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BROORHAVEN REHABILITATION & HEALTH CARE CENTER

ADMISSION AGREEMENT
Agreement  dated . 20___ (hereinafter the Agreement“) befwaen Brookhaven
Rehabilitation & Health Care Centar, e at 250 Beach 17th Street, Far Rockaway, New York 11691 {hereinafter
*Facility”) and _ {herelnafter referred to as “Resldent”), whose community
residence s located at . _ : and

_ (hereinafter "Resident Represeritative" or "Sponsor” if Resident’s spouse) residing at

The Facllity accepts the Resident for admission subject to the following terms and conditions:
I - ADMISSION AND CONSENT

The undersigned hereby agrees, subject to federal and state laws, rules and regulations, that the Resident will be
-admitted to the Facility only upon the order of a New York State licensed physician and upon a determination that the
Resident safisfies the admission assessment criteria set by the New York State Department of Health (‘DOH") and by
the Facllity. The Resident, Resldent Representative andfor Sponsor hereby consent to such routine’ care and
treatment as may be provided by the Fagility and/or anclllary providers in accordance with the Resident’s plan of care,
including but not limited to, transfer to an acule care hespifal when necessary, dental, medical and/or surgmal
consultation, examination by medical and nureing stef, routine diagnostic tests and procedures, nursing services, and
medication admlnistratich. The Resident, Resldent Representatwe andfor Spongor shall have the right to particlpate in
the development of the plan of care and shall be provided with information concerning his or her rights fo coneent or
refuse treatment at any time o the extent allowable under applicable |&w. The Resident, Resident Representative
and/or Sponsor hereby understand and agree that admission to the Facility is condltlpnecl upon the review
and execution of thls Agreenient and related dqcuments as more fully set forth herein.

Il MUTUAL CONSIDERAT!ON QF THE PARTIES

The Facility agrees fo provide all basic (routine} services to the Resident, as well as either provide or arrange for
avallable ancillary services, that the Resident may require. Attachment “A" lists the routine, ancillary and addifional
services provided and/or arranged for by the Facility. A list of private pay charges for certaln ancliary and other
available servicas ig included in your admission package. '

By entering this Agreement, the Resident, the Resident's Sponsor andfor the Resident Representative on the
Resident's behalf, understand and agree to the following Resident payment obhgatmns The Resident agrees to pay
for, or aange to have paid for by Medicaid, Medicare or other insurers, all services provided under this Agresment,
and agrees to pay any required third-party deductibies, colnsurance or monthly ingome budgsted by the Medicaid
program. The Resident, the Resident's Sponsor andfor the Resldent Representative accept the duty to ensure
continuity of payment, Inciucﬂng the duly to arrange for timely Medicaid coverage, if Medicaid coverage bacomes

- necessary.

The Resrdent Resident Representative and Sponsor agree to comply with all applicable policies, procedures,
regulations and rules of the Facility.

il. ANTICIPATED SERVICES

Generally, Residents are admitted to the Faclfity for one of the following reasons: sub-acute care®; long term care, or
hospice care,

* Brookhaven Rehabilitation & Health Care Ceanter defines sub-acute care as goal orlented, comprehensive, inpatient
care designed for an individual who has an acute iliness, injury, or exacerbation of a digsease process. Generally, sub-
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acute care is rendered at the Facliity Inmediately afier, or Instead of, acute hospitailzation. Sub-acute care lasts for a
limited time or until a condition Is stabflized or a predetermined freatment course is completad.

Remdents who are admitted for sub-acute care, are admitted with the expeciation that they will be discharged once
short-tesm sarvices are no longer required, uniess continued placement in the Falllty Is medically appropriate. It is the
mutual goal of the Resident and the Facility thet the Resident retums to histher home or & less restrictive setting, if -
appropriate. The Resident, Resident Representative and/or Sponsor agres to facllitate discharge as soon as medically
appropriate, and hereby represent and agree that they will work with the Facillty staff o secure an approprigte and
timely discharge. The Resident's failure to cooperate with discharge consﬂtutes a walver of any limitation that might
otherwise apply to prlvate collectian. : .

Residents admitted for sub-acute cars are responsible for applicable copayments, deductibles, and/or coinsurance,
and for any charges thaf may accrue after termination of their third-party coverage if they remaln in the Facllity for any
reason. Residents covered by Medicars Part A are responsible for a da;]y coinsyranca amount for days 21 o 100 of a
Part A coversd stay.

If the Resident Is admitted for syb-acute services and thereafter rernains in the Facliity for long term care, an
Intra-facility room change or transfer to a more appropriate setfing may be necessary. Any such room change
shall be carrled out in accordance with applicable law and the Facility’s policles and procedures

IV. - FINANCIAL ARRANGEMENTS

{a) Oblagations of nglgeﬂt, Sponsor and[qr Res ident Rggreseggg;&g

i, Resndent and/or Sponsor. A Sponsor used hergin to refer to the Resident's spouss, as defined In
10 N.Y.C.R R, §415.2 is "the entity or the person or persons, other than the resident, responsible in whole or in part for
the financial support of the Resident, including thé costs of care in the Facility.” Accordingly, the Sponsor may be
personally responsible for paying for the costs of the Resident's care in the Facility from the funds of the Resident
and/or histher own funds,

The Resident and/or Sponsor agree to pay, or arrange for payment of, any portion or &lfi of the applicable
‘private pay room and hoard rate and the ancillary charges Incurred for services not covered by third party payors
and/or required third party deductibles and/or coinsurance including the monthly income contribution (NAMI) budgeted
by the Medicaid program. if the Resident has no third-party coverage, or if the Resident remains In the Facility after
any such coverage terminates because covered services are desmed no longer "medically necessary” or for any other
reason consistent with applicable Jaw, the Resident and/or Sponser agrae to pay or arrange for payment at the private
pay rate for room and board and the anciliary charges incurred until discharge or until another source- of coverage
bacornes avallable. The Resident and/or Sponsor agree to take the necessary steps to ensure that the Facality and its
ancillary providers recsive payment from ail third-party payors, Including the timely disclosure of avallable insurance
coverage, timely appeal of insurance coverage denials, and production of information and documentation needed to
meet the eligibility criteria of the Medicaid program (e.g., proof of income, resources, residency, GItlZEnShlp, and
explanation of past financial transactions). _

i3 Resident Representatlye. The Resident Representative I8 the [ndividual designatsd, by ‘lther &
Court of law, the Resident or a family member or other pariy(ies) having an interest in' the wall- being of the resident,
including but nat limited to the Resident Representativa's self-designation by signing this Agreement, fo receive
information and assist and/or =ct on behalf of the Resident to the extent permitted by State Jaw. Unless the Resident
Representative is also the Resident's spouse or Sponsor, the Resident Representative is not a guarantor of payment
and not obligated to pay jor the cost of the Resident's care from his/her own funds. Notwithstanding the foregolng,
to the extent the Resident Representative breaches the obligations personally undertaken to ensure that the
Resident has a payment source for his/her nursing home care (elther from private funds and/or a third-party
payor) he/she may be personally liable to the Facility for the damages caused by said breach. By signing this
Agreement, the Resident Representative hereby repragents and warrants that he/ she shall (i) utilize the Resident’s
funds to pay for the Resident's care at the Facllity to the extent he/she has access or the ability to access such funds;
(ii) timely provide information and documentation requested by the Facility or a third party payor including, buf net
fimited to, insurance and/or Medicaid (e.g., a request for documentation neaded to complete a Medicaid application or

Admission Agreement Page 2




insurance policy information); and {Ili) timely provide accurate and complete information and documentation to the
Faclity regarding such matters as the Resident's financial rasources, itizenship or immigration status and third party
insurance coverage, The Resident Representative herehy agrees fo indemnify and hold the Facllfty harmiess from any
loss, damage or expense the Facility may suffer or incur as a result of a breach of the foregaing representations and
warranties. The Resldent Representative acknowledges that nothing herein constitutes an impermissible third-party
guarantas of payment; rather, this Agreement sets forth independent obligations that are being voluntarlly undertaken
by the Resident Repressntative that if breached may result In personal liability. The provisions In this paragraph shall
survive termination of this Agreement for any reason.

iii. Resident, Sponsor and/or Resident Regregemt!va The Resident, Sponsor, and Resident

Representative understend that the Facility is available to assist with securing third party coverage (including but not
imited fo Medicaid), but it Is ulimately the responsibility of the Resident, Sponsor and Resident Representative and
the Resident, Sponsor and Resident Representative shall fake all necessary steps to apply for, and qualify for, such
coverage in a timely manner. Care provided to a Resident who does not meet the eligibifity eriteria for coverage by
third party payors will be billed at the Facilty's private pay room and board rate.

The Resident, Sponsor and Resldent Representative agres to provide the Facility in a timely manner
with all relevant information and documentation regarding all potential third-party payors including, but not
limited to, wirat benefits, if any, may be available from the Resident’s insurance and/or managed care plan and
to notlfy the Facllity Immediately of any change in Resident's insuram:e status or coverage. Dapending ori the
insurance covarage, managed care plan and/or written agreemant ‘with the Facllity, additional charges,
nciuding co-Insurance, deductibles and/or co-payments, may be imposed. Furthermore, prior authorization
by the insurance carrier or managed care plan does not guarantee coverage and/or relmbursemsnt. In the
event of denial of payment by a third-party payor, exfiaustion of beneflts and/or termination of coverage, the
Resident and/or Sponsor shall be vesponsible for payment fo the Facillty. The Resident must promptly notify
the Facllity of any notice of a third-party payor's discontinuation of payment (coverage)

(b)  Erivate Payment

If the Resident does not have & third-party payment source in place, histher care will be billed at private ay rases. The
private pay room and board rate (“Dafly Basic Rate") is ﬁl_‘tf,'g] ,9-) per day for a private room and §?3§ 8§ perday
for a semi-private room. Anclllary services are not included in the Daily Basic Rate. Ancillary services, such as
physician services, rehabifitation therapies, oxygen, dental and diagnostic servicss, leboratory, x-ray, podiatry,
- optorhetry, pharmacy services, urinary care supplies, trach and osfomy supplies, surgical supplies, parenteral and
enteral feeding supplies, transportation services, and extraordinary rehabilitative devices, are provided by independent
service providers who contract with the Facllity and will be billed saparately according to the Facilily's andfor the
service providers' charge schedules. Rates of payment to the Facillty may differ for individuals with additional sources
of payment such as third-party coverage. A copy of the Facility charge schedule for ancillary services ig attached to
this Agreement and inciuded In your admission package. In addition, certain items and services, such as beauty/barber
services; personal telephone, newspaper delivery etc. (see Attachmant “A” - Non-Clinical Services) are not covered in
the Daily Basic Rate or by health insurance plans and the Resldent is responsible to pay for such services. Room and
board charges are billed monthly on a one-month advance basis. Anclilary charges are bllled In the month foliowing
the moith that the services were provided. Bills are generated at the end of each month and cover the next month of
raom and board charges (“Monthly Advance Payment") and the previcus month's ancillary charges. All payments are
due upon receipt of the monthly bill. The Daily Basic Rate and charges for ancillary andfor additional services are
subject to increase upon thirly (30) days’ written notice to the Resident, Resident Reprasentative and/or Sponsor.

{c} Prepald Deposifs/Advance Pavment

. Unless otharwise specified hersin, prier to admission andfor restricted by law, the Facility requires an advance
payment in cash or certified check equal to three (3) months of services at the Facility's Daily Basic Rate from private
pay residents. Such sum represents a twe (2) month prepaid security deposit {"Prepaid Deposit”) and the Monthly
Advance Payment for the first month stay at the Facllity. The Prepaid Deposit, including any interest accrued, shall
continue to be the property of the depositor. However, the Facility shall have the right to apply, at its sole discretion,
the Prepaid Deposit toward payment for services provided under this Agresment. The Resident, Spansor andfor
Resident Representative agree to deposit additional funds with the Facllity to replenish the Prepaid Deposit to a sum
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squivalent to two {2} months of the current Dafly Basic Rate within ten {10) days of writien nofice to the Resident. The
Facliity may deduct a fee of one percent (1%) per year from Prepaid Deposit amounts to cover administrative costs in
accordance with applicable law. Upon Resident's dlscharge from the Facility, the balance of the prepald amount in
excess of aytstanding bills will be refunded in accordance with Facllity's policy within thirty (30) days of the discharge.
However, if a private paying Resident leaves the Facility for reasons within the Reaident's controf without giving five (5)
days' prior notice, the Facillly will ratain an additional amount not to excsed one (1) day's Dally Basic Rate.

" Prepaid depoaltslldvance payment are niot required upon admission from individuals eligible for Medicare,
Medicaid and/or Veterans Administration benefits.  However, immediately upon the neligibllity of a Resident
and/or the eéxpiration or discontinuatjon of coverage for setvices at the Facility hy such goverament
programs, a Prepaid Deposit and Monthly Advance Payment will be required in accordance with the above-
mentioned Prepaid Deposit policies of the Facillty.

(d)  Late Charges

interest at the rate of fiteen (16%) pefoent per annum [1% % per month] or the maximum allowed by State law will be
assessed on all accounts more than thirty (30} days overdue.

{9 Callection Costs, including Re sonable Atforneys” Fees and Related Expenses

In the event of any arbitration or fitigation arising from this Agreement, the Facllity shall be entitled to reasonable
stforneys’ fess. The Resident, Sponsor and/or Resident Representative shall be responsible for the expenses related
to collecting damages hereunder, including but not limited to reasonable attorneys’ fees and other collection-related
costs and disbursements, in addltion to the late charges Imposed on any overdue payments.

f Third Party Private ins d Managed Care

Iif the Resident is covered by a private insurance plan or under a managed care benefit plan that has & contract with
the Facility, payment will be according to the rates for coverage of skilled nursing facility benefits agreed upon by sych
plan and the Facllity. Residents who are members of a managed care benefit plan that hae a contract with the Facility
to pravide specified services fo plan members will have such sérvices covered as fong as the Resident meefs the
eligibility requirements of the managed care benefit plan. To the extent the Resident mesta the eligibility requirements
of the managed care benefit plan, he or she will be finencially responsible only for payment for those services not
covered under his or her plan and for applicable copayments coinsurance atd/or deductibles,

If the Resident is covered by a private insurance pian or managed care benefit plan that does not have a contract with
the Facility, and where the private insurance or managed care plan reimbursement is insufficient to cover the cost of
care, the Resident will be responsible for any differencs in accordance with Tederal and State laws and regulations.
The Facility will bill the Resldent for any such difference on a monthly basis as described In the "Private Payment”
section above. The coverage requiremsnts for nursing home care vary depending an the terms of the insurance or
managed care plan. Questions regarding private insurance and managed care coverage should be directed to the
social werk staff and/or the Resident's insurance or managed care plan, carrier or agent. The Resident, Sponsor
andfor Resident Representative shall notify the Facility Immediately of any change In Resldent's hsurance status or
coverage including, but not limited to, ineligibflity, termination, discantinuation of coverage, and/or any decrease or

increase in benefits.

If the Reslident is covered by a private insurance plan or under a managed care benefit plan for either all or a portion of
the Facility’'s charges pursuant to the terms of the Resident's plan, by execution of this Agraement the Resident hereby
" authorizes the Facility to utilize participating physiclans and providers of ancillary setvices or supplles, if required by
the plan for full benefit coverage, unless the Rasident specifically requests a nonpartficipating provider with the
understanding that there may be additional charges {o the Resident for using such nonparticipating providers.

fg) Medicare

If the Resident meets the eligibiiity requirements for skilled nursing faclity benefits under the Medicare Part A Hospital
fnsurance Program, the Facility will bill Medicare dirsctly for Part A services provided fo the Resident. Medicare will
relmbursa the Facllity a fixed per diem or daily fee based on the Resident’s classification within the Medicare
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guidelines. [f the Resident continues to be eligible, Medicare may provide coverage of up to 100 days of care. The
first 20 days of covered services are fully paid by Medicare and the next 80 days (days 21 through 100) of the covered
services are paid in part by Medicare and subject to a dally colnsurance amount for which the Resident Is responsible.
A Resident with Medicare Part 8 and/or Part D coverage, who subsequently axhausts his/her Part A ooverage or no
longer needs a skilled level of care under Part A, may still be eliglble to recelve coverage for certain Part B services
(previously included in the Part A payment to the Facllity) andfor Part D services when Part A coverage engs.

Medicare wilf terminate coverage for Medlcare bensficiaries receiving physicai, cccupational and/or speech
therapy (“therapy services") If the Resident does not receive therapy for three (3) consecuiive days, whether
plannad or unplanned, for any reason, including iliness or refusals, doctor appointments or religious holidays.

If such therapy was the basis for Medicare Part A coverage, the Resident would be responsible for the cost of
hisfher stay, unless another payor scurce is available.

if Medicare denies coverage and denies further payment and/or racoups any payment made to the Facllity, the
Resident, Resldent Representative, and/or Sponsor hergby agree to pay to the Facility any outstanding
amounts for unpaid services not covered by other third-party payars, subject io applicable foderal and state
laws and regulations. Such amounts shall be calculated In gecordance with the Facllity's appllcable
prevailing pnvate rates and charges for all basic and additional services prov!ded to the Resident.

 MEDICARE PART A MANAGED CARE, AND THIRD-PARTY INSURANOE

Excgpt for speclflcally exchided servlces. most nursmg "home services are coverecl under the
consolidated billing reguirements for Medicare Part A beneﬂclaries or under an all-inclusive rate for
other third-party insurers and managed care organizatlons (MCOs). Under these requirements, the
Fagclilty Is respansible for furnishing directly, or arranging for, the services for its residents covered
by Medjcare Part A and MCOs. When not directly providing services, the Facility Is required to enter
Into arrangements with outside providers and must exercise professional responsihility and control
over the arranged-for services. All services that the Resident requires must be provided by the
Facility or an outside provider approved by the Facility. Before obtalnlng any services outside of
the Facility, the Resident must consuit the Facillty .

While the Resident has the right to choose a healith care provider, the Resldent understands that by
selecting the Famllty, the Resident has effectlvely exercised hls/her right of free choice with respect
to the entire package of services for which the Facllity Is responsible under the consolidated billing
and third-party bliling requlrements The Resldent agrees that he/she will not arrange for the
prowslon of anell!ary servmes unless the Resldent has obtamed pnor approval from the Facnlsty

th) Medicald

If and when the Resident's assets/funds have fallen below the Medicald sligibility levels, and the Resident othsrwise
satisfies the Medicaid eligibility requirements and is not entitled to any other third-party coverage, the Resident may be
sHgible for Medicaid {often referred to as the "payor of last resott’). THE RESIDENT, RESIDENT REPRESENTATIVE
AND SPONSOR AGREE TO NOTIFY THE FACILITY AT LEAST THREE (3) MONTHS PRIOR TO THE
EXHAUSTION OF THE RESIDENT'S FUNDS (APPROXIMATELY $50,000) ANDIOR iNSURANCE COVERAGE TO
CONFIRM THAT A MEDICAID APPLICATION HAS OR WILL BE SUBMITTED TIMELY AND ENSURE THAT ALL
ELIGIBILITY REQUIREMENTS HAVE BEEN MET, THE RESIDENT, RESIDENT REPRESENTATIVE AND/OR
SPONSOR AGREE TO PREPARE AND FILE AN APPLICATION FOR MEDICAID BENEFITS PRIOR TO THE
EXHAUSTION OF THE RESIDENT’S RESOURCES. Services relmbursed under Medicaid are outlined in Attachment

“A” to this Agresment.

Once a Medicaid application has been submitted on the Resident's biehalf, the Resident, Sponsor, and
Reslident Representative agree to pay, to the extent they have access to the Resident’s funds, to the Facliity
the Resident's monthly Income, which will bs owed to the Facllity under the Resldent's Medicaid budget.
Medicald reclplfents are required to pay their Net Available Monthly Income (“NAMI”) to the Facility on a
monthly basis as a ca-payment obligation as part of the Medicaid rate. A Resident’s NAMI equals his or her
income {e.g,, Social Security, pension, etc.); less allowed deductions. The Facllity has no control over the
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détermination of NAMI amounts, and it is the obligation of the Resldent, Resident Representative and/or
Spongor to appeal any disputed NAMI calculation with the approprlate goverimant agency. Once Medicaid
eligibllity Is established, the Resident, Resldent Representative and/or Sponsor agree to pay NAMI to the
Facility or to arfange to have the income redirected by direct deposit to the Facllity and to ensure timely
Medicaid recertification. The Resident, Sponsor and Resident Representativg agree to provide to the Facilify
coples of any nofices (such as requests for information, budget letters, recertification, denials, stc.) they
vecalve from the Department of Social Services related to the Resident’s Medicaid coverage.-

Untll Medicaid is approved, the Facility may blil the Resident’s account as private pay and the Resldent will be
responsible for the Facility’s private pay rate. - If Medicaid denles coverage, the Resident or the Resldent’s
authorized represeptative ¢an appeal such denial; however, payment for any uncovered services will be owed
to the Facillty at the privite pay rate pending the appeal determination. If Medicaid eligibility is established
and retroactively covars any periad for which private payment has been made, the Facllity agrees to refund or
credit any amount in excess of the NAMI owed durlng the covered period.

V. AUTHORIZATIONS AND ASSIGNMENTS FROM RESIDENT TO THE FACILITY

(a)  Authorization to Release [nformation

By execution of this Agresment, the Resident, Resident Reprasentative and Sponsor authorize the Facility to relsase
to government agencies, insurance cariers or others who could be fnanclally liable for any medical care provided to
the Resident, all informstion needed to secure and substantlaie payment for such medical care and to permit
representatives thereof to examine and copy all records relating to such care,

{b) Authorization to Obtain Records, Statements and Documents :

By execution of this Agreement, the Resident, Resident Representative and/or Sponsor authorize the Facilily, its
agents, representafives, successors and assigns to abtaln from financial institutions, including, but not fimited to,
bariks, Insuranca companles, broker and credit unions, and' governmant agencies, such as the Soclal Security
Administration and Department of Social Services, records, statemsnts, correspondence ang other documents
pertaining to the Resident for the purposes of payment to the Faalllty andfar sscuring Medicald coverage.

(© : tion to Pursye Thi e
By execution of thls Agresment, the Resident, Resident Representative and Sponsor agree to assign to the Fagility
-any and all applicable insurance benefits and other third-party payment sources to the extent required by the Facility to
secure feimbursement for the cars provided to the Resident and authorlze the Facility to seek and obtain ali
information and documentation necessary for the progessing of any third-party claim.

- {d)  Designatjon an rization fo | Appes, cal Necessity Denials

Except where & designes is appp‘inted,‘ 6n|y a Resident may ra_ciues’i an “éxternail;' o'r'i'ndépendent sppeal of benefil
denials based or lack of medical necessity. The Resident, Sponsor and/or Resident Representative appoints the
Facility as designse authorizing it to request an external appeal of a health plan denial or limitation of coverage

because of medical necessity and agrees to sign any form needed to effectuate such appolniment.

(e) Authorization to Represent Resident Regérding Wi gfd

By exacution of this Agreement, the Facliity, its agents, representatives, successors and assigns shall be authorized to
have access ta the Resident's Medicaid file, and, if the Facllity so elects, to act on behalf of the Resident in connection
with any ‘and all maiters Involving Medicaid, including, but not limited to, representation of the Resident at
Administrative Fair Hearings and Article 78 judicial appsals. The Faciiity will appeal a Medicaid determination only if it
deems an appeal has merit and is necessary and prudent.

)  Authorization to Take Resident's Photograph

By execution of this Agreement, the Resident, Resident Representafive and/or Sponsor authorize the Facility to
phatograph the Resident for identification purposes and to photograph any part of the Resident to document certain
physical conditions, e.g., wounds or skin discolorations, for treatment purposes. | understand that the Facility retains
ownership rights to these photographs but that the Resident will be allowad access to view them or obtain copias,
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Vi, TEMPORARY ABSENCE (alsa refemred to as “*bed hold” or "bsd reservation”)

If the Resident leaves the Facility due to hospitalization or therapeutic leave, the Facilily Is NOT chligated to hoid the
Resident's bed until his or her retum unless prior amangements have been mads for @ bed hold pursuant to the
Facility's “Bed Reservatlon Policy and Procedure” or It is required by law. In the absence of a bed hold, the Resident
may be placed In any appropriate semi-private bed In the Faclity at the time of return from hospitalization or
therapeutic leave provided a bed is available and the Resident’s re-admission is appropriate.

VI.  DISCHARGE, TRANSFER AND INTRA-FACILITY ROOM CHANGES
() Ipvoluntary Discharge for Non-Pavment

To the extent authorized by applicable law, the Facility reserves the tight to discharge the Reslident If the Résident,
Resident Representative and/or Sponsor fails to pay for, or secure third-party coverage of the Resldent's care at the
Facility, including failing to pay applicable co-insurance and/or NAMI.

(h) Involuntary Discharg e_fqr Non-Fng_ nc{@r Matters

The Fagctiity may transfer or discharge the Resident if the transfer or discharge is necessary for the Resident's welfare
and the Resident's needs cannot be met after reasonahle attempts at accommodation in the Faclllty; the Resident's
heaith has improved sufiiciently so the Resident no longer needs the servicas provided by the Facility; the healith or
safety of Individuals in the Facility would otherwise be endangered and all reasonable alternatives to transfer or
discharge have been explored and have failed fo safely address the problem; and for any other reason permitied by
applicable law. ' : ’ : :

(c)  Voluntary Discharge

If the Resident no longer requires the services provided by the Facility, or voluntarily wishes to be discharged, the
Resident, Resident Representative and Sponsor agrees fo cooperate fully with the Facility in the development and
implementation of a safe, appropriate, and fimsly discharge pian.

The Resldent will be Informed of his or her due process rights in the event that the Facility initiates a transfer
or discharge and may appeal the Facility’s determination in accordance with applicable regulations.

{d) Intra-facility Room Change

The Facility reserves the right to transfer the Resident to.a new room on an as-needed basis, conslstent with
applicaple law. Residents who are admitted as short-ferm residents who subsequently become long-term residents,
will be the subject of an infra-Facility transfer to reoms that are better suited for long term Residents. if the resident
occupies a private roorr, the Resident understands and agrees that when hi/she ho longer pays the private rate or
upon Medicaid coverage, hefshe tay be moved to a semi-private room unfess the private room is medically
necessary. The Facility may also Initiate a room charige for medical, social and/or other reason consistent with
applicable faw and the Residant’s rights. :

VIl. RESIDENT’'S PERSONAL PROPERTY

Each Resident may request a locked drawer in histher room for the storage of personat property. Valuable personal
property (such as jewelry, money, or other valuable items, etc.) should not be kept in the Resldent's room. In the event
of lost personal property, the Facility will conduct an Invesfigation to determine the cause of the loss. Liabllity for the
loss shall be borne by the party found responsible at the conclusion of the investigation. Further, it Is the respansibility
of the Resident, Resident Representative and/or Sponsor to arrange for disposition of the Resident's property upon
discharge or death of the Resident. Property Ieft in the Facllity for mare than thirty (30) days after discharge will be
disposed of at the discretion of the Faclity.
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IX. SMOKING POLICY

The Faudility Is a smoke-free facility and Is committed to maintaining a smoke-free environment. The Resident agrees
that under ne circumstances will he/she and/or his/her visitors smoke anywhere [n the buildings, or on the grounds or
within 15 fest of the grounds of the Facility, except In designated areas. The Resident agrees to comply with the
Facility's smoking policies, : ) '

X.  FACILITY SEGURITY

In. order o safeguard the safety and security of our residents and staff, the facliity has Implemented 24-hour video

surveiliance of the facllity grounds and/or public/common areas.in the facllity, including the lobby, unit coridors,

dining/day rooms and exit areas. The cameras do not record aydio, All video recordings remain in the possession of

~ the facility untll erased or otherwise destroyed and will only bé released in accordance with applicable State and
federal laws and reguiations, By executing this Agreement, you consent to the video survelilance system.

XI. GENERAL PROVISIONS
(a) Goyerning Law

This Agreement shall be governed by and canstrued in accordance with the laws of the State of New York without

_ giving effect to conflict of law provisions. Any and all actions arising out of or ralated to this Agreement agalnst the
Facility shall be brought in, and the parties agree to exclusive jurisdiction of, the New York State Supreme Court,
located in Nassau County, New York.

{b) Assig' nment

This Agreement may not be assigned by either parly without the prior written consent of the other party.
Notwithstanding the foregoing, this Agreement may be assigned by Facility in connectién with the fransfer of Faclillty
operatians to 2 hew operator. Upon such assignment, Facility is refieved of further duties and obligations under the -
Agresment. " ' '

(¢)  Binding Effect

Notwithstanding the foregaing, all covenants, conditions, and obligations contained hersin shall be binding upan, and
shall inure to the benefit of the parties and their respeciive heirs, exgcutors, administrators, successors and assigns.

(d) Continuation of This Agreemert

Temporary transfer of the Resldent to another health care facllity for madical or surgical treatment, or the Resident's
authorized temporary absence from the Facility for .any other purpose, where such transfer or absenge does not
exceed a peried of sixty (60) days, shall not terminate this Agreement. Upon the Residant's retum and re~admission In
accordance with the admission assessment criterla et by the DOH and by the Facliity, this' Agreement shail continue
in full force and effect. B

(e}  Entire Aqreement

This‘Agreément and addenda, which are incorporated herein, contain the entire understanding betweer the Resident,
Resldent Representative and/or Sponsor and the Facility. This Agreement cannot be modifled oraily, and any changes
must be in writing, signed by the parties to this Agreement. ‘

()  Severabllity |

Any provision in this Agreement deteimined to be inconsistent with applicable law or to be unenforceable wilt be
deemned amended so as to render it legal and enforceable and to give effect to the intent of the provision; howaver, If
any proviglon cannot be so amended_, it shall be deerned deleted from this Agreement without affecting or impairing

any other part of this Agreement.

{g) \Waiver

The failure of any party to enforce any term of this Agreement or the walver by any party of & breach of this Agreement
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will not prevent the subsequent enforcement of such term, and no party will be deemed to have waived éubsequent
enforoement. ; 8

(h)  Counterparts

For the convenience of the parties hereto, this Agresment mey be exacuted in counterparts and all such counterparts
shall together constituts the same agreement and facsimile and electronic signatures shall be accepted and deemed to
_ be original signatures and shall be binding on the parties upon signing.

®  Relationshio b artie

Execution of this Agreemeént is not intended, nor shall it be deemed, to create a landlord-tenant relationship batween
the Faciiity and the Resident. .

)] Section Headings - |

The section headings used herein are for convenienée of raference only and shall not limit or otherwiss affact any of
the terms or provisions heredf. Wherever herefn reference is made to “Resident, the same shalt refer to, and
include, Resident, Sponsar and/or Residerit Representative for contractual and financial obligations to the sxtent

" permitted by law.
(k) Rep ggg‘ eniations

The Resldent, Resident Representative and Sponsor warrant and represent that the information (both written and oral)
provided during the admission process is complete and accurate, and agknowladge that the Facility lias relfed upon

such information in entering into this Agreement and admitting the Resident.

)] At_fachme_mgi

Attachments *A” and "B", s cited and referenced In this Admission Agreement, are intended to be informational only;
they are not otherwise incorporated into the Admission Agreement, and they confer no legal rights or obligations.

(m}  Non-Discrimipation -
iN ACCORDANCE WITH FEDERAL AND NEW YORK STATE LAW AND REGULATIONS, INGLUDING THE
PROVISIONS OF TITLE VI OF THE CIVIL RIGHTS ACT OF 1984, SECTION 504 OF THE REHABILITATION
ACT OF 1973, THE AGE DISCRIMINATION AGT OF 1975, AND THE REGULATIONS OF THE U.8.
DEPARTMENT OF HEALTH AND HUMAN SERVICES (HHS) ISSUED PURSUANT TO THE ACTS, TITLE 45
CODE OF FEDERAL REGULATIONS PART 80, 84, AND 91, NO PERSON SHALL, ON THE GRQUNDS OF
RACE, COLOR, NATIONAL ORIGIN, SEX, AGE, SEXUAL ORIENTAYION, GENDER IDENTITY, RELIGION,
CREED, DISABILITY, MARITAL STATUS, BLINDNESS, SOURGE OF PAYMENT OR SPONSORSHIP, BE
EXCLUDED FROM PARTICIPATION IN, BE DENIED THE BENEFITS OF, OR BE OTHERWISE SUBJECTED

TO DISCRIMINATION UNDER ANY PROGRAM OR AGTIVITY PROVIDED BY THE EACILITY, INCLUDING
BUT NOT LIMITED TO, THE ADMISSION, CARE, AND RETENTION OF RESIDENTS.

THE REMAINDER OF THIS PAGE IS LEFT BLANK INTENTIONALLY.
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By execution of this Agreement, Resident, Resldent Representative andlor Sponsor acknowiedge
recelpt of the following documents and information:

Schedule of Coverage and Fees for Anclllary Services (Attachment A)

Medicare and Medicaid Information (Attachment B)

Statement of Resident's Rights and Responsibilities; Facility Rules and Regulafions

Cantact informatiori for the Resident's Attending Physician (name, address, and telephone number);

and information and éontact [nformation for fi filing grievances, including the name, business address,

smail address, and phene number of the Facllity's grievance official; the telephone numbers for the

DOH “Het Line” and the NYS Office of Aging Ombudsman Program; and g list of legal sefvice

agencies and community resources providing resjdent advocacy services.

5. Information about advance directives ineluding: A summary of the Facility's policy and DOH
pamphlets: Deciding about Health Care: A Guide for Patients and Families; Health Care Proxy:
Appointing your Heaith Care Agent in New York; and Do Not Resusc;tate QOrders ~ A Guide for
Patients and Families.

8. State-required disclosures: CMS and DOH wehsltes access mformatlon, and common/familial

ownership of any entity or individual providing services to the facility.

Statement regarding the use of the Medicare Minimum Data Set (MDS) and the Privacy Act of 1974

Required documentation necessary to determine Medicaid eligibility

Notice of Privacy Practices for Protected Health lnfonnation

Veterans Information

Addenda:

I, Assugnment of benefits form (Signature on F fle form)

f. Bed reservation {bed hold) policy and bed resefvation request form

. Acknowledgment of receipt of the Notice of Privacy Practices

V. Authorization for Release of information

V. Designation and authorlzation for external appesl of medical necessity denials

VL Authorizations for Medicaid :

VIl Request for facility to maintain personal fund account

VIll.  Soctal Seourity direct deposit, representative payee, and change of address forms

e

-0 0~
=0 0

THE UNDERSIGNED HAVE READ, UNDERSTAND AND AGREE TO BE LEGALLY BOUND BY THE
TERMS AND CONDITIONS AS SET FORTH HEREIN, AND IN ALL ADDENDA TO THIS AGREENENT.

ACCEPTED AND AGREED

Date Signature {or Mark*} of RESIDENT Print Name

“If Mark, signature of 2 witnesses; ___

Date Signature of SPONSOR (if spouse) or Print Name
RESIDENT REPRESENTATIVE

BROOKHAVEN REHABILITATION & HEALTH CARE CENTER, LLC

.. By
Date Print Name and Tife
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ATTACHMENT “A”

BASIC SERVICES

THE FOLLOWING ITEMS AND SERVICES ARE AVAILABLE TO ALL RESIDENTS AND ARE INCLUDED IN
THE MEDICARE PART A, BASIC MEDICAID, AND THE PRIVATE PAY ROOM AND BOARD RATE:

Board, including therapeutic or modified diets as prescribed by a physician (excluding enteral and
parenteral feeding), and including Kosher food provided upon the request of a Resident who as a
matter of religious belief wishes to follow Jewish dietary laws

Lodging; a clean, healthful, sheltered environment, properly outfitted

24-hours-per-day professional nursing care

Use of all equipment, medical supplies and modalities for everyday care, such as catheters®,
dressings®, pads, etc.

Fresh bed linen, changed at least twice weekly, or as often as required for incontinent Residents
Hospital gowns or pajamas as required by the Resident’s clinical condition, unless the Resident,
next of kin or sponsor elects to furnish them; and laundry services for these and other launderable
personal clothing items

General household medicine cabinet supplies, such as non-prescription medications; routine hair
and skin care materials; oral hygiene materials; except for specific items that are medically indicated
and needed for exceptional use for a specific Resident

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

Services, in the daily performance of their assigned duties, by Facility staff members responsible for
Resident care

Use of customarily stocked equipment, including crutches, walkers, wheelchairs or other supportive
equipment, including training in their use when necessary, unless such items are prescribed by a
physician for regular and sole use by a specific Resident. “Customarily stocked equipment”
excludes prosthetics

Therapeutic recreation {Activities)} program, including but not limited fo a planned schedule of
recreational, motivational, social and other activities; together with the necessary materials and
supplies to make the Resident’s life more meaningful

Social Services as needed

Complete dental examination upon admission and annually thereafter

* If these items or services are necessary for other than routine treatment, they may not be included in the
basic Medicaid and Private Pay room and board rate and may be biliable to the Resident, Medicare Part B
or other third-party insurance. (see chart below)

IF YOU HAVE ANY QUESTIONS REGARDING CHARGES AND
BILLING, PLEASE CONTACT THE BUSINESS OFFICE.
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ADDITIONAL CLINICAL SERVICES

THE FOLLOWING ADDITIONAL CLINICAL SERVICES ARE AVAILABLE TO ALL RESIDENTS. THE CHART BELOW DESCRIBES
MEDICARE, MEDICAID AND PRIVATE RATE COVERAGE OF THESE SERVICES.

Services Medicare Part A Medicare Pari B Medicaid Private Pa])\{/lévd\éggre'\é?t “(;,Ig:iecr;%)by
Attending Physician Services Not Covered Covered Covered Physician Bills Patient
Physical Therapy Restorative Covered Covered (4) Covered Medicare Fee Schedule
Physical Therapy Maintenance Covered Not Covered Covered Medicare Fee Schedule
Occupational Therapy Restorative Covered Covered (4) Covered Medicare Fee Schedule
Occupational Therapy Maintenance Covered Not Covered Covered Medicare Fee Schedule
Speech Therapy Restorative Covered Covered (4) Covered Medicare Fee Schedule
Speech Therapy Maintenance Coverad Not Covered Covered Medicare Fee Schedule
Ophthalmoelogy Services Varies (5) Varies (5) Varies {5) Billed Direct to Patient
Optemetry/Optician Services Not covered Not covered Varies {5) Provider Bilis Patient
Audiclogy Services Varies (5) Varies (5) Varies (5) Audiologist Bills Patient
Dental Not covered Not Covered Coverad Included
Pharmaceuticals Covered Not Covered Covered Inciuded
Oxygen Covered Not Covered Covered Included
Oxygen Supplies Covered Not Covered Covered Included
Enteral Nutrition - Supplements Mot Covered Covered {1, 4) Covered Medicare Fee Schedule (2)
Enteral and Parenteral Supplies Covered Covered {1, 4) Covered Medicare Fee Schedule (2)
Primary Surgical Dressings Coveraed Covered {1, 4) Covered Medicare Fee Schadule (2)
Urological Supplies Caovered Covered {1, 4) Covered Medicare Fee Schedule (2)
Tracheostomy Supplies Covered Covered {1, 4) Covered Medicare Fee Schedule (2)
Ostomy Supplies Covered Covered {1, 4} Covered Medicare Fee Schedule {2)
Prosthetics and Orihotics Cavered Covered {1, 4) Covered Medicare Fee Schedule (2)
Laboratory Covered Covered (1, 4} Covered Medicare Fee Schedule (3)
X-Ray Covered Covered (1, 4} Covered Medicare Fee Schedule {3)
EKG Covered Covered (1, 4} Covered Medicare Fee Schedule {3)
EEG Covered Covered (1, 4} Covered Medicare Fee Schadule (3)
Ambulance Covered Covered (1, 4} Covered (1} Medicare Fee Schedule {3)
Ambulette Not Covered Not Covered Varies (5) Fee Basis (3)

If your stay is covered under Medicare Part A:
«  Medicare will pay up to 100 days for your stay (assuming eligibility criteria are met and benefits are still available).
+«  Co-insurance payments for 2025 are $209.50 per day for days 21 through 100.

** It is the responsibility of the Resident and/or Representative to verify co-insurance coverage by secondary insurance with the Business Office at

If you are covered by Medicare Part B, for 2025:
Annual Medicare Part B Deductible is $257.00.

»  Co-Insurance payments are 20% of the approved Medicare Part B charge for all Part B covered services.

+  Physical and speech therapy benefits (combined) are capped at $2,410.00, and cccupational therapy bensfits are capped at $2,410.00 per year
(including co-insurance).

- Beneficiary may qualify for Therapy Cap Exception Process. However, if your request for additional services (over the cap}is denied, you will
be responsible for 104% of the Medicare Approved Charge once the cap is reached.

(1) May be billed by ouiside vendor to DMERC or Infermediary

(2) Biited by Faciiity.

(3) Biited direct by Provider or Vendor.

(4) Patient/Resident responsible for co-insurance and deductible.

(5) Coverage depends on services provided.
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ADDITIONAL NON-CLINICAL SERVICES

THE FOLLOWING ADDITIONAL NON=-CLINICAL SERVICES ARE NOT INCLUDED IN THE DAILY BASIC
RATE AND ARE NOT PAID FOR BY MEDICARE AND/OR MEDICAID OR OTHER INSURANCE. IF
REQUESTED, THE CHARGES FOR SUCH ITEMS WILL BE THE RESPONSIBILITY OF THE RESIDENT.

Telephone, including a cellular phone

Television/radio, personal computer or other electronic devices for personal use

Personal comfort items, notions and novelties, and confections

Cosmetic and grooming items and services, in excess of those for which payment is made

under Medicaid, Medicare, or other insurance programs

Beauty shop / barber services

Personal clothing

Dry cleaning

Newspapers and other personal reading matter

Items purchased on behalf of a Resident

Flowers and plants

Social events, special meals, and entertainment offered off the premises and outside the

scope of the activities program provided by the Fagility

Non-covered special care services, such as privately hired nurses, aides, or companions

. Specially prepared or alternative food (other than Kosher food or food required by a
therapeutic or modified diet prescribed by a physician)

. Private room {except when therapeutically required, such as for isolation for infection

control)

# & & & & ¢ 9

IF YOU HAVE ANY QUESTIONS REGARDING CHARGES AND
BILLING, PLEASE CONTACT THE BUSINESS OFFICE.
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ATTACHMENT “B”

SPECIAL RULES REGARDING SELECTED PAYORS

PAYMENT FOR IN-PATIENT LONG TERM CARE SERVICES IS AN EXPENSIVE AND COMPLICATED PROCESS. THIS
SUMMARY PROVIDES OUR RESIDENTS AND THEIR FAMILIES WITH BASIC INFORMATION THAT SHOULD SIMPLIFY
THE PROCESS. NOTHING HEREIN SHOULD BE CONSIDERED LEGAL ADVICE. WE STRONGLY RECOMMEND THAT
YOU CONSULT WITH AN INSURANCE AGENT, ATTORNEY AND/OR OTHER KNOWLEDGEABLE PROFESSIONAL(S)
IN ORDER TO HELP MAXIMIZE AVAILABLE COVERAGE. FURTHER, AS THE INFORMATION PROVIDED BELOW IS
BASED UPON STATUTE AND REGULATIONS, IT IS SUBJECT TO CHANGE WITHOUT NOTICE.

MEDICARE PART A PAYMENT

Medicare Part A Hospital Insurance Skilled Nursing Facility ("SNF"} coverage is generally available to gualified individuals 65
years of age or older, and individuals under age 65 who have been disabled for at least twenty-four months, who meet the
following five requirements: 1} The Resident requires daily skilled nursing or rehabilitation services that can be provided only in
a skilled nursing facility; 2) The Resident was hospitalized for at least three consecutive days, not counting the day of discharge,
before entering the skilled nursing facility; 3) The Resident was admitted to the facility within 30 days after leaving the hospital;
4) The Resident is admitted to the facility to receive treatment for the same condition(s) for which he or she was treated in the
hospital; and 5) A medical professional certifies that the Resident requires skilled nursing care on a “daily basis.” A Resident
requires skilled nursing or skilled rehabilitation services on a daily basis when services are medically necessary and provided
seven (7) days a week. There is an exception if they are only provided by the facility for five {5) days per week, due to staffing
levels at the facility. Additionally, there may be a one to two day break if the Residents needs require suspension of the services.

Where these five criteria are met, Medicare may provide coverage of up to 100 days of care in a skilled nursing facility (SNF):
the first 20 days of covered services are fully paid for; and the next 80 days (days 21 through 100), of the covered services are
paid for by Medicare subject to a daily coinsurance amount for which the Resident is responsible. For 2025, the Medicare Part
A co-insurance amount is $209.50 per day.

Additionally, Medicare Residents requesting a leave of absence from the facility should be aware of the Medicare rules regarding
leave of absence and transfer within thirty (30) days. Medicare treats a leave of absence, where a Resident leaves the facility
on a particular day and does not return by twelve (12) midnight that day, as an uncovered day. Additionally, the day in which a
Resident begins a leave of absence (i.e., hospitalization), where the resident is absent for more than 24 hours, is freated as a
day of discharge.

Except for specifically excluded services, nursing home services provided to Medicare Part A beneficiaries are covered under
the consolidated billing requirements. Residents must consult with the Facility before obtaining any services outside of the
Facility.

Medicare also has a thirty (30) day transfer requirement, A Resident must be transferred from a hospital or other SNF within
thirty (30) days of discharge and meet the skilled care requirements in order to be eligible for SNF coverage.

If a Resident meets the eligibility requirements for Skilled Nursing Facility benefits under the Medicare Part A Hospital Insurance
Frogram, Facility will bill Medicare directly for all Part A services provided to the Resident. Medicare will reimburse Fagility a
fixed per diem or daily fee based on the Resident's classification within the Medicare guidelines. These guidelines are a
measure of the type of care the Resident requires and the costs to provide that care. Members of our professional staff will
evaluate the Residents health condition based on a standardized assessment form {called the MDS 3.0) provided by the Centers
for Medicare and Medicaid Services (CMS). Medicare uses the MD$S 3.0 information to assign a case-mix classification for the
Resident.

The Resident will be responsible for the daily co-insurance amount determined by Medicare. This amount is subject to increase
each calendar year. With limited exceptions, a Resident who requires more than 100 days of SNF care in a benefit period will
be responsible for private payment of all charges beginning with the 101st day. A new benefit period may begin when the
Resident has either not been in a facility or has not been receiving a covered level of care in a skilled nursing facility for at least
60 days, returns to the hospital for another three-day stay, and then re-enters the SNF. A SNF may not request private payment
until the Resident has received an official initial determination from Medicare that “skilled nursing” benefits are no longer
available. While a SNF may make a determination of non-coverage, beneficiaries have a right to request an official Medicare
determination of coverage {called a “Demand Bill"), which can be appealed.
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MEDICARE PART B PAYMENT

individuals who pay monthly premiums to enroll in Medicare Part B will be charged according to Facility’s or the service
providers’ stated charge schedule for services they receive at Facility. Medicare Part B pays for a wide range of additional
services beyond Part A coverage. Part B may cover some of a Resident’s care regardless of whether they are eligible for Part
A benefits. Part B covers eighty (80%} percent of the Medicare approved charge for a specific service and the individual is
responsible for the additional twenty (20%) percent. In general, Part B covers medical services and supplies. Part B covers
such services as: physical, occupational and speech therapy, physician services, durable medical equipment, ambulance
services and certain outpatient and clinical laboratory services. However, Part B henefits have limitations. For example, for
2025, there is an annual $257.00 deductible applicable to Medicare Part B benefits. Additionally, physical therapy (including
speech-language pathology services) and occupational therapy are each subject to an annual limitation, which are indexed by
the Medicare Economic Index (MEI) each year. For 2025, this indexed amount is $2,410.00 including co-insurance.
Beneficiaries may be eligible for the Therapy Cap Exception Process. Both therapy limitations are still subject to the 80% -
20% coverage limitation in that the individual will be responsible for the 20% co-insurance payments. The Resident is
responsible for private payment of all therapy charges and any other ancillary charges above the Medicare Part B
coverage limitations. The Facility can bill and receive payment if the Resident fills out a Medicare assignment of benefits
form. If the Resident completes an assignment of benefits form, a health care provider cannot charge the Resident above the
Medicare approved charge. In order to determine the Resident's Part B coverage, you should contact the Social Security
Administration.

In addition, Medicare Advantage programs and other alternatives may increase available Medicare benefits. To receive
additional information about Medicare and Medicare Advantage programs, call the Social Security Administration at §00-772-
1213 or the Centers for Medicare and Medicaid Services at 1-800-MEDICARE.

MEDICARE PART D - PRESCRIPTION DRUG COVERAGE

Individuals eligible for Medicare Part A or enrolled in Medicare Part B and who do not have prescription drug coverage from a
privately operated health plan or a Medicare Advantage-PD plan are eligible to enrcll in Medicare Part D for prescription drug
coverage. Medicare Part D through the selected PDP will provide reimbursement for prescription drugs listed in the PDP's
formulary subject to applicable premiums, deductibles and co-payments. Eligible individuals interested in obtaining prescription
drug coverage through Medicare Part D must enroll in a PDP approved in the region. Upon admission to a skilled nursing
home, individuals enrolled in a PDP in the community are permitted to continue with, or switch fo a different PDP in the region,

Dual eligible Medicare/Medicaid beneficiaries are automatically enrolled in and assigned to an approved benchmark prescription
drug plan {"PDP") in the region. Medicaid does not pay for prescription drug cost for dual eligible individuals. Dual eligible
residents in nursing homes will receive prescription drug coverage through Medicare Part D for the drugs listed on the selected
PDP's formulary. As long as dual eligible residents are enrolled in benchmark plans in their region, they will not be responsible
for premiums, deductibles and cost sharing obligations.

Please call 800-633-4227 or contact www.medicare . gov/pdphome.asp to obtain enrollment information.

MANAGED CARE

Residents who are members of a managed care benefit plan that is under a contract with the Facility to provide specified
services to plan members will receive those services with full coverage so long as the Resident meets the eligibility requirements
of the managed care benefit plan. To the extent the Resident meets the eligibility requirements of the managed care benefit
plan, he or she will be financially responsible only for the required deductibles and co-insurance and for these services that are
not included in the list of covered services. Residents who have not received a list of covered services and eligibility
reguirements from their managed care benefit plan are advised to contact their social worker and/or managed care benefit plan.

PRIVATE INSURANCE

Residents who are covered by a private insurance plan that does not have a contract with the Facility must exhaust all available
insurance coverage before seeking Medicare or Medicaid coverage. Where the insurance proceeds under the private plan are
insufficient to cover the cost of care, the Resident will be responsible for any difference. The coverage requirements for nursing
home care vary depending on the terms of the insurance policy. Questions regarding private insurance coverage should be
directed fo the social work staff and/or the Resident’s insurance carrier or agent.
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MEDICAID

Medicaid is a publicly funded program of assistance that covers nursing home Residents who can demonstrate financial need.
To qualify for Medicaid, an individual may have only fimited assets (subject to annual increases); For example, in 2025, the
individual resource limit is $31,175 plus any funds held in an “irrevocable burial trust” arrangement or up to $1,500.00 in a
revocable burial account. Generally, most of the Resident's monthly income must be paid to the Facility, except for a $50
maonthly “personal needs allowance” and the monthly cost of retaining a private health insurance policy. This monthly income
obligation, called the Net Available Monthly Income (NAMI), is determined by the Medicaid agency. If the Resident has a
spouse in the community, the spouse may be entitled to a contribution from the Resident's monthly income. During 2025, the
“community spouse” is entitled to a minimum monthly income of $3,948.00 and resources in an amount equal to the greater of
$74,820.00 or cne-half the couple's resources as of the date of institutionalization to a maximum of $157,920, These figures
are subject to increase each calendar year. Increases beyond these spousal aliowances may be secured via a Depariment of
Social Services Fair Hearing or Family Court support proceeding. The Resident’s home may be exempt for Medicaid eligibility
purposes if the equity value is less than $1,097,000.00 for 2025 or if the spouse or a disabled or minor child resides there,
Upon application, Medicaid looks back at financial transactions made within sixty (60) months from the date on which the person
was institutionalized and applied for Medicaid coverage. A Resident or spouse who makes a transfer within this “look-back”
period may create a period of Medicaid ineligibility. Private-pay Residents should apply for Medicaid about three months before
their funds are depleted. A Medicaid application must include proof of the Resident’s identity, U.S. citizenship or legal alien
status, and past and present financial status (see required documentation list at page iv). Medicaid recipients are required to
recertify eligibility each year in order to retain benefits. Medicaid is a complex program, and a knowledgeable professional can
advise Residents and their families as to their rights under the Medicaid program. To receive information about Medicaid,
individuals can call their local Department of Social Services in the county in which the Resident resides.

WORKERS’ COMPENSATION

Waorkers’ Compensation benefits are available for an employee’s work-related injuries. Benefits, including direct payments to a
health care provider, are paid by the employer's insurance carrier. Workers’ Compensation will provide primary coverage of
nursing home care, as long as it is established that the nursing home care is necessitated solely by the Workers’ Compensation
injury. Claim forms must be submitted to the local Workers’ Compensation Board Cffice within two years of the date of injury. It
is advisable to consult with an attorney practicing in the Workers’ Compensation area when pursuing a claim. For further
information, you can contact your local Workers' Compensation Board office.

NO-FAULT INSURANCE

No-fault insurance coverage must be maintained by all automcbile owners in New York State. When a driver or passenger
suffers “serious injury” in an automobile accident, regardless of fault, the injured party is entitled to compensation under the
owner's no-fault policy for “basic economic loss.” Under the New York State Insurance Law, “serious injury” includes permanent
limitation of use of a body part or body function, or a non-permanent injury which prevents an individual from performing
“substantially all of the material acts which constitute such person’s usual and customary daily activities” for at least 90 days
during the 180 days immediately following the accident. By statute, the “basic economic loss” recoverable under a no-fault
policy is limited to medical expenses and lost earnings up to $50,000. The injured party ordinarily assigns to the nursing home
his or her benefits under the no-fault policy. It is advisable to consult with an experienced attorney when pursuing a no-fault
claim. For further information, contact your autornobile insurance carrier.

VETERANS' BENEFITS

Veterans with certain service-related conditions, former prisoners of war, Medicaid-eligible veterans, or veterans receiving
pension benefits may be eligible to receive Veterans’ Administration (VA) nursing home benefits. VA nursing home benefits are
available for Residenis in private non-VA facilities if: (I} the veteran requires nursing care for a service-connected disability
following a stay at a VA hospital; (i} the Resident is an Armed Services member who requires an extended period of nursing
care and who will become a veteran upon discharge; (iii) a veteran who requires nursing home care for a service-connected
disability, even where no hospital stay is first required; and (iv) a veteran who had been discharged from a VA hospital and is
receiving VA hospital-based home health services. Generally, the VA will not authorize nursing home benefits for more than six
months, except for veterans requiring care for a service-related disability. This six-month period can in some cases be extended
when the veteran is: (1) awaiting Medicaid payment; (i} planning to pay privately but there are obstacles to aranging the private
payments; or (i} terminally ill and expected to expire within six months. For further information, contact the Department of
Veterans’ Affairs at 1-800-827-1000
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REQUIRED DOCUMENTATION NECESSARY TO DETERMINE MEDICAID ELIGIBILITY

IDENTITY/PROOF OF BIRTH:

Two of the following:

U.S. CITIZENSHIP:
Provide one of the following:

SOCIAL SECURITY NUMBER

Provide one of the following;

MARITAL STATUS:
Provide one of the following:

RESIDENCE:
Provide one of the following:

INCOME:

RESOURCES:
Where your name or your
spouse’s name may be listed

LIFE INSURANCE:

HEALTH INSURANCE:

YETERAN STATUS:

OTHER DOCUMENTS:

*Birth Certificate
*Baptismal Certificate
*Driver License

*U.S. Passport

*Naturalization Certificate
*U.S. Passport
*Permanent Resident Card
*Voter Registration Card

*Social Security Card/Application for duplicate (copy)
*Printout from Social Security — TPQY Administration

*Marriage Certificate

*Legal Separation Agreement
*Divorce Degree

*Spouse's Death Certificate

*Deed, Lease or Rent Receipt
*Residence prior to admission to
Nursing home must be verified

*(EARNED) 4 most current pay stubs if weekly, 2 stubs if bi-weekly
*(UNEARNED)

*Copy of Social Security Check or TPQY

*Pension Check and. Stub (must verify gross amount)

*Interest, Dividends, Annuities, Partnerships, Rental Income

*Any property that you owned within the last 60 months

*Passbooks, bank statements (opened and closed accounts for the past 60 months)

*Stocks, Bonds, Annuities

*Investments/Brokerage Funds

*Certificates of Deposit (CDs), Credit Union accounts, IRAs

*Trust Agreement and Principal

*Include any accounts/resources which may have been closed, cashed in, or
transferred within the past 60 months

*Income Tax returns, including 10995 (5 years)

*Financial summary of any private payments made to a nursing home.

*Verification and Clarification of any withdrawals or deposits over $2000
(copy of cancelled checks) deposit receipts

*Assessed value of house/property either current OR transferred within last 5 years
*Copy of policy and verification of cash value, name of owner and policy number

*Medicare Card

*Identifieation Card for Health Insurance
*Premium Amonnt

*Proof of Payment

*Military Discharge papers for applicant or spouse

*Copy of Power of. Attorney

*Signed Authorization to represent form

*Guardianship Papers

*Itemized Irrevocable Burial Trust or Pre-nced Agreement-(PAID IN FULL)
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Supplement A

(Supplement to Access NY Hezlth Care Application DOH-AZ2200

S o - | marital | SocialSecurtty] - 1 Deceased, List
ngalLasthme‘ Legal First Name My | Stalus NUr_nh_e'_r _ | Date of Birth _| Date of Death
' ' ' [ A

[ [

Is a person named ahové:

« Chronicaltyill? | ~ OYes ONo
(Examples of chronically ill would be unable to work for at legst 12 months because
of an illness or injury, or having an illness or disabling impairment that has lasted or

s expected to last for 12 months.)

« Certified Blind by the Commission for the-Blind énd Visually Handicapped? [Yes I No
{f yes, send proct.) : o o :
+ Interested in applying for the MBI-WPO program if disabled and working? : 1 Yes T Ne

The Medicaid Buy-In for Working People with Disabilities (MBI-WPD)
program offers Medicaid coverage to people who are disabled, working, and
at least 16 years old but not yet 65 years old. The program allows higher

income levels than the regular Medicaid program so working people with
disabilities can earn more and keep their Medicaid coverage.

DOH - 51784 8/15 (page 1 of & NYS DOH




If an applicant Is living in a long-term care facility/nursing home, adult home, or assisted Living facility,
provide the following information. '

Name of Applicant who is in Facility Name of Facility " IDate Admitted | Telephone Number
' _ | {1 ( ) -

Street Address ' ' City State | Zipcode

Applicant's Previous Address |ty ' " | state | Zip Code

If the abeve previous adress was also a facility or adulthame, list the address priar to admission b_elqw.

Abp_licant’s Second Freyioﬁs Address City State Zip Code

Lgl irst Name

Legal Last Name
'Maiden Name or Other Name Known By; " |'social Security Number | Date of Birth
' _ . I ' [
Strect Address (if in a facility, list spouse’s address prior to being admitted to facility) 5
Gy - - S '  [state  {ZipCode”
- Isthe applicant’s spouse living in.a long-term care facility/nursing home? O Yes [ No
If yes, provide the following information: | ,
Name of Facility = o Date Admitted . Telephone Number
, _ R o ) -
Street Address ' City State Zip Code

Is the applicant’s spouse deceased? [l Yes {1 No H yes, what is the date of death? / /

DOH - 5178A 8715 {page 2 of 8} NYS DOH




8. What Care and Services are you Applying for? (s heck the hox thal applies) |

1 You are applying for Medicaid coverage but not coverage of community-bé_s_ed long-term care services, You
may attest to the amount of your resources. You are not required to submit documentation of your resaurces
at this time. If a computer match shows something different than what you reported, you may be asked to
submit proof at a later date. '

This coverage does not include nursing home care, home care or any of the comm unity-based long-term care
services listed below.*

] You are applying for coverage of community-based long-term care services. Documentation of the current
amoynt of your resources is required. However, you onty need to submit documentation for certain resources
at this time. See “Documentation Requirements” below for a list of these resources,

This coverage includes the following services:*

« Adult day health care - : » Certified Home Health Agency services

+ Limited licensed home care x » Residential treatment facility care

» Private duty nursing » Personal emergency response services

+ Hospice in the community : » Personal care services

» Hospice residence program « Managed long-term care in the community

» Assisted living program - » Waiver and other services provided through a
. ans_umer'direct_e_ﬂ personal assistance program - home and commupity-based waiver program

Note: Some examples of h__oine and ,c_ommunity-:baseci prqgu_'ams th_a;' provide waiver and other services are
Traumatic Brain Injury Program and Nursing Home Transition and Diversion Program. '
[} Youare instit_glt!onalizgd and applying for coverage of nursing home care. Documentation of your resources
-~ for the past 60 months is required. However, you only need to submit documentation for certain resources at
_this time. See “Documentation Req uirements” below for a list of these resources, :
*You may be eligible for short-ferm rehabilitation services. Short-term rehabilitation sevvices include one
commencement/admission in a 12-month period of up to 23 consecutive days of nursing home care andfor
certified home health care. . ‘ '

DOH - 51784 8/15 {page 3 of 8} . NYSDOH




(. Resources/Assets

Current Closed Accounts
: Account Balante:
Bank Name - | Account Number Name of Owpner(s) Balance Date Closed | at Closing
$ L
$ L
$ | I |$
s {1 |$
s [ 1-|$
$ L)
1$ £ 1|3
§ [ 1 1§
1 current Closed Accounts
_ . Account : Ralance
Institution Name Accoutit Number Name of Owner{s) Pay Out Balance Date Closed | at Closing
o B OYes CNo|$ L
ClYes CIMo |$ AL
OYes TINo |$ L
19 !
~ Closed Account:
Institution/Company Current Date Closed | Value
Name Account Number Name of Owner{s) Date Purchased | Value or Sold at Closing
- | ‘ § ;1|3
3 {0 1h
$ 'L
I $ /1 |%
$ 1113
% I (%
$ {7 0%

DOH - 51784 8715 {page 4 of 8]
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Cancelled Policies

Current | Cutrent | Date Cash Out

Insurance Company | Policy Numbar Mame of Owner{s) Cash Value | Face Value | Cancelled . | Valve
e — _ 3 r . s
] $ I$ L
3 $- [/ |3
$ $ I} |$
$ $ {1 i%

a. Do you and/or your-spouse have a pre-paid funeral agreement for you oranyona else in your family? [ Yes O No
b. Do you and/or your spouse have a burial space or plot for you or anyone else in your family? ClYes O No
¢. Do you and/or ybﬁrspoi!se have money in a bank account set aside for a burial fund? ‘OVYes O No
If yes, in what account{s) is your and/or your spotise’s hurial fund?
Bank Name and Account Number Name of Owneris) Value
- $
$
. _ : $
d. Do you have [ife insurance to be used as your burjal fund? C¥es O No
If yes, what is your noticy number{s)?
Ef yes, is the full cash value to be used foryour burial expenses? OYes [ No
- e. Does your spouse have life insurance to be vised s a burial fund? [OYes O No-
Hyes, what is the policy number(s)? _ -
- Tfyes, is the full cash value to be used for burial expenses? 0 Yes [ No

e

Name of Owner{s)

i

el

Amotint Owed

Name of Frust Grantor Trusteels) Assets Beneficiary Incame
: - § ' $
$ $
$ $
§ E;

Date d

DOH - 51784 8/15 (page 5 of 8}

Year/Make/Mo Fair Market Value In use?
$ O Yes [ No {1/
[3 1Yes [1No /o
$ DYes [ No [}
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Resource Type Name of Ownerfs) Value

D 1omf_stmd

L Do you and/or your spouse owin or have a legalinterest:n your hnme.mcludmg a hfe estate? ‘ . Yés IZ_] N

2. I you are in a medical facility and own your home, do you infend to return to your home? " OYes [1No
H no, is anyone livingin the home? - : : . : OYes [JNo
Who is living in the home?

How is this persnn related to you and/or your spouse? __

X you and/or your spouse’s child (of any age) is h\nng in 1he home, is the child disabled? OYes CINo

Note: [fthere is a legal 1mped1ment that prevents you from selfing this propesty, the property
is not counted in determining Medlcaid ehgibthty Send pronfsf legallmpediment

3, Equity Valuein Home:
If you own your home, what is the equity value in your home? $
i isthe falr market valug less any outstandlng hens, martgages, etc.

Do \;ou andiur yaur spouse own or have a legalmterestm any other real property? (Check anythat apply) [ Yes 2 No

[JRental Property  [1Vacation Property [ Time Share EJVacant Land [O0ther Property Righls
‘ : {Tn or outsicle of New York State}

If yes, pravide the following information:

Name and Address of Oxt.vner{si 7 Address of P_rogefty Type of Qunership {Check one) . Equity value
' : DClIndfvidual [Jjoint tenancy {1 Life estate | $

[ Individual [Jjoint tenancy [life estate | $

Cindividual [Jointtenancy Jlife estate | §

Clindividual O joint tenancy [ Life estate | $

N STOP HERE untess you or anyone in your household is institutionalized and af}plyillg for coverage of nursing

* home care. Howvever, Section I of this dociunent IMUST be signed.
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a, Inthe ast 60 months, did you, your spotise, or someone on your behalf transfer, chianie O Ves [J No

ownership i, give away, or seltany asseis. including your home or other veal property?

b. In the last 60 months, have you or your spouse created or transferred any assets ' 1 Yes [ No
intoaroutofa trust?

If you answered yes to either of the questions above, explain the transfer{s) below.
Attach additional sheets of paper, if neaded.’

' Description of Asset {including income} | Date of Transfer Transferred to Whom Amount of Transfer
' $

¢. Are you inthe process of selling property? o ' CYes [ No

" d. Inthe last 60 months, did you, your spouse or someone on your behalf, change the deed or the Yes ONo
ownership of any real property including creating a life estate? ]

It yes, when?

e ¥ you purchased a life estate in another person's home. dld you five 1n the home for at least ane OYes I Ne
year after you purchased the life estate?

E In the last 60 months, did you, your spouse, or someoneé on your hehalf purchase a mortgage, loan, ClYes [ Ne
or promissory note?

If yes, when?

g. In the last 60 months, did you, your spause, of SOMEONE on your behalf purchase of change . O Ves [ Ne
an annuity? N

If yes, when?

Did you and/or your spouse file U.S, income tax returns in the last four years? OvYes ONo
If yes, send complete copies of these returns including all schedules and atiachments,

[OH - 51754 B/1% |page 7 of 8) NYS DOH
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LOMPLETE THISFORM IF SOMEONE OTHER THAN

THEAPPLCANT SGHEDTHE MEDICAT AFPLICATON

Ifvai afé'Siyﬁfﬁq a Médicaid application on behalf of anapplicant whos age 18 orglder, complete Sectiont A
throughCand subrmit this forri along with poot of ainthariiation (apglble). Fflirato subinit this forin
aid/or proof of authiorization may resuitina dental or discontumince of Medicald henefits.

‘The aisfhioiizationin SedtionD mey b uséd by thezpglicarittoallawyou to apply for Medicald on histier behati,

waptsane e
ol seeptmber] | | T [ L] L] oeworman] L M |1

SECYIONB  [HFORMATION FOR PERSON SIGNING APPLICATION Gi¢ APPLIZANT'S REHALF

e RN
Name'ofPer‘§oﬂ~5igningApplil:_&ﬁgnl -mi L

Retationship to Applicant R - Phorie, = g |
W smu i — - i D M-Nmﬁwj

Address

& B — e [ T

If a.representative of ¢ faﬁtﬁyy"‘mnpwy/qgéncy fs__signﬁgg applie_:itfpnx pro vfde the followirig information:

Name of Fadlliy/Companyl/ageney| U |
) 'S.Ifm : - - = - —= S e 'gl[hliul'ﬁlu J |

lNIInber
Addressl _ _ _
|civ T ' e — B THAE Tpete

e “Frat bitine

Name of Represen’taﬂye e

Titl ™ ] ] i nE

DOMAIAT (5718} Fagelif2




SECTIDRC  REASON FOR SUBMISSION

= Aabr e

lwm%ltﬁnuaras‘wnga?Medi‘ca‘id:appt‘mthngmﬁeha_!!p{ﬁi@aapp_liggpft_;_yomnustwg\rfdg{he'
agﬁ%o;ﬁaﬁphﬂegatdmnméﬁta;:ﬂmﬂ_ziﬁgmmpplythaaﬁmreqﬂg&bé[ﬁu:on'ﬁneatﬂiqgtmﬁgném
iR incipicated lesie cigtcf ppeGhrias brpes oo, Aftath e xithorizatton

e apptieablelto thi Toivmand stn and dete belove, ;

O { have agthorizatian i apgly forMedicald on bet'z;unrmeapaili"cam.
‘(Check the bk for the tpe of duthorlntition youhiave amil subniit
the authprization OR complate Section D below.)
0 Guardtanship Document
=i paweraf Aftorney (POA) Document
0. ‘Gtiver Wittten Buthorizaiion {Spacfy) e e e - < e i

0 1aitest thiatthe dpipticantis ititomipitent erificapadtatéd, $fheis uhiable o sign the application herselimselr
aii1s linablg to prvide written consent forme fo apply on isfher bihalt

Slignatu_n"gof‘.'Bgr!pn-'Cumu{eﬂngIhia:.Furm‘_.r i
DateSighed ... s

-

]

ECTIOM D AUTHORIZATION 7O APPLY FUR MEDICAID ON APPLICART'S BEHY

1 IHSTRUCTIGNS: I e applicant would Uike fopnovidahe belaw asthorizationallowdng Yor fy eprésent et |
Y| inapblyiny foranui/of renewing Medicild, the applicaat of his/her legal faprasertativa by Sponsa hust s}gh te..
autipszation-belovt ' ‘
NGTE:1f 4 1egal represeniative is sigriing thisauthorizitiori,alsotheliide the egal doument gbiing HimfFer

aufhasityto acton hehall of applicar.

1 suthorizedhs person prth‘g‘iqc‘iﬁtwcompauwapenq.nameqi 1n~s§ctl_on Bof thiié formto represent Tre'in hie Medicaid
application andfor.renewal process,
I'authqﬁzgihé‘rel‘@ase-ﬁf-ﬁemswinformationjdu_cumehﬁftgn hetween the local Department of Sociat Services/
Megicald Progeam and the person or facility/company/agency namad in Sactton Bin régatd to niy application'andfor
contintring eligibility.

Sibnatufaof'Applicant?Legal;RepresentaHVéjAppli_canl'sﬁpnuse e
Date Stgned.
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P L P . R i
AUTHORIZATION TO APPLY FOR MEDICAID - I iinistation
ON MY BEHALF ) ¢ "I

MAP-3043 (E-A) 03/01/2018

1, FACILITY AND CONSUMER ]_NFQRMA“ON

‘A. Gonsurrier Information:

Consumer's Name _ _ . SSN (last four digits)
Date of Bitth __ . Sex Telephone Number:
Community Address '

B. Facility information: _

Facilty Name BROOKHAVEN REHAB 8 HEALTH CARE CENTER C/O ROBERT ROSENBERG

Address 250 BEAGH 17TH STREET FAR ROCKAWAY NY 11691

. REASON FOR SUBMISSION

| 1'authorize the facility named above and lts empioyees ta represant me in the Medicald application and!_dr- renewal

process. | authorize the release of necessaty information/documentation between the NYC Human Resources
. Administration/Medical Assistance Pragram and this facility In regard to my application andfor continuing eligibility.

Signature of Consumer — _ o Date Signed

Do you have a medical or mé,ntai health condition or disability? Does this condftion make It hard for
you to understand this notice of to do what this notice is asking? Does this condition make It hard for you
to get other services at HRA? We can help you. Call us at 212-331-4640. You can aiso ask for help

when you visit an HRA office. You have a right to ask for this kind of help under the law.

MAP-3043 (E-A} 03/01/2018 Page 10of 2




H :If_np,Qlﬁtatntzi_llforﬂl11ati on

Liens on Real Prop,erti; o
- Upon receipt of Medicaid, a lien may be filed and a recovery may be made against your real property under certain
circumstances if you are in a medical i nstitution and not expected to refurn home. Medicaid paid of your behalf may
he recavered from persons who had legal responsibitity for your supportat the time medical services were obtained.
Medicaid may also recover the cost of services and premiums incorrectly paid.

& Transfer of Assets .

Federal and State laws provide thai an individual may be found ineligible for nursing facility services fora peﬁod oftime
if an individual or an individual's spouse transfers an asset for Less than fair market value within the look-back period. The
look-hack petiod is the 60 months immediately prior io the date an individual is both institutionalized and has applied for
Medicaid.

& Annuities

" As a condition of Medicaid coverage for nursing facility services, applicants are required to disclose a description
of any interest the individual or the individual's spouse has in an annuity. This disclosure is required regardtess of
whether the annuity is irrevocable or a countable resource. '

In addition to the purchase of an annuity, certain transactions made toan annuity by the app_liéa ng or the applicant’s
spouse within the look-back period, may be treated as a transfér unless:

« The State is named the remainder heneficiary in the first position for at least the amount of Medicaid paid
on hehalf of the annuitant; or :

» The State is named in the second pasition after a communily spouse or minor or disabled child, or in the first
position if such spouse or representative of such child disposes of any such temainder for less than fair -
market value. :

If documentation is not submitted verifying that the State has been named remainder beneficiary, you may be
ineligible for coverage of nursing facility services. -

Tf the annuity is a countable resource af the time of application, you/yaur spouse are not required to name the State
as remainder beneficiary. _

I certify under penalty of perjury, that the information on this form is correct and complete to the best of my
knowledge. [ understand that i must report any changes in this information within 10 days of the change.

It eligibility depends on the amount of my and my spouse’s resources, by signing this application we authorize
verification of our rescurces with financial institutions for the purpose of determining eligibility, Both spouses must
stgn below. This authorization will end if my application for Medicaid fs denied, or I am no longer eligible for Medicaid,
or L/we revoke this authorization in a written statement to my local Department of Social Services.

X _ X
SIGNATURE OF A PPLICANT/REPRESENTATIVE . . DATE SIGNED

X ) S
SIGNATURE OF APPLICANT'S SPOUSE DATE SIGNED
DOH - 5178 8/15 {paye 8 of 8]
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Attechment Il

NEW YORK STATE DEPARTMENT OF HEALTH Authorization for Verification of Resources
Bureay of Meticald Enroliment and Exchange Integration : _ {Applicant)

This form authorizes Medicaid to reguest records from financial institutions for an individual applying for ‘Medicaid.

This Authorization must be signed by the applicantif the applicantis:
» Age 65 or older '
« Certified hlind or certified disabled (of any age}

Please provide the information for the applicant hetow and sign the autherization.
Signing this Authorization s a condition of receiving Medicaid benefits. This is because eligibility depends

on the amount of resaurces owned by the applicant. Failure to sign and submit this Authorization may result
ina delﬁ,al or discontinuance of Medicaid henefits. .

-

1. INFORMATION FOR APPLICANT
- v_':" EEETY ' g o ustN-ame ot a3 T e Ty .:,r_'.. »-- L m};‘mﬂ . :: s, - B Mm,;lg];“m
Applicants Name| - : : _\

Sacal Security Number L1 7l -1 DateofBirth -

e

1. AUTHORIZATION

Tauthorize verification of my resources with ﬁhandalinsﬁtuﬁéns for the pﬁrpdse of determining eligibility for Medicaid.
This authorization will end if my application for Medicaid is denied, or Tam no longer éligib_le for Medicaid, or I revoke
-~ this aythorization in a written statement to my local Depariment of Social Services.

Signature of Applicant/Legal RepreSentative*

Date Signed
Note: If a legal representative is signing this guthorization, alse include the legal document giving him/her authority to act on behalf of applicant.

DOH-5148 (4/15}




NEVY YORKESTATE DERARTMERY OF HEATH

B 6t Maitah SRR ANA Bl Highaicn A;;thqﬁzatinnf__arxredﬂcaﬁphMﬁaoumes%(l:eatspous'e]

Thils form-aiihe ._Ees:Merditaid'to request retq'rdsffrarnﬁnanm'aﬂnsifm{fﬁwszfofifh@fsﬁa&'é oF aiidridividyal

‘applying for Mediteid. ‘
Tk Apttiorization st b siavied ty the applieants spouse g applicantis::
+ Age 65 orolder ' .
- Getified blind arcartifiedfsabled (oFariyagd)
Plesise Eomiptetedll'sectioits and sign thevithorization: _
Higning this Autherization is sondition of reveiving Medicaid benefits, Thisishetause slighhitfydepents

oftheatouiitof rEsonreds ovined b the dpplicaritard the applicant's spouse. Failupatosiyn end submit this
Authar{zation may-result ina denint or discantliuamcs 6% Medtea berefits

i

L INFORMATION FOR APPLICANT

ry

Applicaritis Narme:

soctgecdymmber] | | | [ L LT)  sawordon] [ S | F

| 1. (NFORMATION FOR APPLICANT'S SPOUSE

R & —
Spouse’s N‘aeﬁé;l L

Maiden NameorOtherName Known By-|

Social Secufity Number| | {1 [~ - ' Date of Bitth | SEEE

Hiirgoer g,

"-fpt. Number

Aildrass

T . —— = = o - 'E,_P'E-de s

11I. AUTHORIZATION

Taitfiorizeverfication of iy resaurcés with ﬁua‘naat.ins_ﬁiu;i'qﬁéfor the puirpose ofdetarmining eligibity-for Medicald

for my spouse.

This authorizationwill sid 1 my. spouse’s application for Medicaid is denied, or. my-spouise & no langer aligible for
Medicatd, or 1 faickadfils aufharization fnawriterstitement o:my local Derartment oF-octal Services:

Signature of Applicants Spouse/Legal Representative™

Dite Sigried.. |
- “iote: 3 o legal rapreSontotivi Ts signing this muthorizatior visa jncfude theJegal dertment:giing hinyher giythinity to gt on bahilf of fhe spetse.
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THIS AGREEMENT GOVERNS IMPORTANT LEGAL RIGHTS. PLEASE READ IT
) CAREFULLY BEFORE SIGNING.

This is a voluntary Agreement to arbitrate any Dispute that may arise in the future bétween the
Parties arising from, relating to or pertaining to the provision of services under the Admission
contract, In arbitration, a neutral third party chosen by the Parties issues a final, binding decision.
When Parties agree to arbitrate, they waive their right toa trial by jury and the possibility of an
appeal. : '

Netither the Resident nar the Resident’s Representative is required to sign this Angegmen_t as a
condition of admission to, or as a requirement to continue to receive care at, the Faeility.

'This Agreement may be revoked by written notice delivered to the Facility’s Administrator within
_thirty (30) days after heing signed. If this Agreement is not revpked within 30 days of being signed,
all of the provisions contained herein will be given full foree and effect. :

1.  DEFINITIONS

“Resident™ refers collectively to the- individual admitted to the Facility and, where applicable, the
Resident’s Agent and/or the Resident’s Representative. - '

“Facility” refers to the skilled nursing facility and the location at which the Resident resides or will
reside. '

«Parties” refer, collectively, to the signatories to this Agreement.

““Resident Agent” and/or “Resident’s Represetative” refers to the MdiViduaI who has authority, -
whether express or implied, to act on behalf of the Resident, whether as an agent, Health Care Proxy,
Attorney-in-Fagt, Power of Attorney, Guardian, Administrator, Administratrix, Executor or Executrix.

Y CHOOSE ARBITRATION?

2. WHY CHOOSE ARBITRATION?

Arbitration is generally:
o cost-effective
time-saving
avoids the expense and delay in the court system
is often Tess adversarial than Court proceedings :
in situations whete the Resident is elderly and may have a limited life-expectancy, selecting a
quicker method of resolution is potentially to the Resident’s advantage -

s & & &

By selecting arbitration, the Parties are not waiving their right fo sue or obtain statutory and/or
contractual femedies within the scape of this Arbitration Agreement. However, the Dispute will not be
heard or decided by a jury, as the Parties desire and expressly agree that any Dispute between them be
resolved outside of the Court systein. '

Arbitration Agreement 2023 Pape 1 of 6




The Parties agree that the reasons stated above, and the mutual covenants and promises herein contained,
are proper consideration for the acceptance of this Agreement.

3.

Arbitration Agreement 2023

Agrecment to Arbitrate: Tt is understood that any and ail claim, actlon, dispute, demand or
controversy of any kind (hercinafier, “Dispute”), whether in conitact or tort, statutory or common
law, legal or equitable, or otherwise, now existing or hereafter arising between the Parties ariging
out of or relating in any way to the Resident’s stay at the Facility andfor the provision of health
care related services to the Resident, shall be resolved by arbitration except as otherwise stated
herein. Dispuies shall include but not be limited to claims for breach of contract of promise, tort
claims, claims for violations of any federal, stafe, local or other governmental law, staute,
regulation, common law, or ordinance. The Parties agree thai no arbitration proceeding
hereunder shall be certified as a class action or broceed as a class action.

Arbitration Progess: Any Dispute arising out of or relating to this Agreement or the subject
‘natter thereof, ot any breach of this Agreement, including any Dispute regarding the scope of
this clause will be resolved through arbitration administrated by the American Health Lawyers
Association Dispute Resolution Service (AHLA™) and conducted pursuant to the AHLA Rules
of Procedure for Arbitration (“AHLA Rules”), The Parties agree to the selection of a sole neuttal
arbitrator selected pursuant to the AHLA Rules. I and to the extent circumstances atise beyond the
oontrol of the Parties whereby the arbitration cannot be conducted by the AHLA, it is agroed the
arbitration shall proceed and the Parties consent to the use and arbitration procedures, in the following
order: the American Arbitration Association (AAA); National Asbitration and Mediation Service

(NAMS). Judgment on the award may be entered and enforoed in the County where the Facility
is located. _ :

Binding Effect: It is the intention of the Parties to this Agreement that it shall inure to the direct
benefit of and bind the Parties, thelr successors and assigns, agents, employees, servants,
managers, members, directors, officers and owners of the Facility, and all persons whose claim
is derived through or on behalf of the Resident, including any patent, spouse, child, guardian,
executor, administrator, legal representative, or heir of the Resident, and Resident’s Agent and
Resident’s Representative. |

Arbitration of All Disputes: Except as provided herein, the Parties agree that any and all
Disputes, based-upon the same incident, transaction or related occurtence shall be arbitraied in
one proceeding. The Patties agree that all aspects of a Dispute, including clairns, cross-claims
and counterclaims, survivor claims, wrongful death claims, made by or against any person or
entity bound by this Agreement shall bo included and exclusively resalved through binding
Atbitration, except as othetwise stated herein. A Dispute shall be waived and forever barred if
on the date notice thereof is received, the Dispute, if asserted in a civil action, would be barred
by the applicable statute of limitations, or the claimant fails to pursue the Dispute in accordance
with the procedures prescribed herein,

Exceptions: This Agreement to Arbitrate shall not apply fo (i) collection proceedings, {if)
involuntary transfer or discharge proceedings, (iii) claims in probate estate (including both
disabled estates and decedent estates, (iv) petitions for guardianship and health care liens, (v) any
griévance proceeding brought either formally or informally under the Facility’s grievance policy
ot with an appropriate state or federal agency. _

Pape2ofé




10.

11.

12,

13,

14.

15,

16,

17,

18.

Arbitration Agreement 2023

Small Clajms Opt Out: Any Pary to this Agreement may opt to file a Dispute in a small claims
court with jurisdiction over a Dispute rather than file an arbitration claim.

Grievange: Nothing in this Agreement prohibits or discourages the Resident or anyone acting
on the Resident’s behalf, from communicating with federal, state, or local officials, including
federal and state surveyors, other federal or state health department employees, OF repressmtaxive's
of the State Long-Term Care Ombudsman. :

Nature of Facility’s Services: The Parties agree that the provision of health care services isa
commercial transaction involving interstate commerce and the agresment to arbitrate herein is
presumptively valid, ierevocable and enforceable, save upon such grounds that may exist at law
or in equity for the revocation of any contract. :

Choice of Law: Any arbitration arising out of this contract shall be governed by and intetpreted
1 accordance with the decisional laws of the State where the Fagility is located and the
procedural law of the Federal Arbitration Act, 9 US.C. § § 1-16._

Place of Arbitration; The Parties shall selget a venue that is convenient fo both parties. In the
cvent the parties cannot select a mutually convenient venue, then venue shall be selected by the
arbitrator, - o ' -
Procedure: A demand for arbitration must be communicated in writing to all Parties. Any
demand for arbitration shall briefly state (i) the nature of the Dispute, (ii) the facts alleged to
suppeit the Dispute and (iii) the remedy being sought.

Discovery: The extent of discovery permitted in the arbitration process will be at the discretion
of the arbitrator, The arbitrator will admif into gvidence only documents and testirnony that would
be admissible under the substantive law of the State in which the Facility is located.

Rights of Parties: Each Party shall have the right a) to assert in erbitration any claims or defenses
which cotild be raised in court and b) the selection of counsel of his/her, or its choice. The Party
that raises a claim in the arbitration shall bear the burden of proof with respect to the claim unless
prohibited by applicable law.

Damages: The Parties agree that damages awarded, if any, in the arbitration, shall be determined
in accordance ‘with the provision of the state or federal law applicable to a comparable civil
action, including any statutory caps or limitations an such damages. It is further agreed that the -
arbitrator shall have no authority to award punitive or any other damages not measured by the
prevailing Party's actual damages, except as may be required by statute. The decision of the
arbifrator shall be final and binding on the Parties except to the extent that applicable state or
federal law provides for judicial review of arbitration proceedings and arbitration awards,

Costs of Arbitration: Each Party shall pay their own cosfs and expenses of the Arbitration, -
except where the arbitrator determines that the Resident's claim is frfvolous or the apportionraent

of such costs is prohibited by applicable laws.

Refusal to Arbitrate: To the extent permitted by applicable law, any Party to this Arbitration
Agréement who refuses to go forward with arbitration hereby acknowledges that the arbitration
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19,

20.

21,

22,

23.

24.

25.

26.

27.

Atbiteation Agreaiment 2023

will go forward and & binding decision will be rendered without participation of the Party
opposing arbitration and/or despite the opposing Party’s participation at the arbifraiion hearing.

Motion to. Compel Arbitration: If any Party is required to file a motion to compe] arbitration
pursuant to this Agreement, or defend against a lawsuit filed in Coutt contrary to this Agreement
to arbitrate, such Party, if successful, shall be entitied to recover such Party's reasonable costs
and attorneys' fees incutred in defending the lawsuit or in connection with a motion to compel
arbitration.

Confidentiality: The Parties agree that exc:pt'as may be required by law, neither Party, nor the
arbitrator may disclesc the existence, content, ot results of any arbitration hereunder without the
prior written consent of the other Party. '

Retroactive Effg_‘g_t: It is intended that this Agreement covers any and all Disputes that arose
during the residency from the date of admission of the Resident through the date of final
discharge of the Resident regardless of the date upan which the Agreement was signed.

Modification of Agreement Prohibited: This Agreemont cannot be modified except in writing
signed by both Parties and supersedes any and all other ‘agreements, whether oral or written,
express or implied, between the Parties. :

Document Preseryation: In the event that the Parties resolve a disputs through arbitration, a
copy of the signed Agreement for arbitration and the Arbitration Panel’s final decision will be
retained by the Facility for five (5) years, and be available for inspaction upon request by the
Centers for Medicare and Medicaid Services or its designee. . : '

Severability: If any tetms, provision, subparagraph, paragraph or section of this Agreement i3
found 1o be void or unenforceable in whole or in patt, such provision will be severed from the
Agreement. Any severed provision shall not affect the remaining provisions of this Agreement,
which shall remain in full force and effect. :

Suryival Clause: The terms and conditions recited in this Arbitration Agreement shall survive
and rémain in full force and effect notwithstanding the death of the Resident, the discontinuance
of operstions of the Facility or the termination, cancellation, or expiration of the Admissions
Agreement.

Waiver: Any waiver by either Party to a term or condition of this Agreement shall not constitute
a waiver of any other term or condition of this Agreement.

Consiyuction: The Arbitration Agreement shall not be interpreted for or against any Party on the
basis that such Party caused part or all of this Agresment to be drafied. Whenever the singular
form of any word is used in this Agreement, the same shall include the plural form of such word,
whenever appropriate, and vice versa, Whenever the ferninine form of any word is used in this
Agreement, the same shall include the masculine form of such word, whenever appropriate, and
vice versa.
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28.

29.

30.

31,

32.

Supremacy: In the event of any express confiict or Inconslstency between this Agreement and
the Admissions Agreement, or any other Agreement between the Partles, the terms of this
Agreement will apply. ' '

Section Headings: The section headings of this Arbitration Agreement are intended solely for
convenience and reference and shall not in any mannér amplify, limit, modify or otherwise be
used in interpretation of any pravision herein, - '

Capacity: In the event that the Resident lacks capacity to understand and sign’this Agreement,
the person signing below, acting on behalf of the resident as “Resident Agent” and/or “Resident’s
Representative® certifies that he or she is a person authorized to execute and be bound by the
terms of this Arbitration Agreement.

Warranties: Resident, Resident Agent and/or Resident’s Representative (collectively referred to
as “Resident” for the purpose of this section) agree that the Agreement for binding arbitration is
in plain language and that the terms of the Agreement have been explained in a form and manner
that Resident understands, including in 2 language Resident understands, and Resident
acknowledges that he or she understands the Agreement, :

Manner of Acceptance: Accoptance of this binding Arbitration Agreement can be accomplished
by signing helow, or by any other manner of acceptance recognized by law or contract..

By sigﬁ ing below, Resident and/or Resident Agent and/or Resident’s Representative acknowledge

‘that they:
e [ave read this Arbitration Agreement;
o Understand the Arbitration Agreement. -
o _ Had the opportunity to ask any questions concerning the terms of this Arbitration Agreement.
» Had the opportunity to consult with an aftorney of their choosing before agreeing to the terms

and conditions of the Arbitration Agresment, -
Have received a copy of this Arbiiration Agreement

THE REMAINDER OF THIS PAGE HAS BEEN LEF_T BLANK TO INCORPORATE

SIGNATURES
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‘In Witness thereof, the Parties have signed this Agreement as of the day of _

Resident’s Signature ‘

(Please Sign Name)
Resident’s Name B

(Please Print Name)
Date:

If applicable, name of Resident Agent and/or Resident’s Representative:

. Signature: .
(Please Sign Name)
Name: _
‘ (Please Print Name)
Date:

Brookhaven Reha:bilitation & Health Care Center LLC

By: _
(Please Sign Name)

(Please Print Name and Title)

Date:

(EXECUTION PAGE MUST BE SIGNED BY BOTH PARTIES)
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Broekhaven Rebiabilifation and Health Care Cénter
Residerit Bill of Rights '

RESIDENT'S RIGH

The following st’atz_ngite:it of Residenit's Rights reflects the commitment of this Facility to ensure that each Resident {s afforded his or
her right to:a.digniﬂ?ﬂ_ei_‘ciétéﬁé{é. selfEdettrmination, respedt, Al recognition 6FHisor her individuality, tonsidstation s privacy in
tecginient and o4t for tiersohal seds, and communication Wit and ucoess o persons and séryices inslde and outside the Facility.
The Facility protects and. promotes therights ofeach 539&;1‘41%1 inthe ﬁglgst_gag;?h gxerifae of his-or her ights,

- ‘DIGNITY AND RESFECT |

I. Be tresited with dignity dhd réspect and consideratfon at all i,
2. Privacy in the-tieatment.and carp of your persong) needs. _
3. Cheoselactivities, sehednles aiid health oake-consistent with yout Interests atid plan of carc.
4, Gammunjoafion With atd have sqcess to people and.défvices ‘{nsfde #nd outside the Eacility. o
5 gzﬁgxygﬁlted whtn facility sets potefas uboyt your tights and responsibilities and about aspects of yout: life i the
6, . Staff udsistance i interprctation of your rights. o
. ADMISSION-RIGHTS

Each Reéideut.sh_a]i-_lmve-_thc_ri- it tor

1. WNpndiscriniination in adissions.

2. .Bgial Access'to guality care,

3. Apply for Medipays or Medioaid henefits. _

4, "The qbsanb'erdf 3 guagantye of payment from andtlisr sison-or sovres other fhan yourself for admission or continued
s.tayi;

The Fia;oiﬁix:

1. Shall notirequire a third-party guaraites of piyment as & condifion of adrission, expedited adimission or eontitiued Athy in
the Faility. _ _ ; : S

2. Shall not charge, Bali$ic abeept ot receive, in addition to any dftount gtherwise required.to be paid’ by 'thglfij‘-pnrty payers,

any gifl, inohey donation orather gonsiderafioit 25 4 prevondition of adinission, expsdited admission or contimued stay in the

Facility, except fhat avangorneits for prepayinent for basic services hat axceddiing thiee (3) montlis shall not be pragliiled

by this paragraph. | L e .

Shail no§ fequire. Residents or potential Residentst waive their rights to Metloare of Medicatd,

3.

4, Shall not require:oral or weiften agsirance thet Regidents or potentlal Residents ao Bt eligible for, or willnotapply tot,
Madicare or Medicaid beiiefits, _ - o : T

5, Shall ebey alf pertiadnt Féderdl; State and loca] Laws which prohibit discriminztion agitastindividualsentifled to Medicaid
benafits. . '

6. May retjuire an individual who his tegal dceeds to & Resident's Incomé ot resoiives availdblg.to pay for Nursing Facility
care to sign a contract, without inotuving personal fiiancial liability, to provide payment-to the Fagility from the Resident's
NGOMY-Or TRSQLHCES.

7. May ¢harge a Resident who is efigible for Medicaid. only for items and sérvices:the Resldent kes requested and received,

* and that are-not specifisd @i the thms of adntlssion as ineluded in the basle Facility services.
8. May solicit, accept ot récsive a-charitable, religlous or philanthropio contribution froirt un organization o from 4 person

tmrgjated to the Resident, or putsitiol Rasident, ohly to the éxtent that the contibistlon i not a sondition of-admissieh,
c':tpeditied_ gdmission of. gomtinygd stay in the Facility,

RESIDENT RIGHTS & ACCESS TO INFORMATION

Eiach Residerit shill have the right to:

L Exercise.his or hor fights ds a Residontof the ‘Facility and a5  citizely of Resident of the United States find New York State,
inoluding the right to vote, with access arranged by the Facility.




10,

11

Bxercise’his 6r heicivil aﬂrl};e;lg_'gic;us libertics, ineluding the right to-indgpendent degisions and knowledge of available

Brodkhaven Rehabilitation atid Health Care Capter
- , Resident Bill of Rights _
Bxercige your civil and religious liberties, ineluding the right to independenit persorial Aecisions and knowledgs of availuble

chaices.

Inspést, upon Veibal or writien notice, within 34 hours records perfaining to you and with two working days’ notlee purchase
and recéive fihotocopies of such reéords. The costof reptodugHon may not exeesd 75 qenis per page, '
Examie the vesulis of the st vecent survey as well as certification and doinplaint investigations of the Ratility conducted
by Fedoral ot State-surveyots, including any statement of deficientiés, aay plin of covrantion fin-effest with vespedt to the
Foiligy. end smy enforoement actions trkken by the Dégartment of Health. This inforuition is posted and readily gocessible to
Residents and Regitent Ropréseitatives - . - '

Receive .iﬂf}')mwtidﬁ:ﬁgm agenivies acting as Resident-advocdtes; and be affordst the opportunlty o cantnof thege agencies.
e froe-fiom iistréptment, neglect, sxploitation and verhial, sexual, merital or physical abuse, Sorporal punishmert and
invelntary seclusion, and free from chemical ard physical restraints. exogpt thoge: tes&iiiﬂts-ﬁufhéﬁzed inwiting by 2
Physician for a,spt_’.pi‘ﬁéd zhd liinited pericd of fime or when niéoasssry 1o protect the Residenit frq;p.injtiry to-himaeifor
herselF or 10 othérs, ai pait of his or'her plan of cate with the sonsent of the Resident or: the Resideitt’s représentative, to the:
extént permitted by State, Law, or as nécessitated by an emorgency, ' ) '

choices, which sliall iot b infringod. ,

File a ¢omplaint with the'Facility or the New Yok Stag Depdrtmeént of Health comgerning Regident fbuse, neglect and
raisappioptistion of Reiidesit propadty in the Facility. Such.compleintsmay bé f{led withs :

' e Yotk State Deparément of Health
Office.aof Heslth Systems Mandgement
320 Carleton Avéntie :
Swite 5000
Cexitral Tslip, NY 11722
631-851-4300

New Yok State Office for the Aging
Lurig Term Care Onibudsman Progrini
Agensy Bullding #2

Euifire State Plazs

Albety, NY 11223

(800) 342-9871

Immediate ageess to the following: o
A, Any representative ofshe Scoretary of Health and Human Services,
B, . Any representafiveof'thg Department of Health,
C. e Resideént’s individial Physician, , ' _
D. Omibudsnier who are.daly certified and Hesignated by the.State Offfoa for fhe Aging, : ‘
B Representitives of the Cominisgion pn Quiility of Care for fhi Wsitaily Digabled which.is respimiible for the
: protection and advocacy system for davelapmentally didabled individuals.and mentally ill individuals,
E. “Imimedisite family or other relatives of the Resident, suibject to Hie Resident's vijght to deny of withd}aw consent At
_uny finis, ‘ .
G. Others who.are visiting with the consent of the Resident, subject to reasonable rostrictions dnd the Resldent's right to
 deny or withdraw at any time.
Residerits have the right to receive visitors of thair
intotmed of the vistiation policics. _ .
Residents have the right to choose-a roommate when pracélcable inchiding unmatried couples, fricds and same sex couples,
Ba promypithy ngtified when there is; _
Al A change in your rooni assignment. (This requires prics notioe urjléss you fequested oragreed to the-clisuge, your
" mediea$ condition. requires a more immediate chmige, 4n ¢rhergency situation develops of there is a need 1o altér
yout treatment signlflountly. Then, you must be informed, your dontol consulted 4nd your degignatad representative
: arinterested fanily member notified). . . _ -
B, A ohaigs in rodmmate assignment. {This riust be acoeptable, where possitle, to all affected residents).
C. A change in resident rights under federal ot state law or regulations s specified in all nfficial Compilstion of Codes,

. Rufes and Regulations of the Stato of New York.

choosing at the time of their choosing and thet residents and visitors are




Brookhaven Rehebilitafion and Health Care ‘Center
Resident Bill of Rights

13. If pussessing fcnpncity..apéaeim an individual or individuals as the Resident’s Représentative to receive infoimution and to
assist pnd/or nct 6h behaif of the Resident. The Résident/Residents representalive fa be gble 1o view /sign and be provided
with & supuary of their cure plen in ayanner that the Resident ogn understand, Sueh Resident Repressntative shall be
cofisulied and participate to thy extent authorized by State Law In decisions and cheives regaiding the cars, ireatmeiit and
well-befng of the Residait at a time when such Resident ladks the capacity to make such decisions atid eholges and can :The
representative can only make decisions in.accordance with the Residept’s wishes end oafinat wslee Hacision for the Resideat
if the Rosident is still aapable of making histher decisions, Only  Resident Reptesentative deslgnated by « court-gr under a

_ peititent Law may give éfsétive corisent to troatmetit

14. Be fully informed ‘bail orally and in writing in #method of communiontion that, the individual cdhunderstand of the
Résidsnt's rights and miy chenge it sich rights, and of all Rulés apd Regulations governing Resident conduct and
Tesponsibilitios daring'the siay inthe Pacility as wéll as fefoiirees available & them. .

15. ‘Residents cannat bé discrifninated agaiist baséd on séxual otientation, The facllity admits residents of all sexual orjentation
and staff will treat gay, lesbian sud tansgender residents with reapest, _

GRIEVANCES

1. Voice grievances without dfserimination or reprisal for Yoiging tite grievances -and have a fight of-setion for tmiages or other
relief for deprivations of kifiingements of his or Yier xight to adeguate and propé: trentinenitand care egtpblighed by any
applicable Statute, Ruls, Regulation, or Contract. The Resident will be providéd with infofmition o how to file'a grievante
ot complaint. ‘

2. Recommend changes in po! ici¢s and services to Facility Staff andfor fo any outs ide Tepreseniafives, free of irterfarence,
coercion, discyiiniation, restriint or reprisal from the Facllity, aid to obtain prompt efforts by the Fatility to resolve

_ grj¢vandes. the Residont may tave, including those with respec to the behavior of the Residents.

3, Beiinformed upon admission about the vomplein and feéoftimendation procedure.

4, Pxpeot promps efforts forthe resolution of grisvenees, .

5. ‘Recejve.airepost in writing of the findings umon. disposition of an dllegétion of misappropristion of the Resident’s praperty.

FOOD AND NUTRITION

Ench Residerit-shall have the right to: oL o

1. “Merius fhat reflect the religions; cultural and ethnic needs and préforences of the fesidents.

2, Mutrltional adeguacy updated perindically and hi.reviewed by the facility’s qualified distiflan.

3. Residants will hiave suitable anid povrisliing alterndtive medls and snacks for residents wha-want ko bat at ntm-traditional
tirdes or dpitside of solreduled mmeal times in accordancs with.the residenty’ plan of:oaré. ' .

4 Regeive kosher foad q‘;“fé_‘g‘id.gfoduotﬂ'(Inelu'di_ng‘.l{:oaha_f Paiks); upon equest, whién as o matier of teligious beliets you wish

to-obseive Jewish dietary law.

Euch Residont shall bave, the ¥igh t_g_o:.

1 Persorial privacy and confidentislity of his or het petsonal and clinical records which shall rofleot acgominodations, medical
treatment, written or télephone communiontiohs, personal care, associntiong and communications Wwith persons of his or her
choice, visits and mipetings of family and Resident groups.

2, Access to a private arga for vigits or solitude. : _ :

3, Apprave or refuse the réleaso.of personal add cliniedl records to any individual ouiside the Papility except when fhe Resident
is tiansferred to another health care institution ot record release is requlred by Law or third-party contract.

4. Privacy in written someninications, including the right to send and receive mail promptly that is unopened. Privacy of

' electrenic comimunications igto.be provided and the resident is abile to recelve mail and packages from other than the postal
gervices

3, Atcess to stationery, postags and weiting implements at the Resident's own expensg. _

6. Regulds access to the private use of o telephone that is wheelchai acosssible and useable by hearing impaired and visuatly
impaited Residents.

7. Lotked storngs spage in his of her room, upon the Residents request.

8. Share a room with your spouss, relative or partacr when that person lives in the same facility and you both consent to the




Brookhaven Rehabilitation and Health Care Center

' Resident Bill of Rights
arrangsment, ) ) _ _
o, Retath, storé seeurely: afid use personial possessions, ifichiding fimhings and appropriate clothing, as spade permits,

“provided the rights or hiealth and safety of other rosldents are not infringed,
10. Residents have the right toprivate acoess to telephone and compyiter pomimunication. .

i " .
(ICAL CARE AND TREATMENT

¥

RIGHT TO ¢L.

Each Resident shall have the rightta:

1. Adgguite and apgropHate sidical cie inolyding:atirsiog; rehabilitation therapies, sockalwork; dental srd other professional
services fol-which.you'have been, assgssed to show need, and fo.bie fully informed by a Physiclan in.a langiage or form thal
the Resident can undératand, using an intsxpreter when necessary, of liis ot her tota] health status, including but not limiteid to,
his or her metlical condition, including dingnosis, prognesis and tieatment plan.

2 Ask end hgve answerdd questions regardivig his ot ‘her-medical condition and treatiment, Residerils are:informed of the risks
andbetiefits of popiostd care.and the fight to chiose an alternative plan or epiion. , '

3, To réqucst and/or discontinuelrefust treatinenit; or & participnis it axpofimental reseacch after being fully {nformed and
understanding the prohdbly consequerices of siich dotions. ‘ '

4, Choost s personal Atteading Physician or Dentist from amiong those whia agree 1 .abiidg by all Federal and State Regulations

and who dré parniftéd to-practie in the Facility. In instanbed wheén heshe is not licenssd the yesident is infofued add offered
a choics of an alternate physician. | : _
Be informed of {he typé of proféstipns] saregivét.and the-option of choosing an altsriite.
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6. Be fully 'i;'lfmmgd in advance sbout care and trentment and of*any dhanges in that cate o reatment that wmay affect the
Resident's well-being, B _ ‘ T

7. T'o revelve edudation regarding Advariced Diteotives such-as a MOLST, Health Cars Proxy, and Livirig Will. If:the resident

was incapacitated on adinlsstan, thie flcllity teeds 10 provide thiis eduaation 10 the Reaident Ky pregenfalive, Should the
residietit o Jonget b fncapeilistid, the facllity swst thett pravide Kimher with eduoation on Advauged Direotives.

8. Have g sirogate niake:hioalth care décisions 6h yotw bekalfif yolt Iose deoision making vapacity énd haveinot appointad a
Haalih Care Proy; o ‘ < . o
9. Payticipate in planiing care and tréatrment o chdnges in cato or treatinent. A Resldenfadjudged incompetent or othepwise

Fourid to'be inpapacitated underthe Laws of the State shall hayve that right exervisei by the Resident’s Represeritative who
- will get in bis or her Interest in dccotdance with State Law.

10, Self-sduiisiister diuigs 1 the Facility's inferdisciplinary tvam has determingd for sach Regidentthat kis practice is safe,

11 Bé inade aiware of who o how fo contdct othes primary oare profassiondls.involved In their care, Be inforinéd of the name,
officd address, phone.sumbei-arid-specislty oF the Physician responsible forhis or her gvim are, .

12. Dischange yourseif fram the. facility afer being fully Informed and undestand the prubabile consequences of such aotions.

13, Seek:a fecoud gpinion ifthe Resident disagrees with the diagnosis or'tréatment being-provided, and to callin, at-hi§ or her
expeige; 8 spetialist delesied. by the Resident ok the ‘Pesident’s Reprosentative for medical congultation.

' WORK/SERVICES
Erich Resident ghall havé the right to:

I. PerforiLor fefiise to. perfotrn. services atthe faclifty,

2. The ficillly minst linve all services pérfoimed wall dosumiented {a your pinat of core,
i Have aplan thal specitips the nisture of the services provided and whethor the services arg voluntary or paid.
4, Parficipate in the established Tssidents souncil,

SELF-DETERMINATION

Bach Resident shall have the right to;

[ Meet with and paiticipate in activitles of sacial, religious and community groups at his or her disgretion.

2, Choosgs activities, sohedules and health care cansistent with his dr her interests, assessments and plans of care, and to make
choless aboul sapects of his or her life in the Facility thet are significant to the Resident:

3. Partiofpate in the established resident council af the facility.




- All Regidents will be ireated with respeot, digti

' Brookhaven Rehabilitation and Health Care Center

ty-and equal decess to services

ropaydileis of payment source,

BEsich Resident stiall Have the rittht to:

1.
2.

3.

" Bach 'Rcsident-»sﬁ?sll.hqye the rig

1.

b
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6.

Wanage hisor her financial affairs or authorize in writing fhe Feoility o mahage personal finances in asgordance with New

At the time of adrirission, a wiitten copy and explariation of the foility"s bagic services,

"York State Health Department Regulations. You aré pot required-fo deposit personal fands with. the facility.

Beé infarividil, if the Resident s entifled to Mediorid bencfits, in writing &t the time of admission or When The-Resident

becowes etigible for Medicaid-of! : ) . i

A Th¢ items and services that are included in Facility seivices under the State Medicaldplen and for which the
Resident may fict tie cliarged. Residents arenat chiarged for food, nutrifion or hospce seivices. The facility must
take into account fesidént fiod and cultural prefersncos whien preparing indsls. .

B. Those other. itsms and services that the Facility offers and forwhich the Resident may be charged, ind thé atmount of
charges for'thoge seirviged, The resident iy inforimed of imposed charges in advance, .

C. The cledr distinpfion between the two (2) lists in.(A) and (B) above. _ . o

D. When there are shanges to charges for gervices idt cavered wiider Medibare of Medicaid. Ag well as:to the items and
sbrvices specified in (A) md (B) sbove, ' ' :

Be inforntod verbally aud In wiititig before or-at the fints of adugisslon; and perlodically wher chanjies dootr during the

Régident's atay, oF sérviogs available in the Facility and of chaig® Tor thibse servides; including oy Shargds for services aot

covered bl sources.of third party payment or by the Fagilify's basié per dlem rate, . '

Be infornied brally and ia witting about how 1o apply for aiid use Medicere and Medicatd betwefits, &nd bow to réceive

refiinds for previous payments soversd by such benefits. ‘

Bé notificd when the Residen®s persadal account reackios $200 less thai the SS] resource Hmit for one 1) persen and 10 have

explained the ariteria under which thé Resident msy Jose eligibility for Medicaid or SSL

Refnds will be made-to the yesidént, Residént Reptesentative, or estatc as indiceted.

QL RIGHTS

Requstinformation about retufhing to the commwnity and the facility identificd thet information

and provided it upon request. All residents dre entitled to have the right to information o liorig and communiity besed
services, :

Compléte du_:;nmenlatig'n in his or her ¢linical record by the Physician and Interdisciplinary Cate Téam as appropriate when
he oF ghe i§ being trangiered ge discharged. o

Bo notifled or have the Resident’s Repiesentativé notified of transfer.or divcharge and the reasons,

Be proVided with:thirty (30) days” notice of transfer or ‘discharge oxoept that notive shall be given-es goon as pra¢iicable
before transfer or-dischirge.dnder the following droumstanges: .

A. Tlia sufety of the individunls in the Facility would be efidanigered,

B.  The heslthof individuals in the Facility would be endangered,

C.  The Resilent's health impioves sufficiently to allow a more immediate transfer or discharge,
D.  As immediate fansfor or discharge is required by the Residonts urgent Hiwdieal figeds, or
E. The transfer or discharge is belng made in compliance-with a request by the Resident.

Appedl ¢ transfer or dischaige to the State Department of Sotial Services for Medicaid Residents of to the State Depurtment

of Heplth for all other Residents. Resident may remain in the facility pending the appeal detefntination,

Sufficient preparation and orientation to ensure a safe and arderly iransfer or discharge frotn the Facllity including an

opportunity to partiipate in {e¢iding where to go. )

Appeal ranster and discharge decisions to the Departmeént of Health {p. accordanée with tho following:

A, A pre-transfer on-site fiir hearing under the suspiees of the Departimont of Health, provided that the Resident has -
appealed the wapsfer or discharge within fifteen {1 5) days of the rotics, sibept:in cases invalving imminent dinger

. o others i the Faeility, and '
B. : vemaiv in the Facility pending an appeal determination, or
C. A past-transfer hearing within thirty (30) days of transfer if the Residont did riot roguiest a heating prior tb teansfer,
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.and ) ' '

D. réfin to the Pacility to the first available bed, if the Rasident wins the dpperl,
E, exantine histher modioal fétoids. ' ‘
Tranafor fosanother topt in the fapility if you wish. . . _ o )
Erovies thatsll-tealdanits sre afforded fhi right to exeitius thaft righit t.1ive in the.most Integratéd and lest resitriotive gétting.
Residant has the right'to spegk 15:a tursing hoine tprosshtative abaut seippiiing o the commuiitity at.any tiie, o
Whenever & resident requesty information-abiout iéurmidg to the community o tequésts to talk to somednie hbout returning ta
the community wreferval miust bs made. Local Contact agency 1si. '
' Center for Independends of the Disabled in New York (CIDNY)
80-02 Kew Gardens Rd Sulte 400
Kow Gardens, NY 11415

o (646) 368-8034 phone (347) 561-4883 fax dlama@cidny,orz : .
1f it Is detdrmined féasible, a referral can he made to New York Asgoeiation for Independent Livirig (NYAILL) Transition
Cenfer. ' :
NYALL .
155 Washington Ave #208, Albany, NY 12210
(518) 465-4650- :

The Facility si:mll: '

L

Permit cach Resident ¥6 femain in 1he Facility unless sueh tranafer or dischaige is iade in récognition of the Resident’s rights

te recsivé considérats.gnd kespecifil care, to recsive necedbary onre ulid sorvides, arid'to participate in the developient of the

Gomprehinsive Cars Plan and in recognition of tie rights of pther Residents in the Facility, o

Ensurs that tho Residents may be trangferied only whn the Interdiscipinary Care Teati, in constiliation with the Resldent or

the Resldents Repitseiifttive; deteriningg that . _ C o

A. {Fhe'huinsfer-or discharge i necessary Tt the Resident’s wellare and the Resitlent's needs datihst he wist fper
reasonable atfempts ataecormmodation {n the Faoility, - ' : B _

B, “The tranafer:or discharge Is approprinté becanse the Resident's health hag improved suffictently:so the Residest nd

iongerviceds:the services provided by the Friclity, i -

3 2 3

C. The lienlth or safety of individuals in the Faoility would otherwise be endangered. .
Be permitted to transfir-or discharge a Resident who has failed after teasonahle ad apprapriute notlde, to pay for (or to have .
paid under Médicare, Medicaid ar third party insurance) & stay at the Facility, -

Be porrhitted to diseharge-or transfor Residents whesi theé Facility discontinues operation.
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1 hiavé read and received a copy ufithe * Statement of Resident Rjﬁ;hts"

| ﬁﬂ.t&;'____ o

Print reipient’s Nan_ie_: e . Sigrature

Chetk sne . Resident Family Membier __ Other

1£* farnily member”-or “Othér” give detaila of relationship___




