Generations Adult Day Services

Best Friend Application

(All information will remain confidential)

Name: Today's Date:

DOB: Age as of Today:

Gender Male ( ) Female ( ) Race:

Address:
City/State/Zip: Phone:
Social Security #: Medicare #:

Lives Alone () Lives with someone else ( ) If so, with whom

Primary Caregiver/ Responsible Party Information:

Name: Relationship to Applicant:
Address:

City/State/Zip: Phone :

Guardian:

Address:

City/State/Zip: Phone:

Is Billing Information Same as Above? Yes( ) No( )Ifno, please provide information below

Billing Name:

Billing Address:

Advanced Directives

Power of Attorney for Health Care: Yes{ ) No( )Agent:

Power of Attorney for Finances: Yes( ) No( )Agent:

DNR: Yes( ) No( ) Prescribing Physician:




(Please provide copy of applicable documents to Generations)

Emergency Contacts and Persons Authorized to transport Best Friend

Name: Relationship:
Address: City/State:
Phone 1); Phone 2):
Name: Relationship:
Address: City/State:
Phone 1): Phone 2):
Name: ) Relationship:
Address: City/State:
Phone 1); Phone 2):

Preferred Days of Attendance (Please circle): Monday/ Tuesday/ Wednesday/ Thursday/Friday



Generations Adult Day Services

History & Physical/ Family Report

Best Friend’s Name: Today’s Date:

Height: Weight:

Primary Care Physician:

Address:

Phone: Fax:

Diagnosis:

Date of Last Visit with Primary Care Physician:

Food Allergies:

Drug Allergies:

List of Current Medications: (please list all medication to be taken at the center, and medication taken
at home)

Medication: Dose: How often?




Immunizations given:

OFlu When? O Pneumonia When? O Shingles When? Other

Medical History

OAcne O Fatigue
OAllergies/Hay fever OFibromyalgia
OAlzheimer’s Disease OGlaucoma
OAnemia OGout

OAnger Problems OGERD

OAnxiety OHeartburn
OArthritis OHigh Blood Pressure
CIBack Pain OHearing Problems
OcCancer OHeart Disease

OCerebral Palsy

OKidney Failure

OcChronic Bronchitis OKidney Stones
OConstipation OKidney Disease
OcoprD OMemory Loss
OCrohn’s Disease OMultiple Sclerosis
ODementia ONeck Pain

ODepression

OPanic Disorder

ODiabetes Type 1

OParkinson’s Disease

ODiabetes Type 2 OSeizure Disorder
ODiarrhea OSkin Disease
ODifficulty Swallowing OSleep Apnea
ODiverticulitis OSTDs

ODiverticulosis

OThyroid Disease

ODrug/Alcohol Abuse

OTuberculosis

OEating Disorder

OUlcerative Colitis

OEmphysema

OOther




Surgeries/ Hospitalizations

Has there been a recent OWeight Loss [ Weight gain How much?

Does the applicant use tobacco products? OYes CONo  if yes, what kind? How much?
Can the applicant read? OYes OONo Does the applicant write? CYes CINo

Is the applicant: ORight Handed OLeft Handed

Does the applicant have any hearing impairment? COYesCINo If yes, please answer the following:
What ear? ORight ear OLeft ear OBoth ears

How much impairment? ClSome hearing loss OComplete hearing loss

Does the applicant wear hearing aids? OYes Which ear? ONo ORefuses to wear them

Does the applicant have a vision impairment? OYes OINo if yes, please answer the following:

Which eye? ORightOLeft
Does the applicant have implants? OYes CINo

Does the applicant have glasses? NoO Yesd What Kind? CJReading CIDistance] Bifocal
Does the applicant wear dentures?CYes CINo CINo, does not have teeth.

if yes, please answer the following:

Upper? OFull OPartial OBridge

Lower? OOFull OPartial OBridge

Describe how well the applicant functions with these Activities of Daily Living.

What is current activity level?



CHigh- Very active and participates with others

COModerate-Enjoys spending time active, but needs frequent rest periods
OLow- Does not interact very much with others, and sits a lot

Walking: [Steady on feet OOWith supervisiondI With some help

OWwith assistive device- What device?

Eating: OWith no help O Needs Cueing O With some help OOWith special assistive device- What
Device?

[CINeeds total assistance
Does the applicant have difficulty swallowing? OYes CINo

Does the applicant store food in mouth?[dYes CINo

Diet Information:
URegular Diet OONo extra sugar CINo extra salt CIOther Restrictions

LiDietary Supplement- What supplement?

Appetite: 0GoodO Fair OPoor

Please list any food dislikes:

Toileting:

Can the applicant use the bathroom on their own? CYes CINo If no, please answer the following:
CINeeds total assistance CINeeds some help CINeeds supervision CIPersonal Care

Is the applicant incontinent? CINo CIOnly Rarely ClYes if yes, answer the following:

Incontinent of: CIBladder OOBowel CIBoth



Does the applicant use any of the following?

Oindwelling foley catheter OSuprapubic catheter CICondom catheter Clin and Out catheter

Products used during the daytime: OINothing OPanty liner Oincontinence pads CIPull up OBriefs

Dressing:

Can the applicant get dressed on their own? OYes ONo If no, What kind of help do they need?

CISome help O Total assistance CSupervision

Behavior:
Does the applicant exhibit any of the following :

U Difficulty communicating wants and needs
OIDifficulty completing sentences

OSentences do not make sense

OIDifficulty naming people

OIDifficulty expressing self

OHas difficulty concentrating on a task or activity
OTakes little or no interest in activity

O Exit seeking behavior

LJOften asks the same questions over and over
OMisplaces objects

O Hoards objects

OCannot be left alone

0O Demands constant attention

[J Becomes verbally abusive

OBecomes combative

OOBecomes anxious

OBecomes agitated

O Is stubborn or uncooperative

O Engages in embarrassing or socially inappropriate behavior
O Talks to people they do not know

O Seems unaware of anything wrong

CIReports seeing or hearing things that are not there
OlIs depressed or withdrawn

U Engages in activity that is potentially dangerous to self or others

Personality:



Describe personality in the past

Describe current personality

Applicant’s previous occupation:

Interests:

Listening to music OCurrent  OPast
Sports OCurrent  OPast
Knitting OCurrent  OPast
Gardening/ Mr. Fix it OCurrent  OPast
Children OCurrent  OPast
Singing OCurrent  OPast
Games OCurrent  OPast
Drawing/Painting OCurrent  OPast
Crafts OCurrent  OPast
Walking OCurrent  OpPast
Dancing OCurrent  OPast
Other OCurrent  OPast

Family Goals for Daycare:

OSocialization COStimulation CIFamily relief OSupervision Other

Anything else we need to know so we can best serve you and your loved one? Please List here:




Generations Adult Day Services

Best Friend’s Life Story

Name Birthdate
Birthplace Nickname
Mother Father
Brother/Sisters 1) 2)

3) 4)
Marital Status Spouse
Children’s Names 1) 2)

3) 4)

# of Grandchildren

# of Great Grandchildren

Where Have You Lived?

Schools Attended

Hobbies/ Interests

Jobs Held

Military Service? Yes (

Religious Affiliation

) Branch

Church Affiliation

Information about Best Friend that would help us converse with them?

Updated 12/08/2015
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Fee Policy

Effective 02/01/2019, Generations will charge $9.00 per hour for services rendered to private pay
individuals. No minimum hours are required but it is highly recommended that participants come on a
regular schedule to maximize program benefit.

Generations does accept Medicaid waiver reimbursement for HCB2, Michelle P. & SCL2 waiver
recipients. For individuals that are eligible for the waivers, Medicaid reimburses Generations at an
amount set forth by the state and dependent of the level of care required.

Please be advised that Medicaid may expect that copay is rendered to Generations Adult Day Services
by the participant. This copay is determined by the State of Kentucky and is dependent on the
participant’s income.

Generations does accept payment from some private insurance. Generations will work with you and
your insurance company to the best of our ability. Please be advised you may have copay and/ or
deductible that is applicable.



Generations Adult Day Services

Statement of Understanding

I acknowledge that policy and procedures of Generations Adult Day Services have been discussed with me and will
be made available to me in writing upon my request. Iagree to comply with all Generations policies and
procedures.

Name Date

Civil Rights Compliance

['acknowledge that I have been provided the CFHS Civil Rights compliance brochure and that Generations will
abide by standards set forth in that brochure.

Name Date

Complaint Procedures

I'acknowledge that I have received a copy of the written complaint procedures from Generations Adult Day
Services. I also acknowledge that if [ have a complaint, [ will follow the policy to rectify the concern.

Name Date

Financial Responsibility Statement

['acknowledge that Generations Adult Day Services provides a service to me and my family member attending the
program. I understand there are fees associated with this service. I acknowledge I have been provided the fee
schedule. I understand that I am responsible for the fees that are accumulated by using this service. 1 understand that
my family member may obtain assistance in paying full or part of these services by qualifying for HCB Medicaid
waiver services. | understand that I may have a co-pay that I am responsible for each month that is set by the state
of KY or that I may be responsible for the entire fee, which ever case is applicable to me. I understand that [ will be



billed monthly and that failure to pay for these services may result in the discharge of my family member from this
program unless prior arrangements have been made with me and the Executive Director.

Name Date

Media Permission

[, .do(  )donot( )give permission to for
Generations Adult Day Services to photograph, video or record

I'understand that this media may be used for public education. Such media may be but is not limited to, brochures,
our Face Book page, our website, in newsletters or in other promotional material.

Name Date

Permission to Provide Medical Treatment

Generations will follow the State requirements in training for CPR and First Aid in an attempt to provide on the spot
treatment. [ give permission to Generations staff to provide emergency medical treatment as needed for

Name Date

Privacy Practices Policy

I'acknowledge that I have been provided the Privacy Practices Policy and that Generations will abide by standards
set forth in that policy.

Name Date



Refusal to Serve

Generations Adult Day Services will, at all times, strive to provide the best service to your loved one. There may be
circumstances however, wherein Generations does not believe they can adequately serve your loved one and/or
believes that your loved one is not suited to benefit from our services. As such, Generations reserves the right to
refuse service to individuals.

Name Date

Release of Liability

I understand that Generations Adult Day Services strives to provide the best possible care to my loved one at all
times, but unforeseen accidents may occur. I understand that Generations will treat my loved one for first and CPR
in the instance such a need may arise, but that Generations will call for emergency services in the event that the
accident requires further medical attention beyond the scope of care the Generations can provide. I will not hold
Generations accountable for the cost of treatment or the cost of ambulance services.

Name Date




i
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Release of Information

]9
Day Services, to receive medical information for
for the purpose of compliance with their state mandated regulations.

herby request that permission be granted to Generations Adult

Name Date



NOTICE OF PRIVACY PRACTICES

Generations Adult Day Services
225 West Water Street, Mayfield, KY 42066
270-247-1311
Maureen Platt-Russell, Privacy Officer & Executive Director

Effective Date: 01/05/2016

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

We understand the importance of privacy and are committed to maintaining the confidentiality of your
medical information. We make a record of the medical care we provide and may receive such records
from others. We use these records to provide or enable other health care providers to provide quality
medical care, to obtain payment for services provided to you as allowed by your health plan and to
enable us to meet our professional and legal obligations to operate this medical practice properly. We
are required by law to maintain the privacy of protected health information, to provide individuals with
notice of our legal duties and privacy practices with respect to protected health information, and to notify
affected individuals following a breach of unsecured protected health information. This notice describes
how we may use and disclose your medical information. It also describes your rights and our legal
obligations with respect to your medical information. If you have any questions about this Notice, please
contact our Privacy Officer listed above.

TABLE OF CONTENTS

A. How This Medical Practice May Use or Disclose Your Health Information ... p. 1-4
B. When This Medical Practice May Not Use or Disclose Your Health Information ........................ p.4
C. Your Health Information RIGIES .......oov.uvvvivuiomoeceeeeeceeeee oo p. 4-5

I. Right to Request Special Privacy Protections

2. Right to Request Confidential Communications

3. Right to Inspect and Copy

4. Right to Amend or Supplement

5. Right to an Accounting of Disclosures

6. Right to a Paper or Electronic Copy of this Notice

D. Changes to this Notice 0f Privacy PractiCes .........c..covuouueureeueeusrrerrersereseeeeeeeeoesees oo, p.5
AR Brs i o) 21131 ET N —————— p. 6

A. How This Medical Practice May Use or Disclose Your Health Information

This medical practice collects health information about you and stores it in a chart and on a computer.
This is your medical record. The medical record is the property of this medical practice, but the
information in the medical record belongs to you. The law permits us to use or disclose your health
information for the following purposes:

I. Treatment. We use medical information about you to provide your medical care. We disclose medical
information to our employees and others who are involved in providing the care you need. For example,
we may share your medical information with other physicians or other health care providers who will
provide services that we do not provide. Or we may share this information with a pharmacist who needs it
to dispense a prescription to you, or a laboratory that performs a test. We may also disclose medical



information to members of your family or others who can help you when you are sick or injured, or after
you die.

2. Payment. We use and disclose medical information about you to obtain payment for the services we
provide. For example, we give your health plan the information it requires before it will pay us. We may

also disclose information to other health care providers to assist them in obtaining payment for services
they have provided to you.

3. Health Care Operations. We may use and disclose medical information about you to operate this
medical practice. For example, we may use and disclose this information to review and improve the
quality of care we provide, or the competence and qualifications of our professional staff. Or we may use
and disclose this information to get your health plan to authorize services or referrals. We may also use
and disclose this information as necessary for medical reviews, legal services and audits, including fraud
and abuse detection and compliance programs and business planning and management. We may also
share your medical information with our "business associates," such as our billing service, that perform
administrative services for us. We have a written contract with each of these business associates that
contains terms requiring them and their subcontractors to protect the confidentiality and security of your
protected health information. We may also share your information with other health care providers, health
care clearinghouses or health plans that have a relationship with you, when they request this information
to help them with their quality assessment and improvement activities, their patient-safety activities, their
population-based efforts to improve health or reduce health care costs, their protocol development, case
management or care-coordination activities, their review of competence, qualifications and performance
of health care professionals, their training programs, their accreditation, certification or licensing
activities, or their health care fraud and abuse detection and compliance efforts

4. Sign In Sheet. We may use and disclose medical information about you by having you sign in when
you arrive at our office.

6. Notification and Communication with Family. We may disclose your health information to notify or
assist in notifying a family member, your personal representative or another person responsible for your
care about your location, your general condition or, unless you had instructed us otherwise, in the event of
your death. In the event of a disaster, we may disclose information to a relief organization so that they
may coordinate these notification efforts. We may also disclose information to someone who is involved
with your care or helps pay for your care. If you are able and available to agree or object, we will give
you the opportunity to object prior to making these disclosures, although we may disclose this

information in a disaster even over your objection if we believe it is necessary to respond to the
emergency circumstances. If you are unable or unavailable to agree or object, our health professionals

will use their best judgment in communication with your family and others.

7. Marketing. Provided we do not receive any payment for making these communications, we may
contact you to give you information about products or services related to your treatment, case
management or care coordination, or to direct or recommend other treatments, therapies, health care
providers or settings of care that may be of interest to you. We may similarly describe services provided
by this practice and tell you which health plans this practice participates in. We may also encourage you
to maintain a healthy lifestyle and get recommended tests, participate in a disease management program,
provide you with small gifts, tell you about government sponsored health programs or encourage you to
purchase a product or service when we see you, for which we may be paid. We will not otherwise use or
disclose your medical information for marketing purposes or accept any payment for other marketing
communications without your prior written authorization. The authorization will disclose whether we

receive any compensation for any marketing activity you authorize, and we will stop any future marketing
activity to the extent you revoke that authorization.



8. Sale of Health Information. We will not sell your health information without your prior written
authorization. The authorization will disclose that we will receive compensation for your health

information if you authorize us to sell it, and we will stop any future sales of your information to the
extent that you revoke that authorization,

9. Required by Law. As required by law, we will use and disclose your health information, but we will
limit our use or disclosure to the relevant requirements of the law. When the law requires us to report
abuse, neglect or domestic violence, or respond to judicial or administrative proceedings, or to law

enforcement officials, we will further comply with the requirement set forth below concerning those
activities.

10. Public Health. We may, and are sometimes required by law, to disclose your health information to
public health authorities for purposes related to: preventing or controlling disease, injury or disability:
reporting child, elder or dependent adult abuse or neglect; reporting domestic violence; reporting to the
Food and Drug Administration problems with products and reactions to medications; and reporting
disease or infection exposure. When we report suspected elder or dependent adult abuse or domestic
violence, we will inform you or your personal representative promptly unless in our best professional
Jjudgment, we believe the notification would place you at risk of serious harm or would require informing
a personal representative we believe is responsible for the abuse or harm.

11. Health Oversight Activities. We may, and are sometimes required by law, to disclose your health
information to health oversight agencies during the course of audits, investigations, inspections, licensure
and other proceedings, subject to the limitations imposed by law.

12. Judicial and Administrative Proceedings. We may, and are sometimes required by law, to disclose

your health information in the course of any administrative or judicial proceeding to the extent expressly
authorized by a court or administrative order. We may also disclose information about you in response to
a subpoena, discovery request or other lawful process if reasonable efforts have been made to notify you

of the request and you have not objected, or if your objections have been resolved by a court or
administrative order.

13. Law Enforcement. We may, and are sometimes required by law, to disclose your health information to
a law enforcement official for purposes such as identifying or locating a suspect, fugitive, material
witness or missing person, complying with a court order, warrant, grand jury subpoena and other law
enforcement purposes.

14. Coroners. We may, and are often required by law, to disclose your health information to coroners in
connection with their investigations of deaths.

I5. Organ or Tissue Donation. We may disclose your health information to organizations involved in
procuring, banking or transplanting organs and tissues.

16. Public Safety. We may, and are sometimes required by law, to disclose your health information to
appropriate persons in order to prevent or lessen a serious and imminent threat to the health or safety of a
particular person or the general public.

I'7. Specialized Government Functions. We may disclose your health information for military or national
security purposes or to correctional institutions or law enforcement officers that have you in their lawful
custody.



18. Workers” Compensation. We may disclose your health information as necessary to comply with
workers’ compensation laws. For example, to the extent your care is covered by workers' compensation,
we will make periodic reports to your employer about your condition. We are also required by law to

report cases of occupational injury or occupational illness to the employer or workers' compensation
insurer.

19. Change of Ownership. In the event that this medical practice is sold or merged with another
organization, your health information/record will become the property of the new owner, although you

will maintain the right to request that copies of your health information be transferred to another
physician or medical group.

20. Breach Notification. In the case of a breach of unsecured protected health information, we will notify
you as required by law. If you have provided us with a current e-mail address, we may use e-mail to
communicate information related to the breach. In some circumstances our business associate may
provide the notification. We may also provide notification by other methods as appropriate.

21. Research. We may disclose your health information to researchers conducting research with respect to

which your written authorization is not required as approved by an Institutional Review Board or privacy
board, in compliance with governing law.

23. Fundraising. We may use or disclose your demographic information in order to contact you for our
fundraising activities. For example, we may use the dates that you received treatment, the department of
service, your treating physician, outcome information and health insurance status to identify individuals
that may be interested in participating in fundraising activities. If you do not want to receive these
materials, notify the Privacy Officer listed at the top of this Notice of Privacy Practices and we will stop
any further fundraising communications. Similarly, you should notify the Privacy Officer if you decide
you want to start receiving these solicitations again.

B. When This Medical Practice May Not Use or Disclose Your Health Information

Except as described in this Notice of Privacy Practices, this medical practice will, consistent with its legal
obligations, not use or disclose health information which identifies you without your written
authorization. If you do authorize this medical practice to use or disclose your health information for
another purpose, you may revoke your authorization in writing at any time.

C. Your Health Information Rights

I. Right to Request Special Privacy Protections. You have the right to request restrictions on certain uses
and disclosures of your health information by a written request specifying what information you want to
limit, and what limitations on our use or disclosure of that information you wish to have imposed. If you
tell us not to disclose information to your commercial health plan concerning health care items or services
for which you paid for in full out-of-pocket, we will abide by your request, unless we must disclose the
information for treatment or legal reasons. We reserve the right to accept or reject any other request, and
will notify you of our decision.

2. Right to Request Confidential Communications. You have the right to request that you receive your
health information in a specific way or at a specific location. For example, you may ask that we send
information to a particular e-mail account or to your work address. We will comply with all reasonable
requests submitted in writing which specify how or where you wish to receive these communications.



3. Right to Inspect and Copy. You have the right to inspect and copy your health information, with

limited exceptions. To access your medical information, you must submit a written request detailing what
information you want access to, whether you want to inspect it or get a copy of it, and if you want a copy,
your preferred form and format. We will provide copies in your requested form and format if it is readily
producible, or we will provide you with an alternative format you find acceptable, or if we can’t agree and
we maintain the record in an electronic format, your choice of a readable electronic or hardcopy format.
We will also send a copy to any other person you designate in writing. We will charge a reasonable fee
which covers our costs for labor, supplies, postage, and if requested and agreed to in advance, the cost of
preparing an explanation or summary. We may deny your request under limited circumstances. If we
deny your request to access records of an incapacitated adult you are representing because we believe

allowing access would be reasonably likely to cause substantial harm to the patient, you will have a right
to appeal our decision.

4. Right to Amend or Supplement. You have a right to request that we amend your health information that
you believe is incorrect or incomplete. You must make a request to amend in writing, and include the
reasons you believe the information is inaccurate or incomplete. We are not required to change your
health information, and will provide you with information about this medical practice's denial and how
you can disagree with the denial. We may deny your request if we do not have the information, if we did
not create the information (unless the person or entity that created the information is no longer available
to make the amendment), if you would not be permitted to inspect or copy the information at issue, or if
the information is accurate and complete as is. If we deny your request, you may submit a written
statement of your disagreement with that decision, and we may, in turn, prepare a written rebuttal. All
information related to any request to amend will be maintained and disclosed in conjunction with any
subsequent disclosure of the disputed information.

5. Right to an Accounting of Disclosures. You have a right to receive an accounting of disclosures of your
health information made by this medical practice, except that this medical practice does not have to
account for the disclosures provided to you or pursuant to your written authorization, or as described in
section 1 (treatment), 2 (payment), 3 (health care operations), 6 (notification and communication with
family) and 18 (specialized government functions) of Section A of this Notice of Privacy Practices or
disclosures for purposes of research or public health which exclude direct patient identifiers, or which are
incident to a use or disclosure otherwise permitted or authorized by law, or the disclosures to a health
oversight agency or law enforcement official to the extent this medical practice has received notice from
that agency or official that providing this accounting would be reasonably likely to impede their activities.

6. Right to a Paper or Electronic Copy of this Notice. You have a right to notice of our legal duties and
privacy practices with respect to your health information, including a right to a paper copy of this Notice
of Privacy Practices, even if you have previously requested its receipt by e-mail.

[f you would like to have a more detailed explanation of these rights or if you would like to exercise one
or more of these rights, contact our Privacy Officer listed at the top of this Notice of Privacy Practices.

D. Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy Practices at any time in the future. Until such
amendment is made, we are required by law to comply with the terms of this Notice currently in effect.
After an amendment is made, the revised Notice of Privacy Protections will apply to all protected health
information that we maintain, regardless of when it was created or received. We will keep a copy of the
current notice posted in our reception area, and a copy will be available at each appointment.



E. Complaints

Complaints about this Notice of Privacy Practices or how this medical practice handles your health
information should be directed to our Privacy Officer listed at the top of this Notice of Privacy Practices.

If you are not satisfied with the manner in which this office handles a complaint, you may submit a formal
complaint to:

Southeast Region - Atlanta (Alabama, Florida, Georgia, Kentucky, Mississippi, North
Carolina, South Carolina, Tennessee)

Timothy Noonan, Regional Manager

Office for Civil Rights

U.S. Department of Health and Human Services
Sam Nunn Atlanta Federal Center, Suite 16T70
61 Forsyth Street, S.W.

Atlanta, GA 30303-8909

Customer Response Center: (800) 368-1019
Fax: (202) 619-3818

TDD :(800) 537-7697

Email: ocrmail@hhs.gov

The complaint form may be found at www.hhs.gov!ocrfprivacylhipaaz’complaintsfhipcomplaint.pdf.

You will not be penalized in any way for filing a complaint.



(11/2012)
PARTICIPANT RIGHTS

The participant rights as recognized by providers of services shall include:

1. The right to access accurate and easy-to-read information.

2. Theright to be treated with dignity and respect and to maintain one’s dignity and individuality.

3. The right to voice grievances and complaints regarding services and supports that are furnished, without fear of
retaliation, discrimination, coercion, or reprisal.

4, The right to a choice of approved service provider(s).

5. The right to accept or refuse services.

6. The right to be informed of and participate in preparing the Person Centered Plan of Care and any changes in the
Plan of Care.

7. The right to be advised in advance of the provider(s) who will furnish services and the frequency and duration of
services.

8. The right to confidential treatment of all information, including information in the participant’s record(s).

9.  The right to receive services in accordance with the current Person Centered Plan of Care.

10.  The right to be informed of the name, business, telephone number, and business address of the person
supervising the services and how to contact the person.

11.  The right to have property and residence treated with respect.

12.  The right to be fully informed of any cost share liability and the consequences if any cost share is not paid.

13.  The right to review the individual participant’s records upon request.

14.  The right to receive adequate and appropriate services without discrimination.

15.  The right to be free from mental, verbal, sexual, and physical abuse, neglect, exploitation, isolation, corporal or
unusual punishment, including interference with daily functions of living.

16.  The right to be free from mechanical, chemical, or physical restraints.

17.  The right to live and work in an integrated setting.

18. The right to time, space, and opportunity for personal privacy.

19. The right to communicate, associate, and meet privately with the person of choice.

20. The right to send and receive unopened mail.

21.  The right to retain and use personal possessions, including clothing and personal articles.

22.  The right to private, accessible use of a telephone or cell phone.

I acknowledge that the above Rights have been reviewed and explained to me and that | understand these rights.

I | L |

Signature of Participant/Guardian Date

I affirm the above Rights were reviewed with the Participant and Guardian as applicable.

l | l

Signature of Case Manager Date
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ADULT ENROLLMENT F ORM/INCOME APPLICATION

1. Participant Information: (To be completed b Caretaker/Guardian
If an adult perticipant is a member of a SNAP, SSI or Medicaid partici 1, the adult partici,

subect to the complelion of the application as described in paraémph (‘c)(l)(iiij of this mri;n;

*Adult participant means a person enralled in an adalt day care center who is fi ly impaired with an Individuat Pplan of care or 60 years of age or
brliler. 7 CFR 2262 (c)

I your participant receives
assistance from the items
below, please complete and
skip to section 3,

is ically eligible to receive free Program meal benefits,

Participant’s Last Name Participant's First Name Date of Birth Meals Normally Eaten Snap, SSI or Medicaid #

(Circle all that apply) {List Enlire Number Below)

BAMLPM S LN

BAM L PM S LN

*Caretaker/Guardian works multiple shifts and participants may be in care different days/hours yes

no
Does this Participant have a Plan of Care? (Less than 60 years of age) yes no
2. _Income Application Household Members and Monthly Income:
GROSS MONTHLY MONTHLY Income § MONTHLY Income Any Other MONTHLY
NAMES OF HOUSEHOLD MEM BERS Income From Work From Welfare From Pensions, fncome
{Before Deductions Payments, Alimony Retirement, Social
Security, Unemployment
Last, First Compensation
1 s s s s
2. s s s 3
3 5 s s s
4 s s s E3
5 s s s s

3. Signature and Social Security Number:
Lcenify that all of the above information is frue i

and correct and that all income is reported. 1 understand that this information is being griven for the receipl of federal Runds and that deliberate

1mistepresentation may subject me to p under applicable state and federal laws,
X
Signature of Adult Houschold Member Home/Cell Phone Number
X [J No Social Security Number X
Last four digits Social Security Number* Date
FOR SFONSOR USE ONLY. DO NOT WRITE BELOW THIS LINE
o aton T Free Meals I™ SNAP/SSIMedicaid
{ H :
I Reduced Price Meals I™ Income Household Signature of Determining Official
I~ Paid Total Houschold Monthly
Income, Date
Houschold Size :
*7CFR 226.15 (e)(2) (Revised June 2017)
It Rechard B Russel]l Hatwnal Schost Lunch A requscs the ik ook thas application. Yes do ned have § fhe the inf ion, bt if you do et we cannol sppove the articipast for froe o tedicnd-ece meals. Yiu must inchade the Last finer digits of 1he Sowal

g J 1 e g ity N v . i i | Nutnison Astistanss Program (SNA). Temporary Asustance fir
Seatarty Nurber of the adult hmnﬂ;n!.lmn!n'nhmpum‘mmhm That laxt fionar degitn of the Socual Security Numiber are not required when yous apply on behalf of s faster chitd ee you ist 2 Suppdemantal tare: e .
Neals | 2ulles LEART) Progracn or Frend Distrilation Program nn ndin Keservatons (FIR'IRY case mumber for the participant or other (IR identifiet or when you indicats that e 4t houschold mernter signing the application doas not have 4 Seocial Reconty Numlber We

i Ve

Wi e dour mfemalon b dela mne of the Tertiespind i eligalde for fice o yobocnd-price meals, and fw ad { ihe Trogram =

USDA Nrnd g i minathon State ment . o 1 . - ) -
In accordance with Federal coal nights Laiw and (1S, g of Agricaltire (USTIAY emil nights regulstions and policies, the USDAL its Agencres, nifices, llzml yoer, mnd penicipaling i or "8 LUSIA programs are probibated from enanating
bawd o race. cdir, sstinial ve i, e, disabality, nge, or o rotaliation for prace eival rip! SelnTY inany p Betivi - by . .

|\w-:m:h aksalnlitsen whe pecpsire 3 s of oo ealicon fow progasn in {eg lrmlle, large ;:.u, sudioupe, Americen Sign Langusge, otc ), should contact the Agency (Sate or Jacal) where they appliod foe benafits, Fdivichuie whe are dead. hard of

: 3 3 i i ; ilabie b nglish. Ta fife a program wompleint of discrsmunation, compleis the LSHA Program
heanng v have spvoch disalalities may conteet USIDA thrvigh e Foleal Helay Service af {8003 §T7.8339 Adbtionally, progrem information may be made nailabie m:..gmomg_n-n Tingl .
l::;nm»mm ("::-m‘-m P, QATR3027) fowmd v at: B Aawow sy usda w@mb@_ﬁm:wml.mnm, USDA affice, of write 8 letter sddicased fo USDA and provide m the Jetter o] of the mformation requested i the form. To roguest & copy of the

complaing fem. call (4D 310931 Subwnit vour complctod foem or kiter 1 VSDA by (1hmail. U S Depertment of Agnculiare (XTioe of the Assriant Seeretary for Uil Rights 100 Indepondence Avenue, 5% Wihington, .0 201505410, (2} fax. (2023 6907447,
o M emanl program ek e uads ¥, [hin i mistion is an expaal oppenturity provider

i8



Generations Adult Day Services

Grievance Form

PARTICIPANT COMPLETES AND GIVES TO GENERATIONS EXECUTIVE DIRECTOR

IF FILING A GRIEVANCE

l, am submitting a formal grievance to
Generations Adult Day Services on this date, for the following reasons:

(Use separate paper if more space is needed)

Proposed Solution:

Contact number you can be reached at:

Signature of Program Participant Date  Signature of Guardian (if applicable) Date

STEP 1:

Grievance received by: DATE

Grievance resolved on: Conditions of resolution:

B STEP 2:




Grievance not resolved and escalated to Executive Director on:

Ruling from Executive Director received on: Nature of ruling:

[ STEP 3:

Grievance not resolved and escalated to Grievance and Appeals Committee on:
Ruling from Grievance Committee received on:

Nature of ruling:

STEP4:
Grievance not resolved by Grievance Committee and escalated to Ombudsman

Ruling of Ombudsman received on

Nature of the ruling:




Attachment 1 Revised FY2014-2015

Civil Rights Grievance Report Form

(Complainant Section)

Name Date

Address Phone

e e —

If your grievance concerns a discriminatory action due to race, color, national origin, sex, age, or disability, please
be very specific and give full details concerning the occurrence.

State the reason(s) you are filing this grievance report.

What response did you receive from the institution representative during the alleged occurrence?

What results are you seeking from this communication?

Signature of Complainant Date

“The U.S. Department of Agriculture (USDA) prohibits discrimination against its customers, employees, and applicants for employment on the
bases of race, color, national origin, age, disability, sex, Bender identity, religion, reprisal, and where applicable, political beliefs, marital status,
familial or parental status, sexual orientation, or if all or part of an individual's income is derived from any public assistance program, or protected

genctic information in emplayment er in any program or activity conducted or funded by the Department. (Not all prohibited bases will apply to
all programs and/or employment activities )

If you wish to file a Civi] Rights program complaint of discrimination, complete the USDA Program Discrimination Complaint Form, found
online at hitp:/fww, ascr usda gov/complaint filing_cust him!, or at any USDA office, or call (866) 632-9992 10 request the form, You may also
write a letter containing all of the information requested in the form, Send your completed complaint form or letter to us by mail at us.
Department of Agriculture, Director, Office afAdjudication, 1400 Independence Avenue, S, W., Washington, D.C. 20250-941 0, by fax (202)
690-7442 or email at program. intake@usda gov,

Individuals who arc deaf, hard of hearing or have speech disabilities may contact USDA through the Federal Relay Service at (300) 877-8339; or

(800) 845-6136 (in Spanish). USDA is an equal opportunity provider and employer.”
FNS 113-1
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