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[bookmark: DMDocCursorInfo]HERITAGE MINISTRIES ADMISSION AGREEMENT

Between

HERITAGE GREEN REHAB and SKILLED NURSING (hereinafter the “Facility”)

and

[bookmark: Text2][bookmark: Text3]      and      
	                                   (hereinafter the“Resident”)	             (hereinafter the “Designated Representative”)

[bookmark: Text4]Effective Date of Agreement:      

1.	SERVICES PROVIDED BY FACILITY

A. Basic Services and Supplies Included in the Daily Rate

The following services are provided to the Resident and included in the Daily Rate:

1. Lodging and Board, including therapeutic or modified diets, as may be prescribed by a physician.

2. 24-hour per day nursing care.

3.	Use of all equipment, medical supplies and modalities, including but not limited to catheters, hypodermic syringes and needles, irrigation outfits, dressings and pads. 
4.	Fresh bed linen, as required, changed at least twice weekly.

5.	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 furnish them, and 	laundry services for these and other launderable personal clothing items.

6.	General household medicine cabinet supplies, including non-prescription medications, 	materials for routine skin care, oral hygiene, care of hair except when specific items are 	medically indicated and prescribed for exclusive use for resident.

7.	Assistance and/or supervision, when required, with activities of daily living, including but not limited to toileting, bathing, feeding and walking.

8.	Services of members of the Facility staff performing their assigned duties.

9.	Use of customarily stocked equipment, including crutches, walkers, standard wheelchairs or other supportive equipment, unless such item is prescribed by a physician for the exclusive use by a resident.

10.	Activities program, including planned schedule of recreational, motivational, social and 	other activities, with the necessary materials and supplies.

11.	Social services and religious programs.

12.	Dental screenings by a qualified dental consultant.
Ancillary Services and Supplies Not Included in Daily Rate

The Facility will arrange for physician and physician-ordered services listed below for the Resident (“Ancillary Services”).  Ancillary Services are not included in the Daily Rate.  They may be covered by Medicaid, Medicare or other insurance (except for co-payments and deductibles).  If they are not covered, the Resident and Designated Representative are responsible for payment of the charges incurred from the Resident’s income and resources.  Ancillary Services include:
	(1)	Physician, nurse practitioner, and physician assistant services; 
	(2)	Physical Therapy, Occupational Therapy, Speech Therapy, Oxygen Therapy;
	(3)	Audiology, Podiatry; Transportation, Laboratory, Radiology, Dental (except 			screenings), Optometric, and Ambulatory Surgery services; and
	(4)	Durable Medical Equipment and Prescription medications.  

C.	Personal Services/Items Not Included in Daily Rate  

The Facility will arrange for personal services and items for the Resident as requested.  Personal Services and Items include: Beautician and barber services, clothing, shoes, dry cleaning, private telephone, including cellular phone, TV, radio, cable, internet, computer, newspapers, magazines, sundries, postage, stationary, some ambulance and special transportation for personal use, guest and catered meals, and entertainment and social events outside of the Facility’s basic activities program.  Personal Services and Items are not included in the Daily Rate or covered by Medicaid, Medicare or other insurance, except with respect to Medicaid and Medicare when a specific item or service is ordered by the Resident’s attending physician and is required by the Resident’s care plan to achieve the goals stated therein.  The Resident and/or the Designated Representative agree to pay for Personal Services and Items or to have the cost charged to the Resident’s personal account at the time the cost is incurred from the Resident’s income and resources.  

2.	PAYMENT AND OTHER OBLIGATIONS
	A.	Resident’s and Designated Representative’s Payment Obligations
		
The Resident and Designated Representative agree to pay the Facility by the date indicated on the Facility’s bill; all charges incurred under the terms of this Agreement (“All Charges”) from the Resident’s income and resources or arrange to have All Charges paid by Medicaid, Medicare of other insurance.  All Charges and this payment obligation include payment of insurance deductibles, co-payments, including Medicare Part A co-insurance, and, with respect to a Medicaid Resident, the Resident’s net available monthly income including Social Security and pension checks and any other monthly income as determined by the County Department of Social Services (“DSS”).  If the Designated Representative is the Resident’s spouse, he/she is also obligated to use his/her own income and resources to pay All Charges.  The Resident and Designated Representative agree to pay All Charges until Medicaid coverage for nursing home services (“Medicaid Coverage”) is obtained.  To the extent the Resident’s assets are insufficient or unavailable to pay the full amount of All Charges pending Medicaid Coverage, the Resident and Designated Representative agree to timely pay to the Facility the Resident’ monthly income as partial payment.

B.	Resident’s and Designated Representative’s Other Financial Obligations  

The Resident and the Designated Representative agree: 

1.	To use the Resident’s income and resources solely for payment of All Charges to the Facility and for the Resident’s benefit;

2.	To file a Medicaid application for Medicaid Coverage or contact the Facility’s social work representative for assistance in filing the Medicaid application with DSS one (1) month prior to the date when the Resident’s income and resources reach the Medicaid “spend-down amount” and to provide all information and documents requested to DSS by the DSS deadline; and to file annual recertifications or contact the Facility’s social work representative for assistance in filing annual recertifications and provide all information and documents requested by DSS by the DSS deadline;

3.	To authorize the Facility to have access to the Medicaid application and annual recertification files and supporting documentation and to represent the Resident in the application, fair hearings and recertification processes, if necessary, by signing Addendum I; 
4.	With respect to a Medicaid Resident, to pay the Resident’s net available monthly income (NAMI), including Social Security check, pension checks and all other monthly income that the Resident receives, as determined by DSS to the Facility by the 10th of the month in which it was received, or send the checks and monthly income directly to the Facility by signing Addendum II;

5.	To complete the Facility’s Financial Disclosure Form, Addendum III if the Facility determines that the Resident will be in need of services for an extended period of time;

6.	That the Resident and/or Designated Representative will not transfer the Resident’s money, assets or property or do anything that will cause the Resident to be deemed ineligible or disqualified for Medicaid;

7.	That the Designated Representative shall pay the Facility for the cost of the services provided to the Resident if the Designated Representative has received a transfer of assets from the Resident (or has assisted or participated in the transfer of money or other assets from the Resident to a third party) which causes the Resident:  (a) to be ineligible or disqualified from Medicaid or (b) to be unable to pay the Facility for its services to the Resident;

8.	To pay the Resident’s health insurance premiums, provide the Facility with the necessary insurance and authorization information so that the Facility can file claims for services provided to the Resident, and notify the Facility of any changes in the Resident’s insurance, denials of insurance claims and terminations of coverage; and 

9.	That the financial, insurance and other information that the Resident and Designated Representative provided to the Facility prior to the Resident’s admission and thereafter, is true, accurate and complete, there is no other income, assets, or insurance available which have not been disclosed to the Facility, and that the Facility has relied on this information in making the decision to admit the Resident to the Facility and will continue to rely this information as the basis for determining whether the Resident can continue to stay at the Facility.

10.	The Designated Representative Party will have no personal liability to the Facility hereunder unless:  (a)   the Designated Representative breaches or otherwise fails to comply with any of the Designated Representative’s hereunder or the Designated Representative is otherwise in default hereunder; and/or (b) any representation made by the Designated Representative in connection with the Resident’s admission is false or otherwise misleading, in which case, the Designated Representative will be liable to the Facility for damages resulting from:  (a) such breach or default; and/or (b) the Facility’s reliance upon such false or misleading representation.

Additional Charges and Refunds

The Facility will assess no additional charges in excess of the Daily Rate except:  1) upon express approval of Resident or Designated Representative; 2) upon express written orders of the Resident’s physician stipulating specific services and supplies not included in the Daily Rate;  3) upon sixty (60) days written notice to Resident or Designated Representative of additional charges due to the increased cost of maintenance and/or operation of Facility; or 4)  in the event of a health emergency which requires immediate special services or supplies.  Upon discharge, a refund will be made within a reasonable time, not to exceed thirty (30) days following discharge, for any amount paid by or on behalf of the Resident in excess of the amount due for services rendered.  If the Resident is deceased, a refund will be paid to the person or probate jurisdiction administering the estate, by a New York “Small Estate” affidavit, or as otherwise required by law.  

	D.	Managed Care and Benefit Denials/Termination

If the Resident has coverage provided by a managed care insurance plan, the plan may cover all or part of the Facility’s charges; however, payment for services is not guaranteed.  The Facility is not responsible for benefit denials or cut-offs by such plans.  However, the Facility will use its best efforts: 1) to present information to support the medical necessity of recommended treatment; and 2) to notify the Resident and/or Designated Representative as soon as the Facility is informed that coverage will terminate or decrease.  If the Resident remains in the Facility after coverage is denied or terminates, the Resident and Designated Representative agree to pay All Charges to the Facility from the Resident’s income and resources and, when appropriate, arrange for Medicaid Coverage. 



E.	Interest, Collection Costs and Fees

In the case of non-payment of any sum due under this Agreement, the Resident and Designated Representative agree to pay a service charge of 1.25% per month (15% per year) on accounts thirty (30) days overdue, and reasonable collection fees, attorney’s fees and damages incurred by the Facility for breach of the Resident’s and/or Designated Representative’s obligations as set forth in this Agreement.

3.	TRANSFER AND DISCHARGE

A.	Involuntary Discharge

	This Agreement does not guarantee a particular length of stay.  The Facility has the right to transfer or discharge the Resident involuntarily after appropriate notice because the: 1)  health  of others is/will be endangered; 2) safety of others is/will be endangered due to the clinical or behavioral status of the Resident; 3) Resident’s urgent medical needs necessitate an immediate transfer or discharge; 4) Resident’s health has improved sufficiently and the Resident no longer needs the Facility’s services; 5) the Resident and/or Designated Representative has/have failed to pay for or arrange for payment for services and supplies provided under this Agreement (a failure to pay includes, but is not limited to, the Resident’s or Designated Representative’s failure to submit necessary paperwork for third party payment, including Medicaid Coverage, or after the third party payor, including Medicaid or Medicare, denies the claim and the Resident and/or the Designated Representative refuses to pay for the Resident’s stay at the Facility; or 6) the Facility closes.

B.	Transfers

	Residents may be transferred to another appropriate bed or room after appropriate prior written notice, which shall include the reason for the change, consultation with, and reasonable accommodation to the Resident and/or Designated Representative, provided however that prior written notice and consultation will not be required where the Resident has requested the change, or the Resident’s medical condition requires an immediate change or an emergency situation develops.  The Resident and Designated Representative agree to cooperate with the Facility if such a move becomes necessary.  The Facility cannot guarantee continued stay in private rooms, and the Resident may be asked to move to accommodate the special needs of another Resident who may require a private room.  Upon request, a Resident who occupies 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.  A Resident occupying a sub acute, rehabilitation, or other specialized bed agrees to be transferred to a non-specialized unit or bed after specialized services are no longer required. 

C.	Temporary Absences and Bed Reservations

	Beds may be reserved privately during temporary absences if the Resident’s payments are not overdue upon written agreement to pay the Daily Rate.  Medicaid and some insurances pay for bed reservations under certain circumstances.  Residents should review their insurance and the Facility’s Bed Reservation Policy for more information.  

4.	RESIDENT’S PROPERTY

A. 	Money and Valuables

	The Facility provides reasonable security for residents’ personal property.  However, the Facility can only protect against the loss of valuable items (such as money or jewelry) if they are deposited with the Facility’s management.  The Facility will retain a reasonable amount of Resident’s money or jewelry for a short period of time or on an emergency basis.  The retention of money and valuables by a Resident in his/her room is at his/her own risk and insurance coverage is strongly recommended.  The Facility will not be responsible for any disappearance, loss or damage to any money, valuables or other property retained by the Resident unless the Facility is proven to be at fault. Each resident is provided the ability to lock valuables in a drawer in their room. Keys can be requested through the social work department.

B.	Disposition of Property

	The Resident and/or Designated Representative must arrange for disposition of the Resident’s property upon the Resident’s discharge or death.  The Facility may dispose of such property that remains 30 days after the Resident’s discharge or death.

C.	Resident Personal Accounts

	The Facility provides personal accounts for the Resident’s incidental expenses.  Amounts over $50.00 (or as required by law) are deposited in an interest-bearing account with quarterly statements.  Refunds for the balance in the account, less amounts owed the Facility, will be made to the Resident in accordance with Section 2.C. of this Agreement.

5.	AUTHORIZATIONS

	A. 	Consent for Routine Services

	Subject to the Resident’s right to refuse specific medical treatment, the Resident and/or Designated Representative on the Resident’s behalf, consents to receive routine nursing home services, routine medical assessments, dental examinations within the facility, and comprehensive assessments required by Medicare.  The Facility will exercise reasonable care toward Resident; however, there are some risks that are unavoidable in any nursing home and the Facility cannot ensure the complete safety and welfare of Resident.

      	B.	Personal Information.

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.  The Resident’s facial photograph may be taken to use as identification and photographs of specific injuries or conditions may be taken as medically necessary. 




6.	TOBACCO FREE POLICY
The Facility has adopted a TOBACCO FREE policy in the interest of the health, welfare, and safety of all our residents.  Residents and visitors are not permitted to smoke anywhere, indoors or outside on Facility property.  There are no designated smoking areas for residents or visitors.  Residents are not permitted to keep smoking materials, including tobacco products of all kinds, pipes, electronic smoking devices, matches, or lighters on their person or in their room.  The Facility will not keep smoking materials for residents.  Residents suspected of having smoking materials will be subject to a search of their room and person and all smoking materials will be confiscated.  

7.	NON-DISCRIMINATION POLICY. 
The Facility admits and treats all individuals without regard to race, creed, color, national origin, blindness, disability, sex, sexual preference, marital status, religion, age, source of payment, sponsorship or military status in admission, retention or care of the resident.  

I/We, the undersigned, have read, and understand this Agreement, and agree to be legally bound to its terms.  I/We have been informed of and given copies of the Resident’s Handbook, “Your Rights as a Nursing Home Resident in New York State”, Resident Bill of Rights, information on advance directives, and a Notice of Privacy Practices.  I/We have had an opportunity to discuss these documents with the representative(s) of the Facility, and agree to be legally bound to the rules described in these documents.  

I/We certify that the information and documents that I/we have provided to the Facility are true, accurate and complete.  I/We understand that the Facility is relying on this information in making its decision to admit and retain the Resident 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.

ACCEPTED:

[bookmark: Text10][bookmark: Text11]                              					                                                                                         
Date							Signature/Mark of Resident

Two witnesses OR a notary is required:

[bookmark: Text12]The Resident has personally confirmed to me that he/she understands this Agreement for Admission and agrees to be legally bound to its terms and signed in my presence.                 (initials/date required)

                             					                                                                                         
Date							Witness #1 Signature

The Resident has personally confirmed to me that he/she understands this Agreement for Admission and agrees to be legally bound to its terms and signed in my presence.                 (initials/date required)

                           					                                                                                         
Date							Witness #2 Signature

OR
STATE OF NEW YORK		)	
				)   SS:
COUNTY OF CHAUTAUQUA	)
[bookmark: Text13][bookmark: Text14][bookmark: Text15]On the      day of      in the year     , before me, the undersigned, personally appeared      , personally known to me or proved to me on the basis of satisfactory  evidence to be the individual(s) whose  name(s) is (are) subscribed to the within instrument and acknowledged to me that he/she/they executed the same in his/her/their capacity(ies) and that by his/her/their  signature(s) on the instrument, the individual(s), or the person(s) upon behalf of which the individual(s) acted, executed the instrument.    
 
[bookmark: Text18][bookmark: Text17]Notary Public                         				My commission expires                           
[bookmark: Text19][bookmark: Text20]                       						                                                                 
Date		              					Witness Signature

******************************************************************************************
ACCEPTED: 

                     					                                                                            
Date							Designated Representative Name (please print)

							                                                                            
							Signature of Designated Representative


Two witnesses OR a notary is required:
[bookmark: Text23]The Designated Representative has personally confirmed to me that he/she understands this Agreement for Admission and agrees to be legally bound to its terms and signed in my presence.        (initials/date required)

                      					                                                                             
Date							Witness #1 Signature


[bookmark: Text22]The Designated Representative has personally confirmed to me that he/she understands this Agreement for Admission and  agrees to be legally bound to its terms and signed in my presence.        (initials/date required)

                      					                                                                             
Date							Witness #2 Signature

OR
STATE OF NEW YORK		)	
				)   SS:
COUNTY OF CHAUTAUQUA	)

[bookmark: Text24][bookmark: Text25][bookmark: Text26][bookmark: Text27]On the      day of      in the year     , , before me, the undersigned, personally appeared      , personally known to me or proved to me on the basis of satisfactory  evidence to be the individual(s) whose  name(s) is (are) subscribed to the within instrument and acknowledged to me that he/she/they executed the same in his/her/their capacity(ies) and that by his/her/their  signature(s) on the instrument, the individual(s), or the person(s) upon behalf of which the individual(s) acted, executed the instrument.    
 
[bookmark: Text28][bookmark: Text29]Notary Public                                			My commission expires                                         
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