APPLICATION FOR ADMISSION

DATE:____________________
LAST NAME:_____________________   FIRST:____________________   MIDDLE:____________________
ADDRESS:________________________________________________ 
CITY:_____________________________  ZIP:____________________
SS#:_______-_______-_______   Medicare#:____________________   
Supplemental Insurance:______________________________________
Medicaid#:_________________   Applied Income:$_________________
Date of Birth:_______-______-_______  Age:_____  Sex:____ 
Place of Birth:___________________________  Ethnicity:__________________
Religion:_______________________  Place of Worship:__________________________
Father’s Name:_________________ Mother’s Maiden Name:__________________

Married___   Divorced___   Widow___   Widower___   Never Married___  
Military Service: Branch:__________________  Dates:___________________
Length of Current Residency in Harris County:______   

1. Physician’s Name _______________________________
    Address________________________________________
    Phone:________-________-________

2. Pharmacy Name:________________________________
    Phone:________-________-________
3. Dentist’s Name:_________________________________
    Address:_____________________________________
    Phone:________-________-________
Responsible Party for Funeral Home Arrangements/Expenses Name:_______________________________________________  

Phone:________-________-________ Address:______________________________________________
Funeral Home Preferred:__________________________________________
Responsible Party for Laundry
Name:___________________________   Phone:_______-_______-______
Contact Information
1. Guarantor Name:___________________________________  
       Phone:________-________-________
             Address:___________________________________________ 

 Relation:___________________________________________
2. Name:_____________________________________________
Phone:________-________-________
Address:____________________________________________

 Relation:___________________________________________
3. Name:______________________________________________
Phone:________-________-________
Address:_____________________________________________
Relation:____________________________________________
Please Describe Prospective Resident’s Needs and What Assistance Is Necessary:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LIST ANY HEALTHCARE FACILTIES OR HOME HEALTH SERVICES THAT THE PROSPECTIVE RESIDENT HAS ATTENDED OR RECEIVED WITHIN THE PAST YEAR (THESE DATES CAN BE OBTAINED FROM THE DISCHARGE PLANNER/SOCIAL WORKER OF THE FACILITY):
1.   Name of Facility:_______________________________________

      Admission Date:_________-_________-__________

      Discharge Date: _________-_________-__________

2.   Name of Facility:_______________________________________

      Admission Date:_________-_________-__________

      Discharge Date: _________-_________-__________

3.   Name of Facility:_______________________________________

      Admission Date:_________-_________-__________

      Discharge Date: _________-_________-__________

4.   Name of Facility:_______________________________________

      Admission Date:_________-_________-__________

      Discharge Date: _________-_________-__________
1.
HOME HEALTH  


START DATE:_________-_________-_________

END DATE     _________-_________-_________
2.
HOME HEALTH  


START DATE:_________-_________-_________

END DATE     _________-_________-_________
PLEASE PROVIDE COPIES OF THE FOLLOWING DOCUMENTS

· MEDICARE CARD FRONT/BACK
· SUPPLEMENTAL INSURANCE CARD FRONT/BACK
· DOCUMENTS FOR POWER OF ATTORNEY 

· DOCUMENTS FOR GUARDIANSHIP 

· DOCUMENTS FOR DURABLE POWER OF ATTORNEY 
· ADVANCED DIRECTIVES

	FOR OFFICE USE ONLY

Date of Admission:_____-_____-_____     Room#:___________

Physician:____________________  

Private____   Medicare____   Medicaid____   Medicaid Pending____

Account#_____________________


NOTICE TO ALL PROSPECTIVE RESIDENTS

A COMPLETED APPLICATION TO ST. JAMES HOUSE IS REQUIRED FOR CONSIDERATION OF ADMISSION.

AN APPLICATION COMPLETED AND SUBMITTED TO ST. JAMES HOUSE DOES NOT GUARANTEE BED AVAILABILITY TO OUR NURSING FACILITY.

AN ASSESMENT OF CARE NEEDS OF PROSPECTIVE RESIDENTS WILL BE CONDUCTED BY ST. JAMES HOUSE’S PROFESSIONAL STAFF BEFORE AN ADMISSION IS PLANNED OR SCHEDULED.  

THANK YOU
CONFIDENTIAL FINANCIAL INFORMATION
NAME:__________________________________   DATE:___________
ASSETS

CHECKING ACCOUNT
$______________________________
SAVINGS ACCOUNT     
$______________________________

STOCKS/BONDS          
$______________________________

HOMESTEAD

$______________________________
OTHER REAL ESTATE
$______________________________



TOTAL ASSETS
$_________________________
LIABILITIES

MORTGAGE (S)

$_______________________________
MISC. DEBT


$_______________________________



TOTAL LIABILITIES
$______________________

MONTHLY INCOME
SOCIAL SECURITY

$_______________________________

PENSION



$_______________________________

INTEREST/DIVIDENDS

$_______________________________

LIFE INSURANCE
ANNUITY
$_______________________________
REAL ESTATE RENTAL/SALES
$_______________________________

SALARY OR COMMISSIONS
$_______________________________

OTHER



$_______________________________
TOTAL MONTHLY INCOME
$________________________

LIFE INSURANCE
NAME OF COMPANY:____________________________________

AMOUNT OF POLICY:____________________________________

BENEFICIARY:___________________________________________

ATTORNEY INFORMATION
NAME:__________________________________________________
ADDRESS:_______________________________________________
POWER OF ATTORNEY (IF ANY)

NAME:__________________________________________________
ADDRESS:_______________________________________________
DO YOU HAVE A WILL?______________
IF SO, WHERE IS IT LOCATED?___________________________________________________

REFERENCES:
1.       Name:_____________________________________________
Phone:________-________-________

Address:____________________________________________

 Relation:___________________________________________

2.       Name:_____________________________________________
Phone:________-________-________

Address:____________________________________________

 Relation:___________________________________________

_________________________________________________________________
RESIDENT, RESIDENT’S SURROGATE, AND/OR GUARDIAN

DATE:___________-___________-___________

 SEQ CHAPTER \h \r 1ST. JAMES HOUSE AGREEMENT
I OR WE AGREE TO THE FOLLOWING:
1. SEQ CHAPTER \h \r 1
To be responsible for personal expenses, wardrobe, and burial   arrangements if and when necessary while being a resident at    St. James House.

____________________________________________________RESIDENT, RESIDENT’S SURROGATE, AND/OR GUARDIAN

DATE:__________-___________-____________
 SEQ CHAPTER \h \r 1                              

        GENERIC DRUG POLICY

ALL ST. JAMES HOUSE RESIDENTS AND/OR GUARDIANS:

You have the choice of accepting or not accepting the use of less expensive generic substitutes for any of your medications for which generic substitutes are available.

If you choose to use the generic substitute, we will notify your pharmacist.   If your pharmacy does not use generic equivalents, you may change to a pharmacy which does.

DO YOU WISH TO USE GENERIC SUBSTITUTES?

YES___
  NO___
IF YOUR PHARMACIST DOES NOT PROVIDE GENERICS, DO YOU WISH TO:
CHANGE PHARMACICTS___
CONTINUE USING YOUR PRESENT PHARMACIST AND NOT USE GENERICS___

DATE________________________________________

_____________________________________________________________
RESIDENT, RESIDENT’S SURROGATE AND/OR GUARDIAN
EVACUATION POLICY

In the event that total evacuation of St. James House becomes necessary, the resident’s family will be asked to either take the resident themselves or make other arrangements.  If the resident is incapacitated, the family will be asked to help make arrangements for moving the resident to an appropriate location.  This may involve contacting the physician and hospital and for providing transportation.  

 SEQ CHAPTER \h \r 1     

     ___________________________________________ _______________                      

     RESIDENT, RESIDENT’S SURROGATE, AND/OR GUARDIAN
DATE_____________________________________
 SEQ CHAPTER \h \r 1   
RESIDENT'S  RIGHTS

We at St. James House believe in the Resident's Rights policies that are mandated by Federal and State Law and strive to protect these rights.  The following information is provided to inform the resident of his/her rights as a resident of St. James House.

         These resident's rights ensure that each resident admitted to St. James House:

1.  Is fully informed, as evidenced by the resident's written Acknowledgment, prior to or at the time of admission and during their stay, of these rights and of all the rules and regulations governing resident conduct and responsibilities;

2.  Is fully informed, prior to or at the time of admission and during their stay, of services available in the facility, and of related charges including any charges for services not covered by under Title XVIII or XIX of the Social Security Act, or not covered by the facility's basic per-diem rate;

3.  Is fully informed, by a physician, of his/her medical condition, unless medically contraindicated (as documented by a physician, in his/her medical record), and is afforded the opportunity to participate in the planning of his/her medical treatment and to refuse to participate in experimental research;

4.  Is transferred or discharged only for medical reasons, or for his/her welfare or that of other residents, or for nonpayment for his/her stay (except as prohibited by Titles XVIII or XIV of the Social Security Act), and is given reasonable advance notice to insure orderly transfer or discharge, and such actions are documented in his/her medical record.  When possible, advance notice of 5 days will be given to the resident, next of kin, attending physician and/or responsible party;

5.  Is encouraged and assisted, throughout his/her period of stay, to exercise his/her rights as a resident and as a citizen, and to this end may voice grievances and  recommend changes in policies and services to facility staff and/or outside representatives of his/her choice, free from restraint, interference, coercion, discrimination, or reprisal;

6.  May manage his/her personal financial affairs, or is given at least a quarterly accounting of his/her financial transactions made on his/her behalf should the facility accept his/her written delegation of this responsibility to the facility for any period of time in conformance with State Law; 

7.  Is free from mental and physical abuse, and free from chemical and (except in emergencies) physical restraints except as authorized in writing by a physician for a specific and limited period of time, or when necessary to protect the resident form injury to himself or to others;

8.  Is assured confidential treatment of his/her personal and medical records, and may approve or refuse their release to any individual outside the facility, except in case of his/her transfer to another health care institution, or as required by the law or third party payment contract;

9.  Is treated with consideration, respect, and full recognition of his/her dignity and individuality, including privacy in treatment and in care for his/her personal needs;

10. Is not required to perform services for the facility that is not included for the therapeutic purposes in his/her plan of care;

11. May associate and communicate privately with persons of his/her choice, and send or receive his/her personal mail unopened, unless medically contraindicated (as documented in his/her         medical record by the physician);

12. May meet with, and participate in the activities of social, religious, and community groups at his/her discretion, (unless medically contraindicated by the physician in his/her medical record);

13. May retain and use his/her personal clothing and possessions as space permits, unless to do so would infringe upon the rights of the other residents, and unless medically contraindicated (as documented by the physician in attendance in his/her medical record);

14. If married, is assured privacy for visits by his/her spouse; if both are residents in the facility, they may share a room, unless medically contraindicated, as documented in their record;

15. Except in an emergency, the facility must notify the recipient-resident, responsible party and the attending physician at least five (5) days before any transfer.  This notice must be in writing and contain:

    a.  The reason for the proposed transfer.

    b.  The effective date of the proposed transfer.

    c.  The location to which the facility proposes to transfer the resident.

I HAVE READ AND UNDERSTOOD THE RESIDENT'S RIGHTS FORM.

___________________________________________   ________________________

Resident, Resident’s Surrogate and/or Guardian
     Date

ST. JAMES HOUSE AUTHORIZATION TO DISCLOSE HEALTH/MEDICAL INFORMATION
NAME:__________________________________

DATE OF BIRTH:___________-___________-___________

I AUTHORIZE THE DISCLOSURE OF HEALTH/MEDICAL INFORMATION TO ST. JAMES HOUSE.  HEALTH/MEDICAL INFORMATION THAT MAYBE DISCLOSED IS HISTORY & PHYSICAL, PHYSICIAN’S ORDERS, PHYSICIAN OR HOSPITAL LAST PROGRESS NOTES, AND ANY HEALTH/MEDICAL INFORMATION THAT MAYBE HELFPUL TO ASSESS MY CURRENT HEALTH/MEDICAL CONDITION.  ST. JAMES HOUSE MAY RECEIVE AND USE THIS INFORMATION TO DETERMINE IF I COULD BE ADDMITTED AS A RESIDENT TO ST. JAMES HOUSE.  I CONSENT TO THE USE AND DISCLOSURE BY ST. JAMES HOUSE.  
___________________________________________________________

RESIDENT, RESIDENT’S SURROGATE AND/OR GUARDIAN

_______________________________
DATE

*IN ACCORDANCE WITH HIPPA REGULATIONS EFFECTIVE 04/14/03


 PRE‑ADMISSION INFORMATION AND POLICIES


St. James House of Baytown operates as a very special ministry of the Episcopal Diocese of Texas. St. James House is not an "Old Folks Home" or a nursing home, but it is a home that is dedicated to providing family love, joy, and happiness, not only for its residents but for those who minister to them while providing the highest level of professional and loving care.  The following information is provided to assist those who may have an interest in being admitted as a resident of St. James House.
An application for admission must be submitted. An application becomes official as of the date all application forms are completed, signed, dated, and filed with the Admissions Coordinator or designated representative. It should be noted that acceptance of the application does not in any way obligate St. James House to admit the applicant.  Admissions are dependent upon care needs and whether or not St. James House is able to meet those needs. The failure of the applicant to fully complete all of the necessary forms and reports may result in non-consideration of future admission.   
It is the express policy of St. James House that all applicants for admission will be considered without regard to race, creed, nationality, color, sex, or physical disability.

Nursing Assessment - All applicants for admission will need to have a confidential medical assessment by our Director of Nursing.  This is done to determine if the resident’s care needs can be met and provided by St. James House, and if so, which care unit would be appropriate.

Admissions Procedure ‑ In order for the admission procedure to be completed, the applicant must:


(a)
Complete and sign the Application for Admission;

(b)
Complete a care needs assessment with the Director of Nursing or a designated person.

(c)
Treatment and medication orders by a Baytown primary care physician, a current medical history and physical and a progress note must be in written form at St. James House on the day of the scheduled admission.

Finances – St. James House is a non‑profit institution whose purpose is to provide a home for qualified applicants regardless of their financial status.  Medicaid recipients will be considered for admission on the basis of available Medicaid certified beds within our facility.
Residents, who are financially able, and/or their responsible parties are required to pay the full cost of their care.  The rate Medicaid recipients pay to St. James House is established by the Texas Department of Aging and Disability Services. (St. James House will require Medicaid recipients and/or their responsible parties to provide proof of Medicaid eligibility.)

Non-Medicaid applicants and residents who are unable to pay the full cost of their care may apply for financial assistance from St. James House.  St. James House will provide information regarding any assistance that might be available through State assistance programs.

As stated earlier, it is the policy of St. James House to admit all qualified applicants regardless of their financial status, but admission of non-Medicaid recipients who are seeking financial assistance may be delayed if those funds are not available. All residents receive the same degree of care according to their needs regardless of the payment received.

No entrance fee is charged by St. James House, nor is a resident's property required to be assigned to St. James House.  Residents or their responsible party are required to pay the specified amount in advance and on a monthly basis.  Residents seeking Medicaid assistance  must pay the specified basic rate until Medicaid status has been verified.. St. James House cannot care for persons with ventilators or respirators.

No Smoking – St. James House is a smoke free facility.  Current residents are allowed to smoke in designated areas only (15 feet away from all entry doors is a City of Baytown ordinance.)  

Restraints – St. James House is a restraint free facility.  Residents will not be admitted with orders to apply restraints unless approved by a medical care committee appointed by the Administrator.  Family members and/or responsible parties are encouraged to meet with the medical care committee if they have questions or concerns about restraint reduction and use.

Drug Policy – St. James House does not require drug testing as a condition for employment.

I HAVE READ AND UNDERSTOOD THE PRE-ADMISSION POLICIES AND INFORMATION OF ST. JAMES HOUSE
_________________________________________________________

RESIDENT, RESIDENT’S SURROGATE AND/OR GUARDIAN

________________________________________

DATE
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