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MANAGJR'S ADMISSION FINANCIAL CHECKLIST: ! 
I · i g~:~M SSION PLEASE CHECK OFF COMPLETION AND FAX TO I 

'I

I 
FOOTPRINT PAGE HAS BEEN FAXED. 

___ 
1 

CALL DHHS AND CONFIRM MAINECARE APPLICATIOf1N 
HAS BEE SUBMITTED. · . 

i 

I 

CONFIRM MAINECARE APP IS PENDING I 
• I 

CONFIRM MAINECARE APP IS COMPLETE. 

I 

REQUEST coc LEITER I 

**PLEASE NOTE WE WANT THEM TO CONFIRM COMPLETE TO 
I 

ENSURE JAPP IS ALL SET.** 
i 
i 

i 
IF SOMEHOW MAINECARE APP HAS NOT BEEN DONlE 

IT MUST/BE FILLED OUT IMMEDIATELY WITH RETRO CHECKED 
I 

AND SU~MITTED TO DHHS THE DAY THEY MOVE IN. (PLEASE 
FAX, EMAIL, AND PUT COPY IN FILE. THIS WILL ENSURE 
PAYMEN[ FROM DAY THEY MOVED IN. 

I 

EXPLAIN TO RESIDENT COC IS THEIR INCOME MINUS 
70.00. (RARE INSTANCES MIGHT BE 50.00 OR A DIFFERENT 

I 
AMOUNT) 

i EXPLAIN THEIR RENT IS DUE ON THE FIRST OF THE ---MONTH ;STARTING WITH THE FIRST AFTER THEY MOVED IN. (S~ 
NO RENT IS DUE UNTIL THE FIRST OF THE MONTH) 

I IF SOMEONE ELSE IS RESPONSIBLE FOR MAKING ---RENT PAYMENT CONTACT MUST BE MADE AND A PLAN IN PLACE 
I I 

FOR RECI:EIPT OF RENT. MAIL TO 80 MAIN ST IS BEST. 
i 
! FIGURE OUT HOW THEIR RENT IS GOING TO BE PAID 

--~I 

ON THE /FIRST. (CHECK, CARD, ETC. ) ADD IT TO YOUR LIST OF 
I 

RENT Tm GATHER ON THE FIRST. 
! 



ADMISSilN SKIN CHECK: 
I -

~~1~~1Ig~ ~tt~¾:~~ii~~~~MPLETED ON ADMISSION 
AND TH FOLLOWING FILLED OUT. PLEASE BE THOROUGH. 

ANY SKIN ISSUES WHAT SO EVER: 
IMMEDIATE REFERRAL REQUEST TO PCP (ALWAYS PHONE AND 

I 
FAX) FOR WOUND CARE. MUST FOLLOW THROUGH AND GET 
SET UP A~AP. SEND TO ER IF NECESSARY. *** ANY 
SIGNS/SYMPTOMS OF INFECTION SEND TO ER. 

I 

ULCERS:/ 
I 

! 

\ 

/ 

I 
AMPUTEES: 

l 

RASHES: 

RED AREAS: 
I 
I 

OPEN Al}EAS OF ANY KIND: 

'.i 

POTENTIAL SKIN ISSUES: 
! 

SIGNIFI I ANT EDEMA (SWELLING): 

ANY SU GICAL CLOSURES NOT 100% HEALED: 
i 
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DHHS authorization 2020

Authorization to Release Information 

We are committed to the privacy of your information. 

Please read this form carefully. 

Which office(s) should help you? Please check. 

Office of MaineCare Services  Office of Behavioral Health

Office for Family Independence and Medical Review Team  Office of Child and Family Services
Maine Center for Disease Control and Prevention  Office of Aging and Disability Services
 Dorothea Dix Psychiatric Center  Office of Administrative Hearings
 Riverview Psychiatric Center  Other:
 Division of Licensing and Certification  Other:

Whose information will be disclosed? Please print clearly. 

Individual’s Name Date of Birth 

Home Address       Town/City  State      Zip Code 

Telephone Email address of individual/personal representative (optional) 

Please check:  Release/Send my information to:   Obtain/Get my information from: 

Name of Individual Organization 

Address       Town/City   State       Zip Code 

Telephone Email address  (optional) 

 

What is the purpose of the disclosure?  

Personal request To coordinate or manage my care

For a legal matter, including testimony To see whether I qualify for insurance coverage, services, or benefits

Other:

To share the information with others by EMAIL, please initial and complete the following. 

I understand that email and the internet have risks that the office sharing my information cannot control. It is possible 

that my emailed information could be read by a third party. I ACCEPT THOSE RISKS and still ask to send my 

information by email.  INITIAL HERE  ______ 

Please print the email address where you want your information sent: 
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DHHS authorization 2020

What information should be released or obtained? Please check all that apply. 

  General permission: 

 All health information from the office(s) checked

above

 Claims or encounter data (information about visits
to health care providers)

 Billing, payment, income, banking, tax, asset, or data

needed to see if you qualify for DHHS program 

benefits 

 Limit to the following date(s) or type(s) of information:

(for example “Lab test dated June 2, 2019” or “Claims 

from 2018-2020”) 

 Other: ____________________________________

Special permission: Drug/Alcohol Treatment or Referral 

for Services 

 Include all drug/alcohol information in the release

 Include only the specific drug/alcohol records checked:

 Diagnosis and treatment
 Clinical notes and discharge summaries
 Drug/Alcohol history or summary
 Payment or claims information

 Living situation and social supports

 Medication, dosages or supplies

 Lab results
 Other:

Special permission: Mental/Behavioral Health Services 

 Include this information in the release

 I want to review my mental health/behavioral health

record before release. I understand that the review will

be supervised.

Please note: Maine law allows us to share this information 

with other health care providers and health plans to 

coordinate and manage your care (to help take care of you) 

so long as we make a reasonable effort to notify you of the 

release. 

Special permission: HIV/AIDS Status/Test Results 

 Include this information in the release

Please note: Maine law requires us to tell you of possible 

effects of releasing HIV/AIDS information. For example, 

you may receive more complete care if you release this 

information, but you could experience discrimination if it is 

misused. Your HIV/AIDS-related information, and all of 

your data, will be protected as the law requires. 

I understand and agree that: 

• I am signing this form voluntarily. I have the right to a signed copy of this form if I request one.

• My treatment, payment for services, or benefits will not depend on whether I sign this form unless I am requesting or

disclosing information to apply for benefits.

• “Information” may be in written, spoken and/or electronic format, and includes information about me from other

healthcare providers (such as doctors, hospitals, and counselors) that is included in my files. My signature allows the

people/offices named on the reverse to discuss my information for the purposes noted on this form.

• My information will be kept confidential as required by law. If I choose to share my information with others who are

not required by law to keep it private, it may no longer be protected by federal confidentiality laws.

• If alcohol or drug treatment or program (substance use disorder) records are included in this release, a notice will be

included with the records saying that such information may not be re-released or shared without my written permission.

• I may revoke (take back) my permission to release my information by filling out the Revocation Form found at

http://www.maine.gov/dhhs/privacy/index.shtml and sending it to the office that shared my information. The

Revocation Form is effective only after it is received and does not apply to information that was already shared.

• If I take back my permission or refuse to release some or all of my information, my choice could lead to an improper

diagnosis or treatment, or denial of insurance.

• This form expires one year from the date below unless I write an earlier date here:   _____________________

• This form permits additional releases until it expires.

Date:  Signature: 

Personal Representative’s authority to sign: 



  
 

 

 

Maine Department of Health and Human Services 

Office for Family Independence 

19 Union Street 

11 State House Station 

Augusta, Maine 04333-0011 

Tel.: (207) 624-4168; Toll-Free: (800) 442-6003 

TTY: Dial 711 (Maine Relay); Fax: (207) 287-3455 

  

 

Janet T. Mills 

Governor 

 
Jeanne M. Lambrew, Ph.D. 

Commissioner 

 

 

Appointment of an Authorized Representative 
 

You have the right to appoint an authorized representative to act on your behalf with the Department. 

If you want to name a person or organization as your authorized representative, use this form. 

We are committed to the privacy of your health information. Please read this form carefully. 
 
 

Individual’s Name:    

Individual’s Date of Birth:    

Individual’s Social Security Number:    

Individual’s Address:    

 
 

I (individual named above) hereby appoint the following individual/organization to act as Authorized 

Representative for me. 

Authorized Representative’s Name:    

Address:   

Telephone number:                                                                                                                                      

Email address:     

 
Existing legal authority (if any) for individual/organization to act on my behalf (check all that apply and 
attach copy of documentation): 

   Guardianship 

   Power of Attorney 

   Advance Healthcare Directive 

   Other:       

 
By making this appointment, I want my Authorized Representative to (check all that apply): 

   Sign and submit an application on my behalf (including an electronic application) 

   Sign and submit a recertification form on my behalf (including an electronic recertification) 

  Receive copies of Notices of Decision and all other written communications from the 
Department; I’m aware I may also need to complete an Authorization to Release Information 
form 



 

 

   Obtain Food Supplement benefits on behalf of my household 

   Represent me at a fair hearing; I’m aware that I may also need to complete an Authorization to 
Release Information form 

   Other (please describe)    

   Act on my behalf in all other matters with the Department of Health and Human Services; I’m 
aware I may also need to complete an Authorization to Release Information form 

 

• My authorized representative’s authority is limited to the task or tasks I have delegated, above. 

• This appointment is valid until: 
▪ I change this appointment in writing by notifying the Department that this Authorized 

Representative is no longer authorized to act on my behalf; or 
▪ My Authorized Representative informs the Department in writing that he/she is no 

longer acting as my Authorized Representative. 

• I understand that taking back this appointment does not apply to any documents signed by or 
sent to my Authorized Representative before I took back the appointment. 

• I understand that if I want my Authorized Representative to receive copies of the Notices of 
Decision and all other written communications from the Department, the information shared 
will be for all programs in which I participate that are administered by the Department. 

• I understand that an appointment of a representative for the TANF or Food Supplement 
programs is a representative for both me and my household and that my household will be 
liable for any over issuance of Food Supplement or TANF benefits that results from erroneous 
information given by the authorized representative. 

 
I am signing this form voluntarily, and I have the right to a signed copy of this form if I request one. 

Signature of the Individual:   Date:    

 

For the Authorized Representative 
 

I (Individual or Organization Named as Authorized Representative) hereby agree to: 
• Fulfill all above-designated responsibilities on behalf of the individual who appointed me as 

his/her Authorized Representative; 

• Maintain the confidentiality of any information regarding the individual who appointed me as 
his/her Authorized Representative; 

• Adhere to the regulations 42 C.F.R. § 431(F) and at 45 CFR § 155.260(f) (relating to 
confidentiality of information), 42 C.F.R. § 447.10 (relating to the prohibition against 
reassignment of provider claims as appropriate for a facility or an organization acting on the 
facility’s behalf), as well as all other applicable state and federal laws concerning conflicts of 
interest and confidentiality of information. 

 
Signature of the Authorized Representative:   Date:    

 



NEW RESIDjNT: 
i I 

DEMOGRAPHIC PAGE TO INCLUDE: 
I . 

MAINECARE MEDICARE SOCIAL SECURITY DOB AND ALL OTHER INFO FILLED IN. 
COPYOFMi\R . 
LIST OF DIAGNOSIS 

HT 

WT 

WHAT THEY DID FOR WORK 

HIGHEST GRADE OF SCHOOL COMPLETED 
I 

WHEREBO~ 
I 
! 

TEETH OWN OR DENTURES OR NO TEETH 
' 

CONDITION bF TEETH IF THEIR OWN SOME MISSING BROKE 
I 

HEARING l}IDES 

GLASSES 

INCONTINENT OF BOWEL 
I 

WEARS DEPENDS 

BLADDER 

DO THEY HAVE A WALKER WHEELCHAIR OR CANE 
' i 



MOS Questionnaire 

Full na i e including middle initial: 
Highes, grade completed: 
Do you stay up late at night 
Do you take naps during the day: 
Do you like to go out (shopping, walking, collecting cans, etc.): 

What a e your hobbies 
cards/b1oard games 
dancing 
religionkhurch 
televisibn 

i 
chores I 
other: i 

arts & crafts 
music 
trips/outings 
gardening 
cooking 

Do you!smoke or drink alcohol: 
Do you I attend church, if so where: 
Do you I maintain contact with any friends or relatives: 

! 

sports/exercise 
reading/writing 
walking 
conversing 
computers 

Do you! have any trouble sleeping .· 
restleslj;ness, trouble waking, trouble falling asleep / • · 
Do you1 have any conflicts with staff, your roommate, qr another resident: 

Have Jou recenfiy lost a family member or close frieG: 
. ! . 

Have iou been involved in any serious accidents: 
i 
i 

Do yoy have health concerns for another person: 

i 
Do you have any legal problems: 

i 
! 

Have ]ou ever been robbed or attacked: 

Do yot.li have any unsettling relationships: 

Have you recently lost some or all of your income: 

Have you ever been a victim of sexual abuse: 

Do yo~ have any child custody issues: 
! 

Do yoli have any marital problems: ' 
i 

I 
Do you feel you are capable of taking care of yourself: 
Do yoµ need any new devices_ _ : 
dentures, glasses, cane, hearing aide, adaptive equipment 

j 

i 
,. 

I 



I· 

Are you continent: 
Do yciw frequently experience diarrhea or constipation: 
Do you f uffer from the following symptoms · . 
shortn_efs. of breath_(lying_· flat!, _edema or swelling, dizziness, delusions, 
hallucmFt1ons, host1l1ty, susp1c1ousness, headache, numbness, blurred vision, 
dry mo]th, drooling, change in appetite 
Do you have any pain, if so where: 

Rate y9ur pain on a scale of 1-1 O: 
Have y I u fallen in the past six months: 
Do you have any chewing or swallowing problems or any mouth pain while 
eating: 
Do you feel hungry a lot of the time: 
Do you have any food allergies: 
Have a y of your teeth been lost or removed: 
Do you I have difficulty brushing your teeth: 
Do youlhave any cuts, bruises, burns, or rashes: 

I 
I 

I 

Do you I prefer to spend your. time in your room, in the TV or smoke room, 
outsida, or away from the facility: 
Do youi prefer activities in small or large_groups or do you prefer to be alone: 

j 

I 

Do you! have a daily routine: 
I 

' Do yoy have family or friends outside the facility that you .visit with or visit you or 

you tal~ to by phone: 
! 
i 

Are yoµ registered to vote: 
· Wouldiyou like to be: 
What §re your goals . · . 
health I promotion, social involvement, hobbies, advanced rehab, maintaining 
function, community service, other: 

Ht: Wt: Hospital preference: Medical allergies: 



J 

Social/Recreational Assessment 

Name-t- _____________ Religion _____________ _ 

.. Birthplace· Where is home? -- I ----- ----
Education Registered voter(where)? I --------
o cc up t ti on s ________________ ____: __________ _ 

Activii, Preferences: 
Large group __ Small group __ One on One __ Solitary 

i --
Special interests: Arts Crafts Handiwork 'M . ----- ----- -----

i ov1es _____ TV _____ Computer ____ _ 
Favorite pets and name _______________________ _ 
Animajls disliked/feared _____________________ _ 

i 
MusicjCountry __ Clasical __ Opera __ Jazz __ Folk __ Rock __ 

! Singing_· _Instruments played ________________ _ 

Reaclilh.g: Newspaper ____________ Book.s __________ _ 
/ Poetry Puzzles _________ ~ 

Co~unity: Church ______________ Plays __________ _ 
/ Concerts Organizations/Gr<?ups ________ _ 

; 

Gam.Js/Sports: Cards: Bridge __ Cribbage __ Poker 63/83 __ Solitare 
· Uno __ Other __ -Beano __ Golf __ Bowling Baseball __ 

Basketball __ Football Tennis __ Pool/Billiards Dancing __ 
· Exercise _____________ Swimming Fishing __ 

! Hiking/camping __ Bird watching __ 
Gard¢ning: Vegetables_- __ Flowers __ Herbs __ House plants __ 

! Yard work 

Are~ of special knowledge/interest 
Hobqies/Collections --------------------

Foo~ likes/dislikes: ________________________ _ 
Descp.be your typical daily routine ___________________ _ 



I . i 

I. GOLDEN ACRES 
. NEW RESIDENT ADivfISSION INFORMATION 
I 

.JATE: i DATE OF AD. :MISSION: 
------i--1 - ---------

:RESIDENT NAME: I ADDRESS: ! 

SEX: MALE FEMAL=E==----RA-cE_= __ -=._-=._-=._-=._-=._-=._-=__ MARIT:;;;;-, A~ Ts:::::T~. A:--::ro=8:---------- 1 
ADMITTED FROM: I PLACEDBY: .n. =------- / 
ADDRESS: . / PHONE: ,i 

PREVIOUS ADMIT: / DOB: PLACE OF BIRIB: ~-- ------' --------SOCIAL SECURITY NO. :MEDICARE: 
OTHER INS. I ---.;...----
RELIGION: / PREFERRED :MINISTER: 
MILITARYS _E_R_VI_C-+E-: ------ LANGUAGE:------~---

/ i 
FINANCIAL INFOi;tMATI0N/RESPONSIBLE p ARTIES !I . 

NAME: ___ ~ _____ ADDRESS: 
PHONE: ___ -'-- _____ LEGAL; ----------------1. 

i 
:MEDICAL INFO~TION: 
.PBYSICIAN: 1· ---'-------
ADDRESS: i ---'--------PHO NE: ----+--------

- ~.•DIATRlST:_-'--------
:.JDRESS:. __________ _ 

PHONE: -------------
OPTOlvfETRIST: -'-------=-.,... 
ADDRESS: --c...-------
P HO NE:------------

DENTIST: ---------

PHARMACIST: -~-----

MORTICIAN: --------
ADDRESS:. ...a.---------PHONE: ________ _ 

PREPAID BURIAL:---'--------

ALLERGIES: -.l..-------------------------+-

I 
I 

! 

DIAGNOSES:_..i,._ _______________________ -+-

SPECIAL CARE NEEDED:-----------------------+--
MENT AL STA rus: ALERT ___ FORGE'IFUL ___ CONFUSED __ w ANDERS __ __.__ 
HISTORY:. __ ~/ _ __;. ______________________ ~ 

AMBULATORY,: C0NTINENT ____ ---'INCONTINENT ____ _ ------DIET/EATSINDEPENDENTLY:. __________________ ---'-_ 
DATE OF LAST! PHYSICAL:. _________ _ 
'MEDICATIONS: _______________________ t-

1 
I • ADL'S: __ J_ _______________________ T/ _ 

I 
I 

, __ i<~T.ATIVEOiFRIBNDTOBENO~D: ___________ _,_ ___ --t_ 

JNE: I 
J 

-· i 

. ABOVE INFO TAKEN BY:------:--------
1 

! 

I 
I 



I 

I 
·1 
I 

I 
_J 

! 
/' 
I 

I I _. I 

I. 
I NOTICE OF CLIENT AD~lTIDEf:lARTURE 
I ClH:NT:S[NAM=t __________ BlRTHDATE: 
I ----i----i 

SOCfAL ~OURITY NUMBER: ________ _ 
I ; 

I 
I 

i 
I 

I 
ilil ■.:, 

I 
. ii/~ 

; 
i 

(Cf.llCL.a ot,ts) 

FACIUTY NAMSANO ADDRESS; ___________ +--_ 
·, 

PHON~------------4---
ADMfSSION DATE: _____ _ 

oE?ARnJRE DATE: _____ _ 

ou~a Ne:ii ADOF\SSS UPQN DEPARTURE 
:(lF~OWN}: ______________ -t--:---

I Rf;MARK~---------------;----

Long Term Ce.re, 
Department of Human Se~oea omoe n you. 

I 

I 
i 

4o 

I 
I 

DEJ?.AR'T'M"li'lw OF HEALTH. AND atlMAN SER.TI 
ow I . 
13 Frese tt Drive / 
Machias~ ME 04654 I • 

I 

I 
I-



TRANSFER AND REFERRAL RECORD 

PATIENT'S I HAM£ 

I 

'TH DATE I SEX 
. ,-· ~ 

r !ST 
"- .• TIVE 

ADDRESS I 
I 

ATTENDING 
I PHYSICIAN 

DRUG ACCOUNT • I 
I 

-
DIAGH<1SIS 

NAME OF I 
TRANSFERRED FACILITY I 

FROM 

I ADDRESS 

i 
NAME OF I 

TIWGFERRED FACILITY I 

TO I 
I 

ADDRESS i 
i 

/MEDICATIONS 
I 
I 
! 

I 
' 
i 

! 

I 

ELIMINATION: BOWEi. CONTROi. 

RU.SOM FOR TRANSFER • I 
PATIENT TO RETURN TO 

:-

S. M. W. C. 

0000 

., .. 

! 

' ; 

; . 

RELIGION 

• i 
REMI.RICS ANO PERTINENT IHFORMATIOH (DESCRIBE SRtEFI..Y PATIENT'S CDHCITIOHI 

i 

I 

AI..I.. ER<. I ES1 I 

SOCIAL 
SECURITY HO • 

REI..ATIOHSHIP 

PKONE 

PHONE 

CHARGED TO: 

PHONE 

PHONE 

TREATMEN:'l"S 

APPETITE 

BLADDER CONTROi. 

\ 

19 

I 
/ I 

I 

j 

i 

i 

I 

I 
' ,1 _;tOENT NO. ____ , ______ SIGNED--,-----------------------""""""""'""'°""-------,-

TtT 1..£ i 
! 
I 

I· 
I 

I 

I i -
FORM 2004 _.R0,-ESSl0NAL FOAMS. by JtM/HERN00N FORMS. lNC:. P. 0. 0RAWER 9250 S~R£\/£,_O,-i". t..A. ,1109 



✓ 
Discharge- Planning 

Discha±-ge Date 
Reasoj for disch_ar_g_e ________ _ 

D . I . F "Ii N estinFl,t1on: ac1 :ty ame 
I ----------------/ Address · 
I -------------------Phone# -------------------

Dischfuged to_ the Care of ______________ _ 
' 

Record of Death 

Date ~fDeath ___________ Time _____ _ 

I 

Perstjn to notify at time ~fDeath ____________ _ 
Addr:ess ___ ~ ________ ___;Phone# 

i ------

!! 

Alternate Contact ________ __, ________ _ 
Addtess _____________ Phone# ____ _ 

Fun~ral Director Phone# 
i -----------'- ------
' 

Phy/sician ______________ Phone# _____ _ 
Funeral and Burial Arrangements: Please express your wishes about: Burial, 

• I 

Cremation, Funeral or Memo-rial Service 
i 

/At time of death, does the person to notify want to be contacted: day only night only i 

1 Please specify special clothes or jewelry to be worn. · 



I 
I 

Resuscitation Orders 

********f'***********************************;************** ************** 
, TIIB GRACE HOl\ffi MOUNTAIN VISTA 

*********1*********************••-·······••i*******.* . ********************** 
• NO RESUSCITATIVE EFFORT (No Code) 

Nursin/g and ID:edical Care will be provided for treatable illness, but resuscitation will 
noj be attempted in case of cardio/pulmonary arrest. 

Signature I . Date 
********r*****************************************_*_*-.-.-.-*-*_*_*_*_*_*_*_*-.-.-*-.-.-.-*.-* 
• LIMif.rED RESUSCITATIVE EFFORT (Limited Code) 

Routfu.e patient care to be maintained with the following additional procedures allowed 
in/ the event of cardiac or respiratory arrest, shock or other life-threatening 

I 
occurrences: 
T~mporazy mask and bag support ............................................. YES NO 
Endo.trache?,I intu1:ation \Vi.th mechanical ventilation ......... · ............ YES NO 
Gardiac Compressions ............................................................... YES NO 
Defibrillation ...................... : . .... , ......................... .' ......... : ............. YES NO 
:riv Medications(to be given only if spontaneous or artificial circulation present).YES NO 
Temporazy Pacemaker ......... · ...................................................... YES NO 
bther ........... : ............................................................................... YES NO 

Signatu;te. ___________________ Date __________ _ 

******~****************************************************************** 
/ 

• FULL RESUSCITA VE EFFORT (FULL Code) 
M~y inciude endotracheal intubation, mechanical ventilation, chest compressions, 

/ de:fibrillations, W drugs, temporary pacemaker and other procedures as indicated. 
• D9 not/Do wish to be kept alive in a persistent vegetative state with a feeding tube or 

i respirator . 
• Si~ature ________________ Date __________ _ 

****~******************************************************************** I • 

• p ALLATIVE CARE 
· Only measures to promote comfort will be undertaken, including nursing care and 

pain management. Hospitalization will ordinarily not be considered unless required 
to provide comfort. 

Sig$.ture. ________________ Date _________ _ 

Health Care Provider ·Date 

~u__s~ .. --~i\ 1' +D 
I i \U-A/\. V \JK \.,V\ 



Admission Check List 

T k · 

TG~(DHHS Contracts signed 

Admittinl Orders(with Meds) 

I . 
Standing rders 

Self-Ad.niinistration Meds 
I 
i 
! 

Resuscitlition Orders 
i 

POA 

Advan.cd Directives 
; 
; 

Vital Signs including HT/WT 

!nventoo/ 
! 

Discharge Planning 

SiW+ed Medical Release 
I 

. : 

A~knoyvledgement of Info signed 

Photo for Med Book 

Add to; daily Census Log 

Admi$sion/Progress Note 
! • 
; 

Fax MDS-Muskie/BEAS/DHHS 
i 

Service Plan · · 
! 
i· 

Creatb Face Sheet in Hi-Tech · 
i 

i 
Bilfu+g Info in Hi-Tech 

! 

tJ/ ~ - 'Jl{ Ats. 'Iv (()) 1 
' Q 

Completed 



. - . 

i 
~ 

-RES ~NT ASSESMENT**SELF-ADMINISTRATION QF 
MEDICAU:O~S 

. NAME: 
. • • I •• 

PHYSJCJIAN: . 
DATE: I . 
DATE OF.ARRIVAL: 

I 
I 

. GRO~ DISCUSSION: 
' 

! 

DECISIO;N: 
' I WJlL RESIDENT SELF-ADMJNISTP-MEl>ICATIONS? YES NO 

ATJ]ENDANTS: 
I • 

i 
i 
! 



... _. 

I 
I 
I 

I 
I 
I 

I 
I 
I-

. . I . 

I 

I 
I 
I 
! 

1. 
i 

Serial#/ 

Serial# j 

Circle Appropriate items 
Glasses 
Hearing aids 
Contadts 
Dentutes-upper lower 
Partial Plate 

,/ 
t/ 

Inv.entory List 

Jewelry 
Rings 
Watch 
Wheelchair 
Walker 

Serial# 

Serial# 

-

Cane 
Transfer Board 
Artificial Limbs 
Prosthetics 

The Grace Home and Mountain Vista do not encourage bringing items of great sentimental 
or :fin~cial value and are not responsible for replacement costs. 

I ack:I;i.owledge this inventory list and agree to he accuracy of its contents. 
! 

Date ---'----------------- ------------Res id~ n t or Responsible Party 

Date --+---------------- ___________ ;._ 
Administrator/Resident Manager 



WRIT N CONSENT TO S CONFIDENTIAL 
INFO 

Resident Name: 
I ·-----------Date Entered acility: ________ _ 

I ". . . ., 
. _,.;. 

,.. 

I, ____________ give Golden Acres staff permission to discuss confidential 
information regarding myself to the-following physician(s): ________ _ 

I to the following -----+------------------0 pt om e tri st( s) :.:...I _____________________ _ 

to the. followin~ podia:tri5t(s): to the 
following dentist(s):. _____________________ to ilie 
following mini~try(s): to the 
followingpharinacy(s): .to the 

I 

following ramqy member(s):. _________________ _ 

I 
and with anyo~e else listed here:. ________________ _ 

i 

I underb:and that I can change this at anytime. 

Resident Signature 
i-

Date. 
.. 

Facilit_r. Representative . 
Date ~ 

I• 



r--~ 
,) - J 
J. . APPENDIXA 

LICENSED AssISTED HOUSING PROGRAM 

I . ST~ARDCO~CT . ;-\--,~-r~ 

Tiris. contact is entered into between f;o\ da"c) fb.w'Js 00 ~ ~~ '~ 
Provider") and you, . This contract ibes yom-fimmciai. 

· ·obligatiods, as well as otlier respoDSlDilities and rigb1s. It also describes tl:ie rights and obligations 'fhtt 
. apply to tlh.o Provider in fue comse of pmviditlg servfues·to you. 

This eek is a.. standard ccmt:r:act ~ for nse in 1D.e State afMainc.. Pro~ may add additioml 
provisi~ to tbe ~ contra.ct in a CilS'toll:rlzed addendum but these additional provisions may not 
con:flict "tiih or replace the use of tl:ie staDdard confract The :intent of having a standard c:om:ract m 
Mame isl to pem:rlt you to. compare com and services lEllDilg pt9vida:s. Providers are reqci:red to 
disclose their contracts and rates. 

i 

In consideration of the payment and promises made in this contract, you and the Provider agree as 
I • 

follows: , . · · 
I 
! 

I STANDARDS 

The Prdvider will help to further your .indepc::ndc:nce · and respect your privacy and peISO~ ch...,iccs, 
incl~ your choice to conmme to reside here for as Icing as the Provider md pro~ as it is 
fu:odambtally designed, is able to meet your needs. The Provider's programs will be CODSllJiler oriCl:l!ed · · 

I • all . 
· and m.c9t professio=l standards of qualify at moes. • . 

! 

This nJans that if yom-needs exceed the Provider's ability to provide services, the Provider-will ·.assist fou · 
in ma.."lcin a other un:o.gemeIJ.ts mcluding moving somewhen: else, if necessary. !0 

• ! • 
II : PROVIDER UCENSE 

The P±-ovider is licensed in confonmty iwi1h the rcquircmcnts of the State of Maine. Toe type of 
provid~ is stated on :the license issued ~y ·me Mme DcparfJ:ocllt of Hu.man Services and posted for 
'O'll.blic/insoectionmfhe d. ,~. TmsProvidcrislicc:osedasfoilows(clieckone): · . . . ir~: 

OJ Level I Rt!Sidential Care Facility, 
[D Level .IT R.csiden:ti.al Care FaciL-t:y 
DJ. Level ill ResideJJlial Que Facility 
IY! Level IV Residential Care Facility 
D Level I PNW Reside.m:ial Care :Facility 
IT] Level II PNMI Residential Care Facility 
!IJ Level m PNMI llesidential ~ Facility 
[J Level TV PNM[ Residc:Jmal caxi Facilizy 
0 Type I Assisted Living Program 
0 Type II Assisted Llvmg Program 
I 
i • 

0 rms box will be checked if you rent your umt from a separate entity (referred to. m tbis contract as: the 
i"'Landford ') that is not the Provider. The Landlord. is respOllSlole for enforcing the tenns and cond: tians 
! 



I 

of !ne IJ_ The Prtwider ;, re,pom;J,le fu< =mg '1iat fue tcms and coru!mom of yoor lease 
agreement j'wifu tlle ,l-andlord do not c:omlict with. this comz:act. The State of Maine has reviewed fue 
separate lease agreement and bas determined that .it c:o:D:r:f>lies with. all laws and :regulations ~lated to the 
provision ¥ assisted livm,g sc:rviccs.. A copy of tbis lease is attached for reference as AppendixF tn tms 
contrac:t.. E1,ven though you .have a lease wffb. sepamte labdlord, you·have fbe same rights as you would 
have j£ the landlord aJld provider were Olle s:od ?he same. • 

ill APPEND C:ES 

The ~noLz Appendices are attached and made a pa:rt of this ccm:fraci: 

!81 A~lmx.A: Admissions Policy 
18! AppciidixB: Your Rights 
l8J .Appdna:ix C: Grievance Policy 
!gj .Appdndix D: Tenancy Obligations (check if this applies) 
0 Appcb.dix E: Additional tCIIDS m Customized. .A4dcndmn {check iftms applies) 
0 App~ F: Applies ocly if you rent your u:rrlt from an entitJr (the "La:o.dl.ord") mat is not the 

Provjder 
I 
I 

I . 
IV AD1\1ISSION POI.JCT 

There is an Admission Policy mat meets the requirements of the State of Mame mat descn"bes who cari qe 
admitted md! the types of services provided. A copy of 1ms policy is amached as .Appendix A. 

i 
i 

V SERVIi:::Es PROVIDED DIRECTLY-OR lNDIRECTLY :BY PROVIDER INCLUDED IN THE 
DAlL "ZJM:ONTBL Y RA.TE 

A. Y du agree to purclia.se: 
i 
i 

@ Housing md Services. 
0 H6usmg Only. 

' 

B. Y;~u agree to pay th~ folio~ cui:rent rate to 1he Provider: 

0. D~ily rate of$ __ _ 
0 :Nfonthly rate of$___ --...,_ 
J8--:fhe amoi.mt you pay will be deto:mmed by the MaineCare Program. 

I • • 

C. +f you rent your unit from a landl?rd that is a different entity from the Provider, you understand 
that: i · 

.The :landlord is, ________________ _ 

Toe/amount of your current mom:bly rent is ____ _ 

D. ! Certain basic services must be provided in all licensed assisted l:i.ousi:o.g pro grams. Jf you have 
decided to purchase assisted living services, these basic services are provided under the daily/monthly 
ratd you pay for your care. This means 1he Provider must act in accordance with the regulations to:. 

l 
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; 1 

,;-- j 
l L Observe and assess how you fimction and/or yonr mdivid:aal behavion: :fur fhe purpose of 

enhancing your health and safety or the hcaJtb. and samty· of otm::rs; 
2.. Protect you from cnvir<m:=ntaI hazards by llli:tiga:ting risk in me phy.s:ical eax11irOJ.llUt:!I! to prevent 

u:rmecessa:ry iajury or accide:o1; and . 

3. / =-yom-!leeds a:od strengths. develop a service plan and~ for and momtor service 

E. / There :is a wide rmge of sc:rvicc:s available. Th.cs~ scrv:ic~ and filei:r costs are I:istecI fn .Appelldix E. 
Wbat you actually receive for services will be based on whether you are pmchasmg assisted living · 
sen/ices, and on yom-iodividual assessmem and service pll!ll. 
- I 

If checked below, the service is offered by tb.c Provider as part of your cmre:ot daily/monthly :rate mi 
the~ is no additioml charge to you if it becomes part of your service- plan: 

I 
1. / Personal Supervision. 

/ jg! Even tb.oug:b you may travel indepcndemiy in the commmiii;y~ the Pwvidei w.iI1 keep track of 
! your general whereabouts . · · _ 
/ ~ Staff will accompany you~ medical appointments 
! 0 The Provider provides m ~cort foTregalzrtravcl 
I Q4 Toe Provider has qnalificd sta:ffm t1ie lmilding 24-bours/day 
! D 01her · 
0 Additional provisions: .See Appendix E 

2. / Assistance with activities of daily living. (These are tasks that you may routinelyneed assie~ 
wifu in order to maintain your best level of physical :function...) · 
IBl Waiking . . 
~ Changing position in bed 
gJ Transfemng-.from. place to place 
~ Dressing . 
PSI :aa.1:mg . 
~ Using the bathroom 
lZl Bathing : -
~ Personal hygiimc, snc:1i as help_ washing your hair 

□ Oth~------:-~-------::--=-------0 Ad~tional Provisiom.:.See Appenclix:S .. 
l 

3. IncidenW activities of.daily living. · 
00 Using me telephODe -
0 Hanrlling your :fi:aances 
D Ba:nlcing 
!XI Shopping 
® Light h.ousckecpiDg 
[I Heavy housekeeping 
lKJ Getting to appointments · 
~ Baxbedbea.utician services a+ tOSt -tu '/DL-f 
D Othc:r __ ~---:---:---::---::-------
0 Additional "Provisions: See .Appendix E · 

4. Medication assistance. 
E<J Obtainmg · medications from Pharmacy 

choice:. ___________ _ 

lXJ Ordered by Provider 

of your 
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. I 

I 
~ Delivered by the ?hamlacy 
fill· Ordered by yon/family member 
Ml Pickf?d 'llp by Provider . . 
{g] Picked 'llp by you/:fim:tlly member . · 

~ ~vi~ qnalified staff to help yon take yom medications (mch as r~ the comai:o.e:r labels, 
~_-while~ ~ a :i::ocd:icatirm, checking the co:rrect dosage, removing the dosage :from 
~ contamc;:, ~ pxcs='1,ea doM.ge,. i:iI1fug a syz:i;age, admmist:ermg any m.edica:tion 
as allowed by applicable lire:r::l~g regula:tions) · · = 

jXJ ~ an indmdllal medbtio~ a&linisfnuon record for you that will include all fue 
m.edications and trealmeots that your plr;sr...m ordel:a for you, and a :recon1 that includcs, for 
~le. mfo:c:oation tba.tthey have been a.dministe:red at tlie rigbt time and m 1he right dose 
I . . . . 

□ bm.er 0 iA.dditi-onal--Pro-vis-·-io_ns_: _S_ee_Appendix _____ E ______ _ 
I 

I 
5. Foo~ Senice. 

i . . 
Ki / Meal preparation (includmg the cost of food.) g times each. day 
0 i Meal preparation (food pm-chased separatr.ly by you) ___ ""'." times each day 
ti{]/ Nu1ritious between-meal snat:.b 3 · times each day 
□ ! 'Speci,al diets ordered by you:rphysicirm as follows: 

d Shopping for groceries you. purthase 
0 Meal plamlmg 

0 Oili~_--:-:--:-:--::~---=--..,;-------Q Additional l'ro-0.sions: See App=dix .e 

5. ~i-ansportation services.. 
i • 

~g tr-<UJSportation ( cost of trn:1Spo:rtation mclud.eq.) 3C) toil.es rorndtri:p 
[] A:a:anging tra:DSportation ( cost of transportation not included) .. 
D Tnmsportation wifu.out escort to medical appnintments "lli'Il:hin ~-- miles round.trip,\ 

~m:i:spo:ctati~n ~~ escort to m.edi:=:intrnm:rts witmn--3:0-miles rormdtrip · 

;~ Other ~-0911£p( ~ M-:_7"~~Q£f~~- . . 
7. ;Nursing services. Some tirovide.rs provide the services of a registered professional nm:se. Ot'hei.--s 

! use registered professiomtl mmes to coordmate the services and oversee staff who are not nurses. 
! T.ne following nuning ser->'ices are part of your daily/molllhly rate: 
i O None 
! 0 Skilled nursing services provided by a registered professional nmse. 
, k'J Registered professional mme who oversees staff and coordms.tes your health care needs. 

t(J\f Cc'JSI..I. \+u ("\+ 
8. Housing Costs .. These costs mclude those associated with your housing instead or°yom services, 

and may include thmgs such as heat, lights. cable TV, telephone, your tmit and o'!her costs. Check 
all that apply: 

0 All housing costs (there will be no extra charges) 
~ All housing costs except: 

pd vo :re t>b°'~ 
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!RI Semi-private room 
@ Shared bathroom 
D Private room 
0 Private bamroom · 
0 Efficiency apart:cllcl:1t 
0 O=Bearoom.~ 
D Two Bcdroom.Apartmem 

□ Otller 
0 Additio:mtl Provisions: See Appendix E 
D You have a lease agrcc:mcm with a landlord o1hcr tllm the Provider. See Appendix F 
I • 

9. kquipment and s:cppli~. The Provider will supply the follow.ing equipmem md supplies, as 
heeded, as part of 1he daily .cost mat yon pay. 
! • 

I 
D None 
;□ Non-presc:rip1ion malg~ics and amacids . 

/~ Bedroem nwiisbinf?· ~~ :15\~\;~ d 
[gl Pillows, shcem, li:c.em, towels 
~ Lauodcy supplies aDd equipment. 
i D Laxa.tives . . 
i~ Thermometers • 
!~ Non-prescription skin c:reams/lnbiicmts 
i~ Moutb.wa.sh 
i 12! Tootlipaste 
j O Other non-prcsctjpti.on ollllmCil!S:. ___ ..,__ ____ _ 

ira ~~o 
! fgi SO!iP 

•! DQ Facial tissue 
i [SQ_ Toilet tissu~ 
! &'.J Papertowels 
1 0 Jnconti:nence supp~es 0 Omer:. ____________________ _ 

1 o.: Additional Services 

/ 0 See Appendix E 
I 

VI. SERVICES NOT INCLUDED IN T:B:E DAILYll,:'-TE-

In so~.mstances you may -wish to pmcl:iase services beyond those mcluderl in your daily rate at an ·i 
.additi~ charge. 

D See Appendix E for listing of items that a.re available at an additio:aal clm-ge. 
: -

-v:rr. BILLING AND PAYMENT 

I 
~! Payment for services covered by tbe daily/monthly. rate. The Provider requires you to pay for y-..>m

i care under the temlS of fuis contract wi1hiD. the foll~ time fram:: 
: · / St- ~ }b q D:'.'\ Cn::\:;-1::) . If there is ~ separate lease agreement, payment must 

also be ma.de in accordance with that ag:rcemcnt. You should be aware that failure to pay for your 
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_ /_ . --·=- . - . -
s~l!f m acco;-~_ Wltll w.i.:. comract ~y rem,It h yo-.;:r dis:cl:targe :from the Provider's ftcilir;y 
orprog:ram. T.c.eProvidermaynotholdyon:respo:nsible for tlie paymentofa.ttomeys' fees or any 
other cbst of coll.eci:.ing payme:rtt. · 

:B. soJ of payment for smices coVl:I'ed b; t.~ dafryimo;..tf:blyr,;re: 
@ Self-pay 

~ sr~ay :md ~illmg to a tlJi!ti par~.~-( G.~ fY\a.1.,~ ~ "1-9 0--fpHc.a.bk 
C. Pajllllf?llt ror Sen'lees oot covered by fu,6 dafr,dmo:n:t:bly :rate. You agree to be rcsp~l.: l'or 

. pa~·for my services or co~ items not specifically ~ by tbis contract m the 
daily/:i:nonfuly rate. Those that are provided by-the Provider will be bfiled directly to you at the 
end of each month in addition to the &u:-y/m:m.mly :rate. I . 

I . 
D. So~ of payment for services not covered by the d.ailyfmo:ofbfy me: 

@ Scif:.pay 
D other-

i ------- . 

E. Holding your unit. If you are a.way temp~, you are still responsible for paying for your UDit _ · 
md/you may retu:m as loug as you comiI:me.to pay and this comract :is in force. 

F. Seckity deposit. A security deposit 1m.y be cha....-ged only for apartment miits in an assisted living 
I \' 

program. \.. '.. . . . 
Di There is a security deposit. Thiss~fy deposit will not exceed one.mon~ .. s rcDt (cimently 

! $----~• and will be re:fi:\Ildcd to-you within tmrty (30) days from date of 
/ discharge/ death.. 
I 

I 

Di Toe follo"Mllg costs may be deducted from the security deposit 
,i 

!D Security deposits~ part of yO'.JI·Sepuate l.ea:;e with the Landlord. 

! 
G. Calculation of refund. Yoµ. are entitled to a refund for any advance payments you make on a 

prorated basis when you are discharged. T.ois will mclude a :refund-for the day :in -which you are 
/discharged. 

' 

i . 
/@ In residential care fa.ci1,ies, the refund is calc:ulated by multiply.mg the amount you paid r,er 
/ day times the rerna:inlng number of days in the month, including the date of discharge. 

i O In assisted living programs, your n::fiind is calculated from the date your apartment 'D.Ilit is · 
' . 
/ vacated or from ~ last day of any reqa:ircd notice period, -whichever is later. The refi.md a 

calculated by multiplying the amount you paid per day times the 1emaining Il1Jlllber of days in 
me month, i:ncludmg the date· your unit is vacated or the last day of any required notice period, 
whichever is late:r. 

VIII. RIGHTS REGARDJNG TRANSFER AND DISCHARGE 
i 

Yo,;_ ~ve certain rights under law and regulations. :regarding transfer and discharge. A copy ofa doCl.?ll:lellt 
explaµling your rights is attached as .Appendix B. , 

! 

IX. MODIFICATION OF CONTRACT TERMS 
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I 
· A.t.1east ¢irt).r (30) days written notice is mqmrcd. .for a:zzy z:oodifi.cajjcm of contra.ct-- · 1,,,~- b 

1~ d I _1...__ • • • == me~ m: not 
~te f9, :rate and :=ge ~ ~ons:ibilities, &e:ri'lces to be provided or acy other i:tCIIlS mclnded in 
this contract The fuirty (30) days nonce 'WiUD.otbereqmred if you are the ODC reqoestmg a.ddit:icma1 
services rbt a1ready included .m the me you paypllimallt to tms contnct. 

I 
X. NO'.FICE PROVISION . . 

.A:try noriL ~ bytbis contract: shall be m. wrltmg. The D.01:ice sha11 be considered ~vered o-0: the date 
of its retci:pt, if hand _delivered. If fue IUltice is deposited ~ the U.S. Postal Service, it shall be 
co~d delivered three (3) days from the date of deposit in the mail. Notice to the f,.g~ sha1I be by 
delivering i:t to him/her at the/address provided at me CDd ofibis comract. 

I . 
i 

XL ACKNOWLEDGEMENT 

A. !Yon acknowiedge that your~. attaclled as /qlpendix B and m.cluded as part of this contract, 
lb.ave been explained to you and you have signed 1hat attacbm::nt · 

_ B. /You acknowledge that you have been given a copy of the Provider's adrrmsion policy, grievu:ice 
/ policy and myt-enmcy obligatiOllS (See Appendix~ C amiD). 

C. / You have made a.rnmgc.mcm for fu.e managcmcm of yom a:ffai:rs, citb.er persoml a:i:ialor fi:nancial, 
/ as follows: · 
/ D MaDage o-wn. amirs 
/ D Durable Financial Power of Attorney 
i O Health Care Power of Attomey 
' O :i,:tepreseutative Payee 

D Guardian 

□ 
□ 
□ 
□ 

Conservator 
Trustee · 
Advance D:irective-JLivmg -will 
Other 

. . 

,, 

you .agree to supply eopies of~ relevant fufoimia-tioi\ahout those individuals who are respomible. 
for your affairs as they relzte to: yo-or care _under tbis1t.~ct. 

XILCIBANGES 1N LAW 

Any -provision of mis contract that is fOUild to 'be invalid or.tmcci"orceable as a result of a change m Federal 
or State law or regulation will not mvalidate the r.-maitiing provisions of tbis contract and it is agreed tl at, 
to th~ extent possible, you and the Provider will contimle to fulfill your respective_ obligations under tb...s 
couttact coDSisteI!t with law. · 



.x:a::t. SIGNA 

'"M..!- I . th . 
• 1..1.us con!I'act :may not :regime or ~ any pe:i:scu o er 1iwl j701:irse1:f to obligate lrii:nse1flherse1f for the 
payment of you/:-~es. If a:rrf petson mfoi:ms tbe Pi-o'Vider that he/she wishes to gua:rantee pa~ o:f 
yonr ~eDSes, he/s.be can do so o:o1y in a separate mitten agre-=-..ment. The separate written agreement 
~ows for the knar.mtor· of payment to change ms/her mind within forty-eight (48) hours of signing 
this separate ~ agreement 

If someone elsJ who you mihorize ~emaftc:r "your Agen..4 signs tlris contract m .bis/her capacity as . 
Agent. the ind.iiridual may or may not be able to m:ak?: heal:!h ca:re or otbcr decisions on your behaJf. Die 
. extent of tb.e Ake:nt's authority depends on the mtme of tbat 1~ rela.tiomp.ip. 

I 
Seen a:o.d agreed by: 

! 

Da.te: __ --'------

-Signature o~Provider Representa:tive· 
• ! 

ii 
i • 

i 

Na.tne of Provider 
i 

Address 

YourNam.e 

Your Signature or Signature afYour 
Agent 

Address 

Telephone Number 
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APPENDlXF· 

'Jln, ~ "Pl'lie, ODJyttyou=,tymttmrit!h=mentity(lhc "uDdloni"l ,i,,,;. DOtlhcPm'"""'-

.A.. I o-cr La:ruilord is: · _ 

B. Uour cun:eD!IDOnfhly rem is=--------~ 
C. ,Among otb.er things, your lease provides that you will receive the following ( check all fuat 

iapplies): 
i 
!o 
! □ I 
I 

All housing costs' (there will be 1l0 exb:a charges) 

All honsi:ng cos:ts·except 

Semi-private room 
· Sruired ba1l!room 

Private IOOI!l. 

Private bafuroom 
Efficiency apartIIll.Ilt 
One Bedroom.~ 
Two Bedroom .AP,artme:DI 
Other · 

D. Your lease is attacl:ied here for :reference. 
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REGULATIONS G017EP .... w-rG TEE LICENSING 
)..,J."'-0) 

FUNCTIONING OF 
ASSIST.ED HOUSING PROG,R..4MS 

Section 5 / LEVEL IV RESIDENTIAL CARE FAOLITIEs 

Sections 

I 

Resident jghts 
. ./ . 

5..1. Resiq.ent rights. The assisted hoosing pro.r,J..ata. sh.an promote and encomage Il"..side:nts to 
exero,5.se their righ:t5, tu age in place aDd make m:fo:rmet choices. [Class If'] 

I 
5.2 

5.3 

5.4 

Fre'f om of choice of provider. For services and SDpplies not provided by tbe licensee, each. 
resia;ent bas fhe rigbt to select the provider ofbis!'~ choice. [Cl.ass IV] 

RigJts ~ding transfer and discllarge. Eacl!.n:sidenthas the right to contirnedresid~ce 
whepever a valid contract for services is m £om:.: The facility must show documented evidence 
of sp:ategies tISed to prevent io:vohmmy :tmisfeI's or ciiscbarg::s-· A resident shall not be 
traJJ:Sferred or discharged mvolmttarily, ·exc..."'Pt for the foilo~g reasons: 

i 

5.3J1 
j 

'When there is doCUl'IlCllfed evidem:e that a resideD1 has violated. tbe admission . · 
contract obligations, despite n:asonal?le ~ at proble:n resolnµ~n; [Class TV] 

53.2 A resident's contimled tb:lancy cmi.stitu.tes a direct tbreat to tbe health or safety of 
others; [Class IV] 

58.4 
! 

5.3.6 
I 

A resident's mb::ntiomi behavior has resulted m substantial physical damage to tl:l~ 
propert): cf the assisted housing program or others residing m' or wotlcing there; 
[Qas.s IV] 

· A resident has not paid for his!.he:r r.:sidential services in accordance with 'tb.e 
contract between the as.sist.ed hQUSing program and tb.e resid~ [Qa.ss I'il] . \ 

When there is documented evidence that the :facility camiot meet the needs of tbe 
resident as tb.e program is fuudame:nt~1ly desigD.ed; [CTass JV] or 

The liceDSe has been revoked, not renewed, or voluntarily smrendered. [Qzs IV] 

/Transfer or discharge. When.a residem is 1Imsfened or discharged in a oon-emergimcy 
: situatio!l, the resident or his/her guardian .shall be :provided with at least fifteen (15) days 
advance written notice to c::o.su:re adequate time to find an altcmative placement that is safe anc · 
appropriate. The provider has an affirmative responsibility to assist m -the '!:rnmfer or dist:h.mge 
process and to produce a safe and orderly discharge plan. If no discharge plan is possi'ble, then 
no in.voluntary non-emergency discharge shall occur 1.lII!:il a safe discha..--gc plan is :in place. · · 
Appropriate information, mcluoing copies of pertinent records, shall be tra.DSfer.red "!#Ji a 
resident to a :oewplacernent. [Cl= !JJJ Each notice must be written and include the followg: 

5.4 .1 Toe reasop. for the tra:asfer or ·discharge, including events w.bich are the basis for 
such action; [Class fl/] 
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REGULATIONS GOVERNING THE u"amsmG 
. AND 

FUNCTIONING OF 
ASSIST.ED HOUSING :FROG.RAMs 

Sectiop. 5 LEVEL IV RESIDENTIAL CARE F.AC1LITIES 

5.5 

5.6 

5.7 

5.8 

:S.4.2 

:5..4.3 

5.4.4 

5.4.5 

';t'he c:ffeciive date, o:fthe trn:m:f"er or disc.barge; [c:J.ass m 

N oi:ice of me :resident's right to appeal the 1rmsfer or d:iscliaxge as set forth in 
Section 5.28; [Qass IV] 

The~ address and toll-free telephone I!llIIlber of the Long Tenn Care 
Ombudsmm Progt,m:i; [Class IV] 

. In the case of ieside:n:ts with developmen:tal disabilities ot memal illness, tb.e 
mailing address and telephone number of the Office of Advocacy, Department of 
Healih and HUIIl3Ii Se:rvices (fon:ocrly koo-wn as the Departmc:ot of Behavioral md 
Developmental Services (BDS)); [Class lfl] · 

5.4.6 The residCI!t's right to "be ICpICS;nicd bylrlmself/hcrsclf orby legal cmmse1, a 
relative, friend or other spokespersozi. [Qass IJI] 

Emergency transfer or discharge. When m emergency situation exists, no written notice is 
reauired, bu.t such notice as is ptaciical tmder_ille circ:mDstmce shall be given. to. the resident 
and/or resident's representa.ti:vf;. The facility shall assist 1he resident and antb.orized 
n:presei:imtives in locating an appropriate placement. Trmsfer to an acute hospiml is not 
considered a placement and tllc obligation in ,:e~d to such a.ssista,uce does not necessarily 

temri:oate. [Cl.ass IVJ. · 

Leaves of absence. When a resident is away, md com:imles to pay for services in a~ 
witb. the contract, the n:sideIJf s1mll be pemitted to refum. tmless a:II':f of the :reasons set form m 
Section 53 are present and theiresidCIJ! or resident's legal representative has been given notiqe : 
as may be required in these regulations. [Gass IV] 

. 
:Assistance in fmding alternative placement. E.esidc:nts who choose to relocate .shall be 
offereg. a,ssjstance m d?mg so. · · • 

5.i .1 Residents of residential care facilities shall not be required to give advance notice. 
[Cla.ssIV] 

Right to communicate grie'Vlllices and ,recommend cha.nges. The facility/progrun shill 
assist and encourage residents fo exercise ille!I"ri.ghts as residents and citizens. Residents may 
freely comIDl.IIl;ica.tc griCMJJCCS!md recommend ch.aDges m policies and services to the assisted 
housmg program md to outside repn:sm~tives of their choice, -wttb.out restraint, mterference, 
coercion, disc:rimmation ct rcprisal. .All grievances sbal1 be documented.. The resident has the 
right to be assisted tbroughcutfue grievallce by a representative ofms/her choice. Section 5.25 
of these regulations lists advocacy services;vhich.may be available to the resident. 
Assisted housing pro~ shaII. establish and implement a procedur.e for the timely review and 
disposition of grievances, and shall notify residents upon admission of their right to file a 
grievmce and mformation ahottt how to do so. The procedure sball include a -written response 
to the grievant descn"bmg disposition of tbe com.plaint· These dOC!lIIleilts shall be mamtainerl 
and available for review upon request by the_ Dcparl:I:oetl.t. [Class IV] 
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REGOLA.TIONS GOVE.R.~G T.F£E LICENSING 
.• 4.ND. 

FONCIIO:NING OF 
.4.SSISTED HODS.ING J>ROG.RAI\,IS 

Section 5 LEVEL IV ~""JDF;l'fTI.4.L CAP.E FACILITIES 

I 
5.8.1 Residenis who are class memb~ 1.i"I\der :the AMEI c:o~en:t decree may also file 

grieVEl:lces alleging a -violation of tt>.o t=a:ts o:f the A1v.!BI settiemem: agreement. The 
grievances may be brought by or cm behalf of illd..f\'idnals or groups of class m=b=. 

If the grievimces mclude allegations of eiaployee misconduct, no disc:iplim:zy action · 
may be taken nor fact;; found ·wnn re~ to tlle alleged misconduct except in . 
accordance with 1he provider's pe:I5onnel .policies and with. my employm..~t colli:ract 
provisions~ · !:. 

A class member who files a grl~ is e:otitled to a hearing condnd..ed by au 
impa:rt:ial hearing officer. 'Who may be c:mploycd by 'fue provider but who mast I10t . 

Ji.ave been d.irect1y involved b -fue :incident. The h~ officer must hold a hemng, 
either m per:son or by telephone; mnst accept evidence from both parties, iod:udmg. 
testimony of witnesses; and Iiltl:,"1: make a deem.on. m. writmg promptly after the 
hea,.--ing. The heamig must be recorded -verbatim.· The hearing must be expedited ff 
1:J?.e :resident can establisli that an ~ency will exist if the grievance is not resolved 
very soon. 

5..9 Right to manage financial affairs. R.esidcms shall mmage tb.eir OWD :financial affails, ~ 
tb$ is a representative payee,, other fog:tl representative appointed or other person designated · 

5.10 

5.11 

by ~e resident [CT.ass IV] . 

Right to freedom from abus~ neglect or expl!')itatfon. ~esidcn~ shall be free from.~ 
vep,al, physiw and/or sexual abuse, neglect and e,:ploltaµon. [<?,=s I, II, III, IV] 

i • •• 

Rights regarding restraints and av2I"S!Ve COIJ.ditioning~~ sball be :no use of physic:al, · 
chemical, psychological or mec.ha:mr.al restr.ci:nts o;-av~e c~ditiODmg, except in 
a~cordance -with this section. [Qass I, II.. III, IY] ~~ · 

~-11.1 

5.11.2 

5.11.3 

Full-length bedrails on both sides of the bed are eonsidered restraints and shall not be 
_attached to the bed. Half-length bedrails iJtta.ched to the_top half of the bed are 
pem:rissible. One :fuJ1-lenph bed rail and one haJ:f-lengtb. bed rail.may be used if the 
full-length :rail is on the side against the wall. [Cla.ss I, II, ll.I, IV] 

Ill the case of a person with me:m:al retaxdatio:n, the provider must comply with the 
requirements oftl:ie R~gula-ti.ons Gave:m.ing the Use of Behavioral Procedures in 
Maine Programs Ser.ri.ng Per.sons with Mental R.et.a.rda:ti.on and the Regul.ations 
Goyeming the Use of Restram.ti in Community Settings. These regulations are 
pron:mlgated and enforced by '!he Depa:r1:µlcpt ofHealth and H:omm Services 
(formerly known as tbe Department ofB:havioral and Developmental Services 
BDS)). [Class I, II, III, lV] 

For any resident who is a client of the Departmc:Irt of Health and Human Services 
Adult Mental Health Program (formerly known as 1:J?.e Department ofBehaviorai 
and Development Services (BDS)) due to his/her mental iIJ:aess, the 
facility/program shall comply with the .Right.s of Recipients of Ment.al Health 
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Section/5 

. REGULATIONS GOVER!-i1:NG THE LICENSJNG 
AND 

FONCilONJNG OF 
ASSISTED HOUSING PROGRAMs 

LEVEL IV RESIDENTIAL CARE FACILITIES 

Services, promulgated a.id e:tlfurc:ed by the Depar'ID:lf:llt ofHcilih .md H= 
Services (for:coc.tly ko.ovm as the DcpartI!lCilt ofBehavionl and :Oevelopmenta]. 
Services (BDS)). [Class I, II, lII, TV] 

5.12 !Right to confii:lentiality. ResideD!s' records l:lld mfon:na:tion pertaming to their persomJ, 
tt:oedical and mental heahb. sta:l:lls is confidential Reslde:ms and their legal :represemmves shall 
:have access to all records pcrt:ai:a.mg to the-. at reasonable times, in the presence of'!D.c 
/provider or bis/her representative, withm one (1) bnsmess day of ihe request Res;cie:m and 
i their legal rep:rescm:atlves arc emmcd to have copies made of their :record within OI1e (1) 
/business day of the~ The"liccDsee mid employees sball bave access to co:n:fideirtw 
i information about each residelltcruy to the exte:nt needed to cmy ont the requi:rc:J:Dents of fu.e 
i liceD.SiDg regulations or as autboriz.cd by l!l1y other applicable state of federal law. The vmtten 
i consent of me resident or lris/her legal rcpresenmtive sbaJ1 be required for release of 
i inforination to BDY otl:!er person except autilorized. :representatives of 1ne Department or tb.e 
Long Term Care ~ndsmm Program. The Depa:rlmcnt sba1l have access to tbese records for 
detei:mming compliance with these regulations. Records shall not be removed from the facility, 
exce,:,t as mey be necessary to carry-out these regulations. Upon ~ion, each resident shall 
sign ~d date a written cOllSent ~ lists ~duals, groups, or categories with 'WD.Om 1he 
program may share infom:mtion ( e.g., sons, da.ugbicrs, family members or r.niJ:y aumorized 
li=ed practitioners, etc.). A written cement to release ofmfonm.tion shall be reDewed and 
time dated cvecytbirty (30) months, ptinrWJDtto.22 MJLS.A. § 1711-C (4). Com_cnt=.y'b" 
withdrawn at anytime. [Cl.ass Pl]_ · 

5.13 Right to refuse ~o perform. services for the facility. R rsidl"'.Dts toayrefuse to perform • 
services for the :facility. [Cl.ass IV]· 

. . 
S.14 Rigiit to privacy and consideration. Residents_ !;hall be treated wim respect. Residents shall 

also be mated with respect and tonsideration with regard to tb.eir individual need for privacy 
when receiving personal c:m-r: or treatto.c:nt,, ~erred mode of language md commumcation. 
[Class JV] · 

5,l.5 Right to colllIDlllµcate privately with p~ns of choice. Residents may associate 8lld 
-comn::nmica.teprivatelywith persons oftbcirt:b.oice at any-time, m:tless to do so wouldmffuigc 
on the rights of others. They may receive personal mail, unopened, a:o.d shall be assisted wher, 
necessary wifu writing and mailing letters and making phone calls. Residents shall have privacy 
when having telephone conversaticms. [Class J'V]-

5.16 · Right to participate in activities of choice.Residems.maypa.rticipate m social, political,. 
religious and colllIIJUill!y activities, unless to do so wocld mfringe on the rights of other&. 
[Cl.assIJI] 

5.17 Right to personal clothing and. p~ssessions. Residents may retain azid use their personal 
clothing and possessions as space pCI)JJl'I:$, 1IIlless-to do so would :infrmge upon tb.e rights of 
other residents or impair fue provider's ability to meet the purpose of these rules. [Class IV] 
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REGtlIATIONS GO'V'ERN12'1G 1."'I.-0.1 LlCENSlNG 
.. AND 

FUNC-ilO:NTI'<TG OF 
ASSISTED HOUSING PROG.RA2r.1:S 

Section5 / LEVEL IV RESIDENTIAL CARE FAOLIT.IES 

5.1& 

. 5.19 

I 
Couples. A couple residmg :in an as..<dsted housing progra:co. has the right m mare a room. 
raa.Jm 

RighJ to ;e informed of servi~es provided by the facility/program. ~dents shall be :fully 
m:fociied ofitems or serviceS "Wbicll are included in. the rate they pay. This ra:re shall incinde 
the cdst of repair or replacCIIl.ellt ofitc:m &imaged bynomial wea::: and test. [Cl.ass IV] 

5.20 . lligh~ to refuse treatment or services. R~df'Jlts may choose to refuse ~ca:i:iom, 
trembentll or services. If the resident ~fuses necessary care or treatment,. the provider shall 
~ reasonable effort!l to consult'1:hc :resident's dllly authorized licl:nsed. pnctitioner. 
c:asefoi:ker or other a.ppropriate mdtvi$ws lil: oi:derto encomage residents to-receive 
:necessa,.--y services. No person wfmout legal .amnority to do so shall order treatment, Vr'Ilich has 

· not ~een consented to by a competent :resident. [CJ.ass I'll] 
i 

5.21 Rig~t to be free from discrb:¢nati.t,:n. A reside:c.t shall be provided services without regaxd to 
race; age, national origin, religiOD, ~b:ility. gender or sexual orientation. [Cl.ass fl/] . 

' ! . 

· . 5.22 Ri.g~t to information regarding deficiencies. Residents have the right to be fully•m:fomled of 
.findings of the most rer:ent ~ey conducted byihe Department. The providc:r shall mfomi. 
residents or their legal representa:tives 1iiat the sro:vey results. are public mfomiation md are 
a:va~ble in a common area of the facility. R.esidenm aDd th~legal representatives shall be 
notified by the provider, m 'Wiitfu.g. of my ac:tiom; proposed or taken against 1he lice:nsc of the 
facµity/prog:ram by the Department, inclucimg but not limited to, decisions to issue a Directed 

5.23 

5.24 

5.15 

Plin of Correction, decisions to issue a Ccmditiooal license, :refusal to renew a licCDSc, · 
appointment of a receiver or decisions to impose :fines or othe:r sanctions. This notification _ 
s~ take: place within :fifteen (15) worlring day. from receipt of notice of action. [Class l'Jt] 

' i .· 

N &till cation of Residents Rights. The provider shall mfomi each resident md legal 
reb:reseJJtarive of these rights prior to or at admission and shall provide them ~th a copy of 
thbe rights. In addition, the provider shall i:nfonn each :resident and legal r~entative, 
within thirty .(3 0) calendar days of any cha:oges to Section 5 and shall provide them with. a copy 
of the: change. · Toe provider mast accommodate .for my cnmrmmi cation barriers that may exist, 
t9 ell,,..Ire that each :resident is fully mfumied ofbis/ba rights. [Class IV] 

:&ill of rights fof perso.ns with mental retardation. Fac,1.itiesfprograms serving·•pe:raons -with 
rpental remdation shill post and comply widi 'the Bill of J?ight:s for Pusons with Mental 
if.etardation, Title 34-B M.R..S_.A. § 5601 et~- [Cl.ass IV] 

' , 

1)1:and atory report of rights violations. Any person or professional who p-!!)vides health care, 
toc:ial services or mentil heal'lll services or Vv'ho admimsters a long tenn ca.ore facility or 
'?rogr-~ _ who has reasonable cause to su.<;pect that the regttla1iOI!S pert:aizzing to resjdents' rights 
p:r Ihc conduct of~dem care have bc::n violated, shall :immediately report the alleged 
r15-olation to the Department of Health and Human Services (800 383-2441) and to one or more 
,bf tbe follow:ing: 
' . . 
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REGULATIONS GOVE:RNiNG THE llCENSJNG 
_4..ND 

FUNCTIONING OF 
ASSIST.ED HOTISJNG PROGRAMS 

Sectio*5 LEVEL IV RESIDENT.CAL CARE FAClLITIES 

5.26 

Disability Rights C=.ter {DRC); ~ to Title 5 M..R...S..A_ § 19501 '!hrongh § 19508 for 
mcid.cnts m:volving p~ns widi mc:m:al illnc:ss; the Lollg Tci:m Care Ombudsman Program. 
pursuant to Title 22 M.R..S.A. § 5107-A for mcidems involving elderly pe:rao:ns; me Office of 
Advocacy, pur.ruam: to Title 3"4-B M.R.SA § 1205 for inc:ideni3 mvolving perscm ·'Witil mental 
retardation; or Adult Protective Services, pursnam: to Tl!le 21 M.R..S .A. § 34 70 through § 
3487. 

1 Reporting suspected abuse, neglect and e,;ploitation is mandata;:y m all cases. Dnc:rrrncnta'lion 
1 shall be maintained in. the facility ihat a report has been ma.de. 

Mmdatedreporters shall collt:aci: me DepmmcntofHealth md HtlIDml Services (800 383-
2441) lIII!JlCdiately aftcrreceiv-m.g md/orobtammg mfomm'!ionabom any rights violatiOilS. 

[Gass IV] 

Reasonable modifications and accommodatioDS. To afford individmils wi:th disabilities tbe 
opportu:oity to reside in an assisted ~ pro~ 1he provider shall:· 

5.26.1 

5.26.2 

Permit directly, ortm:ough .an agreement with tbepmperty oWDer, iftbepropcrty 
owni:r is :a: separate :entity, reasonah1e modification ofth~ existing premises, a:t tht. 
expense of the disabled individual or other willing payer. Where it is reasoml::,le to 
do so, the provider i:Day reqwrc t.b.e disabled individual to :retum. the trrmrlses to 
the condition that e#stcd before ~ modffication, upon discb.a:rge of 1ha.t 
individml. The provider is riotreqa:ired to niake the modificati.on at his/her own 
expCDSC, if it ircposl:s a fi:mmc:ial burden.. [Class JP] 

. ' 

' 
Make :reasonable adcommodation in. reguhtiOilS, policies, practi.ces or services, 
in.cludmgpcrmittmg reasonabie·supplCIIlf:ll.1:lly services to be brought into t!:ie 
facility/program. The provider is not-required to Imke the accommodation, if it 
imposes an undue financial bun;en or results in a :fi.md.amcntal change in the 
program. [Qass.fli;J 

5.27. Right of action. fu addition ta ~ remedies contained herem, any reside:i:11: mose rights have 
been via lated ~ cCllII!llCDCe a civil action m Su:_perior Comt for injunctive and decla..-atory 
reliefpumiaDt to TrJe 22 M.lLS..A. § 7948 et~- [Class IV] 

5.28 Right to appeal an involuntary transfer or discharg~ The :resident has the right to m 
, expedited a~tive hearing to appeal m m:vohmtary tnmsfer or discharge. A resident 

may not appeal a discharge due io 1he impending closure of me prognm u:oless he/she believ~ 
the tra!!Sfer or discharge is not ¥e or app10pri.ate. To file m appeal regarding an involuntary 
transfer or discharge, fue residcm must submit the appeal witbm. :five (5) calendar days of 
receipt of a written notice. If 1h~ :resident ms already been discmiged. on an emergency basis, 
the provider sh.allh.old a space available fmfue resident pending receipt ofm.adlllinistrative 
decision. Requests for appeals sha1l be submitted to the Assistant Director of the Division of 
LiceD.Sm.g and Certification, Com:o:nmify Services Programs for submission to the Office of 
Administrative Hearings, 11 State House Stati.on,Au~Maine 04333-0011. The provider is 
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Section 5 I LEVEL IV RESIDEN'J.1".AL CAJIB FACILITIES 

resp~le for defending its decis:io:o. ~ 'tia'D,;:fer v ... discharge me :resident a:t fhe adm:imstratrve 
hearipg_ [CT.ass 1Y] . . . 

5.29 Resiient adjudicated incompetent. 'bl. fo.e case of a n:siac:m: adjudicatz::d mc.ompeten!, the 

rightk of tbe residem are exercised by tlie re-..s.id.ent' s leg:.]. :representative, as defil:!.ed in Section 
2.291 of these Rego:lations. [Class F(j 

5.30 Resident councils 

i 
S.3tj.l 

I 

I 
I 

5.30.2 

. ! 
5~0.3 

Residents of assisted 1mng programs and residential care :mciliti.es have tbe right to 
establish a residem: COtlilcl4 ptirnlml! to Trtle 22 M....1LS.A. § 7923. Residents and then-· 
families shall be notified of tbis rl.g:b:t, ora!ry and in writing, within the :first month after 
admissiOit, in a mamier i.md.e:mood by each residco!: md. by a notice of the nght te' 
form a council being posted promi:o.en:tly in a public ~ 

If a majoritr of the residents. i:hoose DO! to emblish a comici1, they shall be given the 
opportll:city to choose ofue:rwi..se at l~ ~.e eacl:t year tbereafter . 

The cmmci1 has tile following ri~: 

5.30.3.1 

5.30.3.2. 

5.30.3.3 

5.30.3.4 

5.30.3.5 

5.30.3.6 

5.30.3.7 

S.30.3.& 

, .. 
•. 

To be provi~d ~Ji a copy ofilil: fu.cili.ty's policies and pre<;:edu:res. 
=lat:ing to r-...sident. rights a:nd to make rec:omm::ndatioDS to the 
administr.itor en how they mey be m:zproved:; [Cl= IV] 

To establis.il proccdltres tbat 'Will e:DSDie ~t aJ1 residents are mfon:oed 
about and UDde:ramd theft rigim; [Closs IV] 

To elicit and disserninn mfon::oation regarding prograroining in. the 
facility and to m.ue r~commenda:tions for ~cment; [Class JV] 

, To help identify residents' problems md recommend ways to ensur-· 
earlyr-...soluti.o:n; [Qass TJI] 

To inform fue admi:Iih.-tntor of the opimO!lS and conce.ms of the 
residents; [Class IVJ. · ' 

To fin.d w-ays of involving the families and residents of the facility; 
[Class Iil) 

To notify the Department: and Long Term Care Ombudsman Program 
'When the council is constituted; -and [Qass IYJ 

To dissem:mate records of cmmc:il meetings and decisiom to the 
residents and the admmistrator and to make these records ·available to 
family membex:s or fb.eit designated representatives and the Department, 
upon request. [Cl.ass IV] 

.... 
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REGULATIONS GOVERN"ING TI:IE LICENSING 
Al~..) 

FUNCTIONING OF 
ASSISTED HOUSING PROGRAMS 

SectiQB. 5 LEVEL IV RESIDENTIAL CARE FACILITIES 

531 Right to a service plan. The provider shall assist residems to implemeut my reasonable plan r.,f 
sc:rv:ice dcvclopcd with commumty or state agc:ncics. [Class If/J 

• 
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GlUEV ANCE POLICY 

I . . 
S!UONE: ASTAFFMEMBER,RESIDENT:rFAMILYMEMBEROR 
or~ VISITING GUEST MAY HA~ A GRJEVANCE ORAN ISSUE 1HAT mEY 

· WOULp LIKE TO BRING TO MY ATTENTION AS TiiE ADMINISTRATOR.. . 
THISMAYENTAILANYAREAOFLIFEHEREATGOIDENACRES. ITMAY 
CONSIST OF SOMETHING YOU PERCEIVE AS A SERIOUS ELEMENT OR JUST 
AN ISSUE THAT YOU FELT CONCERN ABOUT IN REGARDS TO AN· . · . 
INDIVIDUAL Rl?IDENT OR GOLDEN ACRES AS A WHOLE. · . 

STEP /r'WO: A GRJEV ANCE REPORT SHOULD TIIBN BE FILED. YOU .. 
SHOULDASK~FORAGRIEVANCEFORMANDICANHELPYOUFILLIT 
otrr 0R YOU MA YFILL rr OUT ll'IDEPENDENTI., Y AND TIIENRETURN rr TO 

i . • 

lvffi. ! 

STEF THREE: WE WILl prscuss THE ISSUES A-"ND DETERMINE IF 
~ 1S .AN AREA GOLDENiAREAS NEEDS TO IMPROVE ON. SO:ME ISSUES 
MAY:NOTWARRANT ANY ACTION .AS THEY MAY.BE MANDATED BY STATE 
LAW. PHYSICIANS ORD~ GOLDEN ACRES POUClES FOR THE SAFETY AND · 

;~ . 
'WELL-BEING OF EVERYONE·IN THE :f ACILITY OR A}.A!StJNDERST.A.NDING 
·REG,ARDING-TBE ACTUAL ELEMENTS Of THE SmIATION. 

STEP FOOR: YOU WILL HA VEA CHANCE TO RESPOND lN WRIT.ING TO 
THE OUTCOME OF THE GRJEV ANCE ON nm GRIEVANCE FORM LAS TEE . 

.. ADMINISTRATOR WILL VALJI)ATE ANYACTIONS TAKEN OR LACK-THEREOF 
~ IN "'WRITING ALSO ON mEFORM . , 

. . sriP ·FIVE: YOU HA YE THE OP'TION TO TAKE ~--y SITIJATIONS YOU 
A&E DISSATISFIED \VI'I'HAN,D RF;PORT 1BEMTO A HIGHER AGENCY FOR 

r THEIR DISCRETION. O:MBUDSMANNUMBERS ARE POSTED BESIDE nm . 
MENU BOARD FOR YOUR CONVENIENCE. 

. ST.EP SIX: I, AS THE ADMINISTRATOR, 'WlLL MONITOR 11IE 
srn;ATION TO MA.KE SURE ANY ACTIONS TAKEN ARE CARRIED THROUGH 1 

AND IMPLEMENTED IN THE RITURE. . 
! 
; 
; 

NpTE: CONFIDENTIALITY Wil..L BE UPHELD AND 1H1;RE NEED 
NpT BE AffY FEAR OF REPRISAL OR BACKLASH FROM ANY OF mE ABOVE 
ACTIONS OR $TEPS. . 



/ 

·----

. -----

J 

I V 
I . 

ADMISSIONS POLICY • I • 

I PROSPECTIVENEW'.RESIDENTSARE ~BY·'IBE . 
AD~ TO DECIDE IF THEY .APJa SUIT.ABI,.EFOR.ADMm'..ANCE 
INTO GOIDEN ACRES. ~•P.RE ADMISSIONS SCREEN;lNG IS nf IED our 
WBEN'IlmP.ROSPECny.ER:ESIDSNI" ~~FAMiLY ; : 
Ma48ERS,VJStr OORFACIUIY. u· APPLICABLE. THE PR0SPECnv:e '· 
REmDEN1'S CURRENT HOUSING WILL BE CONTACTED TO vamT AND 

I • • 

PRO~ AMORE~EP'IH, TRAINED OVERALL SUMMARYOFIBE . 
RESJPENT (I.E. NURSING HOME, BOARDING HOME). BASED ON~ .ABOVE _ 
INFqRMA.TION COMPJLED"WllH>Jfi_OTHERAVJJLABU:. FEEDBACK FROM 

· PERTINENT SOURCES (I.E. STMF OF G..A, PHYSICIAN, ETC.) 1'HE 
AD~TOR FORMS.AN OPINION AS TOWHE1'.BER. GOLDEN ACRES 
CAN.PROVIDE FOR T.8E INDIVIDUAL NEEDS OF TEE RESIDENT. IF IBERE 
ABE ANY CONCERNS REGARDING AN ELEMENT OFTBE RESIDENTS CARE 
GODDEN ACRES MAY.LOOK TO. OT.BER. OUTSIDE SEJ,tVICES TO SEE IF THEY 
CAN BE UTILIZED TO AssIST IN THE AREA OF CONCERN. AT'IBIS POINT IT 
IS ALSO IMPORTANT TO CONSIDER THE SUirABlUI'Y OF TBE PB.OSPEC'IIVE 
RESIDENT TO TEE CURRENT RESIDENTS .ANP ENVIRONMENT 'OPEELPAT 
GOt.DEN ACRES. THIS WOULD ENCO:MPASS A nEIERM!NA.nON AS TO 
WHETHER mE PROSPECTiv.E RESIDENT WAS COMPATIBLE wrIH SUCH 
FACTORS AS TEE ACTIVII'llES PROGRAM OF OOIDEN ACRES, TBELOCAL 
PROGRAMS TIIA.T Tiffi TO"WN GOLDEN ACRES RESIDES IN MAY PROVIDE 
UP!pNRESIDENTS INTERESTS~ LARGE FAMILY ATMOSPHERE OF LOVE 
AND FRIENDSHIP INSTII..I..lW AT GOIDEN ACRES AND 1EE 
APPROPRIATENESS OF TEE!PROSPECTIVE RESIDENT INTEGRATED V/u.ti 
THE NEEDS AND STYLE OF GOIDEN ACRES AND CURRENT RESIDENTS. 
ONCE THE ABOVE HAS B$-f DETERMINED A DECISION IS MADE BYT.BE 
AqMINlSTRATOR ON IBE ADMf1:T.ANCE OF TEE PROSPECTIVE RESIDENT . 

. . . . 

It • 



I 

Resident Name: 
Date and T1me 

• i 



. l 

• ! 

.. , 
• I 

I. 

· \ 

-----



GOLDEN ACRES 

rSIDENT PNEUMONM, FLU.AND TETANUS SHOT 
- AND PHYSICAL RECORD ·' 

-Resident Name: 
Date of Admission~ 

I 
Pneumonia. Sijot Flu Shot Physical Tetanus i 

Date Comments Date Comments Date Comments Date -Comments I 

.. 
i 

i 
I 

I! 

i 

I 
I 

I 
I 
i 

! 
I 

I i 

I 

i 

! 

! I 

I 

l 
I I 

_, 

I 
' i 

I 

I 

i 

l 
; 

i 

j 

. 

·-........ 



The GraCf Home 
95 Willey District Road 
Harringt1n, Maine 
04643 I 
207-483J2247 

M9untain Vista 
44 South Bay Road 
Frank:Jin, Maine 
04634 
207-565-3 804 

Release of Information 

I, __ -'- _____________ __, authorize the release o":f pertinent 

medical or other information regarding (resident) ____________ _ 

To The Grace Home/ Mountain Vista. This release also authorizes The Grace Home and 
i • 

Mountain Vista to release information to facilities or individuals checked below. 

i 
.J.__ 1!IDI Hospital 

! 
i 

-~arrington Family Health Center 
! 

I 
Milbridge Medical Center 

--: 

Gouldsboro Medical Center 
-1 

i/ 

~astern Maine Medical Center 
! 
i 

Coastal Med Tech --, 

iEllsworth Family Practice 
___, 

lRMCL 
---;-

! 

_CHCS 

Sunrise Home·Health --
_Maine Coast Memorial Hospital 

_DownEast Community Hospital 

RN Consultant/Dietician. --
__ OxyCare 

_Ellsworth Internal Medicine 

__ Other ________ _ 

This felease will remain in effect during my stay at this home. I may with.draw this release 

at an.tfune either verbally or in writing. 
! 

---,------------------'Date _________ _ 

Resifent or RespoD.Sl"ble Party 

i Witn:ess. ________________ Date ! ·-----------

~~ ~ 



. I . . I . 
GOLDEN ACRES BOARDlMG HOME ~u=nre:~TlnM t"i.~n~c,~ j _. - .,. ••••-- • --.~.i. ., f;: .c--~ i,,'l! ._,,, k "'r.~~i: '-tJ 

PHONE!FA.X: 207/56::i/2~52 . 
4 I . 

. :!..EASE FAX BACK lTIO GOLDEN ACRES .ll.SAP. THANK YOU. DL.O..NE DOV\!, .ADMlNJSTR.A.TOR 

·PATIENT: · PHYSICIAN: 
DOB: I PHONE: ·---------
ALLERGIES: /· FAX:. ____ _ 

ORDERS 'ARE GOOD FOR. ONe: YEAR }NCLUDJNG PSYCHOTROPJCS 
NO NEED/TO PHONE DOCTOR EVERYT!MEAPRN IS GfVEN -

' 
AS A NEW RESIDENT AT GOLDEN ACRES WE NEED THE FOLLOWING 

I !NFORfvlATlON.PLEASE FILL !N BELOW INFORMATION SIGN DATE 
I lAND FAX BACK AS SOON AS POSSIBLE.THANK YOU I 

I 
I iCODE STATUS-
I 

cnler dee~ f\ct-
! 

eA<' Dt '(Jl !i 

! 

i !ALLERGIES-: · .. I 
I 

I . U.ST PNEUMONIA VACClNE-
i. 
! 

I LAS 1 FLU SHOT-. 
I , 

i !LAST TETANUS-
·. __ 

( 
! tAS 1 PHYSICAL-
I 

! 
! 

.. 
i 
! NEXT P.PPO!NTMENT WITH YOU-, 
! 
I 

I 

DIAGNOSIS-

i 

I -~SO PHYStCIAN AGREES GOLDEN ACRES WILL M~NAG~ ':'~L MEDS. 
I · fi'r:i-nn 1111.S..J.-,:,/ 
' 

I 

I 

I 
i 

. 
i 
i 

i 

l 
i PLEASE MA.KE ANY NECESSARY CP.ANGES 

SIGNATURE:......:. _______________ _ 
,i 

DATE: ________ _ 

·.EA~E SIGN A.ND DATE. THANK YOU. D!ANE DOW, AOMlr-HSTRATOR 



Standing Medica.tfon Order Sheet ✓ 
Resident: 
Provider:1 1---------------,-----
Provider pjbne #: . · _ 

Please revi.l · ew Standing Orders. Cross out any orders you do not want for your·patient. 
Additional orders may be written in at the bottom of the form. 

1. Fever-T~ up to lOl(oral)-Tylenol SOOmg-2 tabs by mouth every four hours as needed. 
Notify Provi

1

1.der if fever lasts more than 48 hours. Temperature > I 02 Give Tylenol and report to 
Provider. · - · 

2. Minor ~uscle aches, pains, headaches, dental pain, back aches or menstrual pain-Tylenol 500 
mg-2 tabs r mouth every 4 hours as needed. If pain persists more than 3 cays-Call Provider. _ 

I 

3. Cough-Robitussin-2 teaspOOns every 4 hours as needed, not to exceed 12 teaspoons in 24 hours. 
Call Provider if cough is productive (green or yellow), lasts more than 3 days, is accompanied by a. 
fever, or ~ight gain of 3 or more pounds in a week. 

I 

4. Dian-bk-Clear liquids for 24 hours. If diarrhea continues after clear liquids, Imodium 2 mg-
2 caplets "tjy mouth after first loose stool. Give 1 caplet after each subsequent loose stool but do not 
exceed 4 ~lets in 24 hours. If diarrhea lasts more than 48 hours, call Provider. 

I 
5. Constii>ation-If no BM-Day 3 , Milk of Magnesia-4 tablespoons by mouth at bedtime ... Day 4, 
Dulcolax ~sitory. If no results in 4 hours administe_r Fleet Enema per rectum. Call Provider if 
no resultsl 
- I -

6. lndige~o~ h~ sour stomach-Maalox.24 teaspoons between meals and at bedtime. Do 
not exceeid 12 teaspoons per 24 hours. Do not use longer than 2 weeks unless directed by Provider 

I -
7. Na:usda-Emetrol 1 teaspoon ·every 15 minutes until nausea subsides. Do not take for more than 1 
hour(S doses). Notify provider if nausea persists more than 3 days. 

I 

8. Minot lacerations/abrasions-Clean with Nonnal saline. Apply Bacitracin and gauze pad if 
necessary. Call Provider or ER if sutures are needed. Suturing must be don within 24 hours. 

i • • 

: 
10. Shortness of Breath, Wheezing or Congestion--Albuterol inhalation solution 0.083%(2.5 mg/3 
ml) SD'f via nebulizer every 4 hours as needed dming an acute illness. Notify Provider if SOB/ 
Congestjon is accompanied by a fever or treatments are administered more than 48 hours. 

I 

I 
11. M~ications may be held during an acute illness without contacting Provider. (Max 48 hours) 
Standi~ Orders must be signed and dated every (12} twelve months. _ 

12. VA-and t.u.~ ·,~·1"dic .. o+·ed-(v.n'<\u\'-{sts\ ..fu-u<'.e.;cpla."tnua 
l i ~, <\C.°"-h"""N.-.."\(._e.._ (x-;.f.e__...µ_r• ~ 

· Providei' Signature _________________ Date 
I --------

Revised d21n12010 

I 



·•·: 

GOLDEN AC -S BOARDING. HOME MEDICATION ORDERS 
PHONEJFAX: 207/565l2352 . . . 

r--.:,LEASE FAX BACK Tb GOLDEN·ACRES·ASAP. THANK YOU. DIANE DOW. ADMINISTRATOR 

.·•~ . ;nENT: I . . - PHYSICIAN: . 
.JOB:. I PHONE: ___ _ 
ALLERGIES: · . FAX: ____ • __ _ 

ORDERS ARE GOOD FOR ONE YEAR u,CUJoJNG ,PSycHOTROPICS. 
·DATE: !MEDICATION ORDERS: . . · 

PLEASE MAKE ANY NECESSARY CHANGES 

ATURE::...---1-------------- · DATE: ~-----:...---
.' ise SIGN AND DATE. THANK YOU. DIANE DOW, ADMINISTRATOR 

I . . 

I 
. i 

! 




