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Assisted Living & Memory Care

When you choose our retirement lifestyle, we simplify
things for you.

Your affordable rent includes:

%+ Basic Cable and all utilities except telephone

+* Three delicious, nutritious, chef-prepared meals served daily plus snacks and drinks
% Fun and enriching activity calendar

¢ Activities Room, Spa Tub, TV lounge, Game Room/library

% Licensed Nurse and/or Caregivers on staff 24/7

» Coordination of care with home care providers, physicians, and others
Emergency response system monitored around-the-clock.

Laundry Service one time per week

Housekeeping one time per week

Individually controlled central heating and air conditioning in each suite
Medication management

Pain Management

DS

53

*¢

53

*¢

e

*¢

X3

*¢

R/
A X4

X/
E X4

Floor plans to choose from:

Floor Plan Square Feet Monthly pricing starting
Assisted Living Studio Suite 300 $3,400

Memory Care Studio 300 S$5,800 all-inclusive*
Second Person Fee $1,200

*All-inclusive means no care level fees, all care is included in the rent
Assisted Living Personalized Care Plan Pricing:

Level 1- S950 Level 2- $1,425 Level 3- 51,900 Level 4- $2,375 Level- 5 $2,850

Community Fee - One-time fee equal to the following: $2,000.00

*Above pricing for private pay residents, Medicaid Waiver residents monthly pricing will difer.*
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ADMISSION APPLICATION

Demographic Information

Full Legal Name:

Street Address:

City, State & Zip: Phone #:

Social Security #: Birthday:

Race: Religion:

Marital Status: Maiden Name:
Sex: Primary Language:
Email: Dominant Hand:

INSURANCE INFORMATION PLEASE FILL OUT COMPLETELY

Medicare #: Medicaid #:
Medicare Group #:
Case Worker: Case Worker Phone #:

Power of Attorney
Full Name:
Phone Number:
Street Address:
City, State & Zip:
Email:
Relationship:
Spouse Name: Spouse Phone #:

Resident’s Guarantors/Billing statement if not POA

Full Name:

Phone Number:

Street Address:

City, State & Zip:

Email:

Relationship:

Spouse Name: Spouse Phone #:
Who is to Receive Residents Mail?

Billing Statement:

Cards/Magazines:

Financial Mail:
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Current Physician Information

Primary Care Physician:

Street Address:

City:
Phone:

Specialty:
Name:

Street Address:

City:
Phone:

Name:

Street Address:

City:
Phone:

Name:

Street Address:

City:
Phone:

Name:

Street Address:

City:
Phone:

State:

Zip:
Fax:

Specialists (Cardiologist, Urologist, Oncologist ETC.)

State:

State:

State:

State:

Zip:

Fax:

Dentist

Zip:

Fax:
Podiatrist
Zip:

Fax:

Ophthalmologist

Zip:
Fax:
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Full Name:
Street Address:
City:

Email:

Cell Phone:
Spouse Name:
Spouse Phone:

Full Name:
Street Address:
City:

Email:

Cell Phone:
Spouse Name:
Spouse Phone:

Full Name:
Street Address:
City:

Email:

Cell Phone:
Spouse Name:
Spouse Phone:

EMERGENCY CONTACTS
Emergency Contact #1
Relationship:
State: Zip:
Alternate Phone:
Emergency Contact #2
Relationship:

State: Zip:

Alternate Phone:

Emergency Contact #1
Relationship:
State: Zip:

Alternate Phone:

Resident Pre-Made Funeral Information

Funeral Home Name: Phone #:
Street Address:
City: State: Zip:

Resident Personal Items

Glasses Y/N

Hearing Aids Y/N Dentures Y/N Cane Y/N

Walker Y/N

Wheelchair Y/N Power Chair Y/N Prosthetics Y/N
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All PROGRAMS AND SERVICES SHALL BE MADE AVAILABLE WITHOUT REGARD TO RACE, COLOR, CREED,
GENDER, NATIONAL ORIGIN OR TOHER UNLAWFUL GROUNDS.

The undersigned hereby applies for residency to Laurelwood Assisted Living and agrees, if accepted, to comply
with all current and future policies and procedures of Laurelwood Assisted Living.

Certification: | represent that each and every statement is true and that | have not withheld any information
requested above.

Signature: Date:

Witness (Staff member): Date:
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No Smoking/Vaping Tolerance Policy

| understand that if | am found smoking or vaping on Laurelwood property (this
includes outdoors on Laurelwood property) | will be given an immediate 30 day
notice to vacate. Laurelwood has a no tolerance policy for smoking and/or vaping
on our campus.

X

Resident Signature

X

Resident Representative Signature

X

Laurelwood Representative Signature

MATTRESS COVER POLICY

| understand that | am responsible for providing a mattress encasement cover that is
waterproof, & bed bug proof upon move in. Typically found on Amazon (it is like a large
pillow case with a zipper.)

Responsible Party: Date:

Resident Name: Apt No.
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RESIDENT VEHICLE POLICY
ONLY NEEDED IF RESIDENT IS BRINING A CAR

Requirements
For their own health and safety, as well as that of other residents, staff and public, residents who
maintain a vehicle on the Community premises are required to provide copies of the following:

e A valid driver’s license.
e Proof of liability insurance
e Current registration

Parking
Resident must keep his/her car locked at all times and never leave the keys in the vehicle.

Inoperable or unregistered vehicles are prohibited and community will have any such vehicles
towed at the owner’s expense.

Liability

You agree to indemnify and defend the Community against any and all claims and liabilities
resulting from your use of your vehicle. Community is not responsible for any damage or theft to
your vehicle while it is in our parking lot and we recommend that resident maintains
comprehensive and collision insurance for his/her vehicle.

By signing below, I agree to the above policy and to the safe operation of this vehicle. I will
notify the community if there is a change in the status of any of the following documents.

Driver’s License Number State Expiration Date
Insurance Company Name Policy Number Effective Dates of Policy
License Plate # State where registered Expiration Date

Resident’s Name (printed):

Resident’s Signature: Date:
Responsible Party’s Signature: Date:
Community Representative’s Signature: Date:




Resident’s Name (printed):
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Laurelwood Bus Transportation

Our bus transportation for resident appointments are available:

Monday — Doctor Appointments Only 9a.m.—1p.m.
Tuesday —  Planned Outing with Activities 9a.m.—1p.m.

Wednesday — Doctor Appointments Only 9a.m.—1p.m.
Thursday— Memory Care Outing 9a.m.—1p.m.
Fridays — Doctor Appointments Only 9a.m.—1p.m.

All appointments are to be made by resident, family or POA.

Request an appointment from your Dr. on one of the days/times noted above

Notify our receptionist 3 days in advance to be placed on the transportation schedule at 937-
436-6155.

This transportation service is a “drop off” and “pick up” service only.

We only transport within a 20-mile radius, anything outside that radius will be the responsibility
of the POA/Resident.

Your loved one must be able to get in and out of the medical office with little assistance from
our driver. If your loved one requires someone to accompany them during the appointment,
you must plan and arrange to meet our driver at the appointment. We do not provide staff to
stay with any resident during an appointment.

When the appointment is over, the medical office or resident must call our bus driver’s cell
phone to arrange for pick up.

All special requests must be approved by our Executive Director in advance.

If you need assistance outside of above hours, please reach out to resources like AAA/WSC for
assistance.

Transportation is subject to change.

Resident’s Signature: Date:
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Resident Name:
Birthdate:

Getting to Know You

Favorite Things:

Beverage:

Snack:

Food:

Color:

Do You Like:

ToRead: YorN  What genre or Author?

Movies:  Yor N  What genre or Shows?

Music: Yor N  Which Artist or Type?

Crafts: YorN

To Knit or Crochet: YorN

Community Involvement:

Hobbies:

Activities:

Clubs:

Religious Preferences:

Military Background: 1 N/A

If you served in the military, we would love to know...

Branch Served: Years:
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Family & Friends:

Spouse: How many years together?

Daughter(s):

Son(s):

Granddaughter(s) & Ages:

Grandson(s) & Ages:

Other:

Please Circle the Trips you would be interested in:

Shopping Movie Theater Bowling

Lunch Outing Dinner Outing Picnic

Suggestions for other outings:

Tell us about your occupation(s):

Any additional Information you would like to share with us:

10
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STATE ID OR DRIVERS LICENSE SOCIAL SECURITY CARD
MEDICARE CARD MEDICARE SUPELEMENTAL CARD
MEDICAID CARD INCLUDING ANY ADDITIONAL INSURANCE

BUCKEYE OR MOLINA CARDS

11
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Resident’s Admission Document Checklist

1. Residents Admission Documents-All MUST be signed

c

OO0 0000

Resident Admissions Application (including Smoking, Vehicle, Mattress Cover Policies)
Comprehensive Authorization, Consent and Release

Statement of Informed Choice

Items to Bring when Moving In

Medicaid Approval/Denial Policy

Insurance Card, Social Security Card and ID card- Provided by Resident/Family

CC Master Uploaded to PCC (Kate Completes this task)

2. Medical Consent and Signed PCP Forms
[ ] Clark's Pharmacy Consent Forms (5 pg total)
[ Medical House Calls Consent Froms (1pg total)
[ ] Mind Care Consent Froms (3 pages total)
[ ] PPG Podiatry Consent Form (1 page Total)
[ ] History & Physical
[ ] Signed Medication List
[ ] DNR* (DNR is not the same as Living Will) *if
resident is a full code the Physician will not Sign
3. State-Specific Legal Documents
[ ] Ohio Power of Attorney for Health Care - Resident must have to move in
[ ] Durable Power of Attorney for Health Care
[ ] Advance Healthcare Directive and Living Will Information - Ohio
[ ] Living Will Declaration
** _ Power of Attorney for Health/Financial (resident/responsible party to provide copy)

4. Resident Agreement/Documents Usually given at Lease Signing
[ ] Services
[ ] Terms and Obligations
[ ] House Rules
[ ] Fees & Your Fee Summary
[ ] ACH Form with Voided Check and two months of Bank Statements
[ ] Care Conference Form with CC Master uploaded to PCC
[ ] Medicaid Case Worker Information [_| Private Pay Resident

5. Resident’s Bill of Rights (OH) Community Handbook, Copy of Signed Lease
1 have received and reviewed the above documents:

Resident’s Name (printed):

Resident or Responsible Party’s Signature: Date:
Executive Director: Date:

12
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RESIDENT BILL OF RIGHTS

The rights of nursing home residents are protected under Ohio law by Section 3721.13. The rights are
summarized below.

Residents have the right to:

A safe and clean living environment.

Be free from physical, verbal, mental, and emotional abuse and to be treated at all times
with courtesy, respect, and full recognition of dignity and individuality.

Adequate and appropriate medical treatment, nursing care, and other services that
comprise necessary and appropriate care consistent with the program for which the
resident contracted without regard to race, color, religion, national origin, age, or
payment source.

Have all reasonable requests and inquiries responded to promptly.

Have clothes and bed sheets changed as need arises to ensure comfort and sanitation.
Obtain name and specialty of any physician or other responsible for coordinating care.
Select staff physician of choice and select attending physician not on staff if so desired.
Communicate with physician and staff in planning the resident’s treatment or care,
obtain current medical information on status, have access to medical records and give
or withhold informed consent for treatment.

Withhold payment to physician, if the physician did not visit.

Confidential treatment of personal and medical records.

Privacy during medical examinations and personal care.

Refuse to serve as a research subject.

Be free from chemical and physical restraint except under close supervision and written
orders of physician.

Obtain pharmacist of choice and to pay fair market price for drugs.

Exercise all civil rights unless adjudicated incompetent.

Consume alcoholic beverages unless contradictory to written admission policies.

Use tobacco unless contradictory to written admission policies.

Retire and rise on his/her own schedule per request as long as this does disturb others.
Observe religious obligations and activities, maintain individual and cultural identity, and
participate in social and community groups

Private and unrestricted communications receive and send sealed, unopened
correspondence, access to a telephone and private visits.

Privacy for visits by a spouse or share a room if both are residents of the facility.

13



Signature:

Date:

Sales Leader Signature: Date:
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Assisted Living & Memory Care

Have room doors closed and not have them opened without knocking.

Retain use personal clothing and possessions in a secure manner.

Be informed in writing of basis rate changes, services offered by the facility and charges
for additional services and receive a 30-day notice of changes.

Received and review itemized bills or charges on a monthly basis.

Be free from financial exploitation and manage own financial affairs and receive quarterly
accounting of financial transactions, if this right is delegated to the home.

Unrestricted access to property on deposit at the facility.

Reasonable notice, including explanation, before room or roommate is changed.

Not to be transferred or discharged except for medical reason, welfare of the resident or
residents, non-payment or revocation of the facilities license or certification.

Voice grievances and recommendations free from restraint, reprisal or discrimination.
Have significant changes in health status reported to sponsor.

The right, if the resident has requested the care and services of a hospice care program,
to choose a hospice care program licenses under chapter 3712. Of the revised code that
best meets the resident’s needs.

14
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STATEMENT OF INFORMED CHOICE—ASSISTED
LIVING

Assisted living facilities offer a residential alternative that allows senior citizens to preserve a
level of independence while receiving personal care services. Our Community is an assisted
living facility. Assisted living allows each resident to continue to have freedom, autonomy, and
privacy, and because of this, there are risks inherent to assisted living that are similar to the
risks associated with independent living, since our Community DOES NOT provide one-on-
one, 24-hour nursing care. This Statement of Informed Choice describes certain of the risks
inherent in the aging process that cannot be eliminated in the assisted living setting.

In assisted living, we take pride in delivering compassionate and high quality services to our
Residents. However, it is not uncommon for Residents to accidentally trip, have trouble
ambulating from a chair or bed, or simply fall for any number of reasons. Bones weakened by
osteoporosis can break without warning. Some medications can cause dizziness. Residents with
dementia can lose depth and spatial perception. In some instances, falls require medical
attention and even hospitalization. The risk of falling can be lessened with

the use of wheelchairs or walkers, or participation in physical therapy.

We can provide additional information regarding these options.

Residents are encouraged to enjoy freedom of movement while living in our Community.
Residents who are easily confused, suffer from dementia, or have Alzheimer’s disease,
occasionally wander in or about the facility premises, or leave the Community altogether.
Wandering Residents are often not alert to situations that have the potential to cause themselves
injury. Assisted living facilities do not lock their doors and because one-on-one care is not
available, we expect that Residents and family members will be realistic and truthful in
discussing these issues with the Community. In many cases, a family member is the first to
notice changes in their loved one’s mental state. If a Resident is experiencing cognitive or
memory ability changes we expect family members or other responsible parties to communicate
with us to assist in the exploration of appropriate options. For those Residents who begin to show
signs of wandering, we will work with the Resident, the family and the Resident’s physician to
determine the appropriate care and setting needed. As mental and physical conditions change,
assisted living may cease to become a viable living option. Another care setting, such as a Skilled
Nursing or Memory Loss Facility may be a better choice.

Unfortunately, the aging process can lead to loss of skin integrity, increasing skin breakdown,
skin tears, and bruising. Residents may be more prone to this risk if they are receiving assistance
with bathing and dressing, using a wheelchair, or are diabetic or otherwise in poor health. At-risk
Residents should consider purchasing pressure-reducing surfaces for beds and/or wheelchairs to

15
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reduce the risk of skin breakdowns, and should immediately report any skin breakdown to their
physician.

Although we try to prevent damage or loss of property, it occurs. Dentures or hearing aids can be
damaged, lost, or accidentally thrown away. While we will do our best to prevent accidents, we
are not responsible for guaranteeing that personal property will not be lost or damaged.

In summary, we want our Residents and their family members to understand and acknowledge
that our Community does not provide protection from all risks. Other care settings, such as
Skilled Nursing Facilities or Memory Loss Facilities offer a higher level of care and protection.
We can help Residents evaluate other options for residential settings if risks associated with
assisted living are not an acceptable option.

By signing this Agreement, you acknowledge that the Community informed you and that you
understand the Community is not risk-free, and that in fact the Community promotes the
appropriate exercise of Resident independence and privacy. You affirm that you freely chose to
move to our assisted living Community with an awareness of the associated risks.

Resident’s Name (printed):

Resident’s Signature: Date:
Responsible Party’s Signature: Date:
Community Representative’s Signature: Date:

16
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COMPREHENSIVE AUTHORIZATION, CONSENT AND
RELEASE

Release of Information (circle one) YES or NO
Initial

Authorization is hereby granted to Community to release necessary health-related information as
well as such professional information, in accordance with the policies of the facility, as may be
necessary from the medical and administrative records compiled during your stay. The
Community is hereby released from all legal liability that may arise from the release of this
information. This information may be used in the treatment, resident transfer, and for third party
billing information.

Photography / Publicity Authorization (circle one) YES or NO
Initial

Authorization is granted for photos, videotape and film to be taken of the above named resident
to be used for the following purposes:

e Resident identification within the Community;

e Medical purposes;

e Scrap books and Community bulletin boards;

e Group photos used during public education programs; and,

e As part of training, educational programs, marketing or publicity efforts to promote
awareness of the Community and its programs.

Resident Birthday Information (circle one) YES or NO
Initial

If checked and initialed, permission is granted for birthday information (month & day only) to be
displayed in the Community newsletter and/or on the Community bulletin boards and for
resident to have birthday celebrated during Community activities.

Activities (circle one) YES or NO
Initial

If checked and initialed, permission is granted to include the above named resident in activities
that are outside the confines of the Community. This permission is granted to allow this resident
to go on chaperoned day field trips such as, shopping expeditions, restaurant outings, movies,
fairs, etc. As community representatives, we agree to make every effort to advise the responsible

17
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party by telephone prior to a scheduled trip. However, opportunities may arise where prior notice
is not possible.

Authorization to Handle Personal Laundry (circle one) YES or NO

Initial

I hereby authorize the Community to wash, dry, fold and/or hang my personal laundry. The
Community requests that personal clothing sent to the laundry are clearly marked/labeled with

your name and room number. Community recommends that delicate items be dry cleaned or
hand washed and will not be responsible for damage which occurs during laundering.

By signing below, I hereby consent to the above items as checked and initialed:

Resident’s Name (printed):

Resident’s Signature: Date:
Responsible Party’s Signature: Date:
Community Representative’s Signature: Date:

18
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Items to Bring When Moving In

1. At lease signing, Copy of Medicare and all other insurance cards, Social Security card,
Financial Power of Attorney, Durable Power of Attorney for Health Care, Living Will,
Guardianship papers.

2. 5 days’ worth of medications (Give that to the floor nurse on day of move-in)

3. Please remember that a resident’s apartment is 300 sq ft. Although, downsizing is hard, you
will likely not be able to fit all your belongings from your home. Laurelwood’s main priority is
the safety and care of our residents and want to avoid potential fall hazards. One of the best
ways to prevent fall hazards is to limit the number of personal items moved in. The more space
you have, the bigger your apartment will feel.

4. Personal items that include: lamps, pictures, knick-knacks, television/TV stand (if desired),
recliner, one bookshelf, small desk with a chair, and/or bistro set (small table and up to two
chairs). Please mark all items with resident’s name. Mini fridges/microwave are dependent
upon health assessment (Not recommended for MC resident). These items are to be moved in
during business working hours (8:00am-4:30pm) and are subject to inspection from our
maintenance team before entering into the building.

5. Shower chair (if needed). A standard shower liner is provided by Laurelwood; however you
are welcome to bring one of your own as well as a shower curtain. You will need to bring
additional bath towels & washcloths. There is limited shelf space in the bathroom — a portable
shelving unit or cart fits nicely in the corner or under the sink.

6. Toiletries: toothbrush, toothpaste, denture cup, denture cleaner and cream, plastic drinking
cup, soap, shampoo, deodorant, powder (if used), lotions, etc. electric razor (please mark with
name), facial tissues, cotton balls, cosmetics, hairbrush, comb, hair pins/supplies.

7. Incontinence Supplies: Depends, etc. and wipes, and gloves for routine care.

8. Covered clothes hamper. Please mark with resident’s name.

9. Clothing: 7-14 changes of clothing, sweaters, comfortable walking shoes, socks, nightwear,
underwear, etc. An appropriate coat/jacket for season. Plastic hangers. A wardrobe is provided

that accommodates seasonal clothing. ALL CLOTHING SHOULD BE DISCREETLY MARKED WITH
RESIDENT’S NAME WITH A FABRIC MARKER.
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10. REMOVE valuable jewelry, money, debit card, ID card prior to move in. The residence is not
responsible for lost or stolen items. It is recommended that the resident obtain renters
insurance to cover lost or stolen items, if you plan on storing valuables in resident’s apartment.

11. Any electric chair, bed, wheelchair, or recliner that is not in functional working condition is
the responsibility of the POA to have fixed or replaced. Due to potential liability issues and
possible warranties being voided, Laurelwood maintenance is unable to work on these types of
personal items.

12. It is highly recommended that the following is not brought with your loved one up on move-
in or in the future:

For Assisted Living residents:

e Money, Debit card, ID card, cleaning supplies, wallets, candle, heather, car keys, cars in
parking lot (if resident is not driving or do not have DLs), valuable jewelry, memorabilia
are recommended to NOT left with resident.

For Memory care residents:

e Sharp objects (ex. scissors, knife, nail clipper), Space/any heaters, ID card, candle, items
with glass (ex. picture frames), heaving item, valuable jewelry, microwave, tools or tools
box, décor for holidays with sharp edges (ex. Christmas trees, or stands), extinct cores,
petty cash, cleaning supplies, area rugs, etc.,

By signing below, I hereby consent to the above items:

Resident’s Name (printed):

Resident’s Signature: Date:
Responsible Party’s Signature: Date:
Community Representative’s Signature: Date:

20



Medicaid Approval/Denial Policy

Scope

Assisted Living Residents/Family that currently or will actively pursue Medicaid approval during
their residency at Laurelwood Assisted Living.

Policy

When a Resident applies for Medicaid, their monthly charges at Laurelwood Assisted Living will
be adjusted to Medicaid rate. In the event that a Resident is denied Medicaid, monthly charges,
both current and retroactive, will be adjusted to private pay rate.

Definitions

e Medicaid pending refers to a Resident with an active application that has been
submitted, and an assessment has been completed.

e Medicaid rate refers to the financial cost determined by the State of Ohio. This rate will
include the rent rate and patient liability (share of cost for Resident care). It is typically
the amount of a Resident’s monthly income, minus fifty dollars for personal allowance.

e Private Pay refers to the full out of pocket cost that a Resident is responsible for if they
are not eligible to apply or have not officially applied for Medicaid, and/or if the
Resident is denied.

e Medicaid approved refers to a Resident being deemed appropriate for financial
assistance with covering the cost of their care.

e Medicaid denied refers to a Resident being deemed inappropriate for financial
assistance with covering the cost of their care. Typically, this is due to being over-
resourced.

Procedure

e Upon lease signing, the Resident and/or Family must communicate financial intentions
with the Sales Leader. The following information must be communicated:

o If a Resident will be private pay during the duration of their residency. (Bank
statements must be provided as proof of funds for private pay charges).

o If they will initially be private pay and will apply for Medicaid when their assets
are $2,000 or less. (Bank statements must be provided as proof of funds for
private pay and to help determine an approximate timeline of applying).

o Has applied for Medicaid and is considered pending. (Bank statements must be
provided to help determine the Medicaid rate charges).

o Is already approved for Medicaid prior to moving into facility.
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If a Resident moves into Laurelwood Assisted Living with the intention of applying for
Medicaid, they must move in paying the private pay rate until the application has been
officially submitted. Once the application has been submitted, the Business Office
Manager will adjust the Resident account to Medicaid rate. (This rate is typically the
amount of a Resident’s monthly income, minus fifty dollars for personal allowance).
The Resident and/or family must properly communicate the status of their application
process with the Business Office Manager. The following steps must be communicated:

o Official application submission

o Completion of the assessment

o Any delays due to further information or documentation being requested from
the Resident and/or Family

o When official approval has been received

o If a Resident is denied (with reason given for denial).

o If applicable, when an appeal or new application has been submitted

If a Resident moves into Laurelwood Assisted Living and is already approved for
Medicaid. It is the responsibility of the Resident and/or Family to inform Medicaid of the
address change. This should be done within the first week of their move. Not updating
the address may cause delays in proper access to benefits and facility claims.

In the event that a resident is denied for Medicaid:

o Resident and/or Family must alert the Business Office Manager immediately.

o Resident billing will be retroactively adjusted to private pay. The balance due
must be paid within 30 days.

o If the denied Resident chooses to appeal or reapply, the Business Office Manager
must be notified so billing may be adjusted to Medicaid rate until an appeal
decision has been made or an application decision has been made.

If a Resident becomes ineligible for Medicaid after approval has been granted (due to an
inheritance or a home sells), it is the responsibility of the Resident and/or Family to
inform Medicaid so services may be discontinued and the Business Office Manager so
that private pay charges may be applied to the Resident account. *Please note, if this
situation happens the Resident will have to completely restart the Medicaid process
when and if they become eligible again.*

By signing below, | hereby consent to the above items:
Resident’s Name (printed):

Resident’s Signature: Date:
Responsible Party’s Signature: Date:
Community Representative’s Signature: Date:
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PAYMENT AUTHORIZATION FORM

I {we) hereby authorize Laurebyood to initiate debit entries to my (our) account indicated below, and to debit or credit the same
such account. If this itemn is returned unpaid, | authorize an additional returned item fee of the maximum amount allowed by the
state to be charged to this account.

Checking or Savings Account

Type of Account Checking [] Sawings []

Depository Financial
Institution Mame

Mame on Account

Blilling Address

Routing Number Account Number

Payment Setup Information

[ OpenBalance, Mot to Excesd Amount 5
[0 Fixed Amount Is Deposit Cl:¥5e 0w
[0 Always Pay Current Balance Due [0 Resident understands they may not receive notification of the varying balance dus
[ One Tame [[™] Dadty [[] Moty O wassy [0 Ssemi-Monthby [ vearty
Frequency Day MU VT S Bas) (1t & 15t or 15th & Last)
1-31)
End Date | Number
St Dt of Ocourrences

This authorization is bo remain in full force and effect for the number of payments authorized abowve or until Laurebdwood has
re-cehved written notification from me (or ws) of its termination, in such time and such manner as to afford Leaurehwood &
reasonable opportunity b act on it

Mame Unit #

ID# State

Signature

Date

Revoke Authorization

This autharization is no longer valid and should be terminated effective i I E

Signature

Date

Fowr levioemal Lsa Dmnly:
Payment Enabied [ O . 4 Irsitiads
Payment Disabled [ Dase f ! Initiads,
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ATTACH the FOLLOWING or GIVE TO KATE TO COPY

Check for the first month's rent will be due at Lease Signing Prior to move in

Two Most Recent Months Copies of the following:
. Power of Attorney, Living will
of Bank Statements and Advanced Healthcare Directives
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Assisted Living & Memory Care

Beauty/Barber Shop Information

The stylist is in facility every Tuesday and has appointment times available between 10am and 2:30pm.

Residents must sign-up for an appointment in advance to receive salon services.

Salon appointments can be made at the Front Desk in person or by calling 937-436-6155.

Available Services:

Shampoo/Set $19.00
Shampoo/Cut/Set $30.00
Haircut (Ladies) $17.00
Haircut (Men) $15.00
Perm (+Haircut) $65.00
Color $55.00
Shampoo/Blow Dry/Iron $19.00
Shampoo/Cut/Blow Dry/Iron $30.00

All payments for hair care services must be submitted in advance.

Please make all checks payable directly to our beautician, YOLANDA LOWE