Health Resources Health Facility Systems

. 1000 NE 10" Street
Development Service Oklahoma City, OK 73117-1207-8823

Phone 405.271.6868

Oklahoma State Fax 405.271.7360
Department of Health E-mail HealthResources@health.ok.gov

ALZHEIMER'S DISEASE OR RELATED DISORDERS SPECIAL CARE
DISCLOSURE FORM

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

Facility Instructions

1. Complete this Disclosure Form according to the care and services 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 Form 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 AL.C, and the nursing
facility (NF), a disclosure form is to be submitted 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 to be mailed with the application
to PO Box 268823, Oklahoma City, OK 73126-8823.

Facility Information
Facility Name: anohd&li @H&(ﬂom Cr‘-\! &Du-thﬂSf'
License Number: Telephone Number:_ 40S - 041 - oM 9
Address:_ 1000\ S. May  Ave . Oldeoma Gy, ot 43154
Admiistiator: Em‘.\x; (ool DafeDisclosurs Form Completed: « A~ ¢ 20 7 2019

Completed By: _Emily  Coolt Tite:  Execotive  Divechr

; e -
Number of Alzheimer Related Beds: ‘3 (g ; ‘ %_L_(“' i‘:’,g,\\/_h_D
2T ar Mt
Maximum Number of participants for Alzheimer Adult Day Care: & | \ i U[’[ ) E_/EJJL}
What types of providers must furnish a Disclosure Form? 7 _._’_l__lB DS _

State rules require the Disclosure Form be provided by any nursing or specialized nursing facility, residential care
home, assisted living center, continuum of care facility, or adult day care center that advertises, markets or otherwise
promotes they provide care or treatment 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?

This 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
and other interested persons consistent categories of information, so they can compare facilities and services. The

Oklahoma State Department of Health ODH Form 613
Protective Health Services Page 1of 6 Revised 04/08/2016




Disclosure Form is ot intended to take the place of visiting the facility, talking with other 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.
[ New application. Complete this form in its entirety and submit with your application before entering into an
agreement to provide care or treatment as a Specialized Alzheimer Care provider.
® No change, since previous application submittal. Submit this form with your renewal application.

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

0 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 HLG_LWE ij_
A. What is involved in the pre-admission process? —0—& 25 ?0]9 | J
'« Visit to facility ') Home assessment ¥ Medical records assessment e il
0 Written Application 0 Family interview 0 Other: H H D S
B. Servicés (see following chart) |
Service Is it offered? If yes, is it included in the base rate or
Yes/No purchased for an additional cost?
Assistance in transferring to and from a wheelchair \ies \/05 ., un Iﬁ % 2 perso0 s _d—
Intravenous (IV) therapy |\f 0 N I A -
Bladder incontinence care \/&S \le <
Bowel incontinence care \[35 ves ; :
Medication injections ‘ No N [ A - Thivd Y r+\/
Feeding residents \{es .[\A.di —\-\ onal Cos‘f ‘ ]
Oxygen administration \Ies A,;IA} 41\0,1“( Cogf .
Behavior management for verbal aggression \Jes | \,e‘s_a o - ) e
Behavior management for physical aggression VL’ S, \iES
Meals (3 _per day) es Yes
Special diet \’g S \l 2S
Housekeeping (_l days per week) \/ és '\l 2s
Activities program \” 2s ' \Ie,s
Select menus \l 2< \f s
Incontinence products Nog A&C{ ihoncd COSt-
Incontinence care \J S \,eg
Home Health Services \le S Thited Pa f"\’\l
1
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Temporary use of wheelchair/walker \es \[e S

L

II.

Inj ections No N I A - Thivd Pm—-l-y
[}
Minor nursing services provided by facility staff \Ig ¢ \Ie 5
Transportation (specify) \’e kS [—\Aif--l—h)n xe Gz)&"i‘

Barber/beauty shop \Igf, [;_c{& ihoae L Cost

C. Do you charge more for different levels of care? svisiivivasmssmsismmas v W Yes U No
If yes, describe the different levels of care. gpdd—ﬁ-\ (3 “"\? Pes of cave incuy  addid nr.w‘_

e pr—— - I\ }i_ ~
7 RECEIVED
ADMISSION PROCESS S R
: - (
A. Is there a deposit in addition to rent? .........cccoeeeeiifonnn o 0 CT 2 A ?U” ..... X Yes  ONo
& g Py “ .
I yes, is it reRindable? ... rmmsmmsmmm i f i H H DE) .............. ..O0Yes 3 No
If yes, when? —— :
B. Do you have a refund policy if the resident does not remain for the entire prepaid period? K Yes 0O No
If yes, explain MDW"ML! i %’(’Q 5 Pm(w['ec[ vpan end of 20 clca,; notice pmv’.c\t'ns
ol cesidlent Velongians  ave vemeved tom  sparfncecct
C. What is the admission process for new residents?
& Doctors' orders ¥ Residency agreement ¥ History and physical ¥ Deposit/payment
O Other: i
Is there a trial period for new residents? ......................l s e e S A R OYes YNo
If yes, how long?
D. Do you have an orientation program for families? ...........cooviiiiiiii ¥ Yes 0 No
If yes, describe the family support programs and state how each is offered.
Review of Fammily Weordlpele ol o mﬂ% Cenegiver SUPPDT+ Group
DISCHARGE/TRANSFER
A. How much notice is given? 20 &uj T\c“i ce  am& iakes Cowlpau-!f ¢ m’)éu' Con hc@ﬁeﬂ—
B. What would cause temporary transfer from specialized care? Sadn cw:j
¥ Medical condition requiring 24 hours nursing care 4 Unacceptable physical or verbal behavior
¥ Drug stabilization O Other:

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

%€ Medical care requiring 24-hour nursing care O Sitters O Medication injections
O Assistance in transferring to and from wheelchair 0 Bowel incontinence care O Feeding by staff

$q Behavior management for verbal aggression [1 Bladder incontinence care 0 Oxygen administration
? Behavior management for physical aggression W Intravenous (IV) therapy O Special diets

0 Other:

D. Who would make this discharge decision? _

'ﬁFacility manager X Other: ““’/ 0;‘39‘9"6{,\(\62 Cfom Dbtﬁ(}g '\\/{5‘% Team omd tonSUH'

t
N 1 Pcp o Feenai l‘i
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E. Do families have input into these discharge decisions?..........coccooviiiiiiniiii.. X Yes 0 No

F. Do you assist families in making discharge plans? ... K Yes = [ONo

[II. PLANNING AND IMPLEMENTATION OF CARE (check all that apply)

A. Who is involved in the service plan process?

& Administrator ¥ Nursing Assistants 4 Activity director & Family members
# Licensed nurses 0 Social worker =@ Dietary & Physiciani Resident ov
Feumi I\/

B. How often is the resident service plan assessed?

0 Monthly 0 Quarterly 0 Annually 0 As needed
¥l Other: Ever\f b wenttas  amd yen Chme’q_ of  coaditn

C. What types of programs are scheduled?

BEMusic program 4. Arts program 4 Crafts BkExercise K Cooking
% Other: S?:r‘&wi ’ Tatelledval i Beculk . Wf—b(d'-Jl oo{-n‘nﬁs

How often is each program held, and where does it take place? Megt eve daily | bot edl evre ot
least once ypec weell - veicos  areas A Y c,amm:;}n.r'-l—\i o ovtede of (’,o\.'vm'r,um"ly

Wik an W'“"?n o
D. How many hours of structured activities are scheduled per day?

0 1-2 hours 0 2-4 hours 0 4-6 hours 44 6-8 hours 0 8 + hours

E. Are residents taken off the premises for activities?.......oovvviiiiiiinnn. # Yes [0 No
F. What specific techniques do you use to address physical and verbal aggressiveness?

34 Redirection 0O Isolation

0 Other:

G. What techniques do you use to address wandering?

# Outdoor access # Electro-magnetic locking system 0 Wander Guard (or similar system)
2 Other:  Redivechion , L {e 'Es’\zc(-.bas

H. What restraint alternatives do you use?

Sa,(e_ Tulervecdicas D &A?ra‘(‘t\)& “IﬂUO\'V{.WkJ—(':t i Ipm{}ﬁs‘_mminj - gve

on - OWME Liwme. ‘ln\fs\vivui»\) ’(e.s‘idu}'t in ’)'ome%ﬁ,ﬂ.j ﬁebi( QMP;'

I. Who assists/administers medications?

RN PN = Medication aide [ Attendant
0 Other: Mw:::._‘mu‘.;.n_h ——
- RECEIVEL
IV. CHANGE IN CONDITION ISSUES ———
What special provisions do you allow for aging in place? FOCT 25 2013 ‘l
B Sitt $#& Additional servi reement Hospi K Home
itters itional services agreements ~4 Hospice Py o}nﬁh;ﬁg

If so, is it affiliated with your facility?..........uuiiiiiiiiinn s 0 Yes 3No
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R.Other: Brooldede I-Iwm_u.eau-e\ is a,((:\[t wjréc‘ -k s w sighec U’Mf’z}smf V%n B\’oohzeaj?

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

‘®.Orientation: 24 hours # Review of resident service plan: | hours

® On the job training with another employee: lb-24 hours

® Other:  Time w\' \east \\v\wf snuc{' "‘“I Laele thw‘u‘ N tompaen c-l-q - ”bfwfw. 'gfﬂnmmmmﬂ
Mnmkwmce Otmﬂj '5‘"1!-9 AdwuiA

Who gives the training and what are their qualifications?

Al 4\(9::«4’wa Mgrb e nvolved  with --(;GM%MS ’l[ﬂ’l'ln\vuj ‘mow&?nj; Ml
Otal,minES{‘fh'h)f. LPN.;){ KN

B. How much on-going training is provided and how often?
(Example: 30 minutes monthly): | ~2 \oues / montn

Who gives the training and what are their qualifications?

Admiaishdoe  LPN, S Lehy obcec, Pfﬁﬂrum Cooptivukoe . ot Jimas
Thand {)mr"l‘\/} Poovi ders (%pi 7 /Ha,w l—(m”&)

V1. VOLUNTEERS

Do you use volunteers in your facility?..........ooviiiiiiii K. Yes 0O No
If yes, please complete A, B, and C below.
A. What type of training do volunteers receive?

¥ Orientation: 1l hours # On-the-job training: (.  hours
0 Other:

B. In what type of activities are volunteers engaged?

A Activities 0 Meals $¢ Religious servicegi Entertainment o« Visitation
O Other:

C. List volunteer groups involved with the family:

== k] 3

VII. PHYSICAL ENVIRONMENT

A. What safety features are provided in your building? e ’““ﬁ

‘# Emergency pull cords ¥ Opening windows restricted 0 Wander Guargd or si Z‘f_g\js em— -

P Magnetic locks 34 Sprinkler system ¢ Fire alarm sygtem Um- ? 3 2019 ‘\

0 Locked doors on emergency exits

$2.Built according to NFPA Life Safety Code, Chapter 12 Health Care = ‘ i ){\

[ Built according to NFPA Life Safety Code, Chapter 21, Board and Care W A
0 Other:

B. What special features are provided in your building?
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# Wandering paths # Rummaging areas # Others: Lie E'slu:(iana

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

O Supervised access W Free daytime access (weather permitting)

VIII. 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?

Liconged Prachcal I\)Urs‘mj = Bhvnente szﬁ«lﬁc_ "Wa‘m‘wj

B. What is the daytime staffing ratio of direct care staff I , Ho A ves GLEIC{'S feon o 3!3

What is the daytime staffing ratio of Direct Staffing to Residents in Special Care Unit? _Sewwne L
C. What is the daytime staffing ratio of licensed staff? LPN B hvs / a‘.a\!
D. What is the nighttime staffing ratio of di;‘ect care staff? | 4o 12 vecidleds Srom Zp ~1Op

What is the nighttime Ratio of Direct Staffing to Residents in the Special Care Unit?  Sawie.
E. What is the nighttime staffing ratio of licensed staff? 7 ok wll P d&x\r‘vj n‘nﬂ(,\:(- Bkt

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.

l . n
Enf;uﬁn:\) Do-ale Mo(\ru.v.?i's O(; SMLL::SS "fb\rm,sl,. '{J{’,{'Sp;’\ Ce,wl-r.re,g.(; Cowrd

el progcacanming . Ef\\"f(‘z\'ﬂn—s e lves of Yhose we serve with

(‘,OM{-J&L‘;S\@ 5 rg,f-:,?u;f’,' ; axcdimoa > amel iﬂ-*('ccdr-ri-\f

HRDS
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