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Who Are We…
Rose of Sharon’s Senior Villa is an assisted living facility.  Our facility provide services to the  elderly and disabled by giving them an alternative choice.  Therefore, allowing each resident to maintain and /or enhace their quality of life while receiving personal care services.  Rose of Sharon’s Senior Villa ask that each resident and their family understand that in an assisted living there are going to be inherent risk that are beyond our control since we DO NOT provide 24-hour one on one care.   As an assisted living we wish to allow our residents to have the freedom and privacy within their home and enjoy themselves within our community.    
	If you and your family decide to place you in our assisted living facility, the resident and all family members should understand that we also DO NOT provide 24 hour skilled nursing care, as our license with the state does not allow us to.  We strive to encourage our residents to be as independent as possible through a host of activies (daily).  Rose of Sharon’s Senior Villa  will provide personal care services identified in this agreement where needed and agreed upon.  This is done  much like if you are living at home or with a family member.  
	In an  assisted living, it is not uncommon for residents to accidentally trip, have trouble ambulating from a chair to a bed, or simply fall for any number of reasons.  Whether your loved one has substain a previous fall prior to moving in our community, or you understand that residents can and do fall in the assisted living setting because one one care is not provided.  Falls can occur anywhere.  Bones weakended by ostopoprosis can break without warning,  In some instances, falls require medical attention and even hospitalization, and whether your loved one is living with you or us, the risk of falls and potentioal injury is simply common with the aging process.  If a resident sustains a fall in our community, our policy is to work with both you and their physican so that we can collectively discuss appropriate and concret interventions to hopefully  reduce the risk of future falls.  We encourage those who are prone to falls should purchase a HIP Protectors and Knit- Rite othotic shoes that reduce the risk of fractures or broken hips and increased gait and stability.  
	In our community, residents are allowed freedom of movement as part of their independence.  Residents, especially those who begin to show signs of confusion, dementia or early stages of Alzheimer’s disease occasionally wander into a situation, either inside or outside the building.  This can be a potential injury.  While this is unlikely you shoud understand that it is possible since we do not provide one on one care 24 hours a day, In many cases, a family member is the first person to notice changes in their loved one's mental state.  Since the family is an integal part in assisting our staff as to what additional services are needed, we ask that you contact us to assist in the exploration of appropriate options.  For those reidents who begin to show signs of wandering, we will work with you and the resident’s physcian to determine appropriate care and setting needed. If this wandering behavior is not caused by a treatable, reversible problem other placement will need to be arranged.   This community does not provide services to residents who are cognitively impaired to the point that may cause a safety risk to them.  
	Rose of Sharon’s Senior Villa provides care to those who need assistance with their activities of daily living.  Rose of Sharon’s Senior Villa agrees to provide, without regard to race, creed, color, national orgin or sex, room and board, and assistance with your activites of daily living.  Rose of Sharon’s Senior Villa will be managed, and the residence will be cared for under the rules of the Tennessee Department of Public Health Division of Health Care Facilities (Chapter 1200-8-811).  The resiedents will observe reasonable rules and policies of the facilty and will respect the rights of other residents.  Person must be an aged ambulatory person who requires domicilary care and who may require non-medical living assistance sevices, medical serices such as medication procedures and administration of medications that are typically self- administered, emergency responds services and home care organization in these rules.   A person cannot be admitted to live in our community if they:
a. In the latter stage of Alzheier;s disease r related disorder,
b. Reequires physical or chemical retraint,
c. Poses a serious threat to himself/herself or others,
d. Requires naoparyngeal and trachemotomy aspiraton,
e. Requires initial phases of regimen involving administration of medical gases,
f. Requires Levin tube,
g. Requires arterial blood gas monitoring, is unable to communicate his or her needs, requires gastrostomy feedings,
h. Requires intravenous or daily intramuscualr injections or intravenous feeding,
i. Requires insertion, sterile irrigation and replacement of cathetersm except for routine maintenance of a Foley Catherters, 
j. Requires sterile wound care or requires treatment of stensice stage of 3 or 4 decubutus ulcer or exfoliative dermatitis.
Rose of Sharon’s Senior Villa just want to make the family aware that this is an assisted living facility and we do not provide 24-hour skill care.  Our facility does not provide complete protection from various types of inherent risk, as our goal is to promote independence and Quality of Life.  If you or your loved one desire the need for higher level of care we ask that you have an evaluation with their physician.
Rose of Sharon’s Senior Villa is license by the Department of Health as an Assisted Living facility.  Rose of Sharon’s Senior Villa has been in business since 2001.  We have cared for over 200 residents since our existance.  We cater to those residents who have limited income however, they are needing assistance to stay as independent as possible.  Rose of Sharon’s Senior Villa management team consist of a licensed Administrator, Office Assistant, and a Registered Nurse.  We take care of our residents 24 hours of the day.  We assist with your personal care needs which includes the following: 
· Housekeeping, 
· Medications Assistance, 
· Appointment Reminder
· Assistance with bathing
· Assistance with Personal Hygiene and Toileting
· Meal Prepartion
· Laundry

Rose of Sharon’s Senior Villa have partnered with outside companies to assist the needs of our residents that live at Rose of Sharon’s Senior Villa.  However, you do not have to use the providers we have listed.  Your family can act as your source of service to get you to and from your appoinments as well as transportation services available by TennCare.  If you wish to set up services with another home health agency outside of the one, we use we can set that up by our RN or Social Worker.  

Dr. Home Visits, Dr. Zeigler and Janice Burgess, NP is a medical office that caters to not only office visits but come to Rose of Sharon’s Senior Villa.  They check on our residents who are unable to leave to see the doctor or have limited acess to leave the facilty.  In Good Health can set up not only for lab work to be drawn but x-rays and ultrasounds, occupational health and physical therapy.  

Rose of Sharon’s Senior Villa has also partnered with a Podiatrist who specialize in foot care.  He comes every quarter to cut toenails of our resients and to acess any concerns and make the necessary referrals for more extensive care. 
*This is based on insurance only.

For those of our clients who not only suffer from memory lose but also who have mental disorders have the ability to receive assistance with our psyc. Nurse.  The nurse will make recommendations for Dr. Home Visitis to write a perscription if they are in agreeance.

Pulmonaire Pharmacy partnered with us in 2002 and they assist with bringing our resients medication that was perscribed. 

If a resident wishes not to participate with the services provided at Rose of Sharon’s Senior Villa the resident and the family may choose to take the resident to their appointments and make sure Rose of Sharon’s Senior Villa has all the necessary orders for Rose of Sharon’s Senior Villa to have to fulfill our commitment to your care.  
 
In summary, we want to make the family and the resident aware that this is an assisted living facility and we do not provide 24- hour skill care.  Our facility does not provide complete protection from various types of inherent risks, as our goal is to promote independence and Quality of Life. If you or your family desires the need for higher level of care we ask that you have an evaluation with their physician.  By signing this agreement, you acknowledge that Rose of Sharon’s Senior Villa has informed you that we do not offer a risk- free environment.  You also affirm that you have elected to move to our assisted living community with full awareness of the fees, expectation of services, and inherent risks that 

Rose of Sharon’s Senior Villa Liability Insurance
Information is posted at the front entrance.

Mandatory Arbitration
Except for community efforts to collect monies due from the resident and community’s option to discharge resident for such failure, which the parties agree may be heard by a court of competent jurisdiction in the city or county where the facility is located (Hamilton County), all disputes and disagreements between community and resident (or their respective successors, assigns or representatives) arising out of the enforcement or interpretation of agreement or related hereto or the services provided by community hereunder including, without limitation, allegations by resident of neglect, abuse or negligence which the resident and community are unable to resolve between themselves shall be submitted to binding arbitration in accordance with the Commercial Arbitration Riles of the American Arbitration in effect.  The party filing the arbitration (making the claim) shall be solely responsible for payment of the initial arbitration filing fee in accordance with the Riles of the American Arbitration Association fee schedules.  The arbitrator or arbitrators shall be entitled to award recovery of the arbitration fee, attorney’s fees and out of pocket expenses incurred by the prevailing party up to a maximum ward of $10,000.00.  The arbitrator shall also have the authority to issue interlocutory and final injunctive relief.  The arbitrator’s decision shall be binding on the parties and conclusive as to the issues addressed and may be entered as a judgment in court of competent jurisdiction and to subject to further attach or appeal except in instances of fraud, coercion or manifest error.  During the pendency of any arbitration proceeding, Community and Resident shall continue to perform their respective obligations under the Agreement subject, however, to the right of either party to terminate this Agreement as established herein.  The obligation of Community and Resident to arbitration their disputes or disagreements shall survive termination of the Agreement


Who will be caring for my needs?

Rose of Sharon’s Senior Villa have trained staff which we call Resident Care Techs.  Their duties consist of assisting you with the following:

Bathing	
The Resident Care Tech will assist with at least 3 baths per week.  However, if the client wishes to take a bath daily they can do so.

Housekeeping
Housekeeping is conducted daily.  The Resident Care Tech will assist with making your bed and cleaning your room.  It is the responsibility of the resident to help keep your room clean and free of overcrowding with too much of resident’s belongings.  

Laundry 
Rose of Sharon’s Senior Villa will assist with laundry services once a week. If your clothes and bedding is soiled, we will wash your clothes at that time.  Family may come and get your clothes to wash outside of the times we provide laundry services.  The Resident Care Techs will wash, fold/hand and iron clothes when needed.  Each room will be assigned a day that clothes will be washed by the techs.  








Medication Assistance
Our Registered Nurse and Resident Care Techs will assist the resident with their medications.  We use a bubble pack that has all your medications set up (which was prescribed by your physician).  All patches, eye drops etc. is administered by the Registered Nurse (RN) or the License Practical Nurse (LPN).
Medications must be kept in a secure place with a lock and key.  All narcotics must be placed and counted down daily and kept in a secure place under lock and key.
PRN meds will be given as needed.  It is the responsibility of the resident to communicate with the nurse or care tech if you are needing the medication.
 All medications must have an order even OTC medications.
Administering Medication: Direct application of a single dose of medication to the body of a resident by injection, inhalation, topical application or by any other means and the placement of single dosage of medication into a container. Assistance with Self Administering of Medications:  To assist in reading labels, opening medication container or packaging, reading residents of their medication, or observing the resident while taking medication in accordance with the plan of care
Self- Administering of Medication: The ability to administer medicine to oneself without assistance other than receiving help with reading labels or with physically opening the container or packaging, being reminded of one’s medication, or being observed while taking medication in accordance with the plan of care.
Disposal of Medication: Medications that are sent back to the pharmacy for proper disposal and in some cases placed in the Hazardous Bag for MCF Environmental to dispose of.
Medication Time: 
8am
12pm
5pm
8pm
PRN 
According to the definitions outlined by the Department of Health Standards for Assisted Care Living Chapter 1200-08-25 I believe the resident ____________________________________ of Rose of Sharon’s Senior Villa is able to  ___________________________________________________________.  
Notes: _______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

________________________			____________
Physician/ Nurse Practitioner			Date
Appointment Reminder
Our RN/LPN will work with your physician to make sure we (facility) is aware of your appointments and any guidelines you may need to follow prior to your appointment date.  


Meal Preparation 
Meals are prepared 3 times per day as well as 2 snacks.  You are more than welcome to bring in snacks that we ask to be kept in the kitchen.  We ask that all residents eat in the dining area unless an activity permits in other parts of the building.  If you decide to bring in a snack it must be check in by a kitchen staff or a resident care tech. The tech will put your name on your snacks bought.


Activities
While you are a resident at Rose of Sharon’s Senior Villa, we will make sure we provide fun activities for our residents to take part in.  Our activity director will outline the daily activities and will post for participation.  We will provide two outings per month.  At the first of the month, we will take residents to shop for their personal needs at local stores in the community (Family Dollar, Wal-Mart and etc.).  Later part of the month we will go on a fieldtrip to a local play, park, restaurant, bowling, movies and etc.  Participants can take part in all outings unless we have a written statement from the POA or responsible person.

Residents can leave with their family and friends.  We ask that the resident let the resident care tech know that you are leaving and when you plan to return to prepare your medications for your outing.  

Residents can leave for outings outside of going with the facility.  It is your responsibility to sign out when you are leaving and to sign back in when you return to the facility.

Allowance
Each month each resident will receive their allowance of at least $40 a month.  This amount will vary depending on your income.  Please understand that it is the responsibility of the resident to pay for medication, medical supplies, personal grooming items, such as soap, lotion, pull ups, depends, emergency transportation, and any other expenses incurred by the resident.  Each resident has the option to get an account with First Tennessee Bank.  This money will be transferred into your individual account.  

TV 
Rose of Sharon’s Senior Villa always ask that you be courteous to your roommate.  Therefore, we ask that you share the usage of the television in your room.  If you wish to change the channel, please don’t change the television while your roommate is in the middle of a program. You and your roommate will need to work together of times you wish to watch a show.  If you are unable the television may be removed from the room.  We ask that all televisions be turned off after the 11pm news.  

The Day Room
The day room is an area that we conduct a lot of our activities of the day.  During this time, we will have the television on when deemed necessary.  If a resident wishes not to participate in an activity, they may go to their room to watch television.  The television in the day room will go off for the day after the 11pm news unless there is an emergency going on.

Visitation/Outings
Residents can have visits.  We ask friends and family to be respectful of the time due to medication preparation, breakfast and or snack is being given.  Residents can leave with their family and friends unless something is in writing indicating a different instruction.  We ask for the family to intervene with a letter stating who the resident may leave with especially if the resident has certain diagnosis that doesn’t allow them to make sound decisions and judgement.  

At times the administrator may deem a situation is not safe and will not allow a resident to leave, however this is normally due to circumstances due to dementia and other memory lost.  
Your visitor must sign in as well as sign out.  If your visitor wishes to take you out, you too are required to sign out of the facility.  You are to make prior arrangements if you plan on staying overnight.

Rose of Sharon’s Senior Villa allow our residents to leave the facility.  The resident must sign out and back in when they return.  If the resident is leaving for the day we will make sure medication is given to them.  At times the POA may ask that a resident not leave without supervision or an order given by their physician stating it is not safe for a resident to leave the facility.  Residents are able to leave with their family and friends.  We ask that the resident let the resident care tech know that you are leaving and when you plan to return to prepare your medications for your outing.  


Safety
Rose of Sharon’s Senior Villa has a monitoring system that monitors the day room, back yard, dining room, front entrance, hallway, medication room and front entrance.  Rose of Sharon’s Senior Villa use the cameras to make sure the resident care techs are visible when a resident needs the tech’s help.  The cameras are also for the safety of the facility as well.  Rose of Sharon’s Senior Villa has a gate that is around our facility. The gate stays open 24 hours of the day.  Rose of Sharon’s Senior Villa make sure that we provide services to our residents that allows dignity and privacy.  Our resident care techs will not walk into your room without knocking first.  However, if we fill that you are in distress or you are not responding the tech will use the key to open the door to your room.  Due to your safety and part of your care plan residents are not allowed to use the kitchen area for cooking.  This is area is not to be entered by the residents nor non- staff of Rose of Sharon’s Senior Villa.  However, for some activities planned cake preparation and cookies will be made with the help of the activities director.  Any incidents/ accidents need to be reported within 24 hours to staff as per our care obligation.


Smoking
Rose of Sharon’s Senior Villa allows smoking in the designated areas.  We allow four smoke breaks.  No smoking contrabands, paraphernalia are allowed on a person nor their rooms.  There is zero tolerance for this policy.

Transportation
Rose of Sharon’s Senior Villa have many options when it comes to transportation of our residents.  We have public transportation for those who are able to walk to the bus stop (approx. one block away).  If you are needing assistance due to your disability you may apply for Carta Care-A- Van.  The Social Worker or the Registered Nurse may assist you with the application and all of your options regarding transportation.  TennCare may also be used for scheduled appointments.  Appointments for pick by TennCare must be arranged in advance at least 72 hours prior to appointment.  
Resident is responsible for the fare if one is applied for your transportation needs.

Field Trips
Periodically residents may participate on outings.  

Private Line
As a resident here at Rose of Sharon’s Senior Villa you may have a cell phone, computer or other devices used to communicate with.  However, a phone will be available for you to use if you are not able to afford a private line.  You may use the cordless phone for privacy, but we ask that you keep your calls to a limit of no more than 30 minutes because that phone line is available for all residents.  

Social Worker
Social Worker- will set up in resident’s care plan options for transportation and how to catch the bus (for those able).  If the resident is needing a lift she will set up transportation with Cara Care-A-Van.  In some cases, a paid tech may have to assist you.  The social worker will make sure residents are aware and become aware of activities they may be interested in.  

Abuse and Neglect
Rose of Sharon’s Senior Villa is required by the Department of Health and our contracts with TennCare to report Abuse and neglect.  If we suspect abuse of any kind, we must report it to Adult Protective Services within 24 hours of discovery and 48 hours in writing to the MCO and Department of Health.  Rose of Sharon’s Senior Villa take abuse and neglect very serious.  We train all staff on the types of abuse and we demand that they report all abuse to management.  

Abuse is looked at from both parties if residents are being abusive be it verbal or physical to staff and other residents you will be given your 30- day notice.  At times a notice will not be required, and you must be removed from the facility immediately. Crisis will be called, and a report written.  



Weapons
Rose of Sharon’s Senior Villa does not allow any form of weapons onto the grounds of the facility.  Weapons includes anything that can cause harm to self and other

Pet Policy
Pets are not permitted at our facility.

Discard of Medication
Rose of Sharon’s Senior Villa will count and document all medications upon admission and discharge from the facility.  I understand that expired my medication will be placed in the hazardous container for MCF Environmental to properly dispose.  If a medication is discontinued by my physician, it will be sent back to Pulmonaire Pharmacy or placed in the hazards bag for MCF Environmental to dispose of.  

Photography and Recording
I hereby expressly grant to Rose of Sharon’s Senior Villa the right to photograph myself / my child / my parent / my spouse, etc. and his/her/their picture, silhouette, and other form of reproduction of their physical likeness, and any text that has been written about them in connection with the exhibition in the advertising, publicizing of any such photograph or text, including the use of such on this Center’s internet website and promotional material.
I agree not to look to Rose of Sharon’s Senior Villa for any payment of any kind with the respect to the making of or any use of the aforesaid photographs, images, or text without limitation. I agree to hold Rose of Sharon’s Senior Villa harmless with respect thereto.

















HIPPA Code
To comply with privacy and safety protocols at Sharon’s Adult Day Center, we are asking the primary caregiver to provide us with a 4-digit code (any number that you wish), which would be kept on file at our office.  The purpose of the code is to ensure that any inquiries regarding a participant in our center will be protected and given out only to the primary caregiver.  Effective March 18, 2008, please help us to protect your loved one’s privacy by doing the following:
1.Create a 4-digit code and give to our administrator along with the application.
2.The code will be placed in your loved one’s file.
3.Keep in mind any future communication with our center either by phone or in person regarding the care of your loved one will require this code.
4. The staff will be required to ask for this code upon giving out any confidential information regarding our participants.
HIPPA Code: _____________________________















Pharmacy Agreement I understand that Pulmonaire Pharmacy will bill Medicaid, Medicare, and or private insurance when possible.  For the medication not covered by insurance or when the patient does not have insurance, bill for the medications should be sent to the responsible person please indicate the following person.  Otherwise, the resident will be responsible for the medication.
Name ________________________________
Address _______________________________
	______________________________
	______________________________
Phone (______)  _______________-______________
Relationship ___________________________________________
Signature ___________________________________________________
Date ______________________


Conservator
I understand that Rose of Sharon’s Senior Villa cannot be the conservator of any resident and or power of attorney.  I understand that Rose of Sharon’s Senior Villa will become the representative payee of my social security /SSI check.  I understand that I must pay the amount agreed upon and the money is due no later than the 10th of each month.  I understand that if I move from Rose of Sharon’s Senior Villa that ALL debt made while in the facility must be cleared upon discharge.  You agree to give Rose of Sharon’s Senior Villa permission to the check that will come to the facility once you have moved to clear theses debts.  You understand that if you break or abuse any furniture and/or belongings that you or your responsible family member may be held liable for the damages.  You understand you would receive each month from your check if we are the representative payee at least $40 from your check.  However, you are responsible for the amount agree upon each month.  






Fees
Rose of Sharon’s Senior Villa applies to be the Representative Payee of each resident.  If a resident is a Veteran, we ask that the address be changed so the check will come to Rose of Sharon’s Senior Villa. If for some reason the POA wishes for Rose of Sharon’s Senior Villa not to be the representative payee, you will be ask to pay the full amount of the fee to live at Rose of Sharon’s Senior Villa upon admission $ ________ plus an additional $2750.00 (first and last).  Payments must be paid by the 10th of each month.  If payment is received after the 10th of the month a 5% late fee will apply and must be paid within 5 days (15th of the month).  If the check is mailed to the facility it must be mailed in time to reach the facility by the 10th of the month.  If the check which was mailed arrives after the 10th a late fee will be applied.  
Rose of Sharon’s Senior Villa Assisted Living is: $91.67 per day. We are contracted with CHOICES to provide personal care services.  They will pay for personal care services in the amount of $____________.  If a resident is admitted into a rehabilitation facility or wishes to go home for a few days with family Rose of Sharon’s Senior Villa cannot bill for personal care services with the CHOICES program therefore, it is the responsibility of the resident and or POA to pay the amount due.  
We are a project base facility where we offer section 8 vouchers towards rent.  This amount assist a resident that qualifies for a voucher towards their rent.  This amount does not have a transferrable amount to the participant.  This amount is paid to the facility and not the resident. Once the resident leaves the voucher is terminated.
Respite Care; $103.00 per day this includes each night that you are at the facility and you must be picked up by 9am or you will be charged an adult day care fee of $10 per hour.

Refusal of Services and Activities
Rose of Sharon’s Senior Villa preserves the rights of our residents and their decision making.  Residents have the right to refuse to participate in activities inside or outside of the facility.  Rose of Sharon’s Senior Villa staff will document the resident’s refusal.  If the resident refuses services that may affect them physically would result in the need to meet with their family and medical team to discuss provisions.  

Roommates 
Rose of Sharon’s Senior Villa have semi-private rooms.  Before a resident is admitted into the facility they must take a tour of the facility.  During this time the potential resident will be accessed to see if they meet the requirements of an assisted living.  Once the resident has been accessed we will show the potential resident the rooms we have available, as well as the potential roommate of that room.  During this time, the potential resident can make a decision to reside at Rose of Sharon’s Senior Villa and which room they wish to reside in.  

Grievance/ Complaint
Rose of Sharon’s Senior Villa thrive on giving great services to our residents.  However, we do understand that things will arise where you may need to grieve a complaint.  Rose of Sharon’s Senior Villa ask that you direct your concerns to the office in writing. This will be followed up with.  If you do not like the outcome the grievance will be reviewed by the executive board and a decision will be made and or addressed.  Rose of Sharon’s Senior Villa will not treat a person different because a complaint and or grievance has been made.
Discharge Procedure:
Upon discharge all financial responsibilities must be paid.  This will include any money owed to the facility, pharmacy, and Dr. Home Visits.  If we are your representative payee, we will release your check once payment has been made.  We will send your check to the Social Security Administration with a letter stating we are no longer your representative payee and your new location.  Medications will be checked out and signed by you when you leave, and a copy of your medication sheet will be given to you.  All clothes and personal belongings must be taken with you.  If those items are not removed from the facility within 48 hours they will be discarded.  















	Date of Birth:



Participant’s Name: _______________________________  
SEX: _____ Male _____ Female	   Age: ______
Date of Admission: ______________________ Date of Discharge/Expire____________________
Mother’s Maiden Name _________________________________________
Father’s Name _________________________________________
City and County where you were born _____________________________________________________
Are you a veteran or spouse of a veteran ____ Yes ____No?
Veteran Last 4 digit of social ___________________ 
_____ Honorable Discharge

	Social Security Number:



Home Address: ___________________________________
	           ___________________________________
	           ___________________________________
Home Telephone: _________________________
 
Marital Status: ____ single   ____ married ____ widow(er) _____ divorced
Contact Name and Phone Number: _________________________________
				_________________________





Name, and Address of Responsible Family Member:
	___________________________________________________
	___________________________________________________
	___________________________________________________

	Telephone Number: ____________________________
Annual Income and Source: ________________________________

	DO YOU HAVE MEDICAL INSURANCE?  (   ) Yes   (   ) No


	
PRIMARY INSURER: ________________________________
	I D or CONTRACT NUMBER: _________________________
	GROUP NUMBER:     ________________________________

	SECONDARY INSURER: _______________________________
	I D or CONTRACT NUMBER: ___________________________
              GROUP NUMBER:  ____________________________________
              IN CASE OF EMERGENCY NOTIFY: _____________________
              RELATIONSHIP: ______________________________________
              TELEPHONE NUMBER: ________________________________

	Physician’s Name, Address, and Phone Number: 


				      
                                                                         _______________________________
				           ______________________________
           _______________________________
	Preferred Pharmacy Name and Phone Number:



___________________________
					             ____________________________
	Nursing Home of Choice:



 _____________________________________________
			        _____________________________________________
	Preferred Hospital:


           ______________________________________________

SECTION ONE
ADVANCED DIRECTIVES:

	Do you have a Living Will?       (   ) Yes      (   ) No



	Do you have a Durable Power of Attorney for healthcare?     (   ) Yes     (   ) No



* If you answered yes to either of the above questions, please provide a copy to our office 
   to be used in the case of an emergency.

Height: ___________
Weight: __________

Any known allergies?     (   ) Yes      (   ) No
What medicines is the Client allergic to? ______________________________________
					      ______________________________________________

What foods or other substances is the Client allergic to? __________________________
			      __________________________________________________

IV Contrast allergy:   (   ) Yes      (   ) No		Latex allergy:   (   ) Yes    (   ) No

Anesthesia Reaction:   (   ) Breathing difficulty		(   ) Drop in blood pressure
			 (   ) Nausea			            (   ) Other: _______________
		 	 (   ) Jaundice				(   ) None

Previous Hospitalizations Reason(s) and date(s):_______________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________
		
Hospitalized in the last 30 days?   (   ) Yes     (   ) No
Have you had the following shots within the last 5 years?
	Pneumococcal:  (   ) Yes     (   ) No    (If yes, please provide proof)
	In order to begin services with us we must have the following done:
		TB skin shot
	*We recommend the Flu shot (if in season) and the Pneumococcal for health purposes.
Do you have any hearing problem?  (   ) Yes    (   ) No    
	If yes, describe: ____________________________________

Do you wear a hearing aide(s)?   (   ) Yes    (   ) No

Do you have a vision problem?   (   ) Yes    (   ) No
	If yes, do you wear/have:   (   ) Glasses      (   ) Contacts     (   ) Implants

Do you have communication problems?  (   ) Yes    (   ) No
	If yes, describe: ____________________________________

Do you have a good appetite?   (   ) Yes    (   ) No

Do you have any diet restrictions?   (   ) Yes   (   ) No
	If yes, describe: ____________________________________

Have you had any recent unexplained weight changes?   (   ) Yes   (   ) No

Do you take oral supplements (Ensure, Glucerna, etc.)?  (   ) Yes   (   ) No

Do you have difficulty chewing or swallowing?  (   ) Yes   (   ) No 

Do you wear/have dentures?   (   ) Yes   (   ) No 
	If yes, ____ full   ____ partial   ____lower plate   _____ upper plate

Do you use:   ____walker    ____cane    ___braces    ____other

Do you need assistance with:  ____ feeding    _____ mobility    _____ hygiene
Do you use medical equipment at home?   (   ) Yes    (   ) No
	If yes, what type: _______________________________________		
Print Participant’s Name: ____________________________
Do you have sleep problems?  (   ) Yes    (   ) No

Are you using sleeping pills?   (   ) Yes    (   ) No



SECTION TWO
ARE YOU CURRENTLY UNDER TREATMENT FOR OR HAVE A HISTORY OF:

ENDOCRINE PROBLEMS	BLOOD DISORDER		    BONE/MUSCLE PROBLEMS
(   ) Thyroid			(   ) Prev. Blood Transfusion	          (   ) Arthritis
(   ) Diabetes			(   ) Transfusion Reaction		
	Take insulin _____	(   ) Anemia
	Take pill _____		(   ) HIV/AIDS

VISION PROBLEMS
(   ) Glaucoma
(   ) Cataracts

HEART PROBLEMS		KIDNEY PROBLEMS		     NEURO PROBLEMS
(   ) Heart attack			(   ) Catheter at home		      (   ) Emotional problems
(   ) High blood pressure		(   ) Stones			      (   ) Mental disorder
(   ) Congestive heart failure	(   ) Infections			      (   ) Alzheimer’s
(   ) Pacemaker			(   ) Dialysis			      (   ) Dementia
(   ) Implanted defibrillator		(   ) Kidney disease		      (   ) Parkinson’s 
				(   ) Prostrate problems		      (   ) CVA    (   ) Seizures
GI PROBLEMS			RESPIRATORY PROBLEMS		(   ) GYN PROBLEMS
(   ) Cirrhosis			(   ) Home Oxygen			
(   ) Hepatitis			(   ) Home breathing treatments
Print Participant’s Name: _______________________________
 (   ) Ulcers			(   ) Asthma				 
(   ) Diarrhea		              (   ) Emphysema
(   ) Constipation			(   ) History of, or exposure to TB
(   ) Hiatal hernia
(   ) Esophageal stricture

COMMUNICABLE DISEASES
(Need proof of test or shots on file)
(   ) TB Skin Test
(   ) Pneumococcal
(   ) Influenza 
Have you had a transplant of any type?  (   ) Yes   (   ) No
If yes, explain: __________________________________________________________

Do you have a history of cancer?  (   ) Yes     (   ) No 
	If yes, location: ______________________________________
	Chemo in the last 12 months?  (   ) Yes    (   ) No
Covid: I have you had COVID ____ Yes ____ No?  If yes, when? ___________________
Have you been vaccinated ____ Yes ____No?  If yes, when (date of second dose) _______________ what kind? Pfizer ______ Moderna ________ Johnson and Johnson ______________
Have you received a booster shot?  _____Yes _____No?  When? ____________________
Tobacco use (will be restricted to designated locations):		Alcohol use:
(   ) None							(   ) None
(   ) Chew tobacco          (   ) Dip snuff				Type and frequency: ___________
(   ) Cigarettes	Packs per day; _______
(   ) Pipe								
Recreational drug use:
(   ) Quit       How long ago? _______________			(   ) None
								Type and frequency: ___________

Have you recently experienced a major change in your life?   (   ) Yes    (   ) No 
	If yes, describe: _________________________________________
                                         __________________________________________

MEDS
(Please list dose, frequency, and special instructions)

1. __________________________________	5. __________________________________

2. __________________________________	6. __________________________________

3. __________________________________	7. __________________________________

4. __________________________________	8. __________________________________
(   ) Hormones
(   ) Take aspirin frequently?  How frequently? _______________________________

Please list any religious or cultural beliefs you would like considered in delivering your healthcare: _____________________________________________________
____________________________________________________
What are your bowel habits?   (   ) BM every day
				 (   ) BM every other day
				 (   ) Other: ____________________________

Do you live with family members?  (   ) Yes    (   ) No 
	If yes, how many? __________

Is there any additional health information you feel is important, that you’d like to mention? ____________________________________________________________________________________________________________


How did you hear about us?
	___newspaper ___radio ___television ___movie theatre ___Church ___bus

	___doctor ___hospital ___home health agency ___caregiver ___friend
	___other
Forms you would need upon admission:
1. All medical insurance cards
2. Social security card
3. Valid Identification
4. Medication list
5. Birth Certificate
6. Chest X-Ray or TB Skin Test
7. Your awards letter from SSA/ VA
8. 3 months bank statement
9. Out of pocket pharmacy expenses
10.  Pneumococcal Form
11.  Flu Vaccination
12. COVID Vaccination
13. COVID Test (2 days prior to move in)



AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION
	Patient’s Name:
	
	Date of Birth:
	

	Previous Name:
	
	Social Security #:
	

	I request and authorize
	 
	to

	release healthcare information of the patient named above to:

	
	Name:
	Rose of Sharon’s Senior Villa

	
	Address:
	5410 Lee Avenue

	
	City:
	Chattanooga
	State:
	TN
	Zip Code:
	37410

	This request and authorization applies to:

	[bookmark: Check1]|_| Healthcare information relating to the following treatment, condition, or dates:
	

	
	

	[bookmark: Check2]|_| All healthcare information

	|_| Other:
	

	

	Definition:  Sexually Transmitted Disease (STD) as defined by law, RCW 70.24 et seq., includes herpes, herpes simplex, human papilloma virus, wart, genital wart, condyloma, Chlamydia, non-specific urethritis, syphilis, VDRL, chancroid, lymphogranuloma venereuem, HIV (Human Immunodeficiency Virus), AIDS (Acquired Immunodeficiency Syndrome), and gonorrhea.

	

	[bookmark: Check4]|_| Yes   |_| No
	I authorize the release of my STD results, HIV/AIDS testing, whether negative or positive, to the person(s) listed above. I understand that the person(s) listed above will be notified that I must give specific written permission before disclosure of these test results to anyone.

	

	|_| Yes   |_| No
	I authorize the release of any records regarding drug, alcohol, or mental health treatment to the person(s) listed above.

	Patient Signature:
	
	Date Signed:
	





Advance Directives
Rose of Sharon’s Senior Villa understand that this is a sensitive topic however, it is a topic that we must all discuss.  Therefore, we are giving you that opportunity to discuss the resident’s 
1. Living Will
2. Durable Power of Attorney
3. Advance Care Plan
4. Appointed of Health Care Agent
The resident has received a copy of the above forms and the resident is considered a FULL CODE until the package is filled out and signed by a physician.  

	


Directions for Health Care Professionals

Completing POST

Must be completed by a health care professional based on patient preferences, patient best interest, and medical indications.

To be valid.  POST must be signed by a physician or, at discharge or transfer from a hospital or long term care facility, by a nurse practitioner (NP), clinical nurse specialist (CNS), or physician assistant (PA).  Verbal orders are acceptable with follow-up signature by physician in accordance with facility/community policy.

Photocopies/faxes of signed POST forms are legal and valid.


Using POST

Any incomplete section of POST implies full treatment for that section.

No defibrillator (including AEDs) should be used on a person who has chosen “Do Not Attempt Resuscitation”.

Oral fluids and nutrition must always be offered if medically feasible.

When comfort cannot be achieved in the current setting, the person, including someone with “Comfort Measures Only”, should be transferred to a setting able to provide comfort (e.g., treatment of a hip fracture).

IV medication to enhance comfort may be appropriate for a person who has chosen “Comfort Measures Only”.

Treatment of dehydration is a measure which prolongs life.  A person who desires IV fluids should indicate “Limited Interventions” or “Full Treatment”.

A person with capacity, or the Health Care Agent or Surrogate of a person without capacity, can request alternative treatment.


Reviewing POST

This POST should be reviewed if:

(1)  The patient is transferred from one care setting or care level to another, or
(2)  There is a substantial change in the patient’s health status, or
(3)  The patient’s treatment preferences change.

Draw line through sections A through D and write “VOID” in large letters if POST is replaced or becomes invalid.







	
A COPY OF THIS FORM SHALL ACCOMPANY PATIENT WHEN TRANSFERRED OR DISCHARGED


	Tennessee Physician Orders for Scope of Treatment (POST, sometime called “POLST)

This is a Physician Order Sheet based on the medical conditions and wishes of the person identified at right (“patient”).  Any section not completed indicates full treatment for that section.  When need occurs, first follow these orders, then contact physician.
	Patient’s Last Name 

	
	First Name/Middle Initial

	
	Date of Birth

	Section 
A
Check One Box Only
	CARDIOPULMONARY RESUSCITATION (CPR):  Patient has no pulse and is not breathing.

	
	
	Resuscitate (CPR)
	
	 Do Not Attempt Resuscitation (DNR / no CPR) (Allow Natural Death)

	
	When not in cardiopulmonary arrest, follow orders in B, C, and D.

	Section
B




Check One Box Only
	MEDICAL INTERVENTIONS.  Patient has pulse and/or is breathing.

	Comfort Measures.  Relieve pain and suffering through the use of medication by any route, positioning, wound care and other measures.  Use oxygen, suction and manual treatment of airway obstruction as needed for comfort.  Do not transfer to hospital for life-sustaining treatment.  Transfer only if comfort needs cannot be met in current location.  Treatment Plan:  Maximize comfort through symptom management.

	Limited Additional Interventions.  In addition to care described in Comfort Measures Only above, use medical treatment, antibiotics, IV fluids and cardiac monitoring as indicated. No intubation, advanced airway interventions, or mechanical ventilation.  May consider less invasive airway support (e.g. CPAP, BiPAP).  Transfer to hospital if indicated.  Generally avoid the intensive care unit.  Treatment Plan:  basic medical treatment.

	Full Treatment.  In addition to care described in Comfort Measures Only and Limited Additional Interventions above, use intubation, advanced airway interventions mechanical ventilation as indicated.  Transfer to hospital and/or intensive care unit if indicated.  Treatment Plan:  Full treatment including in the intensive care unit.
	
Other Instructions:	________________________________________________________________________


	Section
C

Check One 
	ARTIFICIALLY ADMINISTERED NUTRITION.  Oral fluids & nutrition must be offered if feasible.
	No artificial nutrition by tube.
	Defined trial period of artificial nutrition by tube.
	Long-term artificial nutrition by tube.

Other Instructions:	_______________________________________________________________________

	Section
D



 Must be
Completed
	Discussed with:
 Patient/Resident
 Health care agent
 Court-appointed guardian
 Health care surrogate
 Parent of minor
 Other: 	          (Specify)

	The Basis for These Orders Is:  (Must be completed)
 Patient’s preferences
 Patient’s best interest (patient lacks capacity or preferences unknown)
 Medical indications
 (Other) _________________________________________________

	Physician/NP/CNS/PA Name  (Print)


	Physician/NP/CNS/PA Signature                       Date

   NP/CNS/PA (Signature at Discharge)
	MD/NP/CNS/PA   Phone Number:

(      )

	
	  Signature of Patient, Parent of Minor, or Guardian/Health Care Representative
	

	Preferences have been expressed to a physician and /or health care professional.  It can be reviewed and updated at any time if your preferences change. If you are unable to make your own health care decisions, the orders should reflect your preferences as best understood by your surrogate.

	Name (Print)
	Signature
	Relationship (write “self” if patient)


	Agent/Surrogate
     
	Relationship
	Phone Number  (      )

	Health Care Professional Preparing Form  
	Preparer Title
	Phone Number
(      )
	Date Prepared


[image: ] TDH, Division of Health Licensure and Regulation, Office of Health Care Facilities, 665 Mainstream Drive, Second Floor, Nashville, TN  37243



Shot Refusal Form
Must have TB Skin Test or Chest X-Ray
Chest X-Ray can’t be older than six months
TB Skin Test can be done at Rose of Sharon’s Senior Villa before admission for $10.00
I understand that I must get a TB Skin Test or a Chest X-Ray prior to admission to Rose of Sharon’s Senior Villa
However, the following shots I refuse to get.  I understand I cannot hold Rose of Sharon’s Senior Villa or any of its affiliate companies responsible for any contamination. By signing this sheet, I release Rose of Sharon’s Senior Villa of any obligations on my behalf release the above.  I understand I may amend this agreement at any time by setting an appointment with the health department to receive the necessary shot within the appropriate time frame.  I understand that this agreement will not be released from my file until all shots have been administered by a licensed facility.  
1. Refusal of Influenza 
2. Refusal of H1N1
3. Refusal of Pneumococcal
4. Refusal of Hepatitis B
(Circle which one applies)












Rose of Sharon’s Senior Villa
Lease Agreement
Rose of Sharon’s Senior Villa is an Assisted Living facility.  This agreement presented is with the admitting resident and the POA or caregiver.  The daily charge for our assisted living is $83.33.  This would include the following services:
· Housekeeping, 
· Medications Assistance, 
· Appointment Reminder
· Assistance with bathing
· Assistance with Personal Hygiene and Toileting
· Meal Prepartion
· Laundry
· Room and Board
· 
Deposit: Rose of Sharon’s Senior Villa may request a deposit if we are having to hold a bed due to resident coming from a rehabilitation facility and or if the client is not ready to come and wishes for us to hold a bed.  
If the resident comes at the first of the month the resident is required to pay the full amount due.  Each day the resident is not her we will prorate those days.  The current daily amount of services is $83.33.  For those who are part of the CHOICES Program your financial obligation is $47.52 per day.  
Increase in Rent: Rose of Sharon’s Senior Villa will give the resident in writing a 30- day notice of rent increase.
Relocate: If the resident wishes to relocate to another room the resident must complete a relocate form.  If the resident wishes to move to another facility the resident would need to complete a 30- day notice and have our social worker to assist with placement.
Locks: Each room is furnished with a locked door.  For your safety the resident care tech has a key.  The tech is not to enter your room without knocking, however if the tech feels that your life is in danger and you may be in distress they will enter the room.  
Intent to Vacate Room: Rose of Sharon’s Senior Villa as well as the resident must give a 30- day notice.  This notice is due in writing.  Upon leaving the resident and the POA must make sure all financial obligations are met and paid to Rose of Sharon’s Senior Villa.  To move to another room.  You must complete an intent to relocate form.  This form is submitted to the Chattanooga Housing for approval.  Once you are approved to move you may relocate to the vacant bed.
Semi-Private: Rooms are semi-private.  Rose of Sharon’s Senior Villa will try our best to match residents with someone we think the resident will get along with.  If the resident find that the resident can’t be tolerated, we may make preparations to relocate that resident if another room or person is willing to switch rooms.  
Private: Residents have the option of having a private room, however the resident is responsible for the total amount due as if there were two people in the room.  For example, if the rate per day is $83.33 your rate will be $166.66 per day.
Private Phone/ Cell/ Computer:  Resident may have their own phone line, cell phone and or computer, however they are responsible for the instillation and the monthly bill.
Laundry and Kitchen Area-: These areas are for employees only.  Residents are not allowed due to safety.  
Eviction:  Rose of Sharon’s Senior Villa have the right to evict a resident if that person has brought harm to self and others without notice.  Rose of Sharon’s Senior Villa will assist in finding alternate placement and at times we may have to involve CRISIS.   Rose of Sharon’s Senior Villa follows the guidelines of the Uniform Residential Landlord and Tenant Act.
Furniture: Rooms are furnished with a bed, mattress, television, cable, and bedding.  The resident can bring their own furniture if they wish. Must be free of bugs and health hazards.  Rooms have a limited floor plan due to the call system.
Amenities: Rose of Sharon’s Senior Villa doesn’t have amenities such as a gym, pool etc. However, we will schedule visits to the local recreation center which offers amenities as such.  
Arbitration: Please see the arbitration agreement
Notice to Vacate: You must give Rose of Sharon’s Senior Villa a 30- day notice to vacate. You must clear your balance with the pharmacy and Rose of Sharon’s Senior Villa.
Visitors: Visitor are allowed (unless written differently in care plan).
Overnight Guest:  Overnight guest are permitted (unless written differently in care plan).
Curfew:  Residents do not have a curfew (unless written differently in care plan).  
Loitering- There will be no loitering outside of the gates.
I have read, and I agree to the lease as it is set by Rose of Sharon’s Senior Villa.  

____________________________________		_________
Lessee Signature					Date

__________________________________		_________
POA	
__________________________________		_________
Rose of Sharon’s Senior Villa Representative		Date
8

____________________   ______	____________________    __________________
                                       Resident’s Signature                      POA  Signature                              Date
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