ST.ELIZABETH  oavoare

SEVEN CENTERS SERVING THE GREATER ST. LOUIS COMMUNITY CENTER

Office: 3683 Cook Ave ©O St. Louis, Missouri 63113 © 314-772-5107 (office) © 314-772-3674 (fax)

Philosophy

St. Elizabeth Adult Day Care Center Operates as a Christian institution, recognizing that
each person, staff, and participant is a Child of God to be respected, cared for, and loved.
We provide a safe, comfortable, wholesome and stimulating environment. We will endeavor
to respect the dignity of each person, to foster a Christian concern for one another and to
develop, or at least maintain, the capabilities of each participant. We encourage ongoing
communication regarding the health of the participants.

Admission Agreement

Upon completion of the attached forms and admission to the program, there will be a three-
week evaluation period during which there will be a mutual assessment of the
appropriateness of the Center’s program for the participant. If at any time during this period
the participant’s needs are not met, or his/her behavior is not conducive to the program,
then either the participant or the Center can terminate the agreement. Following this
evaluation period in the event of an abrupt change in health/behavior of the participant the
Center will give a two-week notice to the caregiver prior to terminating the agreement. In
the case of an on-site behavioral emergency situation, the dismissal will be immediate.

During the period of evaluation and throughout the period of participation at the Center, we
ask that a regular schedule be maintained to assure 1) proper staffing, 2) appropriately
planned activities, and 3) adequate transportation. If for some reason you are unable to
participate on a scheduled day, we ask that you notify the Center by 7:00 a.m., or you will
be billed for the day. Late Pick-up will be charged $1.00 per minute. We ask that we are
informed of changes in medicine, social, environment, behavior or other pertinent matters,
SO as to better assist the participant.

Regarding a medical emergency, we will resuscitate a participant to the best of our ability
and transport to a hospital for the family physician to make a final decision unless given
specific notarized directives to the contrary. Every six months, a physician’s review is
required by the Missouri Department of Health and Senior Services Adult Day Care
Program.

Participant Responsible Party

Rate $ Van Date Signed Start Date




PLEASE TYPE OR PRINT

PARTICIPANT INFORMATION FORM

Name (Last) (First) (M) Date of Birth Age Sex Religion
Address City State ZIP Telephone Marital Status
Social Security Number Medicare Number Medicaid Number (if applicable)

Other Insurance Company

Identification Number

Please list all members of participant's household (include yourself):

Name Age Relationship Employer Cell/Work Phone
Other close relatives:

Name Relationship Address Cell/Phone
EMERGENCY CONTACT

NAME PHONE RELATIONSHIP

Persons authorized to pick up participant: (If different from above)

Name Relationship Cell
Address Phone
Name Relationship Cell
Address Phone
Name Relationship Cell
Address Phone




1. Please check any of the following which may apply to the participant:

Vision problems (reading newspaper, watching TV, etc.) Blindness
Hearing problems (in a group, on the phone, etc.) Deafness
Difficulty making stairs Walking problems

Balance problems or dizziness

2. Please check any of the following which the participant requires:

Hearing aid Dentures Cane Walker
Colostomy/ileostomy (Assistance Needed YES NO )
Other

3. Does the participant have any problems or need assistance with:

major minor no major minor no
a. bathing - i.  thinking -
b. dressing - j.  conversations -
c. facial care - k. wandering -
d. eating - l. getting lost -
e. toileting - m.  recent memory -
f. finances - n.  early memory -
g. meal preparation 0. solving problems __
h.  taking medication o
4. Has participant been hospitalized during the past year? Yes No

If yes: Length of Time:
Reason:

5. Has the participant been in a nursing home or other long-term facility during the past year?
Yes No

If yes: Length of Time:
Is currently on waiting list?

6. When was the participant last seen by a physician?

7. Please specify any physical or mental problems the participant is currently being treated for?

8. How long has the participant had these physical and/or mental problems? Please specify in terms of m¢
months and/or years (length of time & dates):




9. Please specify how the participant usually spends his/her time: (TV, radio, hobbies, napping, etc.)

10. Please fill in the following background information. This data will help us to better care for your

11.

12.

13.

14.

15.

16.
17.

loved one in a more personal way:

Place of birth:

Where spent most of lifetime:

Names of siblings:

Name of spouse:

Names of children:

Names of grandchildren:

Names of pets:

Other personal data:

Please specify activities the participant may be interested in:

How long did the participant attend school?

What was his/her occupation?

What are your reasons for bringing the participant to Adult Day Care?

How were you referred to St. Elizabeth?

Days preferred for attending the Center:

Please list any comments or problems related to the physical/mental condition of the participant
or you which you wish to share (e.g. participant's verbal abusiveness, combatitiveness
and how you deal with it.)




MEDICATION AND EMERGENCY SERVICES
Please list all medications, even if only given at home. May attach list.

LIST ALL MEDICATIONS TIME MEDICATION GIVEN
(Name, dosage)

DRUG ALLERGIES

| am requesting assistance in administration of prescribed medications above to
(name) while he/she is attending Adult Day Care.

| understand that the personnel at St. Elizabeth's will only assist with the medication and that they
are not responsible should the participant refuse to take the medication.
However, the staff will inform me should that be the case.

| request that the following dietary instructions be followed:

Food Allergies:

| (we) wish to use the services of Dr.
Physician's Name Phone

Address Zip
Hospital preferred:

Does the participant have any ADVANCED DIRECTIVES (e.qg. Living Will,
Durable Power of Attorney) Yes No

If YES, please attach a copy of the document for our files.

| understand that any bill incurred under this consent is mine.

Signed:

Participant Date

Responsible Party Date



ADULT

ST. ELIZABETH  oavcare

SEVEN CENTERS SERVING THE GREATER ST. LOUIS COMMUNITY CENTER

Office: 3683 Cook Ave O St. Louis, Missouri 63113 O 314-772-5107 (office) © 314-772-3674 (fax)

PERMISSION FORM

l, do hereby give permission

to St. Elizabeth Adult Day Care Center to take photographs, film, videotape and/or
audiotape of me (or for whom | am responsible.)

| also give permission for the use of my name (or the name of

in connection with these activities. | give permission with the understanding that
these photos, films, videotapes, and audiotapes are the property of St. Elizabeth Adult
Day Care Center for general information and purposes or for the news media.

(A security photo is taken of each participant and kept in his/her file.)

SIGNED: DATE:

FIELD TRIP PERMISSION FORM

| do hereby give permission for St. Elizabeth Adult Day Care Center to transport me
(or ) on field trips or other activities which

require leaving the grounds of St. Elizabeth Adult Day Care Center. | understand
that these activities require riding in the van and often visiting public places.

SIGNED DATE

SAFE RETURN PROGRAM

is enrolled in the Safe Return Program.

Registry Number
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 ST. ELIZABETH

SEVEN CENTERS SERVING THE GREATER ST. LOUIS COMMUNITY

ADULT
DAY CARE
CENTER

Office: 3683 Cook Ave © St. Louis, Missouri 63113 © 314-772-5107 (office) © 314-772-3674 (fax)

St. Elizabeth St. Louis
3683 Cook Ave

St. Louis, MO 63113
(314) 772-5107
(314) 772- 3674 FAX

St. Elizabeth North

1831 N New Florissant Rd
St. Louis, MO 63033

(314) 838-5005

St. Elizabeth Overland
2543 Hood

St. Louis, MO 63114
(314) 890-0005

St. Elizabeth Arnold
2000 El Lago Dr
Arnold, MO 63010

(314) 461-0730

St. Elizabeth Olivette
9723 Grandview
Olivette, MO 63132
(314) 994-9165

St. Elizabeth Lemay
317 Hoffmeister
Lemay, MO 63125
(314) 638-8850

St. Elizabeth

Ste. Genevieve

765 Market

Ste. Genevieve, MO 63670
(573) 883-7603

PHYSICIAN REVIEW

Day Care Participant's Name Age:

Address

Street City State Zip

Date of Last Examination:

Diagnoses:

Is Participant currently free from communicable/contagious disease or infection?
Date of Yearly TB Test Results
Base Measures: Blood Pressure

Pulse Weight

Mental Status (Include history of mental illness or abnormal behavior):

Allergies:

Dietary Modifications: No Concentrated Sweets No Added Salts

Medications: Name Dosage Frequency

No

Yes

Can participant administer medications to self?

THESE ORDERS ARE IN EFFECT FOR 6 MONTHS UNLESS OTHERWISE SPECIFIED
May give PRN as per directives on bottle:

Acetaminophen Loperamide Antacid
Participant ambulates: Independently With stand-by assist
With cane With walker Is wheel-chair bound

| recommend and give medical approval for:

Social Activities

Spiritual Activities

Therapeutic Work Activities
Modified Exercise Program

ADL Program
Recreational Activities

Hospital used in case of emergency:

Physician's Name (Print or type):

Office Address: Phone
Physician Signature: Date
Information Release: Date







ADULT

ST. ELIZABETH %

SEVEN CENTERS SERVING THE GREATER ST. LOUIS COMMUNITY

Administrative Office: 3683 Cook Ave « Saint Louis, Missouri 63113 « 314-772-5107

PARTICIPANT'S RIGHTS

Each participant of the Adult Day Care Program shall be assured of the following rights:

To be treated as an adult, with respect and dignity regardless of race, color, sex, or
creed.

To participate in a program of services and activities which promote positive
attitudes regarding one’s usefulness and capabilities.

To participate in a program of services designed to encourage learning, growth, and
awareness of constructive ways to develop one’s interests and talents.

To maintain one’s independence to the extent that conditions and circumstances
permit, and to be involved in a program of services designed to promote personal
independence.

To be encouraged to attain self-determination within the adult day care setting,
including the opportunity to participate in developing one’s plan for services, to decide
whether or not to participate in any given activity and to be involved to the extent possible
in program planning and operation.

To be cared about in an atmosphere of sincere interest and concern in which
needed support and services are provided.

To have access to a telephone to make or receive calls unless necessary
restrictions are indicated in the individual care plan.

To have privacy and confidentiality.
To be free of physical abuse.
To be free to choose whether or not to perform services for the facility

To be free of restraint, unless under physician’s order as indicated in the individual
care plan.

To be free of interference, coercion, discrimination, or reprisal.

Signature Date



MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
BUREAU OF COMMUNITY FOOD AND NUTRITION ASSISTANCE
CHILD AND ADULT CARE FOOD PROGRAM

INCOME ELIGIBILITY FORM FOR ADULT CARE CENTERS

To apply for free and reduced price meal benefits in an adult care center, complete this form.

PART 1 ENROLLEE INFORMATION

Complete information below for the enrollee at the adult care center. If the participant is a Medicaid, Supplemental Security Income (SSI),
or Supplemental Nutrition Assistance Program (SNAP)(formerly Food Stamp) participant, complete Parts 1, 3, and 4 only. Complete Parts
1, 2, 3, and 4 if you did not provide a Medicaid, SSI, or SNAP case number.

ENROLLEE'S NAME

Check all that apply and provide the appropriate case number.
4 MEDICAID Q SsSi O SNAP (FOOD STAMPS)
PART 2 HOUSEHOLD AND INCOME INFORMATION

Complete information below for all household members. A household member is defined as the adult participant, and if residing with the
adult participant, the spouse and dependents of the adult participant. Functionally impaired adults living with their parents are considered a
“family” separate from their parents. For each household member, indicate current gross income by source before deductions, such as
taxes and social security.

INCOME BASED ON (CHECK ONE) YEARLY MONTHLY 2 X AMONTH EVERY 2 WEEKS WEEKLY
a a a a a
PENSIONS,
HOUSEHOLD MEMBERS GROSS WAGES WELFARE, CHILD RETIREMENT, SOCIAL OTHER
SUPPORT, ALIMONY
SECURITY
PART 3 RACIAL ETHNIC INFORMATION (You are not required to answer this section)
Are you of Hispanic or Latino origin? OYes [INO
: AMERICAN INDIAN BLACK OR NATIVE HAWAIIAN OR OTHER
What is your race? (Select one or more) OR ALASKA NATIVE ASIAN AFRICAN AMERICAN PACIFIC ISLANDER WHITE
a a a a a

PART 4 SIGNATURE

| hereby certify that all information provided is correct. | understand that this information is being given in connection with the receipt of
federal funds, that institution officials may verify information, and that deliberate misrepresentation may subject me to prosecution under
applicable state and federal laws.

SIGNATURE OF ADULT SOCIAL SECURITY NUMBER DATE SIGNED

(IF NOT ENROLLEE SIGNATURE, RELATIONSHIP OF ADULT TO THE ENROLLEE)

PRINTED NAME OF ADULT

ADDRESS HOME PHONE NUMBER WORK PHONE NUMBER

Section 9 of the National School Lunch Act requires that, unless your SNAP, Medicaid, or SSI case number is provided, you must include a social security number
of the adult household member signing the application or indicate that the household member signing the application does not possess a social security number.
Provision of a social security number is not mandatory, but if a social security number is not provided or an indication is not made that the signer has none, the
application cannot be approved. The social security number may be used to identify the household member in carrying out efforts to verify the accuracy of
information stated on the application. These verification efforts may be carried out through program reviews and investigations, and may include contacting
employers to determine income, contacting a SNAP or welfare office to determine current certification for receipt of SNAP, Medicaid, or SSI benefits, contacting the
State employment security office to determine the amount of benefits received and checking the documentation produced by the household member to provide the
amount of income received. These efforts may result in a loss or reduction of benefits, administrative claims, or legal actions if incorrect information is reported.

FOR CENTER USE ONLY

TOTAL HOUSEHOLD | INCOME: .
SIZE: INCOME BASED ON (CHECK ONE): SNAP (Food
YEAR  MONTH 2XAMONTH  EVERY2WEEKS  WEEKLY Stamp) ssl MEDICAID
d a d d d a d a
Eligibility Determination: [ Free [ Reduced QO Paid
SIGNATURE OF CENTER REPRESENTATIVE DATE

>

MO 580-1313 (6-09) CACFP-501




Child and Adult Care Food Program
Participant Letter — Nonpricing Adult Day Care Centers

Dear Participant/Family Member/Legal Guardian:

Our center is currently participating in the Child and Adult Care Food Program. This program
reimburses the center for the partial cost of meals provided to participants and allows the center
to provide nutritious meals without increasing the center's fees to you. If your yearly income is
equal to or below Federal income guidelines, the participant may be eligible for free or reduced-
price meals.

Yearly Yearly
Family Size Income Family Size Income
1 $20,036 5 $47,712
2 $26,955 6 $54,631
3 $33,874 7 $61,550
4 $40,793 8 $68,669

For each additional +6,919

To apply for free or reduced-price meal benefits, you must complete the attached form. Your
application for free or reduced-price meal benefits cannot be approved unless the attached
application is completed according to the directions provided. You should notify the center if
any family member(s) of the household becomes unemployed. A participant may be eligible for
free or reduced-price meals during the period of unemployment.

In accordance with Federal law and U.S. Department of Agriculture policy, this institution is
prohibited from discrimination on the basis of race, color, national origin, sex, age or disability.
To file a complaint of discrimination write to USDA, Director, Office of Civil Rights, 1400

Independence Avenue, S.W., Washington, DC 20250-9410 or call 1-800-795-3272 (voice) or
(202) 720-6382 (TDD). USDA is an equal opportunity provider and employer.

Sincerely,

Center Owner/Director

7/09 3



Child and Adult Care Food Program
Income Eligibility Guidance for Adult Day Care Centers

Instructions for Completing the Income Eligibility Form
for Adult Day Care Centers

Part 1.
The first and last name of the participant enrolled at the center must be listed on the
Income Eligibility Form (IEF).

If the participant, family member, or legal guardian checks that the participant is
receiving Supplemental Nutrition Assistance Program (SNAP) (formerly Food
Stamp), Medicaid, or SSI and enters the appropriate case number, the participant is
automatically classified as free and the participant, family member, or guardian does
not need to complete Part 2.

SNAP case numbers have the following characteristics:
S-XXX-XXXXXXXX

The three digit portion is a county code. At a minimum, the eight digit portion of the
case number must be provided on the IEF for the participant to be automatically free.
If the full eight digit number is not provided, the participant must be claimed as paid
unless Part 2 (Household Income) is completed and the Social Security number is
provided.

Part 2.
Unless the participant, family member, or guardian reports a SNAP (formerly Food
Stamp), SSI or Medicaid case number, they must complete all entries in Part 2 and
Part 4 to determine free or reduced-price eligibility.

List all household members. A household member is defined as the adult participant,
and if residing with the adult participant, the spouse and dependents of the adult
participant. Functionally impaired adults living with their parents are considered a
"family" separate from their parents. For each household member, indicate monthly
gross income by source for all members of the household before deductions, such as
taxes and Social Security.

Part 3.
Identify the racial/ethnic category of the participant. Completion of this information
is not mandatory and the failure to complete this information shall not affect the
classification of eligibility category.

Part 4.
The adult household member completing the IEF must attest to the fact that the
information provided is correct, that it is being given in connection with the receipt of



Child and Adult Care Food Program
Income Eligibility Guidance for Adult Day Care Centers

federal funds, that it is subject to verification, and that the deliberate
misrepresentation of facts will subject the individual to prosecution under applicable
state and federal statutes. If the participant is not a SSI, SNAP, or Medicaid recipient,
the adult signing the application must provide a Social Security number. If the adult
does not have a Social Security number, "none" should be written in the space
provided.

The adult household member must provide a signature, date, address, telephone
number, and printed name. The IEF cannot be approved for free or reduced-price
meals unless the form is signed and dated by the participant, family member, or legal
guardian.

The participant, family member, or legal guardian must fully complete the IEF.
Center personnel shall not complete any of the information on the IEF. Exceptions
will be granted if the center participant is unable to complete the IEF and if no family
member or guardian is available to complete the form. In this instance, the center
may complete the IEF on the enrollee's behalf if the enrollee is categorically eligible
for free meals. The IEF is effective from the date the center representative signs and
dates the form.

Each participant, family member, or legal guardian shall be given the
participant/family member/legal guardian letter and an IEF on a yearly basis. If the
participant or guardian does not return the completed form, the participant must be
classified as paid.
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