Health Facility Systems
1000 NE 104 Street

Health Resources

Development Service ' Oklahoma City, 0K 73117-1207-8823

Phone 405,271.6868
Oklahoma State Fax 405.271.7360
Department of Health E-mail HealthResources@heafth.ok.gov

ALZHEIMER'S DISEASE OR RELATED DISORDERS SPECIAL CARE
DISCLOSURE FORM

All questions relate to the specialized Alzheimer's disease ar related disorders care the individual facility provides.
The use of the word "resident" refers to residents with Alzheimer's disease or related disorders.

Facility Instru()'fions

1. Complete this Disclosure Form according to the care and setvices your facility provides. You may not amend
the form, but you may attach an addendum to expand on your answers.

2. Provide copies of the Disclosure Forim to anyone who requests information on the care for Alzheimer's or related
disorders in your facility.

3. If the facility is a Continuum of Care Center (CCRC), indicate the service at Facility type. For instance, if the
Alzheimer’s beds are in the Assisted Living Center (ALC) portion/service of a CCRC, list as ALC, not CCRC,
so that service can be identified with the bed type, If a CCRC has Alzheimer beds, in the ALC, and the nurging
facility (NF), a disclosure form is to be submitied for each facility type,

4. The form is to be submitted with the application, for renewal, change of ownership, and bed additions that affect
the total number of licensed beds in the facility. For these submittals the form is Lo be mailed with the application
to PO Box 268823, Oklahoma City, OK 73126-8823,

Facility Information

Facility Name: %(O()tfh\ e Ylus iCc )%ZQ
License Number: ﬂL S[ O ] - gl O] Telsphone Number; CO( \85 [ag,g' ggg g

Address:_ DML Chandler R
Administrator: SSLQM S)mmg\aoS Date Disclosure Form Completed: (DY 7 1, 7 20V]
Completed By: g} \ilalanes Title: e ce \hcecror
Number of Alzheimer Related Beds; 41 3

Maximum Number of participants for Alzheimer Adult Day Care: S 7 i

What types of providers must furnish a Disclosure Form?

State rales requite the Disclosure Form be provided by any nursing or specialized mursing facility, residential care
home, assisted living center, continnum of care facility, or adult day care center that advertises, markets or otherwise
promotes they provide care or tteatment to residents with Alzheimer's disease or related disorders in a special unit or
under a special program.

‘What is the purpose of the Disclosure Form?

'I'kis Disclosure Form gives families and other interested persons the facility description of the services it provides

and how these services target the special needs of residents with Alzheimer's disease or related disorders. Although

the information categories are standardized, the information reported is facility-specific. This format gives families
d other i istent categories of infi i 8 ices.

and other interested persons consis ategories of information, so they ca&gf_lm Wﬁ?jﬁnﬂ services. The

Oklahoma State Departitent of Healti: ODH Form 613
Protective Health Services Page 1 of 6 JAN 9 G 2017 Revised 04/08/2016

HEALTH RESCURCES
DEVELOPMENT SERVICE




Disclosure Form is not intended to take the place of visiting the facility, talldng with ofher residents’ family
members, or meeting one-on-one with facility staff, This form contains additional information, which families can
use to make more informed decisions about care.

Check the appropriate box below.

}2( New application. Complete this form in its entirety and submit with your application before entering into an
agreement {o provide care or treatment as a Specialized Alzheimer Care provider.
£1No change, since previous application submittal, Submii this form with your renewal application.

[J Limited change, since previous application submittal. Only respond to the form items changed, and submit this
form with your renewal application.

[} Substantial change, in the information previously submitted. This box is applicable to bed changes, changes of
ownership, or other changes that would not occur with a renewal application submittal.

PRE-ADMISSION PROCESS
A. What is involved in the pre-admission process?
E(Visit to faeility Q{IIome assessment [ Medical records assessment
00 Written Application D/F amily inferview 3 Other:

B. Services (see following chart)

Service Isit offered? If yes, is it included in the base rate or
YesMNo purchased for an additional cost?

Assistance in fransferring to and from a wheelchair # e S &@

Intravenous (IV) therapy 1476

Bladder incontinence care ﬂ e S 1fbaqsc9
Bowel incontinence care \]Q S S &C( SOO

Medication injections D
Peeding residents No @n ¥ o«
Oxygen adminisiration N eS Q(Q‘géb
Behavior management for verbal aggression NeS VoY
Behavior management for physical aggression \Le/g S-‘[IBU}
Meals (_;iiper day) ﬂ e S __"E(\(L\U Md:. : 4% \Of/{f\ c
Special diet \Ies q VAL
Housekeeping ( 1y, days per week) \{ 0 5 “Tochudod in Raiil

Activities program \lQS Indwided ta sl
Select menus \)e$ Toegwded 16 Yoadi €

Incontinence producis \le_s O *':gt{%\ i){g_.')c i, (oS determ ped
Incontinence care \{e S bp\q SO 0
Home Health Services \(QS _&.ﬁ%} f\?:*:',_, S *-\*V\ e e‘,
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Tempotary use of wheelchair/walker \le S \ o )\U\P,\Q,éx Y \ﬂ ONe .
Injections NO
Minor nursing services provided by facility staff \! 0 S ‘; o HM in \WS* C
Transportation (specify) \{e B \\NXLM T CoSY m\(,
Barber/beauty shop \{{{f ﬁ ﬂ\f&p-'?(’f weerl
C. Do you charge more for different levels of care? ..o B-Yes O No

If yes, describe the different levels of cars,

1§ ADMISSION PROCESS
A. Is there a deposit in addition 0 YEmt? v ieerriiriimnieinee s e e &Yes DONo

If yes, is it refundable? «..coocooviiinii i O Yes fﬁﬁ\lo
If yes, when?

B. Do you have a refund policy if the resident does not remain for the entire prepaid period? [ Yes i No
If yes, explain

C. What is the admission process for new residents?

th.Doctors' orders B4, Residency agreement {1 History and physical @ "Deposit/payment

O Other:
Is there a trial period for new residents? ... 0 Yes WNO
If yes, how long?

D. Do you have an orfentation program for families? .........occoiviiiimn i QYes O No

H yes, describe the family support prograrns and state how each is offered.

11. DISCHARGE/TRANSFER
A. How much notice is given? %0 dc‘z\! 5

B. What would cause temporary fransfer from specialized care?

‘ﬂ-Mcdzcal condition requiting 24 hours nursing care @‘Unacceptable physical or verbal behavior
O Drug stabilization O Other:

C. The need for the following services could cause permanent discharge from specialized care:

WMedical care requiring 24-hour nursing care O Sitters N Medication injections
[J Assistance in transferring to and from wheelchair [ Bowel incontinence care 1 Feeding by staff
[1 Behavior management for verbal aggression [ Bladder incontinence care [ Oxygen administration
{1 Behavior management for physical aggression Qb Intravenous (IV) therapy 0 Special diets
U Other;

D. Who would make this discharge decision?

XFaciIitymanager ﬁOther kaum\\()\fc(‘:\j( bj\r Omju\' ims ond DisTick
DYrechol OF Tlinial geﬁ;u\%,ﬂwgﬁ
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E. Do families have input into these discharge decisions?.........oicevcviiiiiiniiieninan

&Yes I No

F. Do you assist families in making discharge plans? ... on HYes [ No
E.  PLANNING AND IMPLEMENTATION OF CARE (check all that apply)

A. Who s involved in the service plan process?

WA dininistrator [ Nursing Assistants 00 Activity director & Family members
(R Licensed nurses O Social worker [] Dietary ' Physician® Resident
B. How often is the resident service plan assessed?

[0 Monthly O Quarterdy %Annually 0@ As needed

0 Other:

C. What types of prograins are scheduled?
W Music program WL Atts program ™Y Crafis xercise b4 Cooking

O Othes:

How often is each program held, and where does it take place? JQROX A% i JP@%J 3@(@..? 'P'SO‘LQ

An OCkNh| YO or deSignated eafeo

D, How many hours of structured activities are scheduled per day?

00 1-2 hours 0 2-4 hours {14-6 hours 44 6-8 hours [ & + hours
E. Are residents taken off the premises for activities?......oovvoviiiiiiiiinic i, M Yes ONo
F. What specific techniques do you use to address physical and verbal aggressiveness?
M Redirection £ Tsolation
{1 Other:
(. What techniques do you use to address wandering?
£l Outdoor access @Blectro—magnctic locking system [ Wander Guard (or similar system)
&1 Other:
H. What restraint alternatives do you use?
I, Who assisis/administers medications?
ORN L LPN whMedication aide 1 Attendant
0 Cther:
IV, CHANGEIN CONDITION ISSUES
‘What special provisions do you allow for aging in place?
ﬁters ;Z]/ Additional services agreements ) )Zﬁiospice /Eﬁlome health

RECEWED

I s0, 1s it affillated with your FacilHY?... o oveiriiinirirr i e st tarain e e n s b aana s nrens

JAN 96 201/
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[ Othet:

V.  STAFF TRAINING ON ALZHEIMER'S DISEASE OR RELATED DISORDERS CARE
A. What training do new entployees get before working in Alzheimer's disease or related disorders care?

W-Orientation: 8 hours O Review of resident service plan: hours
YOn the job training with anothel ernployee LO hours

W.Other: (V\erh\\n in Segvice. CAVON “0},

Who gives the training and what are their gqualifications?

BYecoyie Diceckor - Jady Uilladdbes

B. How much on-going training is provided and how often?

(Example: 30 minutes monthly); m()\f\i\»\\\\l 1(\312.{ vice
W’ho gives the fraining and what are their qualifications?

Execorne Theeckor, Yoo ond Leohnoss Dhieckel,
oind. Yosndent Qaure  Coucdicador

VL. VOLUNYEERS

Do you use volunteers 1 your Facilify?. ..o iir e e e e e @ es f1No
If yes, please complete A, B, and C below.
A. What type of training do volunieers receive?

QXQrientation: ___ hours @Q}rﬁl&j ob fraining: hours
1 Other:

B. In what type of activities are volunteers engaged?

pALActivities [T Meals ﬂ_Religious servicesd) Entertainment {1 Visitation
0 Other:

C. List volunteer groups involved with the family:

Cauin goup :

VIL. PHYSICAL ENVIRONMENT
A. What safety features are provided in your building?

WrEmergency pull cords HOpening windows restricted [t Wander Guard or similar system
ERvagnetic locks @.‘Sprinkler system (#-Fire alarm system

A Locked doors on emergency exits
£} Built according to NFPA Life Safety Code, Chapter 12 Health Care
O Built according to NFPA Life Safety Code, Chapter 21, Board and Care
i1 Other;

o B S E i e
R TIV E D
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O Wandering paths viihammaging areas d}Othcrs:' Ly 'CQ, SC(“ S)EDC\: WO
&

C. What is your policy on the usc of outdoor space?

1 Supervised access m?ree daytime access (weather permitiing)

VIIL STAFFING
A. What are the qualifications in terms of education and experience of the person in charge of Alzheimer's disease or
related disorders care?

weakhiy HUiniags ot Mrhetaes S ead® o\so BNou AwsS on

OPALSYend \threivers Ong dlregniia Qave,
B. What is the daytime statfing ratio of direct care staff O\ 40 \

What is the daytime staffing ratio of Direct Staffing to Residents in Special Care Unit?

C. What is the daytime siaffing ratio of licensed staff? A 40)
D. What is the nighttime staffing ratio of direct care staff? % —\—() \
What is the nighttime Ratio of Direct Stalfing to Residents in the Special Care Unit?

E. What is the nighttime staffing ratio of licensed staff? \9\ Yo \

NOTE: Please attach additional comments on staffing policy, if desired.

IX.  Describe the Alzheimer's disease special care unit's overall philosophy and mission as it relates to the
needs of the residents with Alzheimer's disease or related disorders.

Enﬁ‘chmg Hoo  DhveS we Serve with CO!?’!’DC/JJ,?,;?,. re.ﬂpec&
exceMone  cund }r\‘\‘ecad(i‘]\‘l
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