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Our House of Hope
Resident Fee and Level of Care Acknowledgment
Date: _______________________
Resident Name: ______________________________________
Dear Resident and Family/Responsible Party,
Welcome to Our House of Hope. We are committed to providing a safe, supportive, and individualized living environment that meets the unique needs of each resident. To ensure every resident receives the appropriate level of care and services, an initial assessment period is conducted during the first 30 days following admission.
At the time of admission, an initial monthly fee will be established based on the information available regarding the resident's current care needs. Please be advised that this fee is subject to change following the completion of the comprehensive 30-day assessment.
During this assessment period, Our House of Hope will evaluate the resident's:
· Physical care needs
· Behavioral and mental health needs
· Level of supervision required
· Assistance needed with activities of daily living (ADLs)
· Medication management requirements
· Safety concerns
· Cognitive functioning
· Overall level of care necessary to ensure the resident's health, safety, and well-being
If the assessment determines that the resident requires a higher level of care than originally anticipated, the monthly fee may increase to reflect the additional services, staffing, supervision, and support required.
Should an adjustment to the monthly fee become necessary:
· The resident's family and/or legally authorized representative will be notified promptly.
· A meeting will be scheduled to review the assessment findings, discuss the recommended level of care, explain the revised monthly fee, and answer any questions.
· Any fee adjustment will be communicated clearly before implementation whenever possible.
Our House of Hope is committed to maintaining open communication and transparency regarding all financial matters. We believe that collaborating with residents and their families helps ensure the highest quality of care while promoting informed decision-making.
By signing below, you acknowledge that you have read and understand that the initial monthly fee may be adjusted following the resident's first 30-day level-of-care assessment and that you will be notified and invited to participate in a meeting should an increase in the monthly fee be recommended.
Resident Name: ______________________________________
Resident Signature: ________________________________ Date: _______________
Family Member/Legal Authorized Representative: ______________________________________
Signature: _________________________________________ Date: _______________
Admissions Representative: ______________________________________
Signature: _________________________________________ Date: _______________
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