Health Facility Systems

PO Box 268823

QOklahoma City, OK 73126-8823
Phone 405.271.6868

Fax 405.271.7360

E-mail HFS@health.ok.gov

Health Resources
Development Service

Oklahoma State
Department of Health

ALZHEIMER'S DISEASE OR RELATED DISORDERS SPECIAL CARE
DISCLOSURE FORM

Authority: Alzheimer's Disease Special Care Disclosure Act (63 O.S. Section 1-879.2a) and Alzheimer's Disease Special Care
Disclosure Rules (OAC 310:673). 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 ALC, and the nursing
facility (NF), a disclosure form is to be submitted for each facility type.

4. The form is to be submitted if you make any changes from prior disclosures in services, at license renewal, and
with bed additions that affect the total number of licensed beds in the facility. The form is to be mailed to PO Box
268823, Oklahoma City, OK 73126-8823.

Facility Information

Facility Name: .Be,LQﬂ.lR 0¥ ShawNee

License Number: AL (30Y Telephone Number: _ 40E - 37715~ (199
Address: 1'7213 N, A(RPOR‘{’ DRW@ Si]ﬂNNG(‘)}, DKLR; T4E0Y
Administrator: G\gmi A MAN WON Date Disclosure Form Completed: O/ / ’7 | KW

Completed By: MQW\ Title: ;;g ecut | VE D{ RectoR.
Number of Alzheimer Related Beds: (g (s

Maximum Number of participants for Alzheimer Adult Day Care: (Z

What types of providers must furnish a Disclosure Form?

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
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Disclosure Form is not 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 and submit with your application before entering into an agreement to provide
care or treatment as a Specialized Alzheimer Care provider.

b{No change since previous application. Check this box and submit this form and your prior form. A change in forms
may require a new form submission.

[ 1 Limited change since previous application . Submit a new form.

[ 1 Substantial change, Submit a new form. R EC E IVE D

PRE-ADMISSION PROCESS FEB 18 2020
A. What is involved in the pre-admission process? H R D S
ﬁ(\/isit to facility %Home assessment KMedical records assessment '
0 Written Application Family interview ) Other: _Reyjely oF ReSeRRAL with T€Am
B. Services (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 \{ ec Thi . . )
5 his serice 19 N Levelofeled See
Intravenous (IV) therapy NO
Bladder incontinence care Ve, Thia service 15 N Level of ¢pRd Fee
Bowel incontinence care Ves, This SeRVice 1o IN Lewel o8 carelbe
Medication injections \ee, This service (o N Level of cake [Sed
Feeding residents \/{’b This Sepyice 15 10 Level of care-fee
Oxygen administration Yes T SeRMice (s N Level of care Feel
Behavior management for verbal aggression Ve, thie s<YiCe 1S IN Level of carediee
Behavior management for physical aggression Veq This Sepyice 1S (o Leyel of ¢ pee See
Meals (3 per day) Yt?. & iN bAse rate
Special diet \lelg, This SeRlice (S (N Level ot cadfe 14
Housekeeping ("7 days per week) Veg This SCRvICE (s jn Level of cavdiCed
Activities program Ves iN_ base RAte
Select menus Ne <, in base Rate
Incontinence products \/@5 exter costs of PR od yct
Incontinence care Ve This “eRlice 1S iN Legel of coglefd
Home Health Services \J €4 This 1S coNtRact SR& PP,K-I-L! SRV
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Temporary use of wheelchair/walker 1@ 4 This ceuice is in Level of caRe J ee,
Injections Ves This seRyice (8 N Level of chRe fiee
Minor nursing services provided by facility staff \’ €5 This Setvice, 15 1N Level o8 carefee
. , SIAEY ASSIST chARges|-
Transportation (specify) \Ies base RM‘ﬂ"E«XC@T { Ahf\)ﬁ Qé.télz {{\RE’ A
] i " IMATE
Barber/beautyshop Nes exken costs Added pop bonUlIc] AR
I
C. Do you charge more for different levels of care? ............ccociiiiiiiiiii e X Yes O No

If yes, describe the different levels of care. BHS{ ¢ —Letel L - Level - Level-3 thghfift"

L ADMISSION PROCESS
A. Is there a deposit in addition to rent? ..............|..... RECEIVED ................. ﬂYes O No
If yes, is it refundable? ...............oooiinn b F .EB ) 8 202[] ...................... O Yes ﬂNo
Ifyes, when?
HRDS ,
B. Do you have a refund policy if the resident does not remain for the enfire prepaid period? XYes O No

=

If yes, explain B&?QNA:B oN Renson Sor theve + date Pvgh?\‘vmm{— vachted - Bro S?L!\é\gt
i

C. What is the admission process for new residents?

Doctors' orders 3 Residency agreement IZ'(History and physical X Deposit/payment
X Other: Ppaft meyt make Reddy — CaRe of seRiices Reviewed with ST
18 st & Teial periond Tor tew TESIARIIET w s mmns onmon e § sisumns 640008 RUanss s G0 0500553 0055 1658 40403 0 Yes ﬂNo

If yes, how long?

D. Do you have an orientation program for families? ..............cooivieiiiieiiiee e, %Yes 0 No

If yes, describe the family support programs and state how each is offered. )
Cauls ;Visits (As Needed per amiby (Y\ff)\'\l\llce{\ Weerkly famiy fonekions
¥ ALZheimeRd Suppopt ROVPS - AssessMENt mAde with FHRsT Visit—
1L DISCHARGE/TRANSFER
A. How much notice is given? SO At Lepst Also commuNichtion w IHI\ -PHW\EL\{!/PL’)A

B. What would cause temporary transfer from specialized care?

Medical condition requiring 24 hours nursing care Unacceptable physical or verbal behavior
Drug stabilization ﬂOther: TRAIL home Visits
C. The need for the following services could cause permanent discharge from specialized care:
WMedical care requiring 24-hour nursing care 0 Sitters [0 Medication injections
O Assistance in transferring to and from wheelchair ~ [J Bowel incontinence care 0 Feeding by staff
ﬁBehavior management for verbal aggression O Bladder incontinence care [0 Oxygen administration
ﬁBehavior management for physical aggression Intravenous (IV) therapy [ Special diets

X Other: Feeding Tube o0& ventilhtor cupport

D. Who would make this discharge decision?

KFacility manager }B(Other: Doctep And —‘HN\ELV/POA‘ COMMUN (CAHDN
‘ Possible OmbudsmiN
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III. PLANNING AND IMPLEMENTATION OF CARE (check all that apply)
A. Who is involved in the service plan process?
Administrator \;‘(Nursing Assistants ,KActivity director ﬁ@amily members
Licensed nurses ﬂSocial worker )Z(Dietary M)hysician%esident

B. How often is the resident service plan assessed?

2 Monthly = ﬁQuat“terly ﬁAnnuaIly M As needed
ROther: _with S\f)m-hcﬂm ChANGes

C. What types of programs are scheduled?

Music program ﬂArts program AX_Crafts D{Exercise Q(Cooking
HOther: RELAXAKION S Aechniques - LN mﬂssp\cyfwe,vmiw% Ackivity focos o el Downg

How often is each program held, and where does it take place? \{NRiCQs  +imes A d !’-\y 5
herivibiv e olseped weeKends pnd eVeNingS

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

[11-2 hours 0 2-4 hours (14-6 hours (1 6-8 hours ﬁ(S + hours

E. Are residents taken off the premises for activities?. ... }KIYes ONo
F. What specific techniques do you use to address physical and verbal aggressiveness?

;XRedirection ﬁ[solation o opeN ARens common Lob by, Ack. RO@"Y‘/ ete
O Other:

G. What techniques do you use to address wandering?

‘ W, . .t
E‘Outdoor aécsetsﬁ*f’ }(Electro-magnetic locking system [1 Wander Guard (or similar system)
Wother: ACYW ke S Socused At hic\a)\f\ Pep wﬁNdﬂltN% . LALL R

H. What restraint alternatives do you use?

MokioN  Movemenst @Mb died 4o NuRge entl Spsten s
lower Deds ChaiR  cushioNg Physical -theRpCY
TNEReASE Ackivities pef Resident Ntcde

1. Who assists/administers medications?

[RRN X1LPN XMedication aide 0 Attendant
K Other: Some. 384 c\mRJr\; CopARACIOR S \nospn‘cu home Neattly

IV. CHANGE IN CONDITION ISSUES

What special provisions do you allow for aging in place?

KSitters ‘jﬁ\Additionaf services agreements %Hospice Xﬂome health
1£ 50, is it affiliated With YOUE FACTHEY?. ..o+ veeveeereeeseeteeeeeee s eeeeee e et e ereean o M Yes X’No
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WOther: continpAaL momtirwf::‘mﬂ AS Yo Rensopn Sor talls - Camera

Review s
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?

K Orientation: 8 hours 0 Review of resident service plan: A hours
W On the job training with another employee 3 2 hours
Other: \ N Tuae "
\ ALZ. :pecnﬁo ench Gu vARTeE—
Who gives the training and what are their quallﬁcatlons‘?

EX

_R.N.‘S"' Medica L PROV ders with  Alzhe imeR's Disepse specific

B. How much on-going training is provided and how often? _
(Example: 30 minutes monthly): }1 AR(ES - CONYINUCS dai Wi hvdd Le Meetin
Who gives the training and what are their qualifications? Rﬁd TNservice A Least 2 Himes moniiy

came. A Above on Vo A, neckion

VI. VOLUNTEERS R E C E IV E D
Do you use volunteers in your facility?.............{.......... PE-{ Ry e Me’s' [ No
If yes, please complete A, B, and C below.
A. What type of training do volunteers receive? H R DS
‘%Orientation: A hours On-the-job training: Y{AR\es hours

Wother: WND's - Books asolqNed Redding, etc.

B. In what type of activities are volunteers engaged?

ﬁfActmtles deVIeals Qéieligious services&Entertainment )&\/isitation
Nother: DUtiNG S~ Lots of music PROJRANS - Yogh

C. List volunteer groups involved with the family:

AR hore DUPE : Hoee 2PICe

\,

Sehool %Roops 7; l{'oma Heatdh

Senioe, Focve Cevter :

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

%Emergency pull cords ﬁOpening windows restricted 00 Wander Guard or similar system

ﬂ’Magnetic locks ,%Sprinkler system ﬂf’Fire alarm system
"Locked doors on emergency exits

Built according to NFPA Life Safety Code, Chapter 12 Health Care
.0 Built according to NFPA Life Safety Code, Chapter 21, Board and Care

. N . A1 ¢
JOther: Position dretecrors (N hathReoms , sencop gads LINKed Ao «ewi*
B. What special features are provided in your building? c omanrl

syste
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W Wandering paths W Rummaging areas HOthers: S_{QQMM%
_ MoLKiple QRINAte CONMUNl pALES

C. What is your policy on the use of outdoor space? PLANE R PIANO RestorAN+ 5‘l' l-c

d:NlNg PRogRAM

XSupervised access O 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?

30 YeARS  Licented Long Tekm Care  AdministRAtoR co:dHNdHLL/V

LedRiiNg tnoke Abodt Alzheimer s DiseAse £ dementin- Chasses—Tiepned d

B. What is the daytime staffing ratio of direct care staff VAR e bﬁse_(L ON ﬂeu}-!«y ﬁﬂc{ Eead‘ entt Nc&ls

What is the daytime staffing ratio of Direct Staffing to Residents in Special Care Unit? As Abdve
C. What is the daytime staffing ratio of licensed staff? As  Aloy e,
D. What is the nighttime staffing ratio of direct care staff? As Above

What is the nighttime Ratio of Direct Staffing to Residents in the Special Care Unit? A<  Above
E. What is the nighttime staffing ratio of licensed staff?  As HAboev e

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.

See, At che d

RECEIVED
FEB 138 2020
HRDS
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