      GRACE LIVING PERSONAL CARE HOME OF MARIETTA
A Charming New Alternative to a Nursing Home
2417 Canton Road Marietta, GA 30066
Phone Number: (678) 831-3572
Fax Number: (678) 929-9144

I UNDERSTAND THAT THIS CONTRACT SUPERCEDES ANY PREVIOUS CONTRACT(S) SIGNED.

ADMISSION AGREEMENT

Resident Name: _ _______________________________________ Date of Birth: __________
Medicare #: ______________________________ SSN: ______________________________
Responsible Party’s Name: _______________________   Relationship: _________________
E-Mail Address: ______________________________ Cell Phone: _____________________
Preferred Communication Method: E-Mail: _____   Text: _____   Call: ______________ ___
Emergency Contact’s Name: ________________________     Phone: ___________________   
Additional Contact (Optional): _______________________     Phone: __________________  


MONTHLY FEE: $ ________/month   Actual Date of Occupancy: ____________________
Pro-rated Amount for the current month ($______/Day X _______ Days)  =    $__________
Total Fees Paid in Advance						            $ ____________
Non-Refundable Security Deposit (See 1st Paragraph of Fees/Payment)       $ ____________
Advance Payment for the next month, if any (Optional)	$_________

TOTAL DUE PRIOR TO OCCUPANCY					$_______
For the purpose of this contract, GRACE LIVING Management personnel shall be known as ‘Management’.


Responsible Party’s Initials: ____ ______



Page 1 of 7



FEES/PAYMENT/REFUND CONDITIONS:
Any fees paid in advance for the reserving a room are non-refundable after fifteen days except in the case of prospective resident’s death prior to initial admission. Subsequent payment shall be due on the FIRST DAY of each month. Payment received after the FIFTH DAY of the month will be considered late and will be assessed a $100.00 late fee. This amount will be deducted from the security deposit if not paid with next monthly fees. All checks should be made payable to GRACE LIVING. Security deposit shall be equal to one month’s fee and must be received prior to occupancy except if waived by the management. Resident’s deposit minus $300.00 application fee will be refunded no later than thirty (30) days prior to date of departure, providing management has received a written notice no less than thirty (30) days prior to date of departure. “Departure” means the vacating of both the resident and his/her belongings. Payment made for the resident on the first (1st) of the month is regarded as payment for the entire month. Pro-rated refunds for the month will be given in the case of DEATH or necessary transfer from Grace Living PCH to ANY other facility ie. Nursing Home or Hospital as follows:
	PERIOD
	AMOUNT

	1ST TO 10TH OF THE MONTH
	50 % OF THE MONTH’S RENT

	11TH TO THE END OF THE MONTH
	NO PRORATION



By initialing here, you are fully aware of the refund policy as explained above.

Resident or Responsible Party Initials:________

Responsible party is hereby notified that, there will be annual increase of approximately 0% in the absence of a contract stating otherwise, responsible party is entitled to a sixty (60) days notice regarding any fee increase. The 0% annual increase is only allowed if resident or responsible party has no late fees the previous year.

NON-PAYMENT OF MONTHLY FEES
Monthly payments are due on the first of each month and every resident has until fifth of every month to pay the monthly fees. However, if payment is not received by the due date, the Administrator will contact the resident or responsible party and follow up with a letter giving the resident or responsible party seven days to pay past due and a late fee of $100 will be added. If payment is still not received by the fourteen of the month, the Administrator will file for eviction and use all legal measure to recover all past due amount.

Resident or Responsible Party Initials: _______

CHANGE IN LEVEL OF CARE CONDITIONS
Management will provide thirty (30) days notice for resident to vacate except in the case that resident experiences a major change in health, physical, or mental. The decision as to whether or not resident’s needs can be met at GRACE LIVING is solely the decision of the management. In case that management decides that resident’s care is beyond the care level the facility can legally provide, then responsible party will be given thirty (30) days notice to find other suitable living arrangements for the resident. Management will make referrals for appropriate services as the need arises.

Resident or Responsible Party Initials:________  
SERVICES PROVIDED
The monthly fee includes furnished room, three meals and two snacks per day, assistance with activities of daily living as is necessary, watchful oversight, laundry, activities, house needs and cleaning, linens, assistance with medication distribution to be self administered by resident, continuous re-assessment of resident care needs to assure appropriate care, and information to responsible party regarding resident needs.
The above fee has been assessed for the level of care said resident needs today __________
and if, in the future, resident needs an increased level of care, the fee will be reassessed.

In addition, the management will provide the following services at the fee indicated below:

	
SERVICE
	
RESPONSIBLE PARTY SIGNATURE
	
FEE
	
DATE

	
	
	
	

	
	
	
	




Responsible Party’s Initials: __ ________
                                                    
OTHER CONDITIONS
All personal items including but not limited to: medication, diapers, deodorant, toothpaste, shaving materials, etc. shall be provided by the responsible party. Responsible party agree that GRACE LIVING Management shall not be held responsible for the loss of clothing or any other valuables. No residents will at any time be required to perform services for GRACE LIVING.
Non-Emergency Transportation to and from GRACE LIVING shall be the responsibility of the responsible party. Any non-emergency transportation to and from GRACE LIVING that is provided by GRACE LIVING will come with a separate fee. All emergency transportation will be provided through 911.

Medication “Refills/New Prescription” will be ordered by:
Management ____ Responsible Party ___ _ (Check one) 

Medications will be handled or administered by the trained caregiver (CNA) or appointed proxy caregiver.

Resident ____ does _____ does not wish to receive a weekly allowance for personal needs (hair, soda, snacks). Responsible party also acknowledges that, he or she will be billed for the personal needs allowance if the resident elect to receive it.






ACKNOWLEDGEMENT OF CARE RISK
Grace Living Personal Care Home of Marietta aids with activities of daily living to the elderly with aging issues and/or disabilities. While we are committed to providing high quality care for physically challenged residents, this residence is not a skilled nursing facility with licensed medical personnel on staff, nor do we provide one-on-one assistance for any specific resident (without a separate billing). 
There are many occurrences that are natural risks of life and cannot always be prevented in our Residence, just like they couldn’t be prevented if they were in their own home. Despite our commitment to providing quality care and safety, residents may still be prone to falls, skin breakdown, bruises, weight loss or gain, sudden change in medical condition such as heart attack or stroke and/or loss of ability or independence, as they would if they were in their own home. 
These risks are often greater in the resident’s private residence such as bathrooms and bedrooms. Incidents can occur outside of the immediate notice of our staff. For residents with memory loss due to Alzheimer’s disease or other forms of Dementia, there are additional risks that cannot always be prevented by the Residence. Because of impaired cognition and judgement, a resident may attempt to wander and leave the Residence. Grace Living will make every effort within the confines of its licensing, building code restrictions and staff training to prevent residents from leaving unaccompanied. However, there will always be the smallest of chances for a resident to leave the premises unsupervised. 
Residents may also experience unexpected or exaggerated behaviors. Although behavioral approaches by our staff and/or medicinal approaches implemented as prescribed by a physician may be helpful, these unwanted behaviors may still occur. Additionally, personal property of Residents may be at risk due to the Dementia of some of our residents or other factors. Our staff will attempt to protect resident and personal property, but we cannot guarantee its safety. We want to work with you and your family to avoid and manage these risks effectively, but our environment and program does not allow for the complete elimination of risk to Residents.
By signing this Agreement, you acknowledge we have informed you of these risks, and understand that other risks may still exist based on each individual Resident’s concerns. I summary; the Residence is not liable if any of such risk above did occur either in the process of providing care to the Resident or due to Resident’s own fault; but any abuse of the Resident will be reported to the local law enforcement agency.





__________________________________		________________
Resident’s Responsible Party				Date



_________________________________		________________
Facility Manager							Date





















Resident or responsible party acknowledges that this agreement has been fully explained and a written signed copy given to the resident, or legal guardian, or responsible party upon request.
This agreement shall be effective this             day of                                     20              and remains in effect until amended as agreed and signed by both parties. My signature in the designated space below indicates that I have read and understood the terms of this contract and that I, as the responsible party, agree to the terms as stated in this contract. My signature also confirms that I have received the following: a copy of Article 4: Reporting Abuse or Exploitation of Residents in Long-Term Care Facilities, Resident Rights form, and understood the refund policy as stated in the contract. I do furthermore grant my consent and authorize the release of all the resident’s medical information to management and do also grant my permission for the administration or on-site manager to refer, transfer, or discharge the resident without notice in response to a change in the resident’s condition. Resident will not be discharge without notice unless his/her health and safety, or the health and safety of others is in question. I understand that, this contract supersedes any and all contracts which may have been signed previously.

_________________________     __________	_____________________	__________
Resident or Responsible Party       Date                    Administrator	     Date



USE OF PROXY CAREGIVERS
GRACE LIVING PCH will provide Proxy Caregiver Service for health maintenance activities. The guidelines as outlined in DCH Regulation 111-8-100-.04(3) must be followed. If a resident requires the service of an outside Proxy Caregiver for health maintenance activities, the Caregiver, functioning independently of the licensed facility, must meet the requirements as outlined in the Department of Community Health Regulation 111-8-100-.04(3). GRACE LIVING PCH will be responsible for the oversight and coordination of care responsibilities for residents who receive Proxy Caregiver Services. 
Caregiver service for a resident will be provided by a Certified Nursing Assistant or an unlicensed trained Caregiver.

_________________      ______                    _______________	__________
Responsible Party             Date                      Administrator	  Date




GRACE LIVING PERSONAL CARE HOME OF MARIETTA
A Charming New Alternative to a Nursing Home
2417 Canton Road Marietta, GA 30066
Phone Number: (678) 831-3572
Fax Number: (678) 929-9144

RESPONSIBLE PARTY INFORMATION



Name: ______________________________________________________

Full Home Address: _______  ________________________________________________

Home Phone No.: _____________________________ Mobile No.: ____________

Work Phone No. (Emergency only):___________________________

Additional Contact Name (Optional): _____________________________________

Home Phone No.:____________________________ Mobile No.________________

Work Phone No. (Emergency only): _______________________________________

By signing this document, the responsible party is fully aware and has been given a copy of the “House Rule”, “Resident’s Rights”, and “Reporting Abuse” documents.


 


_______________________________________________     	____________    
          Responsible Party                  	    Date	



______________________________________________	__________
          Administrator 	    Date             






