7~~~ VERMONT
% AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060
http://iwww.dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

June 9, 2016

Ms. Nancy Peers,

Brookdale At Fillmore Pond
300 Village Lane
Bennington, VT 05201-9041

Dear Ms. Peers:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May
10, 2016. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. f
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

“:3"? M&m@@mm

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Yocational Rehabilitation
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Admls 5Ion Assessment has been rewsed
to include the requested addltlon,
information and verbiage
(See aﬂachment #1)
All exsgtmg residents have the polential to
be affected by the alleged deficiency. |
Once approval of revisions to the Admlssflon
Agreement has heen received, the Gommunity
will prncaed with reviewlng of the revised
admrssmn paperwork with the required
pames and will utllize the revised document for
future meve -ins. 7
Upon approval of changes from Division of
Licens!ng and Protection, the Executive -
Directdr (ED) will raview revised agreements
with restdent/farily/POA for #1, #3, #5 for
signature, as well as all current and
future :fesldents at Flllmore Fond.

; * Gompletion Date: August 31,2016 |
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R104 . Continued From page 1 i R104

ACCS services, the specific room and board rate,

the amount of personal needs allowance and the !
. provider's agreement to accept room and board
. and Medicaid as sole payment.

This REGUIREMENT is not met as gwidenced
by
i Based on record review and staff interview, lhe
* facility failed to assure that the admissian
agreements included specific tanguage required |
for 3 of 3 Assistive Commiunity Care Service |
| (ACCS) participants, Resident #1, 3 and S'and |
| specific information regarding the provision of
! toiletries for alt residents being admitled. Findings -
include: !

Dusing record reviews, Residents #1, 3 and 5 had %
a signed residentiat agreement that does riot g
| include the required addendum which included
* the required information and lznguage regarding
ACCS services. Additionally, there is nd
i information in the Admission Agreement
addressing the provisipn of toiletries to residents,
 In an interview the Assistant Executive Director
. confirmed, on 5110/16 at 11:02 AM, that the {
admission agreement doesn't include the ;
required verbiage. '

R106; V. RESIDENT CARE AND HOME SERVICES . R106
$5=8 ]

Admission
52a
(3) The admission agieement shall inform the

resident whether the home will accept 551 or
ACCS payments and allow a privately-paying

Division ¢f Licensing and Prelection
STATE FORM 6a98 YBI1R1 If confinuabion sheel 2 of 19
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R106' Continued From page 2 R106

T T Ep—

resident lo continue residing in the home when
 the resident is no longer able to continue privately
paying the home's periodic rate. Alternatively, the .
admission agreement shall inform the resident |
that the home is not required to accept S5 or
ACECS payments, that the hdme reserves the
! right to make this decision on'a case-by-case
! basis, and that the residerit may be transferred-or
discharged from the home in the svent that the
: resident's financial status changes and the
i resident is na fonger able {0 continue privately
paying the home's periodic rate.

~ This REQUIREMENT is not met as evidenced

i by:

' Based on record review and staff interview, the
E facility failed to assure that the admission
agreement included specific language regarding’
whether or not the facility will retain residents

- whose financiat status changes. Findings inglude;

" During record review of the Admission Agreement:

! there is no language contained that addresses
whether residents will be allowed fo remain in the |
facility should their payment source change to

{ §81 or ACCS. The Assistant Executive Director,

L on 5/10M16 at 11:02 AM, confirmed that the. |
adrnission agreemeant doesn't include the

| required information,

R128 V. RESIDENT CARE AND HOME SERVICES Ri28
88=D

55 General Carg

5.5.c Each resident's medication, treatment, and j
dietary services shall be consistent with the '
physician's orders.

1

Sarme as R104 stated above, _
Caompletion date: Auguist 31, 2016

Resident #6: A current weight has been obtained and
reported to the Primary Care Provider (PGP). PCP
naotified of weekly weights not obtained. Order has
been transcribed onta TAR.

An audit of all physician orders for correct
transcription/documentation of PCP weighl orders to
be completed.

Dhvision of Licensing and Prolection
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5.7 Assessment

5.7 a An assessment shall be completed for

each resident within 14 days of admission,
consisten? with the physician’s diagnosis and
orders, using an assessment instrument provided |
hy the licensing agency. The resident’s abifities
regarding medication management shall.be
assessed within 24 howrs and nursing. delegation
implemented, if necessary. ;

This REQUIREMENT is not met as evidenced
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R128 Conftinued From page 3 R128
_ ) Health and Weliness Director {HWD)} or nurse
i T s evidem " N . . :
. -é;‘_'s REQUIREMENT is not met as evidenced E gesignee shall re-inservice all nursing staff regarding
Based on staff interview and record review, the correct procedure for transcribing PCP orders and
* facility faited to foliow the physician orders for 1 of i documentation off orders on the MAR/TAR. Weights
11 residents, Resident #6. . Findings include: will also be recarded in the Nutrition Tracker.
3 Review of medical record for Resicent ¥6 the : Two nurses will review ali prdérs when received,
i service care plan dated 8/11/15 indicates that Z and sign off to Vfa”fy documentation accuracy.
' sfhe is to be weighed weekly on Thursday. HWD/nurse designee shall review weights being
Reyiew of we]gh_t maonitoting Iog pres_e_n__ts th‘_al the % cormpleted per PCP order utilizing Nutrition Tracker.
fﬁiﬁ?t was fmgggg rr:ggihg; s?;;e;cé;i;?::iy ! Significant weight changes will be reviewed by the
| techniéian (med toch) at 3:13 PM on 5/9/16, that i HWD and the inter-disciplinary team during twice
 there is no evidence Resident #6 had weekly monthly Collaborative Care Review meetipgs.
weights and further confirmed that they haven't | Additional actions will be directed by the BCP upon
beer; ‘ségnedhf;r and tgem xyai nt_al e%f_igeﬁc_e that : notification by & licensed nurse of the significant
: weekly weights were one in April. e 5 weiaht chanae. ' :
- Registered Nurse confirmed at4:15 PM thatthe ¢ 9 g Completi L '
| physician order states that resident is to be i ompletion Date: June 30, 2016
| weighed weekly and review of the weight i '
monitoring log presents that she has not been
. weighed monthly.
R134 V. RESIDENT CARE AND HOME SERVICES | R134
§8=F :

Division of Licersing ang Protection
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R134 Continued From page 4 | H134
- by i . s
: Based on record review and staff interview the : RN's are now utilizing VT assessment tool for all
¢ facility faited to assure that admissign, annual, . © admissions, annual, and significant change in
: and significant change assessments conducted - condition.

for residents contained the information in the
Resident Assessment Instrument {RAH) required
by state regulation. Findings include:

HWD/nurse designee will re-inservice al'RN's that
VT assessment tool be utilized along with Brookdale
Personal Service Assessment and service plan for a
- Per record reviews conducted over the 3 days of admission, annual, and significant changes in conditipn.
| survey all resident assessirients are presently HWD/murse designee will audit 100% of all

i completed using the Service Plan document : . P
* provided by the corporate offices. In an: ifiterview asses.sments _g_omplet_ed durmg the month for
with the Health Care Coardinator (HCG) on compliance with use of VT assessment tool.

5111116 at 2:35 PM s/he confirmed that the ; Ongsing audits will occur monthly by the:
- Service Plan document also serves as the i HWD/designee to verify compliance with
~assessment tool and that the document does not | documentation requirements
i : f rripteting i
| contain the signature of the nurse-corpigling Completion Date: Juhe 30, 2016

reviewing the document. S/he confirmed that sihe
| was directed by Brookdale corporate that this teok ;
was to be used for resident assessments.

R145 V. RESIDENT CARE AND HOME SERVICES . R145
$520

159.0(2)

!
! i .
| Oversee development of a written plan of care for* Nurse has updated Personal Service Plan/Care Plan

! each resident that is based on abilities and heeds * of resident #6 1o include information regarding use of |
" as identified in the resident assessment. A plan PPE for VRE precautions,
of care must describe the care and services Nurses audited 100% of residents care plans to
i“n‘?d‘;is::c;g:g:;ﬁst\:gﬁufjf;m to maintam ; ideflt%fy information regarding use of PPE included in
their care plan. Information regarding use of PPE
This REQUIREMENT is not met as evidenced : will be added where indicated, by the licensed
by: : nurse, to any identified service plans.

Based on staff interview and record review, the
facitity failed to insure there was written plan of
care for 1 of 11 residents in the survey sample,
Resident #6. Findings include:

hvision of Licensiag and Protection
STATE FORM 5879 YHIR 1 # conpnuatien sheet 5ol 19
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R145 Continued From page 5

. Resident #6 was has a diagnosis of

i Vancomycin-Resistant Enterococci (VRE) and

| has an indwelling Foley catheter {cath). Per the

! Reqistered Nurse (RN) on 5/10/16 at 4:28 PM,
when the Foley cath is emptied the staff is to
wear gloves, goggles. mask and s/he has
provided education to all the staff regardinig the |

: use of personal pratective equipment (PPE) ;

t which includes gloves, mask; goggles.and gowns

because of contact precautions being needed, |

Review of the care pian indicates that Resident

#6 has VRE in uring, bul there Is nathing to

{ indicate the resident requires precautions

' regarding emptying of the cath. After review of

the care plan with the RN, s/he confimed: that

there is nothing in the care pian to alert the-staff
1o the need for PPE.

R158 V. RESIDENT CARE AND HOME SERVICES

SS:Eg

. 5.9 Level of Care and Nursing Services.

5.0.d. (2) !f aresident requires skilled nursing
services from a home heaith agency because the
home cannat provide the services ang the
services will continue_far more than sixty (80) ’
days, the hare must request a variance in writing
from the licensing agency to retain the resident.

This REQUIREMENT is not met as evidenced

by: ' :
Based on staff interview and record review._the |
facifity failed to request a variance for 2 residents, :
Resicdent #2 and #8, that required skilled nursing
services fram a home health agency for more

than sixty (60) days. Findings include;

R143

R158

HWD/nurse designee wil! re-inservice all nurses
regarding correct procedure for documenting use of §
PPE in resident service plan. All residents with 1
identified VRE-infections will have information
documented on their service plan refiecting the
need for useof PPE. '

HWD/designee will audit 10% of all resident
service plans monthly to verify documentation
of PPE information.. Additional corrective
action will be taken, depending on the results
of audits. 3
Completion Date: June, 30, 2016{

The Executive Directar has requested a variance
for resident #6 for VNA skilled services greater
than 60 days. A variance request was not submitted]
for resident #2 as she has since discharged from
skilled services.

Nurses conducled 100% audit of all residents
receiving VNA skilled services. If other residenls
are identified with VNA services greater that 60
days, the Executive Director will request a variance
wherever appropriale.

Dwision of Licensing and Prolection
STATE FORM
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R158 Continued From page 6 : R158
1.) During review.of the medical record, Resident . E-!WD;'nurse desﬁ;gnee “T"” meet with VNA
| #6 has an indwelling Foley catheter {cath) and bi-weekly to review residents and need for
" has Foley cath changes done by skilled nursing | continued services. Within 3 weeks prior
services from an outside home health ageney to 60 day mark if further VNA services are
- {HHA). Noles dafed 8/4; 8/28, 8% and 10415 anticivated, a variance will be
indicate that the cath had been changed by:the . ;h P iy 3 variance will be requested
" HHA and irrigations and cath care was provided ! y the EL. _ ] .
| by the HHA. An order dated 1/21/16 from the. . HWD/nurse designee will audit 10% of
- urologist was for the HHAto do weekly catl ; residents receiving VNA services monthly:
lrngagons. (tlhonﬁfmfa;ion tha:t ti‘tlt;aHiég l’éa$ :aef; : for compliance with obtalning variance
| providing cath care for greater than 60 dayswas - ,
made by the Registered Nurse on the aftermoon forthose recexvang.YNA semces. grea’(?r
of 510/16 and that a variance had riot been than 60 days. Additional correciive action
obtained. will be the responsibility of the ED, based
_ o . on ongoing audit findings. ‘
. 2.) During review of the medical record, Resident Completion date: Jupe 30, 20
| #2 had an ankle wound thal was documented in g P e June 30, 2016
. December 2015. Resideni #2 was receiving
* reatment and measuring of the wound from :
E skilled nursing services provided by Bayaddg,an |
: outside HHA. The wound healed in March of !
2016 and per the Licensed Praclical Nurseitisa =~
recurrent wound and the resident at one point
. required surgical debridement. Per interview with |
the Memory Care Director at 4:14 PM, the area is |
now healed but the HHA had been-providing j
. skilied nursing services for wound care for '
. greater than 60 days and s/he was unawars of
the need for a variance. Confimation was made
with the Registered Nurse on the aftemcon of
511116 that a variance had not been obtained.
R162 V. RESIDENT CARE AND HOME SERVICES R162 Nurses obtained supporting diagnoses with
55=D specific indication for use for antipsychotic

510 Medication Management

5.10.¢. Staff will not assisl with or administer any

medication Seroquel 12.5 mg by mouth
daily at bedtime and PRN for resident #1.

Diwnsion of Licensing and Protection
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R162

R185

Continued From page 7

medication, prescription or aver-the-counter
' medicaticns for which there is not a physician's

© Rtz

written, signed order and supporting diagnosis or -

problem statement in the resident's record.

This REQUIREMENT is not met as evidencad
! by:
| Based on record review the facility failed to
* assure that the record contained an appropriate

diagnosis for a resident receiving an antipsychetic:

. medication, Resident #11 (R#11). Findings
i include:

| Per record review R#11 receives the
anlipsychotic medication Seroquel 12.5 mg PO

| {by mouth) daily at’ bedtime and PRN (a5

| necessary} Seroquel 12.5 mg PO Dalily, Inthe

i record there i no diagnesis which Indicates the

| use of an antzpsychotic medication found. The

| HCC confirmed in an interview on 5/10/16 at 3:15
. PM that there was no other diagnosis for the

- antipsychotic medication besides Dementia.

V. RESIDENT CARE AND HOME SERVICES

55=E.

5.10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

(3) The registered nurse must accept
responsibility for the proper administration of
medications, and is responsible for:

. R165

i. Teaching designated staff proper techniques |

for medication administration and providing
appropriale
condition, refevant medications, and potential

information about the resident's

Nurses completed 100% audit of all
medication records for all residents, to
identify supporting diagnosis foranti-
| psychotic medication. Medication list sent .
to all PCPs requesting appropriate diagnosis
for indications for use of PRN anti- '
psychotic medications.
HWD/nurse designee will conduct in-
services for nurses regarding the need for -
supporting diagnosis for all andi-
psychotic medications. |f PCP order is
recelved without support diagnosis, order
will be faxed back to the PCP for clarification
of appropriate diagnosis and specific
indication for use of PRN antipsychotics.
HWD/nurse designee will monitor 10% ¢
of residents prescribed antipsychotic !
medication for compliance with supporting
diagnosis and indications for use for these
medications. Antipsychotic medication use:
will be monitored mpnthly using the '
Psychotrapic Medication review form on a
monthly basis (see revised form,
attachment #2). Antipsychotic drug use
wiil be reviewed bi-monthly during
Collaberative Care Review meetings,
where behavioral needs will be reviewed for
other non-pharmacological interventions
where appropriate,

Completion date: June 30, 2016

Divisipn of Licensing and Preiacton
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. side effects;
. 1. Establishing a process for routine
eommunication with designated staff about the

as well as changes in medications;

iii. Assessing the resident's condition and the
need for any changes in medications; and
Monitoring and evaluating the designated staff
: performance in carrying out the rurse’s
- insiructions.

This REQUIREMENT is not met as evidenced
: by:

' Bgased on record review and staff interview the
. facility failed to assure that:

delegation teaches designated staff the proper

techniques for medication administration.

: B). The nurse assesges the resident's condition
and the need for changes in the medication for 3

; residents on PRN psychotropic medications;

| Residents#8, #9 & #11.

. Findings include:

- AM, s/he is the nurse responsible for medication

E delegataon Sihe explains that the process for
delegation is that newly delegated staff are
provided a ranual, then they observe Med Techs
and licensed practical nurses {LPNs) during
. medication passes. They take an-examination
' which they must pass with at least an 80%. At

. that point the RN abserves the staff do a small

- medication pass and discusses things as they
arise during the pass. S/he confirmed that there
is no part of the process where she provides
direc! instruction to the unlicensed staff being

. delegated regarding proper adminisiration
techniques and procedires.

B). Per record review there is no evidence of

AND PLAN OF CORRECTION A BUILDING:
0310 B. WING 05/10/2016
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R165 Continued From page 8 © R185

i

resident's condition and the effect of medications, '

. A). The registered nurse (RN) responsible for the

A). Per staff interview of the HCC on 5M10/16 at 8

{A) Medication Aide training is facilitated

with direction instruction by an RN ‘
throughout the class and skills competency.
(B) Utilization of "Survey of Discomfort for ;
Behavior” evaluation form {see attachment #3)
is in place for all residents receiving anti-
psycotics. Psychotropic Medication Review
form is in place to review all residents with:
scheduted and/or PRN antipsychotic
medications.

{A) HWD/designee wili facilitate direct
instruction of classroom and skills competency
for all medication trained aides and will review
¢orrect processes for medication delegation
with correct documentation. of medication
assistance.

- {B) HWD/nurse designee will conduct re- |
inservice with all care staff regarding use of
behavior monitering process, including use
of 24 hour log and "Survey of Discomfort
for Behaviors” for documentation of each
behavior and completion of Psychotropic
Review form menthly, during Coliaborative
Care Review meetings. HWD/nurse designee
will review 24 hour log daily for documentation
of behaviors ont each shift and verify "Survey
of Discomfort for Behavior” form has been
completed and Psychotropic Review completed,
{o determine if behavior is related o diagnosis
of antipsychotic medication resident is prescribed
and the effectiveness of the medication. PCP will
be updated if medication is detenmined not to
be effective.
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R185 Continued From page 9

Behavior monitoring in the records for R#8 who
receives Ativan 0.5 mg PO PRN, R#9 who
receives Ativan .5 mg PO PRN, and for R#11
' who receives Seroquel 12.5 mg PO Daily FRN. In
an interview on 5111418 the Memary Garg Director
confirmed that while s/he walches thebehaviors
of the residents in the unit there is no formal
process or documentation of monitoring the
behaviors tor which the medication is
administered. In an inlerview pn 5/11/96 the HCC
i confirmed that there is ho formal proaessfor
monitoring o documenting the monitdfing of
behaviors in the facility.

Se v a——

R167 V. RESIDENT CARE AND HOME SERVICES
SS5=E '

- 5,10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

. £
(5) Staff other than a nurse may admiiister PRN !
. psychoactive medications only when the home
has a written plan for the use of the PRN
medication which: describes the specific
' hehaviors the meadication is intended o correct or
. address; specifies the circumstances that
' indicate the use of the medicatlon, educates the
. staff about what desired effects or undesired side
. effects the staff must monitor for; and documents
the time of. reason for and specific results of the
medication use.

This REQUIREMENT is not met as evidenced
by:

Basad on record reviews and staff interviews the
facifity failed to assure that staff other than a

HWD/nurse designee will audit resident
record of 10% of residents receiving
antipsychotic medications monthly for
compliance utilizing "Survey of Discomfort
for Behaviors” and Psychotropic Review
process for menitaring effectiveness for
preseribed medication.
Completion date: July 31, 2015

Residenis #8 and #9: Nurse has updated the
individual Personal Service Plans (PSS) to
include the specific type of behavior being
monitored. Interventions, including non-
pharmacclogical interventions will be added

to the Personal Service Plan in an ongoing manner
based on findings and responses to current
redication plan. The MAR for both residents
has been updated to indicate specific

behaviors being observed, the outcome: of
interventions attempted, as well as the response
to PRN medications utilized. The MAR will

be updated to include an area to monitor for
desired or undesired side effects.

HWD/nurse designes wilf audit 100% of resident
service plans and MAR, for those residents

with prescribed antipsychotic medication to
verify each MAR contains information regarding
the specific behaviors the prescribed medication

Dnvisien of Licensing and Proteclion

STATE FORM f99z

YB1R11 If continuation sbeet 10 of 19



Division of Licensing and Protection

PRINTED: 05/19/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPUIERICLIA (22} MULTIELE CONSTRUCTION (333 DATE SURVEY
AND PLAK OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A, BUILDING:
0310 B.WING 05/10/2016
NAME OF PROVIDER OR SUFPLIER STREET ADORESS. CITY, STATE, ZIP CODE
300 VILLAGE LANE

BROOKDALE AT FILLMORE POND

BENNINGTON, VT 05201

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
AEGULATORY OR 1 SC IDENTIFYING INFORMATION)

Fayo
PREFIX
TAG

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CRGSS-REFERENCED TO THE APPROPRIATE
BEFICIENCY)

15)
COMPLETE
DATE

R187 Continued From page 10

nurse administer PRN psychoactive medications |
" only when the home has a written plan for the use
of the PRN medication which describes the
specific behaviors the medication is intended to
correct or address; specifies the circumstances
that indicate the use of ihe medication; aducates
the staff about what desired effects or undesired |
side effects the staff must monitor for; and
documents the fime of, reason for and specific
resuits. of the medication use for 2 of 3 residents
(R#8 and R#9} on psychoactive medications ;
reviewed. Findings inclide: ;

1. Per record review R#8 is on Ativan 8.5mg FO
TID (three times a day) PRN and there is no
Psychotrapic Medication Behavior Plas found.
The HCG confirmed on 511/16 at 2:45'PM that
there is no Psychotropic Medication plan
. available for resident #8,

| 2. Per record review R#9 is on Ativan 0.5mg PO |
' BID {twice a day} PRN and there is no:

| Psychotropic Medication Behavior Plan found.

i The HCC copfirmed on 5/41416 5t 2: 45.PM that
: there is no Psychotropic Medication plan

~ available for resident #9.

Rr171
S5=E

V. RESIDENT CARE AND HOME SERVICES

5.10 Medication Management

5.10.g Homes must establish procedures for
documentation sufficient to indicate to the
physician, registered nurse, certified manager or
representatives of the licensing agency that the |
medication regimen as ordered 1s appropriate

and effective. At a mintmum, this shaill include:

‘ R167

. Ri71

is interided to correct or address desired side-effects
or undesired side effects the staff must monitor,
HWD/nurse designee will audit 10% of
resident records for those residents prescribed
antipsychotic medications for compliance with
documentation, in-service plan and MAR of
specific behavior antipsycholic medication is
intended to correct or address, and includes
on the MAR the specific behavior for use of
the medication and what desired effect or undesired
side effect the staff must monitor.

Completion date; July 31, 2018
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[ (1) Dacumentation that medications were
| administered as ordered,

2y All instances of refusal of medications,
inciuding the reason why and the actions taken by
ihe home;

(3} Al PRN medicat:ons administered, including
the date, time, reason for giving the medu:ahon
and the effect,

(4} Acurrent list of who is administering
medications to residents, including staff to whom

. 3 nurse has delegated administration; and

{(8) For residents receiving psychpactive
medications, a record of moniloring for side

. effects.
©(6) Al incidents of medication errors.

. This REQUIREMENT is ot met as evidenced.

by:

Based on record review and staff interview the
facility failed to establish procedures for
documentation sufficient to indicate to the
physician, registerad nurse, certified manager or
representatzvas of the licensing agency that the

" medication regimen as ordered is appropriate

and effective. At a minimum, this shalt include:
A). All FRN medications administered, including

! the date, timg, reason for giving the medication,

- and the effect for 3 of 3 residents receiving
' Psychotropic medications ; and

 B).

For residents receiving psychoactive

. medications, a record of monitoring for side

effects.
Findings include:

A). Per record review R#8 received multiple

-doses of Ativan 0.5myg ordered as needed gver

2015 and in 2016. In a review of the MARs
{Medication Administration Records) there is
documentation of the effects of the medization
only twice. Additionally the Pharmacy reviaws

04y 10 SUMMARY STATEMENT OF DEFICIENGIES He) %5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) MG CROSS-REFERENCED TO THE APPROPHIATE DATE

j BEFIGIENCT)
L R1TH Nurses have updated MARSs for residents

#8, #9, #11 to refiect date, fime and indication
for use and effect of the medication. On the
MAR below the PRN antipsychotic medication
line is a line iisting side effects to monitor.

to be signed off by those delegated to assist
with medication.

Nurses audited 1{0% of MARs for residents
receiving antipsychotic medication to verify
the presence of required information and
documentation. The HWD will direct
additional corrective actions, based on

audit findings.

HWD/nurse designee will audit 10% of MARS
of residents prescribed antipsychotic ‘
medications monthly, for compliance with |
documentation of date, ime, indication for
use and if any adverse side effects noted.

Division of Ligensing and Prolection
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R171. Continued From page 12 R171

. conducted on 4/8/15, 7/23415, and 412518 all
. contained a note lo please remind staff to
. document the effect of the PRN medication.

§

H

- Per record review R#9 has an order for Ativan
0.5mg ordered as needed. In a review of the' ; i
MARs (Medication Administration Recordg) R#9 | :

. received the medication only once and thare is no;

: documentation of the effect of the medication.

' Per record review-R#11 has an order for 'S_eroquel%

- 12.5 mg Daily as necessary which was ordered |

" 10723115 and sihe received the medicatiorion !

1272115 and 2/25/16. There is no documentation

- of the effects of the medication.

. B). Per record review R#11 is.on the antipsychptic'
medication Seroquel 12.5 mg ai daily &l bedtime
and once daily as needed. Antipsychotic

! medications have the side effect of i
! extrapyramidal symptoms and should be
monitored using the chosen assessment tool. '
The resident requires an initial assessmeantto
establish a baseline. The first AIMS (Abnormal
tnvoluntary Movement Scale) was conducted on

: 12/29/15 rather than when ordered and started.

R179 V. RESIDENT CARE AND HOME SERVICES R179
sg=E |

' 5.11 Staff Services

5.11.b The home must ensure that staff
demonslrate competency in the skills and
techniques they are expected to perfonn before
providing any direct care to residents. There:

shall be at legst twelve (12) hours of raining each
year for each staff person providing direct care o
residents. The training mustinclude, but is not

Divizion of Licensing end Protection
STATE FORM 6839 YBiR1 If continvation sheel 13 of 19
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R179. Continued From page 13 ¢ R179 The Assistant Executive Directar (AED)

limited to, the following:

(1) Residentrights;

{2) Fire safety and emergency evacuation;
. (3) Resident emergency fesponse procedures,
: such as the Heimlich maneuver, accidents, police
- or ambulance contact and first aid;
' (4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;
(5) Respectiul and effective interaction with
: residents;
{ {6) Infection control measures, including but not
limited to, handwashing, handling of linens,
. maintaining clean environments, blood borne
pathogens and universal precautions; and
| (7) General supervision and care of residents.

' This REQUIREMENT is not met as evidenced
by:

. Based on staff interview and record review, the

! faciity failed to ensure that 3 of 5 employees in
 the sample received at least 12 hours of training,
: which includes the seven mandatory annual

' topics in the year 2015. Findings include:

. Review of five, randomly seletted, direct care

. employees revealed that annual training was not
compieted, for the seven mandatory annual
topics, per regulation. One staff had not
completed education training in six of the seven
required subjects since 2013, ang had not
completed four of the required training and one
did not complete training in two areas. Interview
with the Assistant Executive of Director at 3:39
PM confirmed that there is no evidence that the
training had been done.

i
1

conducted review of 100% of staff in-service
trainings to determine outstanding and
completed inservices. Outstanding inservices
are triggered within the Leaning Management
System (LMS) for each associate who has .
not completed assigned training. |
All staff will be assigned a specifc day and !
time each week to attend to inservice fraining.
Tralning wili be attended on their specific day
sach week far compliance regarding 12 hm}rs
of training, 1o inciude resident rights, fire
safety and emergency evacuation, resident
emergency response procedures, palices
and procedures regarding mandatory reports
of abuse, neglectand exploitation, respectful
and effective interaction with residents,
infection control measures, including hand
washing, handling of linens, maintaining clean
environments, blood borne pathogens and
universal precautions and general supervision
and care of residents.

The AED will audit 10% of care staff monthly

_to verify cormnpliance with completing required

inservices.
Campletion date: July 31, 2016
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R188 Continued From page 14 | R188 The ED/AED have updated the resident records
R188 for residents #1, #2, #3, and #5 1o include

R188 V. RESIDENT CARE AND HOME SERVICES |
SS=E :

5.12.5.(2)

Arecord for each resident which inctudes: ;
resident's name; emergency notification
numbers; name, address and telephohe number |
of any legal representative or, if there Is none, the |
- pext of kin; physiciar's name, address and

" telephone number; instiuctions in case of
resident’s death; the resident's assessment(s)

* progress notes regarding any accident or incident .
and subsequent follow-up; list of allergies; a ;
signed admission agreement; a recent ¢
photograph of Ihe resident, unless the resident |
objects; & copy of the resident’s advange i
! directives, i any completed; and a capy of the

! document giving fegal authority to another, if any

; This REQUIREMENT i3 not met as evidenced
by: i

Based on staff interview and record review, the |
facility failed to assure that the record gontained

" all of the required information for'5 of 11 residents

{in the survey sample, Resident #1,.2, 3, 4 and &.

. Findings include: ’

i 1.) Rewtew of the record for Resident #4 did not

" provide evidence of the designation of a legal
representative. The resident assessment
compieted by the facility indicated that there was .
a Power of Attorney and the resident had stated -
during interview that his/her son wili take care of
his/her finances. Interview with the Assistant
Executive Direclor on 5/11/16 that s/he had
placed a call 1o the son and was toid that that the
papers had not been sent to the facility because
Resident #4 was stib able to manage his/her own

R

information regarding instructions to follow in the
event of the residents' death. "Not determined”
verbiage has been entered if instructions have
not been determined by the resident or famiily
regarding instructions in the event of the residents’
death. Nurse has updated resident #4's record
with documentation of resident legal :
representative.

The ETVAED will complete 100% audi{ of all
residents' records to verify the record contains
documentation of resident iegal representative,

if applicable, and information regarding
instructions in the event of the residents’ death.
Upon move in, The ED/AED will request
decumentation of resident legai representation,

if applicable and obtain Information regarding
instiuctions in the event of the residents’ death. If
resident/familyfiegal representative has not made
any determination regarding these instrucfions,
the verbiage "not determined” will be entered.
The FI/AED will audit 10% of previous month's

- miove-ins o verify the documentation of the

resident's legal representalive, if applicable

and instructions in the event of the resident’s

death. Thereafter, 10% of resident records will

be monitored to confirm the above information

is documented in the resident record. The ED

will direct additiocnat corrective actions hased on
audit findings. Completion date: July 31, 2016
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R188.

Continued From page 15

| affairs. S./he confirmed at 11:25 AM that the

: was not in the record.

2.) During review of medical records for

documentation giving legal authority to another

. Resident #1, 2, 3 and 5 did not provide evidence |
| of instructions in the event of their death. The
: Registered Nurse was unable to provide the

. evidence of infarmation regarding the

' requirement and confirmed on 5/11/16 at 4.15 PM-

with the famiiies pr the residents.

R200°
§8=D

5,15 Policies and Procedures

Each home must have written policies and

that the information has not been included and
that it is not routinely a subject that is discussed

V. RESIDENT CARE AND HOME SERVICES

_ procedures that govern all services provided by
" the home, A copy shal! be available at the home

for review upon request.

This REQUIREMENT is not met as evidenced

by:

Based on record review the facility faiied to .
assure thal written policies and procedures were -
present for all services provided by the home
regarding isolation andfor contact precautions for
one resident, Resident #6 (R#6). Findings

include:

Resident #8 was has a diagnosis of
Vancomycin-Resistant Enterococci (VRE) and
has an indwelling Foley catheter (cath]. On
51016 at 1.45 PM, the medication technician
(med tech), who is also a Licensed Praclical
Nurse (LPN), appled gloves and emptied the

R188

" R20D

The existing Brookdale policy (Infection Control
VT-4) regarding contact precautions has been
updated and provided {o the community staff,
to reflect more specific precautions to be
utilized for residents diagnosed with VRE

{see attachment #4).

HWD/nurse designee will re-inservice all staff
regarding the updated policy regarding
precautions with resident’s diagnosis with

VRE and the use of the PPE recommended.
Documentation will be placed in the Policy and

" Procedure Manuals at the community.
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£200} Continued From page 16 R200: | The ED and or HWD will update the Policy
. ] ‘ and Procedure Manual as policies a
Foley cath and then rinsed the cenlainer, b o 5 P ) 5 are .
removed hisfher gloves and washed his/hér ﬁ “‘_’t’a‘?#;‘.’r updated ©n an ongeing basis.
hands @nd Jeftthe room Per the Registered The HWDInurse designee monitors all new:
Nurse (RNJon 5/10/16 at4:28 PM that whin the | staff members for an inservice on VRE
Foley cath is emptied the staff is to wear gown, Completion date: July 31, 2016 }
gloves, goggles, and mask anid sthe has provided & ; _
education to-all the staff regarding the:use of !
personal pmtectwe gquipment (PPE) whith i
inciudes gloves, mask, goggles and gowns: ‘ :
because of contact precactions being. needed. Al §
8:51 The facility was unabie to provide evidence |
&f a policy to address contact precautions, the RN ;
stated on'5/11/16 at4:00 PM that the anly policy |
for precautions is for communicable disease-and E
only addresses standard precautions. |
R266! 1X. PHYSIGAL PLANT © R266
8=D !

[
ta1 Epvironment

g.1.a The home must provide and maintain a
safe, functional, sanitary, homelike and
‘comfortable environment.

This REQUIREMENT is not met as evidenced

by: ;
. Based on observation and staff interview, the :
. faciiity falled to assure a sanitary environmgnt. |
! Findings include:

Resident #6 has a diagnosis of

- VMancomycin-Resistant Enterococci {VRE) and
has an indwelling foley catheter {cath). On
5/10/16 at 1:45 PM, the medication technician
{med tech}, who is alsc a Licensed Practical
Nurse (LPN}, appliad gloves and emplied the
foley cath and then rinsed the container, removed
his?her gioves and washed hisfher hands and left

| LPN has been re-inserviced on the use of PPE
with resident identified as requiring contact’

| precautians.
HWD/nurse designee will re-inseevice all staff
regarding the use of PPE for residents identified
as requiring contact precautions (see '
aftachmient #5). A "Contact Precaition” sign
will be displayed in the resident’s apariment
next te the PPE provided, to alert staff to the
need o utilize when exposed to identified
fluids/secretions,

Divisron of Licensing and Prolection
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Continued From page 17

the room. Per the Registered Nursz {RN).on

5/10M16 at 4:28 PM that when the folegy-cath is

emplied the staff is to wear gown; gloves,

goggles, and mask and s/he has provided

education to all the staff regarding the use of

personal protective squiprhent (PPEYwhich

inchides gloves, mask, godgles and gowns

because of contact precautions being needed. Ai

- §:51 AM on 5/11/16, the LPN stated that the VRE

[ is dosmant at this time and when asked if the lab s
tests confirmed that and sthe said that'sthe hasn’ tE
been fested 1o see if the VRE is gone, but sthe
deesn't have any symiptoms. The LPN stated thaie
there is PPE in the bathroom, but sfhe doesnt i

_use’it and that s/he didri't use any ofher

: precautions except the gloves.

R266

R302 |X_ PHYSICAL PLANT
8S=D. '

E 8.11 Disastér and Emergency Preparédnéss

! 9.11.c Each home shall have in effect, and

. available 1o staff and residents, writter copies of

-a plan for the protection of all persons invthe

i event of fire and for the evacuation of the building |
when necessary. Al staff shall be insfructed.

| perivdically and kept inforined of theirduties

- under the plan. Fire drills shali be conducled on
at least a quarterly basis and shall rotate Hrnes of |
day among marning, aftersoon, evening, and
night. The date and time of each drill ahd the
names of pariicipating slaff members shall be

. documented.

This REQU!REMENT is not met as evidenced
- by:
Basad on staff interview and record review, the

- R286

R302

'.HWDfnﬂrse desig nee will conduct weekiy
staff spot checks lo ¢onfirm correct use of
PPE.
Caompletion date: June 30, 2018

A firg drill was conducted on May 24, 2016
at 7:60 p.m.
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TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
D[‘:‘FICIENCY)
RSOZE‘ Continued From page 18 . R302 The ED has in-serviced the Maintenance
Director regarding policy and procedure
fagility faited to ensure that fire drills were f d g f d g .Hcy tp ina shift
conducted at specific rotating times of the day per or conducting fire drills on rotating shifts,
regulations. Findings include” | once per quarter each shift and supporting
During review of the logs kept by the Tacility documeniation of each fire drill conducted
{ regarding fire drills they conduct, there ‘:3_5 no in the Community TELS system as well as
: evidence that the facility conducted fire drills per the fog book Ipcated in the Executive
~ regulations during evening hours. Per interview | )
| with the Assistant Executive Director at 11:10 AM, ! Director's ofﬁce.‘
the fire drills recorded inciuded day shift, eveninig The ED will audit fire drills each month {o
shift and night shift. .Sfhe stated that the drills confirm each shift per quarter has had a
were done on the evening shift, but not during the . fire drill with supporting documentation of
even;ng hours. Sthe further stated that the _ the event process and the attendees.
evening shift began at 2:00 PM and ended at i P
~10:00 PM. Interview with mainterance at 11:15 Completion date: June 30, 2016
AM presented that the fire drills have been :
conducted on the evening shift, but confirmed
that not during the evening hours, with the latest
timie being 4:00 PM. ;
3 The resulls of surveys dating back to 2014 are
RB9% MISCELLANEOQUS i R999 ) , ) .
5S=B ; currently posted in a public place in the

. Based on cbservation and staff interview, the
facility failed to have results of surveys posted in

. @ pubiic place that was available and accessible

| for residents and the public as required by RCH |

regulation 4.14.f. Findings include: f:

Per interview with the Assgistant Executive

Director at 2:35 PM, s/he stated that the results of
the surveys have not been posted and that the |
resuits have been keptin a folder in the Executive
Director's office. S/he staled that s/he was
unaware of the need to have the reports. publicly
posted for the residents and the public.

community lobby area and are available and
accessible to all residents and the public as
required by RCH regulation 4.14.f. The
additional survey findings, ance completed, wiil
be added to this binder as well as any cnmplamts
in the future should they arise.
The EDIAED will periodically check o ensure
binder is in its proper location.
Completion date: May 9, 2016

Division of Licensing and Protection
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ATTACHMENT #1

RESIDENCY AGREEMENT - PROPOSED REVISIONS



—SENIDR LIVING SOLUTIONS -

¢ -
%fa BROOKDALE

RESIDENCY AGREEMENT
This Agreement (" Agrecmient”) dated CONTRACT MONTH.CONTRACT DAY
CONTRACT YEAR is made by and between LEGAL _NAME &bia COMMUNITY NAME (the
“Company.” “us” cweT or vow™) MANAGRED COMMUNITY, and RESIDENT NAME

("Residenl.” “yon™ or “your™),

We vperate the community located at COMMUNITY ADDRESS (the “Community™) which is
licensed by the Stare of STATE s a LICENSE CATEGORY and residency in the Communily has
been reyuested by vou or an yeur hehalf, The wems and conditions of this Agreemenl are as
Folloavs:

1. SERVICES AND ACCOMMODATIONS,

A. BASIC SERVICES. Wc will provide you with lhe following Basic Services. which are
included in the Basie Service Rate. subject 10 the terms of this Agreement:

¢ Accommedations You have elected to Hve in the Suile described in lighibit A, You
are also entitled o uvse and enjoy with al other residenis the common wreas of the
Community. You are lo provide your own furnishings and personal preperty; however;
we reserve the right 1o limit the number and type ol furnishings/small appliances. You

agree that you are responsihie for the maintenaice and repair of any personal belongings.

vou bring ta the Community.

¢ Dining Services — Uniess otherwise noted in the Addendum to the Residency
Agreement, we will furnish three meals daily. Snacks arc available 24 hours a day,

¢ Utility Service - Unless otherwise noted in the Addenduns 1o the Residency Agreement.
the cost of gas, clectric, heal, air conditioning water. basic cable. sateltite or comparable
welevision service is inchuded. You are responsihle For paving any other utilily charges
including. hut not fimited to. telephone, intertet or premium cable charges.

¢ Housekeeping Service — Unless otherwise noled in the Addendum (o the Residency
Agreement, we will provide lipht housekeeping onee a week.

¢ Laundry and Linen Service - We will lounder yaur personal belongings and bed linens
as seet forth in the Addendum to the Residency Agreement.

¢ Activities Program —- We will provide planned social and recreational programs.

¢ Parking - Fach Suite (whether oceupied hy one or two Residents) will have aecess w
shared and uncovered parking spaces. Covered purking may be availahle as set forth in
the Addendurm 1w the Residency Agreement.

o Transportation We will make available scheduled ruutine lransporation services as
described in the Addendum to the Residency Agreement,

¢ Foiletrios and Personal lypicne. Unless viberawise nowed in the Addendum to the

b vee will nod prosdde tailetries and personu! hygiene produets,

Resideney Ay

¢ Staffing 24 hours a day ~ Associates ure available 24 howrs a day. seven days a week.

STATE BUILIING_NAME t Rev, 671372015
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¢ Wellness Assessments — We will provide limited periodic wellness assessments W hefp
yau menitor vour physical health.

Weawill provide thirty (G0) days written notice o any change in Basic Services.

PERSONAL, SERVICE PLAN. Prior 10 moving in and periadically troughout your
residency. we will use a personal serviee assessment fo determine the personal services you
require, The personal service assessment will be used Lo develop your Personal Servige
Plan.  The resalts af the assessment and the cost uf providing the additional personad
services (the “Personzl Service Rate™) will be shared with you.  Your initial Personal
Service Ree is sel fortr in Lixhikil A.

AVAILABLE SELECT AND THERAPEUTIC SERVICES., Select Services and
Therapeutie Services are available ta you at your request. Such additiona! services are not
included in the Buasic Service Rate ar the Personal Service Rue. Where available, such
services may etude, but are not lintited to guest meals, transportation beyond that which is
incinded in the Basic Service Rate. ransporlation eseort serviges, enhanced cable telovision,
special evenls or cortain clinical services. The availsble Select Services and Therapeulic
Serviees ag well as the associated prices are Jound on Exhibit X and Exhibit Y 1o this
Apreement.

SERVICES NOT COVERED BY RESIDENCY AGREEMENT. Ia addiiion to any

Select or Therapeufic Services you may receive. in some clrcamstances, you may nteed Lhe
services of other third party providers in order 10 continue Lo safely remain at the.
Commupity. An outside agency or individual will be permited Lo provide these services or
any related personal services only i we have given prior approval.

You are respensible for obtaining and paying for all third party provider services, whether
provided hy Company alfilfates, our subcomwaciors, thied party health care angd medical
providers, ar others. These services may Inchude, bul are not limiled to, phariacy. therapy.
podiatry. denlistry. ophthalmolagy. home health, hospice, private companion. beauty/barber
ar other health care services. These third party provider serviees are nol included in the
Basic Scrvice Rate, Personal Service Rale or rates for Select Services and Therapeuiic
Services. lees for such serviees witl be billed to you directly by the third parly service
provider, unless otherwise agreed to by the parlies.  All Lthird parly serviee providers
tincluding. but not limiled to. bealth care service providers) must agree Lo adhere o our
standards for outside providers prior o being permited 1w provide services in the
Community.

You may nat hire our currenl associales o provide serviees in the Community. You may
contract with former associstes (o purform any serviees at the Community only with our
consent. We reserve the right Lo refuse entry 1o (1) former associates: (2) persens whase
uclions may he disruptive Lo the Community: o {3) persong whose actions may threaten the
safely ol any resident or associate,

IL YOUR RESPONSIBILITIES AND REPRESENTATIONS.

CARE OF SUITE. You agree thal the Cammunity and the Suite are in satisfuctory,
habiable condition and we bave made nn promise o decorate. alter ae improve the
Communily or Suite unless otherwise provided inowriting and attsched as part of this
Agreemenl. You agree to maintain the Suite and to leave the Suile upon termination of this
Agreement in goeod eondition, exeept for normal wear and tear. You agree to pay all

BUILDING MAME 2 Rew. G520 5
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danwages. bevond normal wear and wear, which you (inchuding vour agenl, employce.
eontractor, ar athier invitee) cause o our properly. The Community may invoice you for the
cost ol such repairs,

ALTERATIONS. We. in our sale discretion, will permil reasonable alterations o the Suite
il vou have @ disabibily and the proposed moditieaion is necessary tw alford you tull
enjoyment of the Suile, Structural or physical allersions, whether based on o handicap or
oL, may be nade only upon our prior written appraval. Al structursl or physical changes
Lo the Suite shall remain at the Suite and be considercd part of the Suite and the Community.
Any changes or modilications o the Suile that require assistance of apprepriately licensed
and insured clectricions, cantractors or similar protessionals must be appraved in advance by
us mnoodr sole diseretion, The cost ol any allerations nede by you shall be paid by you
uniess atherwise agreed to i writing,  You agree that you will hear the cost of restoring the
Suite 11 its awiginal condition. reasonable wear and dear excepted. upon (he lermination of
this Apreement. unless we specifically exempt vou from this requirement in wriling.  We
may enter and make any modilications or alterations ta the Suite to mecet the requirements al
any applicable law.

RIGHT OF ENTRY. Far vaur salety and comfort, our gssociales must be permitted
enter your Sulte ln pravide services uader the terms of this Agreement 1o respond to
emcrgencies. W make repairs and improvements, or if there is reasonable behiel that your
satbry or the safety ol alhers is 0 question ar that our policies md procedures are being
violated. us we deem neeessary or advisabie. Theretore, il is nol permissible to change the
locks or add additional locks o the entrunce dour Lo your Suite.  When feasible, our
assoeiates will altempt o give vou reasonable nutice before entering your Suite.

We reserve the right Lo relocate you 10 2 more appropriate Suite within the Comniunity ag
required Tor your health ar safety, or bgeause the rosidents uf a companiais Suile dre
incomputibic.

HEALTIl ASSESSMENT. Yoo agree thal we may periodically assess your bealth o
create and update a Persanal Service Plan andfor i detenmine whether you are apprapriate
0 remuin ot the UCammunity,  You agree thal we may perform briel periadic wellness
assessmonts performed by therapists, nurses or other approprialely qualitied individuals to
felp buth you and us moniter your physical health and wellheing; but. you acknowledge that
these wellness assessment will net be performed by a physicianand do not replace the need
lor vou to obtain reguiar and lhorough medical carer and, thal we are not and will not
provide general medical care for vou, I addition, not miore than thivty (30) days prior to the
date of this Agreement. and ai feast annually terealter or upon aur request, you agree Lo
indergo an exarination by vour physician (ar ulher licensed provider gs allowed by faw).
You agree to underpa examinalion by a particutar specialist, at your east. as we delcrmine i
warranled by vaur current physicat or mental status. You will request the examiner Lo
provide us with recommendations. including a stalemunt aliesting 1o the appropriateness of
your continued plucement.  Based upon the assessment{s} and our judgmeni, we may
determine your apprapriateness to remaia in the Cammunity. You wiil requesl the examiner
(w perform any tesls and compiete way forms required by us or applieable faw,

HEALTH CARE PROVIDER NGTIFICATION. You authorize us o comact your legad
represelative/amily, health care providers. and/or ather persons listed in your records (1} F
it is necessary in vur jodgment o advise them of your sitvation: (2) W urrange for required
heatth care services and vlher gssistanee; or (33 i case ol an enmergency.

BUILDENG NAME 3 Rev, 6/15/2015



H yowr designated health care praviders are umavailable, you authorize us to arrange for the
services of other health care providers. Y ou agree we may provide sueh persons with coples

of your recards, including. but nol fimiled 1o, restdent reeords, advance directives, living
will, and the names of persons empowered to make health care decisions.

F. SUBSTITUTE DECISION MAKERS/ADVANCE DIRECTIVES, Yoo will provids us
with acourate. complete and ewrrent information about yoursalf, substitute decision-makers
and health care providers, breluding but ol limited w addresses and phone agmbers, and
your health care status and needs. You will provide us with copics of any povver ol attofiey,
puardianship. Hving will, of conservator documents, ar ether legal docuinerits selating 1o-the
making of keaith or {inancial decisians or decision-makers.  Yoa authorize us o rely on the
instructions of such designees or appoinices or on the instruetions- found within stch
documents.  You further agree to immediately notify us of changes rélating o the
information stated above.

it is strongly suggested that you have advance directives in place i the event you becoma
incapacilated. [ you do aot have such advance directives in place, you understand hat 2
court may name a guardinn epon application of any nteresied party” {including the
Company). Neitber we nos any ol our gssociates or agents may be yoir guardian, 103t is
necessary Tor usto petition the court for appoinvment of a guardian, any costs associdted
thercin shal) he paid by you and we may insdice vou for sich ensis.

MOTORIZED VEHICLES AND CARTS, individual motnized vehitles such us electric
seuaters: wheelchairs, or carts and similar vehicles may be used, subject 1o the-following:

2

[. Your ability to walk is substantially limited dut to a disability;

td

Yrur operation of the vehicle does not pase a threa 1o the health and sufaty,of_ yourselk
or pthers;

3. The vehicle is operuted at g low speed setting; and

4. You agree to shide by our saftty puidelines for the use of motorized vehicles on the
premises. which imay be modilied from time to time.

Reasonable accommodations will he made 1o lhe rules. policies and: practices {upen w
showing of hecessity} go long s the reguested acconumodation does not constitute a threat to
the heatih or safety of vou. the other residents, o assaciates or visitars.

You agree to pay for all damages to others or Lo the Community, which are coysed hy you or
your motorized vehicle and that we may invoice you for such costs. Y ou farthier undefstand
and agree that we may. at our sof¢ diserciion. prohibit your furtier use of un clectric scaoter
ur simitar vehicle at any time.

EXAMINATION OF RECORDS. You acknowledpe that we.are licensed hy the State of
STATE as an LICENSURE_ CATEGORY. You undorstand that regulatory officials baving
jurisdiction ever the Community may inspect your records as part of an evaluation ofithe
Community, You have the right to review and access your health care recordy in accordance
with the requircnrents al applicahle law. )

I. RULE AND REGULATION COMPLIANCE. You undersiand that the Community has
shared enmmaon arcas, and you agree to honor all rules of courtesy and respect for athers.
You agree i abide by and conform 10 owr rules. sepelalions. handbook, policies and
procedures as Lthey now exist and as amended from time-to-ime. You understand that
failure to abide iy such policies may result in your discharge from the Community.

=

STATE BUILDING_NAME 4 Rev, $A 2003



Jo GUESTS. You have the right to asseciawe with your riends and family dusing reasonable
hours, Pecause the Communily is a ficensed building, overnight guests aré penerally nol
permilted 30 a restdent’s room.  Limited txceptions may beé gramed by the Exeecutive
Directar based upon the eircumstances.

You acknowledge and understand that your guests are subjoct to our coles ahid repulations,
and i your guests beeome disruptive o ihu operations of the Community andfor are verbally
v physically ahusive to residents, our assnciates or others, we may request that they lodve
the Comarmunity unti! their behavior is vnder conivol or may restrict thelr visitatjon, Where
carcumslancss warrant, we nay gselude such individuals from the Compauanity,

RELEASE OF INFORMATION, We will keep vour health, medical, personal and other
informution tha identifics. you (collectively. *Resident Datg”} confidential fn eompliance
with applicable law. You agree that we may use and disclose Resident Daid for purposés of
treatmient, {o provide to you services covered by this Agreement (eollectively “Serviges™ 03
obtain payment [or our Services, in epnnection with our operations, Jncfudmg training, care
management and quality assessment and m"»gamverrzem. o coordinate. with apy third parly
providers you select, and as atherwise permitied by law. You agree thal we may also useand
disclose Resident Data i order for us or gther companies (o provide infommation w you
about services and products offered by us or ether companies that we beliove may b¢ af
interest tn you, 1o the extent parmitled by applicable Jaw.

?:.

i, RATES.
A, COMMUNETY FEE, We reqoire a one-time npsrefundable Comunily Festn an amount.
ingicated in Bxhibit A te be pald at the time this Agreement is signed. The Community Fee
does not exeusc you from fimancial responsibility for any damage caused {o-your Sulle,
beyond normal wear and tear upon move-oul.

B. MONTHLY SERVICE RATE.

i. Rate. You agree to pay the Basic Service Rate and. if applicable, the Persanal Service
Rate as indicated in Exbibit A (ogether the *Mont nly Service Rate™).

2. Refund. [n accardance with Section IV, we will refund a prorated share of the Monthly
Service Rote if this Agreement Is terminated hefore the end of a sonth:
2. lpilowing thiry (30} days written noticey
h. because you reguire care that 1s notoffered by ng; or
e by reason of death,
Refonds will be proroted (using 30.5 days to caicuipte the Daily Ratey from the lmer of
the termination date or the date by which you have vacated and alf of your belengings are
removed [rom Community,  Unless prohibited by law. you agree we may offset such
refumds by uny amount due under the terms of iy Agreement.  Once a residentis
discharged or removed from the communiyy, the resident shall receive a relund, within
fifteen (15) davs of discharpe. for any funds paid in advance for each day care services
were not provided.

C. ABSENCES.

. Notice of Absenee. bxcept lor an emerpency medicad absence, i vou will be absent from

the Community thr any period of time, you must smborm us of your jdans prior to feaving

STATE BUILDING _NAMI- 3 Rev, 615724545



and siga the Sign In/Sign Out Book upon exiting and re-entering the Community. We
assume po responsibitity or abibty for your weilare during mes thal you are away from
the Communily. '

[

. Fees During Alsence. If vou are absent from the Communily for any réason. such as,
for o bospitalization. vacation, tempuorary nursing home care or rehabilitation, thée
Residency Agreement will remain effective and you will be charged. the, full Monthly
Serviee Rate. I vou provide wrilten notice of your intent o termiiale the Agreement
purstant o Scetion IV, termination will be effective and charges will vease the fater of
the.end ol any applicable notice period or the removal of all of your pessenal belohgings.

D, SELECT & THERAPEUTIC SERVICES. In addition W the Momhly Serviee Rate, you

agree to pay the established charges for any Sclect Serviees ar Therapeulic Serviees,
provided to vou by us.

E. PAYMENTE. We will issue-a monthly statement belore the 1irst day of the month Diemizing
th Monthly Service Rute [or the upeoming menth and, if any. churpes incaried for Sefeet
Servicesand Therapeutic Services provided during the prior munth. Payment for all chigges.
shown on the statement is duc on the first (%) calendar day of cach menth. The Tirst
payment ol the Moathly Service Rate is due prior o taking seeupaney. [ you move in afler
the First of the munth, your [irst Monthly Service Rate will be protused (using 30.5 days'ta
cateulate the Daily Rite).

We wili charge a $250.00 late fee if we have not received all fees when due. We will alsa.
charge a $50.00 returned payment fee for each check -ur automatic, svithdrawsl that is
réturned or denied for any reasen. Alter two such Qceurrences, You apree w pay all amoums
dug by cashiers cheek or such uther method specified by ws. You also-agreesto pay interest
on all outstanding amounts based upen the fessor of £.5% per month or Uid highest ale
permitted by faw,

. RATE CHANGES., We will provide thiny (31} days written aoticg of any change in the.
rafes of pricing method for Basic Services, Personal Services. Selecl Services and
Therapeutic Services, We may offer or require a change in the Personal Servige Plan when
we determine additional services are requested o required.  The few. Personal Serviee
Rate resulting from a change in your Persomal Service Plin is eéffective immediately
after written npotice is given. The Community will give each resident and the Heensing
ageney wowritten ninely {900 day notice whep its services. rates, retention policies ar
physical pian will change so as Lo signifieantly enhance or significantly resirict the potential
for-aging in pluce.

G DIVIENISHING FUNDS, D veu are ansble toomeel vouy pavinent ablisations o ys due o a
chznee jn financial stely nhsmu,d Residontial Serviges
whder e Cholces tor € ) : 1] r
e eligihle for continued  resigdent at the Compniy, xubgu.,,i {0 a;mu,w@zvmial’);im
Odhenwise, we will nrovide assistanee or ndarmsiion o hmw Felocate vou fo af gpprepriue
ouiside el Non-pmment due o _%shgcl J'wuis‘ ix; ol ‘I‘m' feay) zﬁ mLé(m of 'thia’
Agresmont, and yvou will be siven g discls
your as g Ghalees o L b ahansed Rn;df mui i ﬁ, §{t sdu I Ei 1S Vemr impi! ¥
sl the Exeoutive Rircvior ur Designeg within 180 davs wher adelenmination
e i vour funds will soon be diminished,

CCHOLCES FOR OCARE MEDICAIDR WAIVER i”’\‘i!f\\f 1«” Riz‘s!ﬂ?‘é”&ie

CARE (ERC) SERYVICES AMDB PAYMENT, %o participg

Care Medicand Wabver Propram as an Enhasced Besigdentiat Care p@jgg_\=ig£e:5 K’w: reseryve h
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STaTE

accent vou yader e SR prowram, 3 you gre eligible, yvou

dght o o gase-by-cnsg b
will_be rexponsinlefor paving us directy for vour toom and board, shopping and

yansporiation (o defiovd in the Vermonm Residential Care Home Livensing Resulstions) as
specilied i Exhibiy

e B g5 ] T VRO Dor vour enbemoed core serviess sach day we m’ama}ﬁ VORI
wiily dddzlmnﬁ wi will Medicaid (ACCSY for coch day of service
previded 10 viu, I AERepL. SN iBupplomonta] Seowity Incomed paviment, 1 yoy
horve, o mpiend shere obligeton In o order o be elieible {or Longdersm care Medicnid dg
determined by Foonomie Serviees Division of the Deparimens for Chil dren and Tamilios,
YO agree W ey 1o us e patient shve sach monib. The peitemrations share Js i addition

—Ygu wil] receive ydi of the alore-ameniion ‘(E services, ps well as the ACCS. services
ol In addivon. vou will receive the lallowine FRO services a5 neededs i minfmum of
one {13 hour of RN services per m,sk s {23 bours of personal cire asshstange perday gni}-
dally soeinl and recrestionl

W seill

muekagi,
e ACCS Services: Hoelp with potivities of daily fiving, medication nssisieice, monitoring
and administrafion: 24 howr pmesite psyisfive Hrerapy rostorafive. Gngstie: NnEsing
assessprent health moniforing, cuse pragenoit wnd routine tesks, ,

' V.,  TERM AND TERMINATION.
TERM. This Agreament hgging an the date-set forth above and contindes vati] terininated
ag provided below,
TERMINATION BY RESIDENT. You may terminaie this Apreement upon. thirty £307
days wrillen notice w0 us, Termination occors un the fater of the end of the notice periodor
upoen the removal of all of your personal belongings.

FTERMINATION BY THE COMPANY. W may ifermipute this Agreement. upon

praviding you thirty {30) days written notice, for any of ihe lollowing events, as determined

by ug:

I, Yau require cure or services that we are unable to provide or which requires staff that are
nol avaitable at the Community;

(2]

You or your visitors behavior impairs the well-heing, care or safety of yoursel or
uthers. creates unsafe conditions. ts physically or verbally ahusive to others, or alherwise
interferes with the orderly aperation of the Community.

wd

For your welfare or the welfare of others in the Community;
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4. You or your third party payor 1ail 1o pay fees and charges when due, or you breach any
reprresentation. covenant. sgreement. or obligaticn under this Agreement.

We may. upon wrillen notice e you. immediately terminate this Agreement, and transter or
discharge you for emergency medical or welfare reasons that would endanger the health and
salety of yoursell or othors. We may alse terminsie this apreemoent with less than thirty
days' written notice should vour discharge be ordered or permitled by a court. I the
cmurgency reyuites yvoar immediate transfors we widl notily your legal representutive as soan
as praclical. We will provide 2 srillen explanation for lermination wilb less than thirty €30)
days” notice.

Upen a nincty (90) days” written notice. we may wnninate this Agreement i we discontinue
atl or part of vur operation of the Community.

P, TERMINATION BY EITHER PARTY, Hither party may terminate this Agreement
immediately upon wrilien notice in ithe event of your deuth or i you must be relocated du
1o your health. The Community may request a physician to certify i wrhing that based
upon hissher examination. you must be sejocated Lo tacility which otlers a higher level of
care.

in the event of your death. your estate will be charped the Monthly Service Rate thiough the
later of the seventh { 7thy day aller vour death ur the day o which all of your belongings are
removed from the Community, B vou must relocale due 1o your peed for a higher level of
care. you will be charged the Monthly Service Rate thraugh the later of Tourteen (14) days
after the date of yuur written notice of termination or the day on which &l of your
belongings are remaved Irom the Community,

K, SERYICES PENDING TERMINATION. You acknowledze and apgree thal, pending
tgemination of the Agreement duc (o requiring services or stafl not available i the
Community, we may arrange {ar the provision of vne-on-unc care and you wiil pay for such
care if we determine that such care is needed Lo protect your health or safety or the health or
safety of others.

¥, COMMUNITY CEASES TO OPERATE. If the Communily’s license is revoked or The
Community otherwise ceases 10 operate, this Agreemenl shall lerminate upon wrillen netice.
from the Community on the ddie as stated in the notice. Any advance payment fur services
nut received shall be retunded ta the Resident.

RESPONSIBILITIES LPON TERMINATION. You will vacate premises, removing all
belangings on or hefore the clfective date of termination. I you fail w0 remuove your
betongings Iy the cffective date of termination, you understand and agree that we may
continue lo charge vou fur the Basic Service Rale of vour Sulie. or have your belongimgs
placed in storage at vour cosl. You fusther agrec that we may donate any unclaimed
property after forty-five {43) days. You will provide written notice of a forwarding address
where you cen be reached and receive mail. Terminatian will ant release you or us from any
fiability ur abligation to the ather party ynder the teems of this Agreement.

V. AGREEMENT TO ARBITRATE.

Shouid any of sub-scdtions A & 13 provided befow, or any part thercol, be deemed void or
invalid. the validity of the remaining sub-scetions. or parts thereod, will not be affeeted.

A ARBITRATION PROCEEDINGS.
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Any and all claims or controversies arising out ofL or in any way refating to. this
Agreement or any of your stays at the Cammunity, exciuding any setion {or nvoluntary
transive or discharge or evicion, and inciuding disputes regarding, interpretation. scope,
enfarceability, tnconsciomahility, waiver, preemption andior iolability of this
Agreement, whether arising out of State or Federal law, whether existing or arising in
the Tutere. whether for statdory. compensatory or punitive damoges and whether
saunding in breach of contract. tort or breach of statutory dulies.  irrespective of the
busis for the duty ur the kegal theories uvpon which the claim is asserted, shall be
submitted 1o binding arbitration, as provided below. and shall not be filed in a cowrt of
faw, The parties to this Agreement further understand that a judge and/or jury will
not decide their case.

The partics hereby expiessly apree that his Arbilration Provisien, the Residency
Apreement and the Resident’s stays at the Community subslantially mviilve inlerstate
commerce, and stipulate that the Federal Arbilration Act (“FAA™Y shall exclusively
apply to the interpretation and enforcement of this Apreement, and shall preempt any
inconsisicnt Slale law and shall not be reverse preemnted hy the MeCarran-Ferguson
Act; United States Code ‘Fitle 15, Chapter 20, or olher fawv, Any parly who demands
arbilration must do so for all claims or controversies Lhat are kaown, -or reasonably
should have been known. by the date of the demand for arbitration, and if learned of
duritig the course of the arbitration procceding shali amend the claims or codtroversies 1o
reflect the same. All current damages and reasonahly foreseeabic danages arising out of
such claiims or controvessies shall also be ncorporated inta the imtial demand or
amendmenl therefo,

A demand for Arbitration by you, your legal represontative. @ possen or organizalion
acting vt vour behail awith your consent. or the personal representative of your estate
{cotlectively ~Resident Party™) shall he made in writing and submitted to Timothy Cesar.
Braakdale Senior Living lnc.. 6737 W, Washington St #2300, Milwaukee. Wi 53214,
vig curtificd mail. return receipt requested. Demand for Arbitration by us shall be made
in wriling and submitied W ¥au O your agent. representative, successor or assign and/or
yunr legatt representative via certified mail, return reecipl requested.

The whbitration proccedings shall take place in the county in which the Community s
ncated, unfess agreed 1o atherwise by muroat cansent of the partics.

The arbitration panct shall be compased of one (11 arhitrator, Suhject tothe requirements
of scetian A.6. the partics shall agree upon an arbitrator thal must be a member of the
STATE Bar with at leasl tea (1) yeuars of experience as an atiwerney. 1 the partics eannol
redch ain agreement on an arbilrator within twenty (203 days of receipt of the Demund for
Arhitralion, then cach party wilt select an arbivrator. These arhitrators will act only for
the purpose of appointing a sole achitrator 10 hear the case, subject (W the driterta above.
I vither porty fails o sclect their arbitrater within the (20 days menbioned abave, they
elffectively lorleil their right Lo cheose an arbitraler.

Fhe arbitruter shall be unbiased of all pardes. witnesses. and legal counsel. Na past ar
present officer. director. alTiliaw, subsidiary. or employee of a party, witness. or fegal
counsel may serve as an arbitrator in the procecding,

Discovery in the arbitration proceeding shall be poverned hy the STATE Rules of Civil
Procedure. However. discovery may be maodified by upreement of the parties,
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& The wbitintor shall desigaate a time and place within the caunty in which ‘the
Comimugnity Is located, for the srbitration hearing and shall provide thiny (30) days’
notice to the parties of the arbitration heaving.

9. The arbitrator shall apply the STATE Rules of Evidence and STATE Rufes of Cisdl
Procedure in the arbitration proceeding excent where atherwise saated inthis Agreoment.
Also, the arbitrator shall apply. and the arbitration decision shall be consistent with,
STATE taw exeent us otherwise stuled sy this Arbitralion Provision,

I

o

CPhe arbitralion decision shoufd be signed By the arbitrator and delivered 1o the paitics
and their counse] within thirty (30) days foltowing e conclusion of the arbitration. The
decision shall set farth in detail the arbirator s findings of fact and conclusions of law,

i1, The arbivator's decision shall be final and binding and such decision may oaly be
vacated or modilied as allowed by the Federal Arbifration Aet.

2. The arbitralors [ees and costs associated with the arbitration shall be divided equally
T among the partics. The parties shall bear their own attormneyy” fees and costs and hereby
expressly waive any right 1o recover attorney fees or costs, solutl or statutary,

13. The arbitiation proceeding shall rermaim confidential in all respects. Tncluding ithe
Demand for Arbitration, ‘&l whbitration filings. depasition  ganseripts,  docutaents
produced or obtained in discovery. or other material provided by and exchanged betwees
the parties and the arbitrator™s Nindings of fact and conclusions of law. Following réceipt
af the arbitrator’s dedision, cach party agrees 1o return (o the producing party within
thirty (30) diys-the originat and all copies of documents exchanged i discovery and at
the arbimation hearing., except thase documents required 10 be retained by counsel
pursuant to law, Further, the parties to the arhitration also apree not 1o disouss lhe
amotnt of the arbitriation: award or any selifemenl. the names” of e parties: or
namedseation of the Community except as requived by law,

14 This Arbitration Provision binds third partics nol signalorics o this Arbitralion
Provision, including any spouse. children, heir, represematives, agents. execulprs,
administralors, succossers. family members, or other persons claiming through the
Resident, or persons chaiming through the Resident's estate, whether snch third parties
miake a claim in o represciutive capacily or in a personal capacity.  Any eluins: or
grievances against the Community or the Community’s comporate pavent, subsidiaries,
affiffates, employees. officers or directors shall also be subject to angd resplved in
accosdance with this Arbitration Provision.

15. The terms of this Arhitration Provision are seyerable.

16, Thu Arbiration Provision shall survive vour death.

BENEFITS OF ARBITRATION, The parties” deeision (o seleet arbilralion 15 supporied

by the potential east-effectiveness and time-savings offered by scleeting arbitration, which

may avoid the expense and dekey of judicial resolution in the court systent. The parties’
decision 1o select arbitration is supporied by the polential benefit of preserving the
availabitity, viability, and insurabiiity of a long temn care company [or the olderly and
disabled in STATE, by Hmiting such company™s exposure w liability. With this Agreement,
we are better able to offer our services and accommodations at 4 raw that is mare afTordabie

o you. In terms ol the potential time-savings offered by selecting arbitration. the parties

recopnize that selecting a quick method of resalution is potentiafly (o a resident’s advantage.
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You ondfor your legal representative understand that other long term care companies’
Agrecments may ool contain an arbitration provision. The partics agree that the reasons
stated abave are proper consideralion lor the acceplunce of the Arbilration Provision. The
undersigned acknowledges that he or she has been encouraged to discuss this
Agreement with an aftorney,

The parties to this Agreement further understand that a judge and/or a jury will not
decide their case,

Vi MISCELLANEOUS
WAIVER OF TRIAL BY JURY. If # couri determines that the Arbitration Provision
provided above is invahid. the parties express their desire to waive a jury trial and resolve
any claims in the appropriate court snlely before a fudge.

NON-DISCRIMINATION. We operale on a noa-diseriminatory basis and aftord equal
treatment and access o services 1o eligibie persuns regardless of race. religion. color,
national orighn. sex, disability or any other category protecied by applicable law.

RISK AGREEMENT. You are responsible for your personul. Tinuncial and health eare
decisions.  You are alse responsibic o maintaining bealth, personal property. lability,
automobile (i applicable), and other insurance soverapes in adequate amounts. You agreeto
obtain insurance in an amount adequale 1o cover your personal praperty and your general
liability. You acknowledge that we du nol insure your persom or property. You understand
and agree Lhat:

F. We mny epcourage you Wy participate in compumity, keisure. and social agtivities and to
maintain sa appropriate level of independence in sctivities of daily fiving, as well as
your personal and (inancial affairs:

2. Independent activities, respoasibility tar personal. financial. and health care decisions,
and tifestyle and care preferences may invelve risks o personal injury and/or property
damage av loss:

3. Pheaughoul the Communily. there may be public balconics andéor a baleany in your

Aparlment. F you eheose 1o use stch baleony. you do so at your own risk. We are not
responsible for any miury that may resuit from use of a balcony. We are alse not
responsible for darnage or Ioss of any property used or placed on 4 haleony,

4. The standard of service for an ussisted Hyving community does not indude one-on-one
care, assistance or suparvision, e.g. one resident assistant for each Resident. oy
immediate response 1o non-emergent needs.  Phere may be short and fong periods aff
fime b0 which you will be felt wlone. unsupervised such as while watching television,
listening t musie, reading. and sleeping ac night:

5. We make no representations or gudranices thal our associates can prevent fulls, We do
nol represent or guarntee that vour health condition will not change or deteriorate:

6. We make po representations or gaarantees thatl our asseciates caa prevent the onset off
skin break down or the worsening ol existing skin break down.

7. Our services may not meet ali of your persenal, social. ar heaith care needs and we will
allempt to assist you in armanging for such services which are not included in this
Aprediment,
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8. Many residents suffer from cognilive impairment. including Alzheimer's disease and
dementia.  This condition can cause uncxpecled behavior such as wandermg.
forgetlulness, agitation towards others and confusion. We make no representations or
guarunices that we can predict the behavior ol our residents, Therelore, we also make ng
representations or guaraniecs that we can always prevent a resident from wandering or
allempiing ta wander from the Community. enlering into w privale area. misplacing or
losing iems or engaging in physical contact with anather resideni:

B, We make no representations oy guuraniees that we can prevent the Togs of personal items.
including but not limited to clothing. jewelry, dentuees, hearing aides or other medical
cquipment,  We will not he respemsible for the loss of such items. We ke no
pepresentations or guaranices thal we can prevent thell o other eriminal acts perpetrated
by another resident or person: therelore, we recnmmund that vaduables such as jewelry
and large sums of moncy. sot be keplal the Community. ! you chaose v bring in
valuables. you doso at your nwn risk and we witl not be hetd responsible lor any theft or
fass ol such items:

It

Due ta stale regubations and fire code, we may not Jock our exlerior duors against

exiting,  Therefore, we cannal puaraniee that a resident will not wander from the

Community. Spie huildings have exterior doors that are alarmied with a delayed egress

feature and our syslems are designed to alert our associaies o respond and assist a

resident il they wander [roin the building.

Yau understand amd agree to assume the risky inhereat in this Agreement. You agreg 10

hold us. our associates and agenls harmless for any damages, injury or other toss

vesulting Trom: (1) reasonable aets or omissions made in good Gaith; (23 action by a third

party. fire, water, thel or the elements: or (3) toss ol personal properly.

D. PETS. The Community’s pet palicy is deseribed in the Addendum to the Residency
Agrecment,

E. SMOKING. Excep as otherwise set 1anth in the Addendum o the Residency Apreement.
smoking is nol permitled in any part of the Communily.

. WEAPONS. Weupons. as defined by ux. are not atlowed in the Communily or on
Community property,  This includes bul is not fimited to firearms, explosive materials,
ammunition. and eollectible ar antigue weapons.

G. NO TENANCY INTEREST. You have none uf the rights of a tenant onder this
Agreement, subject o applicable state Jave.

H. ASSIGNMENT. ‘This Apreement is not assignable without our prior written eonsent. Our
rights andl obiigations may be assigned to any peeson o enlity which will be respunsible o
ensure our obligutions under this Agrecment wre safisticd in Tull fram the date of
natification.  We may engage another person o entity to perfarm any or all ol the services

under this Agreement.

I AMENDMENTS.  This Agreement and any written wmendments constitute the entire
agreemient belween the parties and supersede ali prior and contemporancous discussions.
represcntalions. correspondence. and agreemens whether oral or wrilten.  Except for our
Fght 1o mudify fees. rutes and churges. amend serviees provided and establish and madily
seasonable operating procedures and rufes for the gencral wellore and safety of the resideits,
this Apreement may be amended only in writing signed by bath purties.
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J.

SEVERANCE. Should any parl of this Agreement be invalid, the validity of the other parts

_ of this Agreement will not be affected.

K

O

Q

STATE

FINANCIAL RESPONSIBILITY. You have designaled a Guarantos. who has agreed o
the terms of the atwehed Statement o Financial Respoisibilivy,

SUBORDINATION, This Agrcement and the pasties” righls hereunder are subordinate 1o
any Jease. morigage or deed of trust placed upon the Cmmunity, but you may remain in
your Suite so fang as you comply with the provision of this Agreanenl.

REPRESENTATION AND WARRANTY. By exceuting this Agreement you represent
and warrant that all representations made by you or on your belalf, whether wrilten or
verbul. with respest to your application for admission o the Community were true Wiien
muade. You understand that we rely upon the trutifulness of this inlormation in making our
decision tn enter inw this Agreement.  Your application forms. including personal data
Jorms. statement ol fimnancial condition (i applicable). heaith history and medical reports
submitted by you or on your behall' to us, are incorporaied by reference o this Agicement
and inade an express part of i You undersand and agree thai any material
migrepresentation or omission made by you ur on your dehall in connection with these
docunients shall make this Agreement voidable al our option. i the extent permitted by Taw.

CIIOICE. You have a choice of providers for private sillers, therapy. rehabilitation, home
health. haspice and other health care services: As purt of Lhe complement of services otfered
by the Compuny and ils affiliates. therapy. rehabilivition, bome bealth, hospiee or other
services may be available at the Comnwnity through Company affiliaies. 1) you roquine
such services., Community associates will assisl you in uoblaining such scrvices from
Company alfifiaies or anolher service provider ol yaur ehoiee.

OBLIGATORY INFORMATION. You agree o provide accurate, complele and eurrent
fiformmation aboul youwrscl] aud about any emergency contact. including but not Himited to
addresses. phone mumbers, and cmail address. You understand that vou must promptly
notify us of ehanges ta the inforprtion stated gbove, 10 you do not have sdvance directives
in place, you understand that a eourt may appoint o guardida to make deeisions on your
behalf it you are no longer abic o do st Neither we nor any of our assocates o agents may
be your guardian. [1 it is necessary for us (e petition the court for appoiniment o a guardian.
you agree 10 pay any costs associated therein,

ASSTCNMENT QF BENEFITS. To the exwent thut the Community parlicipales in 2
government payor progrem. tong term care insurance pegram or other iaswrance program
t“Third Parly Payor™} of which you are a bencliciary, you aclhorize us to disclpse any
medical o administrative information and reguest payment. You certify that the
informatinn piven in appiying for payment from such Fhird Party #ayor i correct. You
authurize release of all medical and administrative records requived o et on Lhis request and
request that payment ol authorized heneflts be wade on your behall, You authorize us o
disclose any medical or administyative information required in the processing uf applications
far financial covernpe for services remiered. To the extent permilled by vour Third Party
Pavor, you authorize direct payment of ad benctis w us,

COUNTERPARTS. This Agrecment may be exeavied in any number of cnunterparts, each
of which shall he deemed an original,

NOTICES. Notices wilk he written and given by persenal delivery or matling by regular
mail. postage pre-paid (o the following oy such other persons or places as the parties may
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notify cach other, Notices shall be deemed given based upon the date personally defivered
or upon the date postmarked.

Compuny: Resident:
Exccutive Dircctor at Commumity 1AL e Community)
(At the Community)
Legal Representative/Respansible Party:
{us noted betow)
| We believe it is important to disclose all services and fees to the best of our ability and in
i atcordance with the law. We recommend that you consult with legal counsel to ensure
i undevstanding of this Agrecment hefore signing,

BY THEIR SIGNATURES. the purties or thelr representatives kave executed this Apreement,
Resident/Legal Representative o Dt
For Company Title Dhate

LEGAL REPRESENTATIVE/RESPONSIBLE PARTY ADDRESS:
Name: LEGAL REP NAME

Adidvess: LEGAL REP ADDRESS

Phone Nos.: LEGAIL_REP PHONE

Email: LEGAL REP EMAIL

OTHER RELATED MATERIALS:

1. Resident Bill of Rights

2. Community Handbook

3. Emergency Evacnalion Plan

4. Admissions Package

3. Medical Records Release {H additional permission is required under state law or necessary to

address 2 pse oF disclosure not covered by Scction 1K)
6. Personal Service Assessment
7. Personalized Service Plan
ATTACHMENTS INCLUDED
Addendum for Communily-Specifie Basie Services and Operating Policies
Lixhibil A - Schedule of Serviees and Rates
[xhihit B - Statement of Finuncial Responsibility
Fixhibit = Pharmacy Services Agreement
Fxhibit D Finsncial, Medicaid Waiver, Enhanced Residentiad Care Services and Payment

ADDITIONAL EXHIBITS TO ATTACIHEAS PART OF THE AGREEMENT:
X. Select Services Lisl

Y, Therapeutic Services List

7. Asscssment Price Schedule
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EXNITIBIT A
SCHEDEULE QOF SERVICES AND RATES

Resident RESIDENT _NAME

Suie Type and Number SUITE TYPE

COMMUNITY FEE (Prior Lo Move-in) SCOMMUINIEY Ll
BASIC SERVICE RATE $BASIC SERY _RATE

{Check below 1T spplicable}

The Basie Service Rate above is the Basie Service Rate for a Companion Suite. 1 the
Companion Suite converts o single occupancy. the Basic Serviee Rate will udjust 1o the then
current sinple occupancy Basic Service Rale [or such Suile.

PERSONAL SERVICE RATE SPERS SERY RATE
UEhe ciucent PPersonad Service Price Schodale is meached as Exubat £)
(N attached Personat Service Roee Repat)

MONTHLY SERVICE RATE SMNTIELSERY, RATE

(Al Busic Seanjee Kare and Persored S aive Ragey

SELECT SERVICKS AND THERAPRUTIC SERVICES $SELECT_SERVICLS*
(T Sclet Servee Lis i “Thecapectic Servges Lastare ilachied as Lxkabits X and b
* Amount varies based upon wonthly usage.

1 acknowledge receipt of Exhibits X, Y and Z and agree to the above Schedule of Services and
Rates to commence as of FIN_ MONTH FIN_DATE, FIN_YEAR. { snderstand and agrec that
the Company has the right to change thesc rates and/or chanpe the services provided in.
aceordance wilh the provisions of the Residency Agreement.

Resident/egal Representative N Date

For Company Title Date
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EXHIBITB
STATEMENT OF FINANCIAL RESPONSIBILITY
GUARANTOR NAME ("Guasantor”™ or “vou™ and LEGAL _NAMU d/b/e COM MUNITY NAME
{the "Company.” “us.” “we™ or “our™). agree as follows:

‘The Resident muned in the attached Residency Agreenieat desires to live at the Community
and we are willing w enter info the Residency Apreement if the Resident has an individual who is
willing to fulfilf the conditions of this Statement of Finuncial Responsibility: and

tn eonsideration far our acecpting the Resident into the Communily. vou agree to fullill the
provisians of this Statement of Financtal Responsibility. i and as necessary.

Therefore, in consideration of the mutual covenants contained in this Statement of Financial
Responsibility, the parties agree as tollovs:

I. PERSONAL ASSISTANCE. In the cvent the conditian of the Resident requires such
assistance. and upun vur request. you will assist Resideny or legalty responsible person. as
necessary hy:

A, Participating il our associales in evaluating Resident’s needs and in planning and
implementing an appropriate plan {or Restdent’s care,

B. Maintaining Resident’s welfire and fulfilling Resident’s obligwions under the Residency
Agreement;

. Relecating Resident folfowing termination and remuoviag the Resideat’s property:

). Transierring Resident ta a hiospitl. nursing home. or nther facility in the event that Resident
reguires care e do not offer:
. Making necessary arrgngements Ior funeral services and burinl in the cvem of death,

1. FINANCIAL RESPONSIBILITY. If Resident {uils tn make payments due t¢ us under the
Residency Aprecment. you sgree w pay us such amuunts within thiry (30} days of receiving
written notice of nonpaymeni.

REVIEW OF RESIDENCY AGREEMENT. You acknowledpe that you have recuived and
revicwed o cupy ol the Residency Agreement, and have had an oppostunily W ask questions.

-_—

]

n—n

BY THEIR SIGNATURES. the parties huve executed this Agreement to be cffective as of
FIN MONTH FIN. DAY, FIN YEAR.

SSN 1.1, NO.
Ciuaranlor Sué%a! Security No. 1. No. Date
For the Company o Title Pate
SEND NOTICES TO GLARANTOR A'l:
Adldress: GUARANTOR_ADDRESS
Home and Worlk Phone Nos.: GUARANTOR_HOME
Cell Phone No.: GUARANTOR_CELL
Email Address: GUARANTOR_EMAIL
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EXHIBITC
PHARMACQCY SERVICES AGREEMENT

We work closely. with pharmacy providers to meet the needs of our residents. Prelerred pharmacy
providers are chosen based upon thelr ability 10 provide services to our residents to enhance their
health and wellngss, Tmportant services include:

= Screening Wor possible negalive drog ngeractions

s Assessments [or potential allesgle reactions of medications

Recommending therpeutic subsiinitions and edfering generic substitulions when appropriate
Providing competitive pricing for comparable packaging

Alerting our asguciates and physicians when there is a.duplication of prescriplions

Repular scheduled veview and monitoring of medications

Routine or emergeney delivery 24-hours a day, 365 days a year

o Medieation packaging that meets our safety standards

PREFERRED PHARMACY s our peeforred provider for pharmacy  services (“Preferred
Pravider™. The Preferred Provider will review your ¢urrent medicalions upon your move-in and
the consuliand pharmacist will be in the Comtumity on a regolar scheduld to meet with you
individually, if needed.

9 & & 2

I you-decide 40 useshother pharmaey provider other tharn the Preferred Trovider, it will be reguired
to meet oir medieation management stundards.

Please review and sign the [oHowing statement acknowledpging you understand our expeetationg and-
reguirernents regarding the provision of medicalions.-

I understand that if I.choose not 1 use the Prefeired Provider, twill be charged 2 service fee, which
is set forth on Exhibji X,

1 understand-that { will be required to provide medicetions thal arc packaged in a onit of use
packuming system; uiless | hiave been granted an exemption to the packiiging requiremient by the
Company’s Regional Dircolor of Operations. | understand there is a packaging exemption fee i5.5¢ct
forth on Bxhibit X associated with u packaging cxemption due 10 the additional admiaisuative
oversipht required. If at any time I am not able or no longer willing to provide this type of.
packaging system.and 1 de not have an exemption, | understand that | need to find alicrnative
housing.

If 1 do nti vse the Community’s Preferred Provider, 1 also understond that [ will have {he
respansibility for reordering medications. 11 medigations are not dellvered within twe days prior
to their deplefion, the Cammunity will reorder my medications with the Preferred Provider. 1
agree to pay for the medications and any associated service eharges. The fees associated with
reardering medications [ram the Preferred Provider are determined by the Prefersed Provider, and
are in addition 1o the serviee lee described above,

MY SIGNATURE BELOW INDICATES THAT | HAVE READ. UNDERSTAND AND AGREE
TOABIDE BY THE TERMS OF THIS PHARMACY SERVICHS AGREEMENT.

Resident/Legal Representative Signature Daic

STATE BUILDING_NAMI 17 Rev, 6/15/2015



EAMIBIT B
FEE SUMMARY FOR ENBANCUD RESIDENTIAL CARE (IRL) RESTOENTS

The Community parficipaies in Vermoot's Chodees for Care Mediaid Walver program us st
Eahanced Residential Care t ERC proviler, The fllowing fer swnmuey applies o residents why
arg both eligible for the BRE progran and {or whom we have sceepted seon BRO residen ul ihg

Effective Dates

Apariment &

Lovenad Services
We will Bill Medieald for both ERC services and ACCS (Assdsth e Comemmiy Care Servives) for
guch day of servioe provided dy vou st the Compssniiy, Phe Beonumnde Senvices Diviston of the
Depariment for Children and Famibies may determmng that vou have o peliend share obfigation,
which woyld be prvable 1o wsmenthly atong with your romim and board pavment, The Medicaid
program shall delepming the smoemng of both e petient share oblisation U any s and vour roem

and bourd paviment.

Patiens Share Obiipation ¥ applicable) 5
Rasie Service Bawe o o s
RESIDENTS TOTAL MONTHLY PAYMENTS: _ 5
Restdent’s Nome (peinted o o
Resident’s Sienature; o it
Responsibie Party’s Slenature:  DPwe
Comvnunily Represeniative s Sigatog Phase: . u -

STATE BUILDING _NAME 18 Rev, 671572015
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ATTACHMENT #2

VT MONTHLY PSYCHOTROPIC MEDICATIONS REVIEW



~ SENICR LIVING SOLUTIONS—

¢
Qfg BROOKDALE

VT Monthly Psychotropic M_edications Review

This form should include e review of antipsychotic and benzodiazepine medications only.

Resident

Apartment Clnitial [ Monthly  [] Change*
Date: .
Diagnoses and Medical Conditions:
Name of Drug, Dosage, Targeted Behavior Side Effects Frequency-of PRN
Frequency Noted uss

ADL/Personal Care

Pain Control

Activity Participation

Appeiite

Highest Level of Funclioning

Sleep

Service Plan Reflects Alternatives to Medication

Concerned Party Aware of Drug's Use and Reason

Service Plan Goals Met through Brug's Use

*1s medication reduction, titration plan or elimination considered?

*|s resident at the lowest effective dose & frequency?

Resident Benefits from Continued Medication’s Use

“Explain the medication reduction or elimination plan

Plan to be implemented

Review Conducted by/Nurse Signature

Date Review Completed

[ INo Changes

Originai: Resident Record

Page 4 of 1
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ATTACHMENT #3

SURVEY OF DISCOMFORT FOR BEHAVIORS



e R

Resident name:

Medical diagnisis:

F BROOKDALE

hko THE $LACES

Apt iz

Date:

Behavioral expression:

-.during the behavioral expression?

1. after the behavioral expression?

5

Applicable to: Alzheimer’s and Bementia Care

...before the behavioral expression? _ _ )

Temp: .
RR: o
Last BM:

Lwitiin tha last 24 hours? _ ,

i

Toee

CLawithin the lagt few dayss

e e e o o

Mg ¢ Pain or discomfort fram afthrids, diabetic
i neuropathy, old fracture, ete

Tl e Grimacing

Noaning

i1 '« Groaning

s Crying

Racking

= Rubbing hody part {specifyl:

. ol!cldmg body part {specify): '

i= Red areas (speciy

Page 1 May 2015



tilness furinary tract infection, respivatory infection,

{'skin infection, efc)

Q%

Wmded/breath!ess .

Cons‘apatlcn

lmpazred vision (inappropriate/missing eyewear,
giasses nat oh)

EJ‘E]

nfamiliar/naw staff

Unfamiliar/new surroundings '

! Overstimulation

[;] }mpas{ed hearing {mal func?:mn:ngjm;ssmg hearmg
: aid/hearing aid naton)

O S T S PRI R SIS R PRIF T R AL PSR SR

Q

eep dls’mrbance

s At A A A T

: Prablem with teeth}dentures {notin guud repaar]

D

U PSPPSR PR TOTTITT I ISP UL PR LT T

Person filling out this form Date:
RNCM/HWD Date:

Applicable to: Alzheimer’s and Dementia Care

Page 2 May 2015




ATTACHMENT #4

POLICY-INFECTION CONTROL VT-4



Qfg BROOKDALE

— SENIDR LIVING SOLUTIDING -

Policy Name: Infection Control- VT-4 Etfective Date: 7/2016
Category/Sub-Function: Operations/ Clinical Services | Last Revised:

Applies to: Assisted Living, Alzheimer's and ‘ Policy Owner: SVP Clinical Services

Damentia Care - VT

Policy Overview

Itis the pohcy of this Assisted Living residence to make any reasonable attempt to Mirinmize the risk
ardfor spread of infectious disease for the mutual protection of reszdents empioyees, families, and

the publis.

Policy Detail

Infections and infer:_ﬁon_transmis_sidh- is prevented and managed as far as possible through the
application of standard precaution practices through no less than the following:

1. Establishing and maintaining a residence-specific infection prevention program;

"2, Establishing policies governing the admission and isolation of res;dents with known or suspected
infecticus disedses;

3. Developing, evaluating and revising on a continuing basis infection control policies, procedures
and techniques for all appropriate areas of the residence;

4. Developing and implementing protocols for:

a.

b.

Dischargs planning to home that include full instructions to the farn;iy or careg;vers
regardlng necessary inféction control measures,

Hospstal andfor nursing facﬂ:ty transfer of residents with infectious diseases which may
present the risk of continuing transmission. Examples. of such diseases include, but are
not limited to, tuberculosis (TB), Methicillin resistant staphylococeus aureus (MRSA),
vancomycin resistant enterccocel (VRE), and clostridium difficie {C. diff}

Prevention and isolation Procedures:

1. Confinement o apartment will depend on resident’s condition, personal hygiene, and ability o
comply with instructions

2. When a resident has been identified as having a known or suspected infestion disease:

a.
b,
G.
d

e,

f.

Influenza:

Implement standard precaution.

identify presence of infectious disease(s).

implement contact precaution.

Communicate and educate resident/responsible party on practices to reduce risk of
transmission.

Initiate appropriate isolation practice.

implement moniloring procedures

in cases of influenza in the residence:

a.
b.
c.

Contact precautions, in addition {o standard precautions, will be maintained
Following reporting procedure per Vermont Department of Heaith guidelines
Implement standard precaution

Page 1 0f 2



Clostridium Difficile:
In cases of Clostridium Difficile in the residence; ‘

a. Contact precautions, in addition to standard precautions, will be maintained

b. Confinement to apartment will depend on resident’s condition, personal hyglene, and
ability to comply with instiuctions.

¢. Residents with diarrhea cause by Clostridium difficile are encouraged to use separate
{oilets

d. Contact precautions may be discontinued once diarrhea has ceased
Standard facility procedures shall be followed for cleaning rooms of residents Glostridium
difficiie

Methicillin Resistant Staphylococcus Aureus (MRSA)/Vancomycin Resistant Enterococcus
(VRE) '
in cases of MRSA or VRE in the residence:

a. Contact precautions, in addition to standard precautions, will be maintained il _
resolution of signs and symptoms of infection OR until the infection/colonization can be
appropriately confained (i.e. drainage, fluids, etc).

b. Confinement to apartment wilt depend on resident’s condition, personal hygiene, and
ability to comply with instructions.

c. As part of standard precaution for all residents, McKesson procedural masks may be’
needed for face-to-face contact with residents who are symplomatic, :

d. Standard facility procedures shall be folfowed for cleaning rooms of residents with MRSA
/VRE '

Tuberculosis:
In cases of Tuberculosis in the residence:

-a. Contact precauﬁohs, in addition to standard precautions, will be maintained

b. Confinement to apartment will depend on resident's condition, personal hygiene, and
ability to comply with instructions.

¢. As part of standard precaution for all residents, a McKesson particulate respirator may be -
neaded for face-to-face contact with residents who are symptomatic.

d. Stapdard facility procedures shall be followed for cleaning rcems of residents with T8

Related Documents/ Other Manuals

Communicable Disease Contraf

C-diff CG

T8 Exposure Contret Plan Policy-Associates PP
BBP Exposure Control Plan

Formsilinks

Resident Vaccination and TB Screening Record




ATTACHMENT #5

TRAINING SESSION ATTENDANCE FORM-PPE INSERVICE
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