperation of a Financial Agent other than the Undersigned often becomes
necessary, the Facility requests other Financial Agents to agree to help meet the Resident’s
obligations (l)qumted,mﬂ@)mthempmﬂcdbythmrawesstoorconml of the
Resident’s assets and financial information. This agreement is at Addendum V1.

The Resident and the Undersigned Agents confirm that they have provided the Facility a
complete list of the Resident’s current Financial Agents, and all Powezs of Attorney, Guardianship

Commissions or other documents authorizing an agent to act for the Resident or to have access to
or control of any Resident’s assets, e.g., access to or joint ownership of bank accounts, stocks, or

social security. They agree to inform the Facility of future appointments or revocations.
D. THE RESIDENT’S DIRECTION TO ALL AGENTS

The Resident, or the Undersigned legal representatives on behalf of the Resident, hereby
directs all of the Resident’s Agents, including future appointees and the Undersigned, (1) to meet
all payment obligations under this Agreement from the Resident’s assets and/or from insurance
coverage; (2) to cooperate in obtaining Medicaid coverage if needed; and (3) to manage the
Resident’s assets responsibly so that the Facility is not in a position where it is denied payment for
the cost of care from the Resident’s funds or from Medicaid.

2. SERVICES PROVIDED BY THE FACILITY
A. SERVICES INCLUDED UNDER THE DAILY BASIC RATE

The services provided for the daily basic rate are listed at Exhibit A.

B. SUBACUTE SERVICES

Subauﬂeoroﬂmrahoﬁ-tummmthosemmedatmablmgthekmdmmmcha
speaﬂcpetfommcegoalsothatconﬁnuedreoovu-ycantakeplwenthomeoratalowu"levelof
care. The duration of such services is determined by the Resident’s continued need for and/or
continued improvement from them. Where an insurer or health benefit plan (“health plan” or
“third party payor’’) maneges the stay and covers only “medically necessary” services, the initial
anticipated length of stay is determined by such heaith plan. This anticipated length of stay in the
subacute bed is set forth in the Resident's discharge plan and riotice of discharge attached at

Addendum VII.

) g Services. The Resident and the Undersigned have accepted
mdagx‘eedmthemihddmchmgenoﬁcemdzthedmchngeplmatAddmdumVHmbjea to
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subsequent adjustments as the Resident’s needs, choices and post-discharge options are better
evaluated. They also agree to cooperate in securing adequate aftercare services, if needed. Upon
discontinuance of subacute services, if the Resident is not discharged, he or she agrees to transfer

to another room or unit after appropriate notice.
C. PHYSICIAN AND ANCILLARY SERVICES

Physician services [including the services of physician extenders, such as nurse
practitioners or physician assistants] and the following physician-ordered services (collectively
“ancillary services”) are available through duly licensed, registered, and/or certified practitioners
or entities.

Pharmacy Services

Physical Therapy

Audiology Services

Occupational Therapy

Speech Therapy

Podiatry Services

Pgychiatric or Psychological Treatment
Optometric Services

Laboratory Services

X-ray Services

Special Nurse or Compeanion on Order of Physician
Oxygen Therapy

Dental Services

14.  Transportation Services

Ancillary Charges. Physician, physician extender and ancillary services are not included
in the private pay basic rate. Charges for such services may be billed by the Facility or by the
service provider. Current private charges for ancillary services are provided at admission and are
available upon request.

Ancillary services are generally covered by Medicaid and Medicare Part A or Part B, but

certain benefits may be subject to annual payment caps. Other third payors who have negotiated
a rate with the Facility may cover all or some of these services but may require the use of plan

participating physicians and providers. The resident is responsible to pay for benefits or services
beyond the capped or covered amounts.

Participating Providers. To obtain full coverage from “managed” benefit plans,
beneficiaries must use plan participating physicians and ancillary service providers. The Resident
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agrees to use plan participating providers unless the Facility is notified to the contrary and agrees
to pay privately for requested non-covered non-participating providers’ services.

AGREEMENT TO PAY OR TO ARRANGE FOR PAYMENT

By entering this Agreement, the Resident, the Resident’s Spouse and/or the Undersigned
Agents on the Resident’s behalf, understand and agree to the following Resident payment
obligations. The Resident agrees to pay for, or arrange to have paid for by Medicaid, Medicare or
other insurers, all services provided under this Agreement, and agrees to pay any required third-
party deductibles, coinsurance or monthly income budgeted by the Medicaid program (called the

“NAMI” amount). ThoUndemgnedAgmtsaweptﬂndmytoensm'eoonunmtyofpaymmt This
includes the duty to arrange for timely Medicaid coverage, if Medicaid coverage becomes

necessary.

A. PRIVATE PAY STATUS

The privately paying Resident agrees to pay the applicable daily basic room rate (“‘private
pay rate”) and pharmacy charge after any Medicare Part A or other plan coverage has been applied
or exhausted, unless and until the Resident is determined to be Medicaid eligible for chronic care.
The private pay rate is owed and payable timely while a Medicaid application is pending and
if the Medicaid application is denied unless other insurance covers the rate. See q E. below.

. Specifically, the Resident agrees to pay, or arrange for payment of, (1) the daily basic rate
of the room occupied: $449.00 (private room), or $438.00 (semi-private room) or $512,00; (2)
physicien and ancillary medical services as set forth above; (3) any applicable deductibles or
coinsurance; (4) including New York State Cash Receipts Assesements, and (5) individual
purchases and “extras” described below. Payment for all services is due by the /7] of each month.

ITEMS/SERVICES NOT INCLUDED IN THE BASIC RATE

3'

Certain items and services, such as those below, are not covered by the daily rate or by
health plans. They may be paid for directly or charged against the Resident’s personal account.

Barber/Beauty Parlor

Telephone
Television

Newspapers, sundrics
Specially prepared catered or alternate meals apart from the regular meal service

Dry cleaning
Special transportation for personal use

The Undersigned agree to assist the Resident obtain needed clothing and requested
personal items.

N N .
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Reguests for “Extras”. When the Resident requests items that are more expensive than
or in excess of items provided under the rate or applicable health plan, the Resident will be charged.
Except for the items described above, the Facility will provide notice of the extra charge prior to

C. PREPAID AMOUNTS AND SECURITY DEPOSITS

This section left blank intentionally.
D. ADDITIONAL CHARGES AND RATE INCREASES

No additional charges beyond the daily rate will be assessed except: (1) upon express
written orders of the treating physician for specific services and supplies not included in the daily
rate; or (2) where a health emergency requires the furnishing of special services or supplies. -

~ The Fecility agrees not to increase the daily basic rate except: (1) due to the increased cost
of operations and after 30 days’ prior written notice to the Resident, the Designated Representative
and/or the Undersigned; or (2) upon express written authority of the Resident, the Designated

Representative, or the Undersigned.
E. DUTY TO PAY PRIVATE RATE UNTIL MEDICAID
COVERED

Except where Medicare or other insurance covers the daily rate, the Resident agrees to pay
the private pay rate unless and until Medicaid coverage is obtained. The private rate spplies while
& Medicaid application is pending and/or if Medicaid coverage is denied. Medicaid can cnly cover
up to three months® care prior to the month the Medicaid application is filed. If Medicaid
ultimately covers a retroactive period paid for privately, the Facility will refind or credit any
excess over the amount owed by the Resident.

If the Resident’s liquid asscts are exhausted or unavailable prior to Medicaid coverage, the
Resident agrees to pay his/her monthly income as partial payment of the daily basic rate until the
Medicaid eligibility is established.

F. THIRD PARTY COVERAGE

The Resident and Undersigned Agents each separately aekno'wbdgethelhdlhyhu
relied on the financial and insurance information they submitted for admission. Each
warrant that the information contains no known material omissions and is true in all

material respects.
1. Asignment of Benefits.

The Resident, or the Undersigned Agents on the Resident’s behalf, assigns the benefits due
to the Resident to the Facility and requests the Facility to claim payment from Medicare or other
insurance for covered services or supplies received during the Resident's stay at the Facility. The
Resident authorizes release of information necessary for the Facility to claim and receive such
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payments on the Resident’s behalf. If separate assignment of benefits is required by the Resident’s
plan or program, it will be signed and attached to this Agreement at Addendum L

The Facility accepts as payment in full daily rates it has negotiated with a Resident’s insurer
or managed health plan and, as applicable, the Medicaid, Medicare, or VA rate plus any
deductibles, coinsurance or the Medicaid budgeted income payments. If the Facility has no
agreement with the Resident’s health insurance plan to accept a negotiated rate, the Resident agrees
to pay any portion of or all of the applicable private rate and ancillary charges which the plan does

not cover. All heaith plan benefits are assigned to the Facility.

The Facility is authorized to provide skilled nursing services for certain managed care
organizations (“MCOs”). A current list of the MCOs with which the Facility participates is
availsble upon request. The Resident and/or the Responsible Party shall notify the Facility in
writing prior to enrolling with 8 MCO or switching Resident's MCO enroliment. Unless the
Facllity is authorized to participate with an MCO, the MCO will not cover the Facility’s

» ; ers. Residents with coverage for all
orpartoftheFacthyschargesbyummagedmplmormsmmda‘stmdﬂmdthoughthe
Facility relies on the plan’s verification of eligibility, payment for covered services is not
guaranteed. Coverage may be subject to specific preauthorization requirements, to modification
by the plan, mdtoﬂwplansdetammahontbatracommendedmoesconﬁnuetobeorm
“medically necessary” as well as covered. The Facility is not responsible for benefit denials by
MOOsandmsurers,mdntmakesnowpresentahomregardmgtheeovmgedecmonsofanyMCO
or insurer with which the Facility participates. The Facility will, however, use its best efforts (1)
to present information to support the medical necessity of recommended treatment; and (2) to

notify the Resident and/or Responsible Party as soon as it is informed that coverage will cease or
‘decrease.

Obligations of Resident. Medicare, MCOs and insurers pay in full only for those services
andmzpphesﬂthedlcu'e,MCOormmdetmnestobewvaedmdatbemofﬂmplm
Resident is responsible to pay any.co-payments of $ or other costs assigned. to Resident
mdatbespemﬁctamsofhmorherhealthbmeﬁtplanduehy . Resident must also pay
foranyserwoesorsupphuwhchMedmare,MCOormmdechnesmcowunduﬂlespemﬁc
terms of the Medicare or managed care plan. Such plans typically require pre-authorization of
services. If Resident chooses to have services which the plan refuses to preauthorize, Resident
shall be responsible to pay the Facility for those services. Resident shall pay the Facility in a
timely manner for all non-covered services retroactive to the date of the initial delivery of services.

Withdrawal from Participstion {n the MCQ, The Facility reserves the right to terminate
its contractual relationship and its status as a network or authorized provider with one or more of
the listed MCOs at any time in accordance with law and the terms of the applicable agreement. In
the event that the Facility terminates its contractual relationship with the MCO in which Resident
is enrolled, Resident may convert his or her coverage to a health plan for which the Facility is en
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authorized provider or transfer to a facility that is an authorized provider for Resident's MCO. The
Facility shall provide thirty (30) days advance notice of its decision to withdraw as a participating
pmwderfmmRemdent’s MCO so as to enable Resident and the MCO to coordinate a transfer to

2 _ erage, Resident and/or Responsible Party shall notify
theFadlnylmmadmelyofmychmgemRmdmfsm:mmmmwveragemadebythc
insurance carrier including, but not limited to, the insurance carrier’s discontinuation of coverage
for, or any decrease or increase in insurance benefits applicable to, the Resident. The Resident
and/or Responsible Party shall notify-the Facility before Resident is unable to meet Resident's
insurance premium or before Resident implements an increase, decrease or termination from

insurance coverage.

The Facility cannot request an “external” or independent appeal of

Externsl Appeals,
certain benefit denials unless it is appointed a “designee” to file such appeal. The Facility,
therefore, requests appointment of the Facility Administrator as designee to request an external
appeal of a health plan denial or limitation of coverage because of medical necessity. This

appointment can be made at Addendum VIIL .

IfﬂleResldentranmnsmtheFamhtyaﬁnroovmge

Jermination of Coverage:
terminates or after the insurer deems that otherwise-covered services are no longer “medically
necessary” or that an annual payment cap applies, the Resident agrees to pay the applicable private
rate and charges for requested non-covered services and supplies until Medicaid covers such

services.
Cooperation Securing Insurance Benefits. Medicare and Medicaid reimbursement are
contingent on having sought payment from all other liable third parties. - The Undersigned verify
that they have disclosed all sources of third-party coverage and have (i) provided proof of
cligibility for coverage or (ii) provided the information and authorization necessary to verify third

party coverage.
The Resident, the Responsible Party, and Spouse further agree:

1. Tokeepanymmnceoovungepzmmsmmtandtonoﬂfytbethty
ﬁmqmredpmmumshavenotbemorcannotbemade,

To notify the Facility of any denial of benefits or termination of coverage;

3. To assist with appeals of denials of payment; and
4, Upon request, to provide the Facility updated insurance i
including copies of the summary of benefits or policy riders or amendments.

Pavipent. The Resident or the Undersigned Agents

suthorize the Facility: (l)tombmitdaimsmdreeavepaymmtofhealthplmbencﬂtsformces
rendered under this Agreement; and (2) to release confidential information required by the insurer

for reimbursement to the Facility or to such other providers of services.
7
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Deductibles and Co-ingurance, The Resident agrees to pay any deductibles and/or co-
insurance required by Medicare or other health plans, including any budgeted income amounts
required under Medicaid.

nrollment If Resident is an eligible beneficiary under the
Medicare Part D insurance program and has enrolled or has been enrolled in a Medicare Part D
Prescription Drug or Medicare Adventage Plan (“PDP”), Resident shall, upon admission, provide
Facility with written notification of Resident’s chosen PDP. If Resident becomes an eligible
beneficiary under Medicare Part D after adnnsmon, or subsequently chooses to enroll in a PDP
following admission, Resident shall, prior to such enrollment, provide Facility with written
notification of Resident’s chosen PDP. If Resident elects to change PDPs, Resident shall advise
Facility end ghall, prior to the effective date of the change, provide Facility with written
notification of such election, including the name/identity of the newly selected PDP.

: \ uticals. Resident is responsible to pay

chnrges for all presu-ipuon and crl:her drugs md medlcahons while a resident is in the Facility,
except to the extent that the drugs and medications are covered in whole or in part by an applicable
government reimbursement program. Scme or all of the charges for prescription and other drugs
and medications may be covered by certain benefits available through Medicare Part D or other
private insurance or governmental insurence/benefit programs, including Medicare Part A or B. If
an applicable governmental reimbursement program or other potentially available third-party
payor or insurance program denies coverage for any prescription drug, supply, medication or
pharmaceutical provided to Resident, then Resident shall remain responsible to pay for all such
prescription drugs, supplies, medications or pharmaceuticals.

Actlons of Medicare Part D Plen. Facility is not responsible for and has made no
representaﬁonsmgar&ngﬂ:eacuomordecmonsofanyPDP mcludmgbutnntllmxtedto the
establishment of the PDP formulary, denial of coverage issues, or contractual
between the PDP and the Resident, or regarding any decisions by the PDP relating to any long
term care pharmacy provider that may be under contract with Facility.

Duslly Eligible Residents., If Resident.becomes eligible for Medicaid at any time
during Resident’s stay at Facility, and also qnlliﬂu for benefits under Medicare, then

Resident shall be required to enroll in a PDP to ensure coverage of Resident’s prescription
drug peeds. Resident and/or Responsible Party shall take all necessary action to enroll
Resident in a PDP and shall advise Facility of such enroliment upon Resident’s acceptance
into the PDP. Resident acknowledges that, in the event that the Resident and/or Responsible
Party fails to select a PDP, then the federal Centers for Medicare and Medicald Services
(“CMS*) will assign Resident to a PDP. In either event, Resident shall provide Facllity with
written notification of Resident’s PDP and the effective date of enrollment.

To the extent that Resident is a

beneﬁmmytmder MedlcmPartDandMedwarer'tD covers the pharmacy prescriptions and/or
services ordered by a physician, then the pharmaceutical provider (as required by law) shall bill
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the charges for the covered services to the Resident’s PDP. Resident is responsible for and shall
pay any and all cost-sharing amounts applicable under the Medicare Part D program. Facility shall
notberesponsibletopayﬁwranyfeesorcost—sbnmgunom including co-insurance and
deductibles, relating to the provision of covered Medicare Part D pharmaceuticals to Resident. To
the extent that Resident may qualify as a “subsidy eligible individual” who would be entitled to a
reduction or elimination of some or all of the cost-sharing or premium amounts under the Medicare
Part D benefit, Resident and/or Responsible Party has the sole responsibility to apply for such

Reaident is demed ooverage undarRemdent s PDP ; phmnncauica] services or supplies
prescribed by Resident’s attending physician, then the following shall apply:

1. Resident and/or Responsible Party may independently (i) request an
exception from Resident’s PDP to cover non-formulary or non-covered
Medicare Part D drugs that are otherwise needed or required by Resident;

(ii) file a request for a redetermination of eny coverage denial issued by
Resident’s PDP; and/or (iii) file an appeal with the appropriate agency and
judicial tribunals to challenge any denial of a request for redetermination.

2. Inﬂ:eevmtofResident'smmpmty,mdlftha'eunootha-lcgal
representative of Resident known to the facility or any other friend or
relative available or willing to act timely on behalf of Resident, or if
Resident’s physician is unable or unwilling to act on behalf of Resident,
then Resident authorizes Facility to (i) request an exception from Resident’s
PDP to cover non-formulary or non-covered Medicare Part D drugs that are
otherwise needed or required by Resident; (ii) file a request for a
redetermination of any coverage denial issued by Resident’s PDP; (iii) file
anappealwxﬂ:theuppmpnmagmcyandmdidalmbumlsmdmumge
any denial of a request for redetermination.

3 If a request for exception (filed by Resident, Facility or any other authorized
representative) is ultimately denied following either reconsideration by the
PDP or appeal to an appropriate tribunal, and if the
pharmaceuticals are deemed medically necessary by Resident’s physician,
and no reasonably acceptable substitute as determined by Facility’s Medical
Director from the formulary of Resident’s PDP exists, then Facility shall
make arrangements to provide the requested pharmaceuticals to Resident
through an arrangement with an outside pharmacy. In such situation,
Resident shall be responsible to pay all fees and costs for the non-covered
pharmaceuticals, consistent with the requirements of this Section,

: ‘ e Services. Resident's Medicare Part D
pxumpﬁondrugbeneﬁtsdonotapplywhﬂeﬂ:eResidentsmymtherhty is covered under
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Medicare Part A. While the Resident is in the Facility on a Medicare Part A stay, the Medicare
Part A program generally covers Resident’s pharmaceutical needs.

Non-Covered Services, Resident is and remains obligated to pay the Facility for services
and supplies not covered by the Medicaid or Medicare programs.

G. DUTY TO ARRANGE FOR TIMELY MEDICAID
APPLICATION

The Resident and the Undersigned agree to monitor the Resident’s resources and assure
uninterrupted payment to the Facility by making timely and complete application to Medicaid
(and/or other payors), if necessary, and to notify the Facility (i) when the Resident’s resources are
expected to reach the Medicaid resource level, and (ji) when the Medicaid application will be and

is filed.

Release of Medicaid Information to the Facility. To facilitate the Medicaid application
and annual recertification, the Facility requests access to the Resident’s Department of Social
Services (“DSS") Medicaid application and recertification file. This authorization, to take effect
now or only if this A greement cannot be met without such authorization, is at Addendum III.

Authorization to Act on Resident's Behalf. The Facility requests the authority to file
and participate in an appeal of a Medicaid denial if it deems appropriate and if the Resident or
Undersigned are unable or unavailable to appeal. The resident/responsible party/spouse or
ﬁnmcmlagenthaspmwdedauthmzaﬁonforFadthparhapaﬁonmmappealmthaseparate
letter to the local Department of Social Services. The Undersigned agree to cooperate in any such

appeal and to provide timely financial and other required documentation.

| \ . ; atver. The Facility requests authority, in its
dmn'ehon,toapplyforahmdalnpwmvm'mthewmtthnttheRemdmtlsdeanedmahgiblefor
Medicmddlwmamnsfuofmforlusthmﬁnmarketvaluemthnthehmepeﬂodprwaibed
by law. Authorization for the Facility to file an undue hardship waiver application is at Addendum
IX. The Undersigned agree to cooperate in any such application and to provide timely financial

‘and other required documentation.

H. MONTHLY INCOME PAYMENTS UNDER MEDICAID

The Medicaid eligible Resident understands that DSS will require most monthly income
(the “Net Available Monthly Income” or “NAMI™") to be paid to the Facility as part of the Medicaid
rate, If DSS sets a NAMI, the Resident agrees (1) to pay the NAMI by the Js¢ of each month, gr
toreqnirethemonthlymoomembewndmalytoﬂmFamhty(AddendmnHandII-A),and(2)
if the Resident disputes the NAMI amount, to place the disputed portion in an escrow account, and
pay the undisputed portion to the Facility by the Ist of each month. The Parties agree that funds

held in escrow will be released according to the determination of the entity adjudicating the NAMI
dispute.

4. THE PERSONAL AND INDEPENDENT OBLIGATIONS OF THE
RESPONSIBLE PARTY AND 10Sl'ONSOR..
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In consideration of the fact that the Undersigned Agents cannot otherwise provide adequate
nursing care to the Resident and wish to. facilitate his/her admission to the Facility, and te the
extent of their access to or control over the Resident’s assets, the Undersigned personally and
independently agree to assure continuity of payment for services by delivering payments from such
assets and/or by arranging for benefit coverage as described below. Unless the Undersigned
Agents are legally obligated to pay for the Resident's care, as a Spouse may be, they are not
required to use their personal funds to pay for such care. The Undersigned nevertheless personally
agteempaydmagesmﬁomabmchofthefoﬂmngspedﬁcmandmdindepm

promises to the Facility.
A. TIMELY PAYMENT FROM RESIDENT’S FUNDS

If necessary, to meet the Resident's

payment obhganons to me Faa'hty, the Undcmgmd personally agree to pay any deductibles,
coinsurance or co-pays and the daily basic rate and pharmacy charge from the Resident's funds to
which he/she has access or control (where Medicare Part A or other negotiated raté coverage is
not available) until Medicaid covers such charges.
Pagvment of Private Rate. To the extent of the Undersigned

Agents’ access fo orconu'olovcrthekesxdent s income, if the Resident’s resources are depleted
or unavailable while a Medicaid application is pending, the Undersigned Agents personally agree
to pay the Resident’s monthly income as partial payment for the private pay rate owed, unless DSS
has budgeted such income to the Resident’s Spouse.

Pavment of Medicaid NAMIs. If Medicaid eligibility is established, the Undersigned
Agents either (i) personally agree to pay the Resident’s monthly NAMI or (ii) agree to arrange to
have such income déposited directly with the Facility pursuant to Addendum IT and II-A.

B. TRANSFERS OF ASSETS

The Undersigned Agents personally agree to use his/her access to the Resident’s funds to
ensure continuity of payment under this Agreement and agree not to use the Resident’s funds in a
manmmer which places the Facility in a position where it.cannot receive payment from either the
Resident’s funds or from Medicaid. If the Undersigned Agents receive a transfer of assets from
the Resident which causes such nonpayment, the Undersigned Agents agree to use such assets or
an amount equal to such assets to assure continuity of payment until Medicaid covers such costs.

C. MEDICAID OBLIGATIONS

The Undersigned Agents personally agree to cooperate in obtaining timely and continued

Medicaid coverage as follows:
1. By timely filing the Resident’s Medicaid application to ‘ensure

uninterrupted payments to the Facility and by notifying the Facility of the
filing date;
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2 By providing the requested application information and documentation to
Medicaid within the specified time frame or by requesting DSS for an
extension in writing prior to the deadline and notifying DSS that the time
frame cannot be met and why; and

3. By providing anmal Medicaid recertification information timely to DSS
upon request.

5. LATE PAYMENTS AND NONPAYMENT

A. LATE CHARGES, COLLECTION COSTS, AND
ATTORNEY FEES
A 16% per annum fee or the maximum amount allowed by law, whichever is less, will be
assessed on accounts owed by the Resident which are overdue more than 30 days. If non-payment
is caused by a breach of this Agreement, the Resident agrees to pay reasonable collection costs
and attorney’s fees incurred by the Facility.

B. DISCHARGE FOR NONPAYMENT

The Resident may be discharged for nonpayment in breach of this Agreement, including
nonpayment of the Medicaid NAMI income. See Section 6 below.

C. DAMAGES DUE FROM THE RESPONSIBLE PARTY,
FINANCIAL AGENTS OR SPONSOR

The Undersigned Agents agree to use their personal resources if necessary, 1o pay damages
io the Facility resulting from a breach of their personal and independent obligations to the Facility
promised at Section 4 above. Such damages include collection costs and attorney fees.

Damages resulting from a breach of a Financial Agent Agreement (Addendum V1) will
also be due hereumder if the Financial Agent (1) refuses to pay amounts due from the Resident’s
funds upon request when delivery of such funds is feasible and necessary to meet the Resident’s
obligations; and/or (2) transfers Resident assets which prevents the Facility from receiving

payment for services.
6. RETENTION AND DISCHARGE

A. This section left blank intentionally.

B. INVOLUNTARY DISCHARGE

Discharge for Nonpavment. . The Resident may be discharged for nonpayment upon
appropriate prior notice with appeal rights. Nonpayment includes a failure to pay privately after
reasonable notice or to have Facility services paid for by Medicare, Medicaid or other third-party

coverage. Nonpayment for 8 Medicaid-covered Resident occurs if the budgeted monthly NAMI
is not paid and the amount is not in dispute, or funds are actually available or would be available

9/19 B13-SS (RR) - WNY 12
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and the Resident, or the Undersigned with access to or control over the NAMI, refuses to pay the

NAML
Other Bages for Involuntary Discharge. Upon appropriate prior notice, the Facility also

may transfer or discharge the Resident involuntarily:

= when the interdisciplinary care team, in consultation with the Resident or
the Resident’s Designated Representative determines that the fransfer or
discharge is necessary for the Resident’s welfare and the Resident’s needs
cannot be met after reasonable attempts at accommodation in the facility;

2 because the Resident’s health has improved, and he/she no longer needs
nursing facility services;

. if the heaith or safety of individuals in the facility would otherwise be
endangered, the risk to others is more than theoretical and all reasonable

alternatives to transfer or discharge have been explored and have failed to
safely address the problem; or

4. the Facility closes.
y i CONSENTS

A. ROUTINE SERVICES

Subject to the Resident’s right to refuse specific medical treatment, the Resident (or the
Undersigned Agents for the Resident) consents to receive routine nursing facility services, routine
medical services, dental examinations and comprehensive assessments as required by Medicare.

B. PHYSICIAN VISITS

A physician and/or a physician extender if applicable is authorized to visit the Resident at
least once every 30 days for the first 90 days and at least once every 60 days thereafter, and as
often as necessary to address the Resident’s medical condition. If the Resident’s attending,

alternate or staff physician mnotavaﬂableasmqmredorasmemcallyneoessary the Facility may
arrange for a different physician to visit the Resident.

C. IDENTIFIABLE HEALTH INFORMATION

Subject to specific federal or state law limitations, the Facility may use and disclose the
Resident’s personally identifiable health, insurance and financial information for treatment,
payment and health care operations, or as permitted or required by law.
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D. RESIDENT PHOTOGRAFPH

The Resident’s facial photograph may be taken to use as identification, as well as
photographs of specific injuries or conditions, if medically necessary. These photographs will be
kept confidential.

E. ROOM TRANSFERS

Upon request, the Resident who eccupies a private room and who does not pay the private
room rate agrees to move to a semi-private room unless a private room is medically necessary.
The Resident occupying a subacute/rehabilitation bed agrees to be transferred to a non-specialized
unit or bed after subacute care terminates.

CONSENT FOR PARTICIPATION IN THE NURSE AIDE TRAINING

PROGRAM
Residents may be asked to participate in the Nurse Aide Training Program for training and
testing of Nurse Aide Trainees. Residents will receive an explanation of the program, including
the use of trainees to provide care and the process for selecting residents to participate in the
Residents will also be informed of the following at the beginning of any Nurse Aide
Training Program (NATP) held at the facility. Residents of the facility can choose to participate
or not participate in the NATP, there will be no adverse repercussions.

F.

8. TEMPORARY ABSENCES AND BED RESERVATIONS

Beds may be reserved during temporary absences if the Resident’s payments are not
overdue and upon written agreement to pay the private rate. Medicaid and some health plans pay
for bed reservations under some circumstances. Please review the Resident’s health plan and the

bed reservation policies at Exhibit B.
9. PERSONAL PROPERTY

Facility procedures provide reasonablé security for Resident personal property. Locked
storage in each room is available upon request. Because of the number of people at the Facility
and the diminishing capacity of many residents to safeguard their own property, the Facility can
only insure against the loss of valuable items (such as jewelry or money) if they are deposited with
the management or placed in locked storage when not in use. Resident property left more than 30
days after discharge will be disposed of at the Facility’s discretion.
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10. RESIDENT PERSONAL ACCOUNTS

The Facility offers to provide personal accounts with quarterly statements for incidental
expenses. Amounts over $50 or as required by law are deposited in an interest-bearing bank
account.

Refunds for the balance in the personal account, less amounts owed to the Facility, will be
made to the Resident after discharge. Following a Resident’s death, refunds will be made to the
person or probate jurisdiction admiriistering the Resident’s estate or by a New York “small estate”
affidavit ynless the funds are otherwise properly claimed by DSS to recoup Medicaid payments,

The Resident, and/or the Undersigned Resident Agents, consent to the Facility’s
withdrawal of amounts owed to the Facility from the personal account prior to return of the
balance. [If this account is in a bank solely in the Resident's name, please sign Addendum V.]

11. FACILITY RULES

The Resident and the Undersigned agree to abide by the Facility’s rules and regulations,
and to.respect the dignity, personal rights andpmpatyofresidents, visitors, and staff.
12. GENERAL PROVISIONS ABOUT THE AGREEMENT

WHO IS COVERED. In addition to the parties signing this Agreement, the Agreement
shall be binding on the heirs, executors, administrators, distributors, successors, and assigns of
said parties.

DURATION. This Agreement remains in effect upon readmission to the Facility after a
hospitalization or temporary absence.

MODIFICATIONS. This Agreement may not be amended or modified except in writing
signed by the Facility and the Resident and/or the Undersigned Agents except for: (1) increases in
charges according to this Agreement and (2) modifications required by changes in the law, which
are deemed to become part of this Agreement.

WAIVER OF RIGHTS. The failure of any party to enforce any term of this Agreement
or the waiver by any party of a breach of this Agreement will not prevent the subsequent
enforcement of such term, and no party will be deemed to have waived subsequent enforcement
of this Agreement.

SEVERABILITY OF CERTAIN PROVISIONS. If any provision in this Agreement is
determined to be illegal or unenforceable, the provision will be deemed amended to render it legal
and enforceable and to give effect to the intent of the provision. If any such provision cannot be
amended, it shall be deemed deleted without affecting or impairing any other part of this
Agreement.

~ ENTIRE AGREEMENT. This Agreement with its Exhibits and all executed Addenda
are incorporated herein and contain the entire agreement between the partjes.
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GOVERNING LAW AND JURISDICTION. This Agreement is governed by New York

State law, Anyacuonmmngoutoforrdawdmamsputelmdathlswshﬂlbehmnght
in the State or District court located in Erie County, New York. The parties agree to such Court’s
jurisdiction. If the matter is brought in Federal court, the parties agree to the venue of the Westem

District of New York.

WE THE RESIDENT AND UNDERSIGNED HAVE READ, BEEN ADVISED OF,

UNDERSTAND AND AGREE TO BE LEGALLY BOUND BY THE TERMS AND
CONDITIONS OF THIS AGREEMENT. WE ALSO CERTIFY TO RECEIVING THE

FOLLOWING.

Physician Contact Information
“Your Rights As a Nursing Home Resident” including:

~Statement of Residents’ Rights
~New York State Department of Health “Hot Line” Telephone Number

~AIM’s Ombudsman Program Telephone Number
Bill of Rights for Residents — Policies and Procedures
Emergency Medical Care - Facility Policy on Advanced Directives
Facts About Health Care for Residents - Facility Rules and Regulations
Information about Medicaid and Medicare Eligibility
Explanation of the Effect of Transfer of Asset(s) on Medical Assistance Eligibility
Statement on the Minimum Data Set
The Notice of Privacy Practices

Accepted on \ /2«\/1\

Signature (or mark) of Resident

16
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Print Name

Signature (or mark) of Responsible Party
Print Name
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EXHIBIT A:
BASIC SERVICES INCLUDED UNDER THE DAILY RATE

. Lodging;

2. Board, including therapeutic or modified diets as prescribed by a physician;
Kosher food will be provided upon request of the patient who, as a matter of
religious belief, wishes to follow Jewish dietary laws;

; Twenty-four hour per day nursing care;

4. Fresh bed linens;

Hospital gowns or pajamas as required by the clinical condition of the Resident,
unless the Resident, next of kin and/or sponsor elects to furnish them, and regular
non-dry-cleaning laundry services for these and other launderable personal
clothing items;

6. General household medicine cabinet supplies, including, but not limited to, non-
prescription medications, material for routine skin care, oral hygiene, care of hair,
and so forth, except for specific items that are medically indicated and needed for

_ exceptional use for a specific resident,

7. Assistance and/or supervision when required with activities of daily living,
including, but not limited to, toileting, bathing, feeding and ambulation assistance;

8. Services of members of the Facility staff performing their daily assigned patient
care duties;

9. The use of customarily stocked equipment, including, but not limited to, crutches,
walkers, wheelchairs, or other supportive equipment, and training in their use
when necessary, unless such item is prescribed by 2 physician for the regular and
sole use by a specific resident;

10.  The use of all equipment, medical supplies and modalifies, notwithstanding the
quantity usually used in the everyday care of the Resident including, but not
limited to catheters, hypodermic syringes and needles, irrigation outfits, dressings
and pads, and so forth;

11. . An activities program, including, but not limited to, a planned schedule for

' recreational, motivational, social and other activities, together with the necessary
m:tmalundmpphestomkethekeudun s life more meaningful;

12.  Social services as needed.
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EXHIBIT B:
BED RESERVATIONS FOR TEMPORARY ABSENCES

SIDENTS

S

PRIVATE PAY LN A ICARE PAKI A COVE : 1 §
Upon agreement to pay the private daily rate, private paying residents including those covered by
Medicare Part A or another private health plan (or their sponsors and agents) may hold a
resident’s bed aveilable if the Resident is expected to return to the Facility after 8 temporary
absence for hospitalization or therapeutic leave and providing the Resident’s accounts are not in
arrears. During the Resident's absence, the daily rate under this Agreement is owed unless the
Facility is notified to cancel the bed-hold.
BED RESERVATIONS FOR ME A DVERED RES
A bed reservation for the temporary hospitalization of & resident who is receiving Medicaid will
be sutomatically in effect for up to fourteen (14) days in a twelve (12) month period after
discharge to the hospital provided that:

1. the Resident has lived in the Facility for a minimum of thirty (30) days; and

2. the Facility occupancy rate is over 95% on the day of transfer to the hospital.

If the Medicaid-sponsored Resident takes leave of absence overnight for other than
hospitalization, Medicaid will pay to hold the bed for up to ten (10) days in any twelve (12)
month period if, provided that;
1. on the day of the Resident's departure, the Facility has more than a 95%
occupancy rate.
2. The Resident has been in the facility at least thirty (30) days; and
3. Theleave of absence is deemed appropriate and therapeutic by the attending
physician and documented accordingly as part of the resident’s medically
acceptable therapeutic or rehabilitative plan of care
The NAMI income/amount continues to be due and owing during the hospital or therapentic
leave bed-hold period.
The bed reservation will be cancelled and expire if:
1. The Resident or responsible party cancels the bed reservation;
2. The resident requires hospitalization beyond the bed reservation, or exceeds the
therapeutic leave, day limits set by Medicaid; or
3. The Resident expires while in the hospital.
If 8 Resident receiving Medicaid does not qualify for a reserved bed, or if the limit on'reserve
days is exceeded, or if the bed reservation expires or is cancelled, the Resident will be di
and the Facility will release the bed. The Resident will be readmitted to the Facility into their
prior room, if it is still available, or immediately into the first available bed in a semi-private
room, if provided the Resident: (a) requires the services provided by the Facility; and (b) is
eligible for Medicaid nursing home services.

DENIS.

A/
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Dunngahospmhzanon orleaveofabsenoe,therlitymllmmeﬂmbedforthemmbuof
days during which the Veterans Administration (“VA”) agrees to pay the VA contract charges.
If the VA-covered bed-hold expires, the bed may be reserved for the prevailing private daily rate
s0 long as the Resident’s payments for care are nat in arrears.
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ADDENDUMI:

ASSIGNMENT OF BENEFITS
TO

RESIDENT:
INSURANCE ID:
MEDICARE NO.:
MEDICAID NO.:

The Resident, or the Undersigned on the Resident’s behalf, assigns the benefits due to the

Resident to Hamburg (“Facility”). The Resident or Undersigned also authorizes the Facility to
claim payment from Medicare or other insurance for covered services or supplies received
during the Resident’s stay at the Facility. The Resident consents to the release of information by
the Facility, which is necessary to claim and receive such payments on the Resident’s behalf,

DATE: /19 L

Resident

Legal Authorization or Designation
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ADDENDUM II:
AGREEMENT TO ARRANGE DIRECT PAYMENT OF
MONTHLY INCOME TO THE FACILITY

The Resident, and/or the Undersigned on the Resident’s behalf, agrees to arrange for
direct payment of the Resident’s monthly income to the Facility. This monthly income (less any
applicable personal allowance deposited in the Resident’s personal account) will be applied by
the Facility as part of the monthly Medicaid payment, or the full amount will be applied as

partial payment of the private pay amounts owed, as applicable.

I hereby agree to have direct payment of the Resident’s monthly income checks to
Elderwood at Hamburg to apply the amount owed to the Facility with any remainder deposited in

the Resident’s personal account.
Resident Date

Sponsor (Spouse) o Date =
Responsible Party Date
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ADDENDUM II-A:
AGREEMENT TO CHANGE THE RESIDENT’S ADDRESS

Date:
To:

Address:

Re: I
Dear Representative;
Please re-direct my monthly income check to be mailed to my current address as listed below:

Address:

Please complete this change of address effective immediately.

Thank you for your assistance.

Sincerely,
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ADDENDUM III:

AUTHORIZA'HON FOR RELEASE OF INFORMATION BY
T T 77 TOCIAL SERVICES

I hereby iable health information as described below. I
understates won wuo cuwmn e 0 vz Y . Jmmmtpf‘hﬂmmmmmm
information is not a heath plan, health care provider or clearinghouse, the released information may no longer be
protected by federal privacy regulations, except that a recipient may be prohibited from redisclosing alcohol and
drug rolated information under federal substance sbuse confidentinlity requirements, State law govems the release
of confidential HIV related information and you may request a list of persons suthorized to re-release such

mformation.
Persons/organizations providing the information:
Permsons/organizations receiving the information:
1. Describe information to be released:
From: ___
To:
T conseat to the release of confidential HIV related information and alcohol and drug sbuse information unless & box
is checked.
[ Do not disclose confidential HIV related information. [1 Do not disclose drag and alcohol information
1 consent in the firture to the release of protected health information based upon my verbal authorization unless the
box is checked. My telephono number is____ (optional).
[ Do not disclose without my written suthorization.

2. Purpose of the use / disclosure:

3. Will the person/program requesting the authorization receive financial or in-kind compensation in exchange
for using or disclosing health information described above? Yes [ No [_]

4, Tunderstand that my health care and the payments for my health care will not be affectsd if 1 do not sign this
form except in some sitnations when information is needed for payment, enrollment, etc.

I understand that I may see and copy the information described on this form if I ask for it, and that I get a
ocopy of this form after I gign it.

B-5120 (04/03) (Pg. 1)
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6. Iherby muthorize the Department of Social Services to accept the written authorization of the following
person or agency to act as my anthorized personal representative in matters conceming the use or
disclosure of my protected health information, including my application or re-application for financial or

medical esgistance.

7. ImmnmmbmmﬁeMWMmm but if T do it will
not have any affect on my actions they took before they received the revocation:
This enthorization will expire on _____ or when the following event occurs __,

Date

Signature of individual or personal representative
Print name of individual’s personal represantative:
Relationship to the individnal:

HIV/AIDS specific information:
For questions/complaints regarding HIV/AIDS discrimination, call New York State Division of Human
Rights at (212) 480-2493. I do not have to check the confidential HIV related information box and I can

change my mind at any time by indicating my change in writing,

Federally protected alcohol and drug abuse information:
Iwmmmmmmmmmﬂmmmw

alcohol and drug ebuse patient records; 42 CFR Part 2, and cannot be disclosed without my written consent
unless otherwise provided for in the regulations. I also understand that I may revoke this consent at any
time except to the extent that action has already been taken based upon it.

This form mmust be witnessed by a Department of Social Services

Employee or Notary Public
Social Services Employee: ) ) .,
Print Name Signature DSS Phone #
STATEOF NEW YORK )
)
COUNTY OF )%
On the day of . 20 » before me the undersigaed, a notary public in and
personally known to me or proved to me on

ﬁurmdm,pumﬂyuppurad

the basis of satisfactory evidence to be the individual whose name is subscribed to the within instrument

mdamwadmmﬂmhmmmemmmdhuwmdﬂmbymmem
the ingtrument, the individual or the person on behalf of which the individual acted, executed the

instrument.

Notary Public
B-5120 (04/03) (Pg.2)
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ADDENDUM V:
ASSIGNMENT OF DEPOSIT BALANCES

Definition of Account
For convenience, the word “Account” means the Resident’s personal bank deposit
account identified below, together with all present and future accumulated interest on it.

Security Interest and Facility’s Rights in Accounts

To protect the above-referenced Facility on any debts and obligations of the Resident
owed to the Facility (for convenience, called “Debts™), the Resident/Named Representative of
the account, assign and give to the Facility a security interest in the Account. If the Resident
owes the Facility for Debts under its Admission Agreement, the Facility has a right, only after
the death of the Resident, to take the entire Account balance, or any portion thereof and use and

apply it to pay the Debts.

No Rights of Others in the Account
I agree that I own the Account and that no one else has any present claim of any kind to
the Account.
IN WITNESS WHEREOF, | hereby execute this Assignment of Deposit Balances as of
the date appearing below.
Dated: .20
Signature of Resident Witness
or Resident’s Agent
Account #
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ADDENDUM VI:
INANCIAL AGENT’S PERSONAL AGREEMENT
. r d at Hamburg (“the Facility”), located at 5775 Maelon
ve
residir

ﬁn'tb.ebmeﬁt()fm‘ihmw%muwmuvn PR IR Lz | § ong o Qe
“Resident”) pursuant to the attached Admission Agreement between the Facility and the

Resident and/or the Sponsor and/or the Responsible Party (the “Admission Agreement”).

WHEREAS, the Agent understands that he/she is a financial agent for the Resident
becwsetheAgenthasaocesstosomeoralloftheResidmtsmets,and

WHEREAS, the Agent understands the Resident’s obligations to the Facility set forth in
the Admission Agreement and acknowledges the Resident’s wishes for the Agent’s compliance
with its terms; and

WHEREAS, the Agent wishes to assist the Resident and to facilitate the Resident’s
admission to the Facility, and

WHEREAS, the Agent agrees and acknowledges that the Facility will rely on the Agent’s
agreements contained herein;

NOW THEREFORE, in consideration of the foregoing and for other and further valuable
consideration, the parties hereby agree as follows:

The Agent agrees to provide the following assistance to the Facility in the event such
assistance is needed and requested:

A Without incurring the obligation to pay for the cost of the Resident’s care from

the Agent’s own funds, and in recognition that the Agent is not currently the Responsible Party

for the Resident, the Agent personally agrees to use the Agent’s access to the Resident’s funds to
aid the Resident meet his/her obligations under the attached Admission Agreement if such

assistance is necessary to enable the Resident to comply with the terms of such Agreement.

B. More specifically, the Agent personally agrees that, to the extent of his/her
authority, the Agent will use his/her access to the Resident’s assets to ensure continued
satisfaction of the Resident’s payment obligations t¢ the Facility and agrees not to use the
Resident's assets in a manner which places the Facility in a position where it cannot receive
payment from either the Resident’s funds or from Medicaid.
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C If the Resident becomes Medicaid eligible and if the Agent has access to or

control o;rcrﬂmRemdent 's income, the Agent personally agrees to assure that the Facility is paid
that portion of the monthly Medicaid rate (the “NAMI” amount) which the Medicaid agency may

direct the Resident to pay towards the cost of his/her care.

D The Agent personally agrees to assist in meeting the insurance obligations under

ﬂ:cAdnn;monAgwementxfnecusuyandifnquuwdbypmwdmgﬁmelyﬁnmdﬂ
information and/or documentation of the Resident’s assets to which the Agent has access; and

‘ E. The Agent agrees to pay damages to the Facility cansed by a breach of his/her
personal obligations set forth in this Agreemient.
IN WITNESS WHEREOF, intending to be legally bound, the Agent hereby executes this
Agreement for the benefit of the Resident as of the date indicated.

|-21-2.\
Date INEmE OI FINANCIal Agent
Type(s) of Agency (e.g., Power of Attorney, Joint Tenant
on Real or Personal Property, Guardian, Conservator,
Representative Payee on Pension or Social Security).
|-21-LU _ Elderwood st Hamburg ______ [Facility Name]
Date I

ll‘m B & L“U‘l

A copy of the instrument(s) conferring such authority is (are) attached hereto.
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ADDENDUM VII:
SUBACUTE DISCHARGE PLAN AND NOTICE OF
DISCHARGE —_ .
The Patient (also kn:
admitted for subacute care, |
Discharge will be to

More specific discharge planning which involves the Patient and/or the Patient’s family will
proceed during the Patient's stay, and a discharge plan for aftercare services will be developed.

This notice is subject to change as the Petient’s progress, needs, and choices become
better known.

DATED:

Patient’s Name
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ADDENDUM VIII:
EXTERNAL APPEAL OF MEDICAL NECESSITY
DENIALS DESIGNATION AND AUTHORIZATION

By signing below, you give the Nursing Facility authority to pursue appeals with and to seek
payment from your health insurer, health maintenance organization, or other payor (“Health
Plan”) for services provided to you by the Nursing Facility, and youn authorize the release of
medical information for those purposes.

BPPULIL CIUSTWOUU. Bt CRLLDWE | FBGLILY Jy WGAWGU 84 97 /9 [VESCIDN AZIIVG SMIUOWE, INL L9U/3 , Y its
Administrator to be my designee and authorized representative to act on my behalf and to take all
reasonable actions, as determined by the Facility, to pursue payment from my Health Plan and/or to
pursue any appeals available to me under my Health Plan’s policies or procedures and/or under applicable
law, including but not limited to external appeals of coverage denials or limitations based on lack of
medical necessity. The Facility will not charge me for pursuing these appeals. In pursuing such payment
and/or appeals:

A. I authorize the Facility and my Health Plan to release all relevant medical information,
including (if applicable) any HIV-related information, mental health or alcohol/substance abuse treatment
information, which is necessary to pursue payment from my Health Plan. I understand that the Facility
will release only the information it deems necessary to an external appeal agent, arbitrator, court of law or
other independent third party reviewer responsible for deciding if a claim must be paid (“Independent
Reviewer”), and that the Independent Reviewer will use this information to make a decision about
payment. This authorization for the release of medical information is valid until all coverage issues with
my Health Plan are deemed resolved by Facility;

B. I authorize the Facility to complete, to execute, to acknowledge, and to deliver any
consent, demand, request, application, agreement, authorization or other documents necessary, including
but not limited to, to request an appeal with my Health Plan and/or an external appeal with the New York
State Department of Health, Insurance Department, U.S. Department of Labor and/or other applicable

agency or body.

If the Facility pursues and wins these appeals, I authorize my Health Plan to pay any
monies owed for Facility services directly to the Facility.

" This Designation and Authorization may be revoked by me at any time. It shall not
otherwise be affected by my subsequent disability, incompetence, or death.

71 !
IN WITNESS WHEREOF, I ha )21,

9/19 B13-SS (RR) - WNY 30
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SHORT STAY ADMISSION AGREEMENT

between < anll /_/’m.‘" v
Beechwood Health Care Center, Inc., d/b/e. T/ Iy { W
BEECHWOOD HOMES (the “Home”) " (3
- _\‘
and 7,'
(“Resident”) (“Designated Representative”) ~
The Home admits the Resident as of 6/30/2021 , the effective date of this Agreement, subject to the

following terms and conditions. The Resident and the Designated Representative understand and agree that
this Agreement governs the Resident’s anticipated short term stay at Beechwood’s Wesley Rehabilitation
Center or for Respite. If the Resident wishes to stay longer than his/her anticipated short stay, the Resident
and the Designated Representative agree that the Resident will have to apply for long term placement by
completing and submitting: 1) an Application for Admission; 2) a Financial Disclosure Form; and 3) a Long Term
Admission Agreement. Beechwood’s acceptance of the Resident for long term placement will depend on the
submission of these documents, the Resident’s needs, and the availability of a bed.

1. SERVICES PROVIDED BY THE HOME

A. Basic Services and Supplies Included in the Daily Rate
The Home will provide the following services to the Resident:

Room and board;

24-hours per day nursing care;

Assistance and/or supervision when required with daily living activities;

Services of the Home’s resident care staff;

Social work services as needed;

Activities program;

Use of customarily stocked equipment, unless such item is prescribed by a physician for
the exclusive use by the Resident;

Use of standard equipment, medical supplies and modalities;

9. General household medicine cabinet supplies;

10.  Hospital gowns or pajamas and other commercially launderable personal clothing items;
11. Housekeeping services and clean bed linens as needed;

12. Dental services, as appropriate;

13.  Pastoral care services; and

14.  Basic cable and internet access.

Nowu b Wi e

0

B. Special Services
The following services and supplies are called “Special Services” and they are not included in
the Daily Rate. They may be covered by Medicaid, Medicare or other insurance (except for any
co-payments and deductibles). If they are not covered by Medicaid, Medicare or other
insurance, the Resident and Designated Representative are responsible for payment of all
charges incurred from the Resident’s income and resources.

BB421-0213-1
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1. Physician, P.A. or N.P. services 8. Speech therapy QNi&;]s@;ies ,
2. Podiatry services 9. Physical therapy services/supplies
3. Radiology services 10. Occupational services/supplies J
4. Llaboratory services 11. Audiology services
5. Electrocardiograms 12. Prescription medications
6. Respiratory therapy services/supplies | 13. Transportation
7. Ophthalmology services

C. Personal Services/Items Not Included in Daily Rate
The Home can arrange for additional personal amenities such as beautician and barber services,
gift shop purchases and newspapers.

2. RESIDENT’S AND DESIGNATED REPRESENTATIVE’S PAYMENT OBLIGATIONS

A. Duty to Pay All Charges
The Resident and Designated Representative agree to pay all charges incurred under the terms
of this Agreement from the Resident’s income and resources, or arrange to have all charges
paid for by Medicaid, Medicare or other insurance. This payment obligation includes payment
of insurance deductibles, co-pays and any amounts not covered by insurance.

B. Designated Representative’s Personal and Independent Obligations
In consideration of the fact that the Designated Representative cannot otherwise provide
adequate nursing care to the Resident and wishes to facilitate the Resident’s admission to the
Home, the Designated Representative personally and independently guarantees continuity of
payment from the Resident’s income and resources to which he/she has access and/or control
and also agrees to arrange for payment of the Home’s charges from Medicare, Medicaid or
other insurance to meet the cost of the Resident's care.

The Designated Representative agrees to pay damages resulting from a breach of his/her
personal and independent promises to the Home. The foregoing shall not be construed to be a
personal guaranty by the Designated Representative of the Resident’s obligation to pay for the
room, board or services prcvided except to the extent that such obligation arises as a result of a
breach of the Designated Representative’s personal agreements set forth in this Agreement.

C. Duty to Pay Health Insurance and Provide Information to Home
The Resident and/or Designated Representative shall maintain the Resident’s health insurance
by paying the insurance premiums, providing the Home with the necessary authorization and
information to file claims for payment of the Home’s services, and notifying the Home of any
changes in insurance, denials of insurance claims, and terminations of coverage.

D. Duty to Not Transfer Resident’s Money or Assets
If the Designated Representative has received a gratuitous transfer of money or assets from the
Resident (or has assisted or participated in the gratuitous transfer of money or assets from the
Resident to a third party) which causes the Resident: (a) to be disqualified from Medicaid or (b)
to be unable to pay the Home for its services to the Resident, the Designated Representative

BB421-0213-1
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agrees to use any such transferred money or assets from the Resident or an amount equal to
the amount of the transferred money or assets to pay the Home.
E. Additional Charges and Refunds

1. The Home reserves the right to charge a finance fee each month on any balance due
over 30 days from the billing date. This charge does not apply to any amounts due from
insurance.

2. The Resident and Designated Representative shall pay all costs, including reasonable

attorney’s fees and collection costs, incurred by the Home in order to collect any sum
owed to the Home under the terms of this Agreement.

3. The Home will not assess any charges in addition to those described in this Agreement
except as permitted by law.
4. Refunds due for overpayment of charges will be made within fourteen (14) days

following verification of the overpayment.
3. RESIDENT’S AND DESIGNATED REPRESENTATIVE'S OTHER OBLIGATIONS.

A. Compliance with the Home's Rules and Regulations
The Resident and Designated Representative agree:

1. To notify the Home of any change in the Designated Representative’s contact
information (phone number(s), home, work, email addresses).

2. To abide by the Home’s rules and regulations and the Resident Bill of Rights and comply
with reasonable requests of the Home’s Administrator or other authorized persons.

3. To deposit money and/or items of value in the Home’s safe. The Home shall not be

responsible for any disappearance or loss of any money, valuables or other property
retained by the Resident unless the Home is determined to be at fault.

B. Care and Treatment Obligations
The Resident and Designated Representative agree:

L To designate a personal physician who is on the Home’s medical staff.

2. To report unexpected changes in Resident’s condition to the nursing staff and/or
Resident’s physician.

3. To participate in the Resident’s care plan and proposed treatment including prescribed
rehabilitation therapy.

4, To utilize the Home’s designated pharmacy for all medications, unless alternate

arrangements are approved in advance by the Home.

C. Consent for Treatment

Subject to the Resident’s right to refuse specific medical treatment, the Resident and/or
Designated Representative consent to the receipt of routine skilled nursing home services,
medical assessments, and comprehensive Medicare assessments. The Resident and the
Designated Representative will sign a consent for the release of Resident’s Protected Health
Information for purposes of treatment, payment-and health care operations. The Home will
exercise reasonable care toward Resident, however, there are some risks that are unavoidable
in any skilled nursing home and the Home cannot insure the complete safety and welfare of
Resident.

BB421-0213-1
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4, ADMISSION AND RETENTION STANDARDS
The Home shall accept and retain only those residents for whom it can provide adequate care. The
Home also affirms that all persons seeking admission to the Home and all residents of the Home are
entitled to services without regard to age, race, creed, color, national origin, sex, blindness, disability,
sponsor, marital status, sexual preference or religion. The Resident and the Designated Representative
agree that the Resident’s photograph may be taken for identification purposes, treatment purposes as
is medically necessary, and for submission to the Resident’s insurance if required.

5. TRANSFER AND/OR DISCHARGE FROM THE HOME

This Agreement does not guarantee a particular length of stay. The Resident and Designated
J Representative agree that the Resident has been admitted for a short term stay, and the Resident will

leave when discharged by the Home at the conclusion of the short term stay. In addition, the Home

has the right to transfer or discharge Resident under certain circumstances. In the event of a proposed
i involuntary discharge, the Home will provide the Resident and/or the Designated Representative with
! a copy of the Resident’s legal rights.

A. Transfer and/or Discharge
The Resident and Designated Representative agree:

1. The Home may make arrangements for the Resident’s transfer to an appropriate and
safe location after appropriate notice for the following reasons:
a. A transfer or discharge is necessary for the Resident’s welfare and the Resident’s

needs cannot be met in the Home;

b. A transfer or discharge is appropriate because the Resident’s health status has
improved sufficiently so that the Resident no longer requires the short stay services;

¢. A transfer or discharge is necessary because the health or safety of others is or will
be endangered;

d. The Resident and/or Designated Representative has/have failed to pay for or to
arrange for timely payment of services and supplies provided by the Home under
this Agreement; or

e. The Home closes.

2. Prior to discharge, whether voluntary or involuntary, the Resident and/or Designated
Representative must make arrangements with the Home for payment of any amounts
due to the Home for the care, services and supplies provided to the Resident.

B. Temporary Absences and Bed Reservations

The Resident and Designated Representative agree that the Home’s Bed Reservation Policy was
provided to him/her upon admission.

BB421-0213-1
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WE, THE RESIDENT AND THE UNDERSIGNED, HAVE READ, UNDERSTAND AND AGREE TO BE
LEGALLY BOUND BY THE TERMS AND CONDITIONS OF THIS AGREEMENT,

Jennifer Gelormini
Buiiness Office Rep.

U .

Blsiness Office Signature

| Resident’s Signature

nd
/o wvawe vaiwc

11/08/2021

The Designated Representative agrees to abide by the terms of this Agreement and to notify the Home if
he/she becomes aware of a change in his/her status as the Designated Representative. Addendum “A” of this

Agzreement mav be used to apbpoint (or chanege) the Designated Representative.

lennifer Gelormini
Business Office Rep.

Business Office Signature

Date

//

DTty DESIGNNTED ARPREI,

FOR OFFICE USE ONLY
Received for the HOME by Jenmfer Gelormm' on

Date
Paperwork completed with on

Date

BB421-0213-1
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BEECHWOOD HOMES
ADDENDUM “A” TO ADMISSION AGREEMENT

Ve
RESIDENT’S NA
1. | appoir

{Phone]

to act as my representative for the purpose of conducting my personal and business affairs at
BEECHWOOD HOMES (“Home”). If | have a Health Care Proxy, health care decisions will be made by
my Health Care Proxy if | am unable to make such decisions for myself.

This appointment supersedes all prior appointments of Designated Representatives, if any, at the

| do not wish to appoint a representative.

2, If it becomes necessary for me to apply for assistance under the Medicaid program, | authorize the
release of any necessary information to support my Medicaid application and/or appeal. In the event that
| am unable to apply for Medicaid and/or proceed with an appeal, | will notify the facility business office
immediately.

3. The statements below are to be confirmed in writing upon admission/readmission to the Home by the
Resident or the Representative appointed above.

I certify that the information given by me in applying for payment under Title XVIIl of the Social
Security Act (Medicare) is correct. | authorize 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 claim. | request that payment of authorized benefits be made on my

behalf.
¥ Admission O Readmission
’ “Date ! Resident Signature or Designative Representative

BB421-0213-1
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BEECHWOOD HOMES
ADDENDUM “B” TO ADMISSION AGREEMENT
(Personal Funds Account for Beauty/Barbour Shop, Guest Meals, Gift Shop, Etc.)

RESIDENT’S NAME: : ADMISSION DATE: 1

BEECHWQOD HOMES (“Home”) will hold monies in a segregated fund so that you may have money available for
incidental expenses. These funds will be held in a collective account, bearing the current rate of interest based on the
end of the month balance. A monthly statement will be issued. This Addendum will be kept at the Home’s business

office at 2235 Millersport Highway, Getzville, NY.

Disbursements to any person other than you or your Designated Representative will be made only when valid receipts
for authorized expenditures are presented to the Home which identifies the items purchased for you, charges, and dates
of purchase. The Home reserves the right to deduct charges made on your behalf from your Personal Funds Account.
Under certain circumstances, payments from this account may be at the discretion of and only with written
authorization by the County Department of Sccial Services and/or Surrogates Court. The Home also reserves the right to
defer expenditures and/or refunds pending written authorization from the County Department of Social Services and/or

Surrogate’s Court.
— e * Must sign with selection |
Select one of the following options: Authorize" if short-term resident
v ) wishes to make an appt. with the
_ | authorize the Home to receive and hold my personal funds. Beauty/Barber Shop
| do not authorize the Home to receive and hold by personal funds. o

e ———

In addition to myself, | am designating this (these) person(s) to act for me in expending funds from my Personal Funds
Account:

| request the Monthly Statement regarding my Personal Funds Account to be sent to:

Name: )
Address: i ] 3
712021
/ “pate esident/Designated Represerntative's Signature——

THIS ADDENDUM MAY NOT BE ADDED TO OR ALTERED. THE ADDENDUM BEARING THE MOST CURRENT DATE SHALL BE
CONSIDERED PART OF THE ADMISSION AGREEMENT. FOR OFFICE USE ONLY

This Addendum: (Check one)
V" is the first “Addendum B” signed
supersedes the previous “Addendum B” signed:

Date

Received for the Home by: Admission Clerk — SU&GJA, [ eayprine, on :)»( [ 3031
Date

BB313-0213
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BEECHWOOD HOMES
ADDENDUM “C”
TO ADMISSION AGREEMENT

INSTRUCTIONS: Beginning with ltem A1, answer each question in sequence. Comply with any instructions which follow
an answer you have checked. If the instructions direct you to go to another item, answer in sequence each question
under the new item.

ITEM A:

1.

Is the iliness/injury relating to admission due to an accident/car accident?
yes; GOTOA2 / X no; GOTOITEMB

What type of accident caused this illness/injury?
automobile; Insurer’s Name:
STOP: AUTO INSURER IS PRIMARY PAYOR

______other; specify:

Was another party responsible for this accident?
If YES, state Responsible Liability Insurer on back of this form.

Is this Resident (or Resident’s spouse) employed?

yes no; STOP: MEDICARE IS PRIMARY PAYOR

Is this Resident covered by (Resident’s spouse’s) Employer Group Health Plan?

yes; PLAN NAME

STOP: EMPLOYER GROUP HEALTH PLAN IS PRIMARY PAYOR
NO; STOP: MEDICARE IS PRIMARY PAYOR

Is this claim for End Stage Renal Disease services?
yes; no; STOP: MEDICARE IS PRIMARY PAYOR
Is the Resident covered by an Employer Group Health Plan?
yes; no; STOP: MEDICARE IS PRIMARY PAYOR
Is this the first End Stage Renal Disease claim filed by this Resident?
ves; STOP: EVIPLOYER GROUP HEALTH PLAN IS PRIMARY PAYOR no
Has the Resident completed the coordination period for this spell of iliness?
yes; STOP: RE Y R )

ON D E r.

31
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RC diUC)

Numbe

Consent to the Use and Disclosure of Health Information for
Treatment, Payment, or Healthcare Operations

y | understand that as part of my healthcare, this organization originates and maintains health records
describing my health history, symptoms, examination and test results, diagnosis, treatment, and any
| plans for future care or treatment. | understand that this information serves as:

e a basis for planning my care and treatment

¢ a means of communication among the many health professionals who contribute to my care

¢ asource of information for applying my diagnosis and surgical information to my bill

e a means by which a third-party payer can verify that services billed were actually provided

e and a tool for routine healthcare operations such as assessing quality and reviewing the
competence of healthcare professionals.

I understand and have been provided with a Privacy Notice that provides a more complete description
of information uses and disclosures. | understand that | have the right to review the notice prior to
signing this consent. | understand that the organization reserves the right to change their notice and
practices and prior to implementations will mail a copy of any revised notice to the address I've
provided. | understand that | have the right to object to the use of my health information for
directory purposes. | understand that | have the right to request restrictions as to how my health
information may be used or disclosed to carry out treatment, payment, or healthcare operations and
that the organization is not required to agree to the restrictions requested. | understand that | may
revoke this consent in writing, except to the extent that the organization has already taken action in

ce on.
K 7 71 "N21
i T >L’ e
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Beechwood Homes
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STATE OF NEW YORK
SUPREME COURT COUNTY OF CHAUTAUQUA
HCF OF WARREN, INC. d/b/a :
WARREN MANOR 5 SUMMONS
Plaintiff $ Index No:
V. a
Defendants.

TO THE ABOVE NAMED DEFENDANTS:

YOU ARE HEREBY SUMMONED to answer the Complaint in the above entitled
action and to serve a copy of your Answer on the plaintiff’s attorney within twenty (20) days of
the service of this Summons, exclusive of the day of service, or within thirty (30) days after
service of the same is complete where service is made in any manner other than by personal
delivery within the State. The United States of America, if designated as a defendant in this
action, may answer or appear within sixty (60) days of service. In case of your failure to appear
or answer, judgment will be taken against you by default for the relief demanded in the
Complaint.

CHAUTAUQUA County is designated as the place of trial. The basis of venue is the

residence of the defendants. /]
Date: \o\ Sd\ [ By: M %
Adam Fleischer; Esquire
482 Main St.

Harleysville, PA 19438

NY Address: 11 Broadway
Suite 615

New York, NY 10004

(717) 233-7100 ext. 106
Attorneys for Warren Manor

T AFfF 17
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EXHIBIT A
Potential for Discharge & Personal Guarantee of Payment

The Facility cannot continue to provide services without payment. If the Facility is not pald timely
and in full by someone, then it will seek to discharge the Resident.

Many people wish to make sure that care and services to thelr loved ones are not terminated when
the resident does not have the resources to pay for care. This could happen, for example, if third
party payment (Medicare, Medicaid, Insurance} were to be temporarlly interrupted, defayed, or not

approved. Thus, we provide the opportunity for Representatives to make payments on the
Resldent's behalf.

If the Representative would ilke to protect the Resident from being discharged for non-payment by
agreeing to pay on their behalf if it becomes necessary, then he/she should Initial “yes” below.

if the Representative does not wish to protect the Resldent from being discharged for non-payment
by agreeing to pay on thelr behalf if it becomes necessary, then he/she should Initlal “no” below.

BY INITIALING “YES®, THE REPRESENTATIVE IS AGREEING TO VOLUNTARILY PERSONALLY
GUARANTEE PAYMENT TO THE FACILITY, BE JOINTLY AND SEVERALLY LIABLE FOR ALL SERVICES AND
SUPPLIES RECEIVED BY THE RESIDENT, AND TO MAKE ALL PAYMENTS WHEN THEY COME DUE. THE
REPRESENTATIVE UNDERSTANDS THAT HE OR SHE IS NOT REQUIRED 8Y LAW OR THE FACILITY TO
PERSONALLY GUARANTEE PAYMENT. THE REPRESENTATIVE AGREES THAT THIS GUARANTEE WILL
CONTINUE UNTIL ALL FINANCIAL OBLIGATIONS TO THE FACILITY HAVE BEEN PAID IN FULL.

Please Initiaf below,
Representative Yes No
Representative Yes No
Form £4-0187 ~2of6- © 2017 HCF May be reproduced with attribution
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BI.

B2.

B3.

Bs.

88.

EXHIBIT B
Financial Terms

Duty to Pay. You agree to pay all charges and fees that are billed to You by the Facility when they become due,
Except as specifically provided otherwise in the Agreement or as agreed to by Representative, all financkal obiigations
in this Agreement are the Resident's and payment obligations refer to payments from the Residant's resources,

Rates. You will be charged the Basic Rete for the Baslc Services. The Basic Rate may be adjusted by the Facility at
any time upon sixty (60) days' advance written notice to You. Current charges for Additional Services are aveilable to
You in the Fee Schedule. In addition, i the Resident's payment source changes at any time during the Resldent's stay
at the Facllity, the Facility's fees and charges to be pald by You may be adjusted immed|ately to reflect the charges
for that payment source, This Agreemant covers all sources of payment for the Resident's care and shall remain in
effect even after the source of payment for the Resident's care changes.

Bllling to Governmental Payers. As a service to You, the Facility will accept payment from a governmental
payer, such as Medicare or Medicald. However, unless specifically prohiblted under applicable law, the Resldent
remalns responsible for any charges that are not paid for by a governmental payer at the Facllity's then-current rates.

Billing to Health Insurance Plans. The Facliity will bill the Resldent’s health insurance plan as a service to You.
Unless otherwise agreed upon between the Facility and the Resldent's health insurance plan: You agree to pay the
Facllity its private pay rate If the plan does not agree to pay the Facility directly; and You also agree to pay the Faciilty
directly and In full upon receipt of an invoice If the Resident's insurance plan does not pay the Facility within forty-
five{45) days of billing.

Late Charges & Collection, Private Pay: You must pay the Basic Rate no later than the Jast business day of the
month prior to which services are to be received and any amounts due for Additlonal Services within thirty (30} days
of the date of Inveice. Medicaid/Medicaid Pending: You must pay all resources/income ne later than the fifth (Sth}
day of each month that services are received and any amounts due for Additional Services within thirty (30) days of
the date of invelce. if any charge or fee |s not paid on the date that such payment Is due, You agres to pay Interest
1o be calculated at the rate of one and one-half percent (1.5%) of the unpaid balance per month, effective as of the
date the balance was originally due untll the date the balance is paid In full. In addition, if the Facility retalns the
sarvices of a collection agency or an attorney to obtain the payment of amounts due under this Agreement, the
Facllity shall be entitled to recover from You all collection agency and attorney's fees, court costs and other collection
expenses, You authorize the Facility to release Information about the Resldent's residency, the services provided and
any debts owed to a Jaw firm or collectlon agency in attempting to collect amounts due and not pald. Furthermore,
the Facility or its agents may use the telephone numbers {including cell phone numbers) or emait addresses You have
provided to the Facllity or its affitiates for debt collection calls or messages {induding autodialed or prerecorded debt
collection calls) in the event You do not pay amounts due; Your consent to this provision s not a condition of
receiving services from the Facility,

Deposit & Refund. Deposits for private pay residents are due at the time of admission and will be based on the
Baslc Rate, The depasit amount will Include the number of days in the current month as well as the number of days
for the following month, If the Facility determines that an overpayment has occurred, the Facility shall refund the
overpald amount to the Resident, or If the Resident Is deceased, to his or her estate within sixty (60) days.

57. Disputed Debts. If You disagree with a charge, You must notify the Administrator in writing of any dispute, and

provide reasons and evidence of why You believe the charge is Incorrect, within thirty (30} days after receipt of the
first involce that includes the disputed charge. If You do not submit such a written notification, then ail charges shall
be deemed accurate and any dispute will be deemed waived. All communications concerning disputed debts,
including an instrument tendered as full satisfaction of a debt, are to be sent directly to the Administrator of the
Facility In writing.

Form #A-0187 ~30f6- ©2017 HCF May be reproduced with attribution
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EXHIBITC
Representative Authorlty & Duties

Representative as Resident's Agent. The Resident gives permission to the Representative to sign any and |
documents that are part of the admission process to the Facility on the Resident's behslf as his or her agent. The
Resident agrees that In signing on his or her behalf, the Representative binds the Resident to all dutles imposed by
such decuments as if the Resldent had signed them himself or herself, including, but not limited to, the duty to pay the
Feciiity for services rendered,

Duty of Representative on Behalf of Resident. During the term of his/her residency, the Resldent may need
assistance in arrenging for payment for the services provided, You have asserted to the Facility that the
Representative shall act in a fiduciary capadity on the Resldent’s behalf to satisfy the Resident's financial obligations
under this Agreement.

Legal Authority to Access Resident's Funds. You have asserted that the Representative has legal access to
and control over the Resident's income, assets, personzl and real property, and resources, including, but not limited
to, social security, pension or retirement funds, annuities, insurance, bank accounts, -and mutual funds (collectively,
“Resources”); and You understand that the Facility is entering [nto this Agreement In reliance on that assertion. You
agree that all such Resources shall be considered the Resident's Resources for purposes of this Agreement. You agree
that If any of these Resources transfer by operation of law while the Resident still has cutstanding debts to the Facllity
and such transfer causes the Resident's remaining resources to be Insufficient to pay the debt in full, then the
Representative agrees to be personally responslble for the remaining debt to the Facility, You agree that If You have
misrepresented the Representative’s legal autharity to control the Resident's Resources or to enter into this
Agreement on behalf of the Resident, or if the Representative has misrepresented any information to the Fagility as
part of the admission process, then the Representative agrees to be personally liable for all of the Resident's
responsibilities in this Agreement.

Limitation on Legal Authority to Act on Behalf of Resident. You hereby certify that no one else has
financial access or control over the Resident's Resources, and that You will not grant any other person or entity access
or control over said Resources {with the exception of the Facility) during the term of this Agreement, unless such other
person or entity first becomaes a party to this Agreement.

Diversion of Resident’s Resources. The Representative agrees to be a good financial steward of all of the
Resident's Resources, The Representative understands and agrees that the misappropriation, theft, use or redirection
of those Resources so that the Resident's financlal obligations under this Agreement are not met Is a vielation of this
Agreement. If any Resources are withheld, used for personal use, or otherwise not liquidated and provided to the
Facllity in order to satisfy the Resident's financlal obligations under this Agreement , then the Representative agrees to
pay these amounts due to the Facility from the Representative’s own resources {Including, but not limited to, the
Representative’s income, assets, real and personal property).

c6. Cooperation In Medicald Process. The Representative shall cooperate fully In any application, redetermination

or appeals process related to Medicaid eligibility. The Representative agrees to pay from his/her own resources any
unpald charges due to the Facdlity as a result of the Representative’s fallure to cooperate In the Medicald eligibility or
redetermination process, or appeals thereto. “Failure to cooperate” shall include, but is not Himited to, fafling to
provide documentation to the Medlcald agency in the time frames defined by law or as indicated by the relevant
representative of the Medicald agency.
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EXHIBITD
General Terms & Conditions

Obligation to Keep the Faclility Informed. You have the responsibility of keeping the Facllity informed of any
changes in the Resldent's health condition or financial status. You will inform the Facility immediately If; () the
Resident’s assets reach a value of 520,000 or less due to a transfer any properly, money or stock to another person
or entity or similar transaction; [b} 2 declsion has been made to have the Resident swhch or join insurance
compenies or managed care programs; or (c) if the Resident Is currently having services paid for by Medicaid, the
Resident Inherits any property or money, or receives property or money as a gift. You ggree to be personally
responsible for any payments not made to the Faciiity timely based on your fallure to notify the facility per this
sactlon, You agree to provide the Facility with an accurate finandial disclosure of the Resident's income, resources
and liabilities in a format requasted or approved by the Facllity upon request by the Facitity,

Term & Termination. This Agreement shall continue untl it Is terminated by You or the Fadility. You may
terminate this Agreement at any time; however, the Facility requests that You provide it with at least three (3) days
advance notice so that it can conduct proper discharge planning. This Agreement shall automatically terminate upon
the death of the Resident. This Agreement may be terminated by the Fadility upon any of the following events,
subject to State and Federal transfer and discharge provisions: {a) the Resldent's welfare and the resident’s needs
cannct be met In the facliity; (b) the Resident’s health has improved sufficlently so the Resldent no longer needs
the services provided by the facility; {c) the safety of individuals in the facility Is endangered due to the clinical or
behavloral status of the Resident; (d) the health of Individuals In the facllity would otherwise be endangered; (e} the
facllity ceases to operate; (f) the resident has failed, after reasonable and appropriate notice, to pay for {or to have
peld under Medicare or Medicald) a stay at the faclity. Non-payment appiles if the resident does not submit the
necessary paperwork for third party payment or after the third party, Including Medicare or Medieald, denies the
claim and the Resident refuses to pay for his or her stay; {g) the Resident Is a beneficlary under the Medicare
program and the Facility’s participation In the Medicare Is involuntarily terminated or denled; or {h) the Resident s a
beneficiary under the Medicaid program and the Facllity's participation in the Medicald program Is involuntarily
terminated or denied.

You agree that all acerued chiarges and fees must be pald prior to the effective date of termination or, If iater, on the
date You recelve a final bill. Your duty to pay for all items and services billed by the Facility shall survive the
termination of the Agreement.

After the Agreement is terminated, You agree that You will ensure that the Resldent moves out of the Facility. This
includes moving out of the Faclity by the date specifled in the discharge notice In the svent of an Involuntary
discharge. If the Resldent does not move out of the Facllity by the termination date, then You agree to pay the
Facllity a per diem rate equal to twe times the Facillty's then-current privete pay rate for ali days that the Resident
remalns |n the Facility after termination of the Agreement. You agree to pay all of the Facility's expenses, induding
attorney's fees and court costs, for any legal action commenced by the Facillty to enforce its rights to discharge or
otherwise remove the Resident from the Facillty.

Authorization for Care. Unless You otherwlse explicltly refuse a particular treatment, the Resident's admission
to the Fadlity shall constitute Your authorization and consent to the provision of all care and services provided in the
Facllity.

Rules & Policles. You agree to abide by all of the Fadllity's rules, policies and procedures, including, but not
limlted to, those contalned In the Admission Authorizations, Recelpts of Documents, Information Regarding Payment
& Rights, and Skilled Nursing Facility Resident Handbook as may be amended from time-to-time in the Facllity's solg
discration.

Walver. The fallure of the Facllity in any one or more Instances, to Insist upon strict compliance by You with, or its
waiver of any breach of, any of the terms or provisions of this Agreement, shail not be construed to be a waiver by
the Facility of its rights to insfst upon strict compliance by You with al] of the terms and provisions of this Agreement,

Partial lllegality. if any portion of this Agreement is determined to be illegal or not In conformity with applicable
laws and regulations, such part shall be deemed to be modified so as to be In accordance with such laws and
regulations, and the validity of the balance of this Agreement shall not be affected. This Agreement shall be
construed in accordance with the laws of the State of Pennsylvania,

06/30/2022
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p7. Complete Agreement; Amendments. The Facility Is not liable for, nor bound In any manner by, any
statements, representations or promises made by any person representing or purporting to represent the Faclity,
unless such statements, representations or promises are set forth in writing and made a part of this Agreement.
Modification of this Agreement may be made only by agreement of both/all the parties in writing; provided,
however, the Fadility reserves the right to amend the Agreement at any time in order to conform to changes in
Federal, State, or local laws or regulations that require modifying the Agreement. The Facility will notify You of its
intent to make any such modification at least thirty (30) days prior to making the modification.

pe. Assignment. No assignment of this Agreement or the rights and obligations hereunder shall be valid without the
specific written consent of both parties hereto, provided, however, that this Agreement may be assigned by the
Fadility or the Organlzation to any successor entity operating It, and such assignment shall forever release the Facility
hereunder.

03, Representation of Accuracy. You represent that the Information contained on the application forms, financlal
statements, this Agreement, and the Resident’s heelth history are true to the best of Your knowledge and belief. You
understand that the Facility has relled upon such Information in agreeing to admit the Resident to the Facility.

pio. Incorporation of Other Documents. The following documents are hereby Incorporated Into this Agreement by
reference: all attached rate schedules and all of the Facllity's policies governing the Resident's responsibilities, as may
be amended from time-to-time by the Facility In its sole discretion; all application forms, financlal statements, and
medical records provided to the Facllity as part of the Resident’s application for admission to the Fadility; and all
documents that You signed or received during the admission process te the Facility,

D11, Headings. The headings contained In this Agreement are for reference purposes only and shall not affect in any way
the meaning or Interpretation of this Agreement.

Submit by Email
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Agreement to Appoint Facility as Authorized
Representative: Autumn View Health Care Facility



RESIDENT NAME: _

AUTUMN VIEW HEALTH CARE FA_GILITY

WE THE RESIDENT AND UNDERSIGNED HAVE READ, BEEN ADVISED OF. UNDERsTAND
AND AGREE TO BE LEGALLY BOUND BY THE TERMS AND CONDITIONS OF THIS
AGREEMENT. WE ALSO CERTIFY, THAT ANY INFORMATION CONTAINED IN THE
COMPLETED ADMISSION APPLICATION IS TRUE, ACCURATE AND CURRENT; AND TO
REGEIVING THE FOLLOWING:

Admission Agreement

Information About Medicaid and Medicare Ellgblmy
Discharge Time Policy

Beauty Shop Rates

Administration / Department Head Listing

Veterans Administration Information

Side Rail Educational Pémphiet

immunization information

‘Heaith Care Proxy Information

Patient/Resident Handbook

Discharge Agreement (as appropriate)-

Safe Food Handling Practices Educational information

 ACCEPTED/EFFECTIVEON .1 23 2| oateEoF Aomslou)

.‘Q'..;..-.....

RESFONSIBLE PARTY : a X jJ o
T s femgs

The McGuire Group and its facilities do not discriminate in the
admission, retention or care given to residents/patients in terms of
age, race, creed, color, national origin, gender, gender identity, marital

status, sexual ces, han biindness, disabliity or s

-Page 1 of 48 : : Revised: 10/15/2020




APPOINTMENT OF AUTHORIZED REPRESENTATIVE

KNOW ALL MEN BY THESE PRESENTS th ——_appoint THE
MCGUIRE GROUP ERICA ECKENRODE, AMANDA MILEWICZ, TAYLOR ALIANELLO , KATHY WILL,
BLAIR EDHOLM and/or KATHRYN NIEDBALSKI as agents of THE MCGUIRE GROUP to act as my true
and lawful representative, and in my name, place and stead. | do hereby authorize the aforesaid to do any
and all acts you may deem appropriate for the purpose of filing anapplicaﬂonformedialasﬂm
(Medenld)wuhthe Department of Social Services for

(Resident’'s Name).

ov.\amamhodzedtosignandﬁteandowmem fonnsandconuponhnceﬂutyoudeemnemarym
order to secure the benefits set forth above. '

You are hereby authorized to be instituted on my behalf, Administrative Hearings and Judicial Review,
where you deem appropriate, pertaining to any determination or lack of proper or timely determination by a
Federa!, State, or County agency or entity, arising out of my application or continuing oligiblllty
(Recertification) for the medical beneﬂts described above.

You are authoﬂzed to obtain and telease all of the medical and financial information, including information
of Social Security, Veteran's benefits, pensions, and matrimonial settiements from and to ali private and
pubuc sources, in connection with these applications, Administrative Hearings or Judicial Review.

Ybuauwtho@dtooualn and release ail of my Social Security information including but not Iimltedtoa
TPQY.

| understand that my cooperation with you is absolutely necessary. | agree to sign all documents, forms
and letters that you deein necessary to obtain medical benefits to which entitiement is needed. 1 will also
inform you of any change of my address, and make myself available to you should you seek further
information. In the event Administrative or Judicial review of eligibility determination is pursued, |
understand my presence and pofﬂdpatoon may be necessary.

A copy of this Appointment of Auﬂ'aorlzed Representative, and Consent to Release Information, shail be as
effective as the oriolml

This instrument sha!l survive my kmmpetenoe or my death

By signing below, lachdgaMlmcewedaoopyoprpoinﬂmntomeizedRmtaﬂve and
Consent to Release information, and | understand its terms. ;

IN WITNESS WHEREOF, | have hereunto set my hand and seal the__

-

State of New York )
Countyof A el |

Orithe 9~] 23D 202 Resident or POA) before me petsonal!y
cametomelmowntobemehdlvidualdescnbedabove and who e
his/her mark, and he/she execuied the same.

MARY E POLOVINUK
public - State of New York
NO. 01PO6395858

'\ Eve Cm nty
Quallhed a2 2003

Notary

} Wg% & %3—"‘““ Notary Public
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Complaint & Admission Agreement: Altercare
Transitional Care of the Western Reserve































































Complaint & Admission Agreement: Chesterwood
Nursing Care












Respectfully submitted by,

ROLF GOFFMAN MARTIN LANG LLP

Dl d - 2o

W. Cory Phillips (0082489)
David S. Brown (0082233)
31105 Bainbridge Road, Suite 4
Cleveland, Ohio 44139

(216) 514-1100 (Telephone)
(216) 626-7623 (Facsimile)
Phillips@RolfLaw.com
Brown@RolfLaw.com
Attorneys for Plaintiff
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FDCPA & ECOA Lawsuit: Rolf Goffman Martin
Lang, LLP



IN THE UNITED STATES DISTRICT COURT
FOR THE SOUTHERN DISTRICT OF OHIO
WESTERN DIVISION

CASE NUMBER: 1:23-cv-561

Plaintiff,

COMPLAINT WITH JURY DEMAND
V.

ROLF GOFFMAN MARTIN LANG LLP

SERVE: Paul Lang, Partner

31105 Bainbridge Road, Suite 4
Cleveland, OH 44139

W. CORY PHILLIPS

31105 Bainbridge Road, Suite 4
Cleveland, OH 44139

AND

DAVID S. BROWN

31105 Bainbridge Road, Suite 4
Cleveland, OH 44139

)

)

)

)

)

)

)

)

)

)

)

)

)

AND )

)

)

)

)

)

)

)

)

)

)

)

Defendants. )

INTRODUCTION

1. This action 1s brought by Plamntiff, _ (“Plaintiff™) for actual, statutory,

and civil penalties against the Defendants, Rolf Goffman Martin Lang LLP, W. Cory Phillips, and

David S. Brown (collectively, “Defendants”) for violations of the Fair Debt Collection Practices

Act, 15 US.C. §1692 et seq. (heremafter, “FDCPA”), which prohibits debt collectors from
engaging in abusive, deceptive, and unfair practices.

2 Plaintiff also brings claims against Defendants for violations of the Equal Credit

Opportunity Act, 15 U.S.C.A. § 1691 ef seq., and Regulation B, 12 C.F.R. § 1002.1 ef seq.



(hereinafter, “ECOA”) for using Ohio’s necessaries statute to impose guarantor liability on a
spouse.

3. Plaintiff also brings claims against Defendants for actual, non-economic and
statutory damages under the Ohio Consumer Sales Practices Act, O.R.C. § 1345.01 et seq.
(hereinafter, “OCSPA”), which prohibits debt collectors from engaging in abusive, deceptive, and
unfair debt collection practices.

JURISDICTION AND VENUE

4. Jurisdiction of this Court arises under 15 U.S.C. §1692k(d), 15 U.S.C. §1691e(f)
and 28 U.S.C. §1337.

5. Supplemental jurisdiction over state law claims arises under 28 U.S.C. §1367.

6. Declaratory relief is available pursuant to 28 U.S.C. 8§ 2201 and 2202.

7. Venue in this Judicial District is proper in that the Defendants transact business in
this Judicial District and the conduct complained of occurred in this District.

THE PARTIES

8. Plaintiff, ||l (:P1aintiff), is a natural person residing in Warren County,
Ohio, and the surviving spouse of ||| GG )

9. Plaintiff is a “consumer” as defined by the FDCPA, 15 U.S.C. § 1692a(3) and
O.R.C. § 1345.01(D).

10. Defendant, Rolf Goffman Martin Lang LLP (hereinafter, “Rolf”) is an Ohio legal
professional association of attorneys regularly engaged in the practice of collecting debts on behalf
of the third parties by filing collection suits.

11. Defendants, W. Cory Phillips (“Phillips”) and David S. Brown (“Brown”) at all

times relevant herein were and are attorneys employed by Rolf.



12. Defendants, Rolf, Phillips and Brown were and are “debt collectors” as defined by
the FDCPA, 15 U.S.C. 81692a(6), because they regularly collect or attempt to collect debts owed
or asserted to be owed or due another.

13. Defendants are also “suppliers” as defined by O.R.C. § 1345.01(C) and engaged in
“consumer transactions” pursuant to O.R.C. § 1345.01(A) by regularly collecting debts from
consumers.

14. Phillips and Defendants are creditors under the ECOA as defined by 12 C.F.R. §
1002.2(1).

FACTUAL ALLEGATIONS

15. Defendant, Rolf, is a law firm engaged in the practice of collecting debts on behalf
of third parties by filing collection suits. Defendants, Phillips and Brown, are either principals or
employees of Defendant, Rolf, and are debt collectors as defined at 15 U.S.C. § 1692a(6) because
they regularly collect or attempt to collect debts owed, or asserted to be owed, to another.

16.  According to the firm’s website, Rolf represents long-term care organizations and
holds itself out as a firm that is “well equipped to assist our clients in seeking to collect on bad
debts.”

17. According to Rolf’s website, Defendants, Phillips and Brown focus their practice
on assisting “clients with receivables, debt collection, revenue cycle and Medicaid entitlement and
appeals.”

18. At all times relevant herein, Rolf, Phillips and Brown represented Chesterwood

Nursing Care, Ltd., a skilled-nursing facility located in Warren County, Ohio (“Chesterwood”).



19.  On or around January 27, 2021, Plaintiff’s spouse, |G s

discharged from Bethesda North Hospital and admitted with a diagnosis of dementia to
Chesterwood’s facility for care.

20.  Chesterwood had [Jfifsion the admission agreement. Plaintiff was not
present with | fffuron his admission nor did she sign the agreement.

21. | died on November 17, 2021.

22. Five days later, on November 22, 2021, Defendants filed a debt collection action
against [ ij in the amount of $73,905.74, in the Warren County Common Pleas Court, Case
No. 21CV94726, Chesterwood Nursing Care, Ltd. v. Lawrence R. Parks, which it dismissed on
March 25, 2022, upon learning of his death. A copy of the Complaint is attached hereto and
incorporated herein at Exhibit A.

23. Pursuant to the statute of limitations in effect at the time, Chesterwood had until
May 17, 2022 in which to present its claim to a representative ofj i estate.

24.  On or before April 28, 2022, as creditors of the estate, Defendants took steps to
oper| N estate.

25. Defendant, Phillips filed an Application for Authority to Administer Estate and an
Application for Appointment of Special Administrator in the Estate of ||| [ \arren
County Probate Court, Case No. |||

26. In his Application, Phillips represented that he was both the Applicant and the
Attorney for the Applicant.

27. In the probate filings, Phillips wrongfully identifiecij ] next of kin and
failed to identify or provide notice of his Application for Appointment to any of ||l

children.



28. Phillips made additional misstatements of fact, including without limitation, that
“the surviving spouse is the natural or adoptive parent of all of the decedent’s children,” when she
is not; that [ lfcid not leave a Will, when, in fact, he did leave a Will; that ||| rea!
property was an asset of the estate, when it was not; and that “there are no known assets in the
Estate to be administered,” when there were.

29. Phillips also failed to file the required bond and failed to execute a written
acceptance of his fiduciary duties as required under Ohio law.

30. On April 28, 2022, an Entry Appointing Fiduciary and Letters of Authority were
issued to Phillips appointing him Special Administrator.

31.  As acknowledged in Phillips’ application seeking appointment, Ohio law requires
notice be sent to the surviving spouse. However, at no time did Phillips send notice to the Plaintiff
that he had opened an estate.

32. Phillips also failed to send notice to Plaintiff of any rights she had as surviving
spouse.

33. On May 5, 2022, Phillips filed a notice of Chesterwood’s claim in the amount of
$72,882.74. No notice of said claim was sent to the Plaintiff.

34. The estate remained open for another four months without notice to Plaintiff of the
estate or of Chesterwood’s claim.

35.  The first and only document Plaintiff received concerningljj il estate was
the Special Administrator’s Motion to Close and Terminate Estate, which Phillips filed on
September 7, 2022.

36. Plaintiff was shocked, confused and emotionally distraught upon learning that her

late husband’s estate had been opened without her knowledge and was pending closure.



37.  On September 6, 2022, Defendants filed a debt-collection complaint against
Plaintiff in the case styled, Chesterwood Nursing Care, Ltd. v. _ Warren County, Ohio
Court of Common Pleas, Case No. ||l the “Complaint”). A copy of the Complaint is
attached hereto and incorporated herein at Exhibit B.

38. Plaintiff was served with summons and a copy of the Complaint on September 9,
2023,

39. Plaintiff further suffered anxiety, fear, anger, panic and extreme emotional distress
upon reading the allegation in the Complaint that she owed $73,905.74 to Chesterwood.

40. Defendants filed the Complaint while Phillips was still serving as the fiduciary for
I st

41. Phillips was discharged as Special Administrator on September 8, 2022.

42. Defendants Rolf and Phillips then filed a Notice of Release of Claim on behalf of
Chesterwood on September 9, 2022. The Notice represented that the “estate consists of zero
assets.” However, Phillips did not conduct an investigation into the estate’s assets and did not file
an inventory.

43. Plaintiff retained counsel and filed a motion in the probate court seeking to reopen
her husband’s estate, revoke Phillips’ Letters of Authority, and vacate the Entry Appointing
Fiduciary as void ab initio.

44, In granting her motion, the probate court found in part that:

o [ had priority of appointment and was entitled to administer
Decedent’s estate as his surviving spouse pursuant to R.C. 2113.06, but
did not receive the required statutory notice of Phillips’ Application, and

did not sign a Waiver of Right to Administer;

e Phillips was not among the preferred class of persons entitled to
administer Decedent’s estate pursuant to R.C. 2113.06;



e No hearing was held on Phillips’ Application pursuant to R.C. 2113.06
and/or R.C. 2113.07, as required;

e The Citation to Surviving Spouse was never served on [[li§- 'n
addition, she never received a summary of her rights and did not sign a
Waiver of Service to Surviving Spouse of the Citation to Elect;

e A Notice of Special Administrator’s Receipt of Presented Claim was
filed by Phillips on May 5, 2022, citing his receipt of a creditor’s claim
presented to him on April 28, 2022, by Chesterwood Nursing Care, LTD
(“Chesterwood”) in the principal amount of $72,882.74;

e A Special Administrator’s Motion to Close and Terminate Estate was
filed by Phillips on September 7, 2022;

e The Estate was closed on September 8, 2022; and

e Phillips filed a Notice of Release of Creditor’s Claim as the attorney for
Chesterwood on September 9, 2022.”

45. Finding that it had exclusive jurisdiction to grant and revoke letters of
administration and the same power as the court of common pleas to vacate or modify its orders,
the probate court ordered that (1) the Letters of Authority issued to W. Cory Phillips be “revoked
and held to be void ab initio,” and that (2) the Entry Appointing Fiduciary W. Cory Phillips as
Special Administrator be “VACATED as being void ab initio.”

46. A copy of the Entry is attached hereto and incorporated herein at Exhibit C.

47. Counsel for Plaintiff served Defendants with a copy of the Entry.

48. In the debt collection action against Plaintiff, Defendants alleged that -
died leaving an unpaid balance in the amount of $73,905.74 for necessary services in the form of
healthcare services, supplies, and room and board while he was a resident of Chesterwood.

49, Defendants further alleged that Plaintiff is legally required to compensate
Chesterwood for the reasonable value of the necessaries supplied to - and that

Chesterwood was entitled to judgment against Plaintiff in the amount of $73,905.74.



50. Defendants’ sole claim against Plaintiff is based on Ohio’s necessary statute,
O.R.C. § 3103.03.

51.  Ohio law requires Defendants to seek payment from the resident. Only when the
resident is unable to pay can Defendants seek payment from the resident’s spouse.

52. Further, when the resident has died, under Ohio law the claim must be presented to
the resident’s estate within 6 months of death, otherwise it is barred by R.C. § 2117.06.

53.  As the Defendants failed to timely present Chesterwood’s claim to the resident’s
estate, it is time-barred.

COUNT ONE
VIOLATION OF THE FEDERAL DEBT COLLECTION PRACTICES ACT (FDCPA)

54. Plaintiff restates, realleges and incorporates by reference each of the foregoing
paragraphs herein.

55. In attempting to collect the debt, Defendants violated the FDCPA and engaged in
false, misleading, and deceptive conduct by making material misstatements in |l estate.
failing to exhaust debt-collection efforts in the estate, and filing suit against Plaintiff on a time-
barred debt.

56.  Such violations include, but are not limited to, the following:

a) The use of “false, deceptive, or misleading representation or means in
connection with the collection of any debt,” prohibited by 15 U.S.C.A. § 1692¢;

b) The “false representation of the character, amount, or legal status of any debt,”
prohibited by 15 U.S.C.A. § 1692¢e(2)(A);

c) The “use of any false representation or deceptive means to collect or attempt to
collect any debt or to obtain information concerning a consumer,” prohibited
by 15 U.S.C.A. § 1692¢(10); and

d) The use of “unfair or unconscionable means to collect or attempt to collect any
debt,” prohibited by 15 U.S.C.A. § 1692f.



57.

In attempting to collect the debt, Defendants further violated the FDCPA and

engaged in false, misleading, and deceptive conduct by providing legal representation to

Chesterwood in the debt collection action against Plaintiff, while at the same time acting as

creditor, the attorney for the creditor, and fiduciary to [ jffestate and, in that role, owing a

fiduciary duty to Plaintiff.

58.

59.

Such violations include, but are not limited to, the following:

a)

b)

c)

d)

The use of “false, deceptive, or misleading representation or means in
connection with the collection of any debt,” prohibited by 15 U.S.C.A. § 1692¢;

The “false representation of the character, amount, or legal status of any debt,”
prohibited by 15 U.S.C.A. § 1692¢e(2)(A);

The *“use of any false representation or deceptive means to collect or attempt to
collect any debt or to obtain information concerning a consumer,” prohibited
by 15 U.S.C.A. § 1692¢(10); and

The use of “unfair or unconscionable means to collect or attempt to collect any
debt,” prohibited by 15 U.S.C.A. §1692f.

In attempting to collect the debt, Defendants further violated the FDCPA and

engaged in false, misleading, and deceptive conduct by attempting to impose guarantor liability

on Plaintiff asjjlij spouse and using a collection method which could not legally be taken.

60.

Such violations include, but are not limited to, the following:

a)

b)

c)

d)

The use of “false, deceptive, or misleading representation or means in
connection with the collection of any debt,” prohibited by 15 U.S.C.A. § 1692¢;

The “false representation of the character, amount, or legal status of any debt,”
prohibited by 15 U.S.C.A. § 1692¢e(2)(A);

The *“use of any false representation or deceptive means to collect or attempt to
collect any debt or to obtain information concerning a consumer,” prohibited
by 15 U.S.C.A. § 1692¢e(10); and

The use of “unfair or unconscionable means to collect or attempt to collect any
debt,” prohibited by 15 U.S.C.A. §1692f.



61.  As adirect and proximate result of each of the foregoing violations, the Plaintiff
suffered actual and statutory damages in an amount to be proved at trial.

62. Defendants are therefore liable to the Plaintiff for declaratory judgment that the
Defendants’ conduct violated the FDCPA and that Plaintiff is entitled to actual damages, statutory
damages, costs, attorney’s fees and such further relief which this Court deems appropriate.

COUNT TWO
VIOLATION OF THE OHIO CONSUMER SALES PRACTICES ACT (OCSPA)

63. Plaintiff restates, realleges and incorporates by reference each of the foregoing
paragraphs herein.

64.  Atall times relevant herein, the foregoing conduct of Defendants Rolf, Phillips and
Brown also constitutes unfair and deceptive acts or practices in violation of the Ohio Consumer
Sales Practices Act, §81345.02 and 1345.03.

65. Defendants are therefore liable to the Plaintiff for declaratory judgment that the
foregoing conduct violated the OCSPA.

66.  As a direct and proximate result of the foregoing violations, Plaintiff suffered
actual, non-economic and statutory damages in an amount to be proved at trial.

67. Therefore, Defendants are liable to the Plaintiff for actual damages, non-economic
damages, statutory damages, treble damages, costs, and attorney’s fees as provided for under
O.R.C. § 1345.09 and related provisions, and such further relief which this Court deems
appropriate.

COUNT THREE
VIOLATION OF THE EQUAL CREDIT OPPORTUNITY ACT (ECOA)

68. Plaintiff restates, realleges and incorporates by reference each of the foregoing

paragraphs herein.

10



69. At all times relevant herein, Chesterwood, in the ordinary course of business
regularly extended, offered to extend, or arranged for extension of credit to its consumer
customers.

70. As such, Chesterwood is a creditor under ECOA.

71.  Under O.R.C. § 2113.06(C), a creditor may be granted letters of administration to
administer an estate.

72.  Phillips filed an Application for Authority to Administer Estate for the sole purpose
of immposing guarantor liability against Plaintiff under Ohio’s necessaries statute, O.R.C. §
3103.03.

73. Therefore, Phillips is a creditor under ECOA.

74.  Plamntiff is an applicant under ECOA and Regulation B. 12 C.F.R. § 1002.2(e).

75.  Further, O.R.C. § 3103.03(C) 1s preempted by ECOA. 15 U.S.C. § 1691d(%); 12
C.F.R. § 1002.11(b).

76.  As a direct and proximate result of the foregoing violations, Plantiff suffered
damages in an amount to be proved at trial.

¥i. The Defendants are therefore liable to Plaintiff for declaratory judgment that the
Defendants’ conduct violated ECOA, actual damages, punitive damages of $10,000 against each
defendant, costs, attorney’s fees, and such further relief which this Court deems appropriate. 15
U.S.C. § 1691E(B)&(C); 12 C.F.R. § 1002.16(b)(1).

WHEREFORE, Plantiff, _ respectfully requests that judgment be entered
against Defendants, Rolf Goffman Martin Lang, LLP, W. Cory Phillips, and David S. Brown,

jointly and severally, for the following:
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A. Declaratory judgment that the conduct of Defendants, Rolf Goffman Martin Lang,
LLP, W. Cory Phillips, and David S. Brown violated the FDCPA,;

B. Actual damages suffered by Plaintiff, including statutory damages in the amount of
$1,000.00 against each Defendant, Rolf Goffman Martin Lang, LLP, W. Cory
Phillips, and David S. Brown, pursuant to 15 U.S.C. 81692k for violations of the
FDCPA,

C. Declaratory judgment that the conduct of Defendants, Rolf Goffman Martin Lang,
LLP, W. Cory Phillips, and David S. Brown violated the OCSPA;

D. Compensatory damages, non-economic damages, statutory damages and treble
damages against each Defendant pursuant to Ohio Rev. Code 81345.09 for each and
every unfair and deceptive act or practice;

E. Costs and reasonable attorney’s fees pursuant to 15 U.S.C. 81692k, 15 U.S.C.
81691e(d) and Ohio Rev. Code §1345.09;

F. Declaratory judgment that Defendants’ conduct as outlined herein violated the ECOA,
15 U.S.C. 81691 et seq. and Regulation B, 12 C.F.R. 81002.1 et. seq.

G. Declaratory Judgment that Ohio Rev. Code 83103.03(C) is preempted by the ECOA,
15 U.S.C. §1691d(f); 12 C.F.R. §1002.11(b);

H. Actual damages suffered by the Plaintiff against each Defendant as well as punitive
damages in the amount of $10,000.00 against each Defendant pursuant to 15 U.S.C.
§1691(b)(1); 12 C.F.R. §1002.16(b)(1) for violation of the ECOA;

l. For such other and further relief as the Court may deem just and proper.
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Respectfully submitted,

/sl Tracye T. Hill

Tracye T. Hill, Esq. (0081864)
Miriam H. Sheline, Esg. (0018333)
Pro Seniors, Inc.

7162 Reading Road, Suite 1150
Cincinnati, Ohio 45237

(513) 345-4160
thill@proseniors.org
msheline@proseniors.org

Attorneys for Plaintiff

DEMAND FOR JURY TRIAL
Plaintiff demands trial by jury of all issues so triable in this action.
[s/ Miriam H. Sheline

Miriam H. Sheline
Attorney for Plaintiff
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