
On behalf of our compassionate, caring, trained and licensed team, I would like to welcome you to Lotus Adult Day Center.

Thank you for entrusting us to provide the care that best meets your needs. We look forward to providing you/your loved one with daily individualized care, group activities, and social opportunities in a spacious, comfortable, and safe environment.

Please complete the forms enclosed in our admission packet, to the best of your ability, in order for us to understand the specifics of your needs and to allow us to develop the most appropriate plan of care.

Lotus Adult Day Center admits individuals based on the following: 1) the Center's
comprehensive description of the types of services provided and 2) the level of need that's identified by information and assessment of the individual, through both in-person interview and collection of medical data. Lotus RN will conduct a reassessment of needs every (3) months, to ensure that we're consistently providing the most appropriate individualized care.

lnitial assessment and data requirements include the following:

· Evidence of medical examination (by a physician, NP, or PA) completed within six (6) months prior to admission.
· A complete physician's order (see attached order) providing evidence of a negative TB skin test, recent influenza vaccination, current medications, recommendations of care, etc.
· Identification of Medical History and Care Needs.
· A signed Participant Agreement.
· National Sex Offender Registry verification (in compliance with the Georgia Department of Community Health Requirement).

At admission, Lotus Adult Day Center will provide Participants and their Representative(s) with a copy of pertinent Lotus Day Center policies and procedures, as well as, information regarding Participant's Rights.

lf you have any questions or concerns, please don't hesitate to contact me. Our Lotus team is here to answer your questions, facilitate transitions, and assist with your daily life situations.

I am looking forward to our new relationship and partnership!

Warm Regards,
Nayna Patel
Nayna Patel
Co-Founder, Lotus Adult Day Center						

						
Application For Admission

Participant’s Name: ____________________________________________________________________
Address: _____________________________________________________________________________
Telephone: ______________________________    Social Security #: _____________________________
Date of Birth: ______________________    Sex:  Female □ Male □    Race: ________________________
Marital Status:		Married □	   Single □	   Widowed □	      Divorced □
Religion: ________________________________    Past Occupation: _____________________________

PARTICIPANT’S CURRENT LIVING SITUATION:
□ Alone		□ With Spouse		□ Other Family Member (Relationship)  ___________________

NAME OF PRIMARY CAREGIVER:
___________________________________________________ Relationship: _____________________
Address: ____________________________________________ Telephone #: ______________________
Email: ______________________________________________   Alt Phone #: ______________________

2nd Contact Person: ___________________________________ Relationship: ______________________
Address: ____________________________________________ Telephone #: _____________________
Email: ______________________________________________ Alt Phone #: ______________________

3rd Contact Person: ___________________________________ Relationship: ______________________
Address: ____________________________________________ Telephone #: ______________________
Email: ______________________________________________ Alt Phone #: ______________________

PRIMARY PHYSICIAN:
___________________________________________________ Telephone #: ______________________
Address: ____________________________________________ Fax #: ___________________________

Other Medical Specialist: _______________________________ Telephone #: ______________________
Address: ____________________________________________ Fax #: ___________________________
ADDITIONAL COMMENTS/INFORMATION: __________________________________________________

PLEASE CHECK OFF THE INTENDED DAYS OF ATTENDANCE:
Monday □          Tuesday □          Wednesday □          Thursday □          Friday □
Starting/Admission Date: ________________________________________________________________



INSURANCE INFORMATION:
Medicare # _____________________________ Part A	Part B	Part C	Part D
Additional Insurance: ___________________________________________________________________
Policy #: ____________________________________ Group #: _________________________________

ADVANCED DIRECTIVE INFORMATION:

	I have a signed Living Will or Advanced Directives					□ Yes
												□ No

	I have a signed Durable Power of Attorney or						□ Yes
	Assigned a Healthcare Agent								□ No

My physician has completed a Do Not Resuscitate					□ Yes
or No CPR Order (DNR Form)								□  No


If I have a Do Not Resuscitate (DNR) Order, I understand it is my responsibility to obtain the documentation and/or bracelet from my physician. The Center must have the proper documentation on file in order to honor your wishes.

I understand that without the proper documentation on file at the Center, the Center will call 9-1-1 and follow Center medical emergency procedures.

The Center will always do everything possible to notify the family of any medical emergency situation as soon as possible.



I have read and understand all the above information; and, believe to the best of my ability that all information is correct.

____________________________________________________		__________________________
Signature of Participant or Responsible Party				Date


____________________________________________________		__________________________
Signature of Center Representative						Date



MEDICAL HISTORY AND CARE NEEDS

Name _______________________________________________	   Date___________________________

Check the following applicable diagnoses/medical problems:
□ Stroke/Cerebrovascular Accident (CVA)			□ Sadness/Depression
□ Light Stroke/Transient Ischemic Attack (TIA)			□ Confusion
□ Heart Attack/Myocardial Infarct (MI)				□ Dementia
□ Other Heart/Cardiovascular Issues				□ Alzheimer’s
□ Fainting/Blackouts						□ Other Type of Dementia ___________
□ Urinary Tract Infections					□ Sundowning
□ History of Seizures						□ Diabetic	□ Insulin Dependent
□ Parkinson’s							□ Uses Oxygen
□ Other Neurological Issue(s)					□ Uses Tobacco/Tobacco Products
□ Multiple Sclerosis (MS)					□ Uses Alcohol
□ Cancer							□ History of Memory Loss
□ History of Falls						□ Agitation
□ Kidney Failure      □ Dialysis					□ Other _________________________

Does the prospective participant have a primary care physician/general practitioner who manages all current heath needs?      □ Yes      □ No

Have there been any recent medication changes?      □ Yes      □ No
If yes, please explain: ___________________________________________________________________
_____________________________________________________________________________________

Have there been any recent mental status or behavior changes?      □ Yes      □ No
If yes, please explain: ___________________________________________________________________
_____________________________________________________________________________________

Physician Name: _______________________________________________________________________

Physician Phone Number: ________________________________________________________________

Medicare Number: _____________________________	  Medicaid Number: ______________________

Primary Insurance Company: ______________________   Policy Number: _________________________

Insurance Billing Address: ________________________________________________________________

Secondary Insurance Company: _____________________________   Policy Number: ________________
Insurance Billing Address: ________________________________________________________________


NEEDS ASSESSMENT WORKSHEET



Name: ____________________________________________________   Date: _____________________


Please identify any needs in the following areas or categories:
											           Notes
1. Dressing							□  Yes	□  No   _________
2. Zipping, Tying, Snapping, or Buttoning			□  Yes	□  No   _________
3. Lifting or raising arms overhead				□  Yes	□  No   _________
4. Holding kitchen utensils or feeding oneself			□  Yes	□  No   _________
5. Transitioning from lying to sitting or sitting to standing	□  Yes	□  No   _________
6. Maintaining balance while standing				□  Yes	□  No   _________
7. Strength, endurance, stamina				□  Yes	□  No   _________
8. Speaking or communicating					□  Yes	□  No   _________
9. Getting in or out of bathtub or shower			□  Yes	□  No   _________
10. General mobility (moving around)				□  Yes	□  No   _________
11. Falling							□  Yes	□  No   _________
12. Using as assistive device (i.e. walker, wheelchair, cane)	□  Yes	□  No   _________
13. Taking medication as prescribed 				□  Yes	□  No   _________
14. Side effects of Medication					□  Yes	□  No   _________
15. Toileting							□  Yes	□  No   _________
16. Socializing							□  Yes	□  No   _________
17. Other ______________________________________________________________________
______________________________________________________________________________
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Physician’s Order – Participation
Prior to admission and attendance at Lotus Adult Day Center, a Physician’s Order must be written and received, detailing the medical authorization for participation. This authorization includes the following:

· Level – unrestricted participation, participation with restriction, or not currently authorized for participation
· Length – full day program or half day program
· Number of days per week – Monday through Friday (1, 2, 3, 4, or 5 days)

Physician’s Clearance to Participate after Fever or Contagious illness
A Physician’s clearance is required if a fever of 101 degrees or above or a contagious illness is assessed in order to regain participation at the Center.

Physician’s Clearance to Participate after Change in Condition
A Physician’s clearance is required if a change in condition (i.e. C-diff, stroke, joint repair, etc.) in order to regain participation at the Center. In addition, licensed healthcare personnel at the Center will conduct necessary and supplementary assessments to ensure the Participant is safe and ready to resume in the program.

Physician’s Order-Medication Administration
Lotus Adult Day Center must receive signed, written order from the participant’s physician, specifying the participant’s medications that are taken while at the Center. The Physician’s Order must be received prior to administration of ANY medication at the Center.

The Physician’s Order must include the following:
· Participant’s Full Name
· A complete list including dosage and frequency of all medications (prescribed or PRN)
· Specifications of any medications (prescribed or PRN) that the participant could or should take while at the Center
· Instructions for administration
· Authorization of administration (administered by staff, assisted self-administration, prompted self-administration, or stored self-administration)

A limited number of PRN’s will be made available for participant’s health and well-being, at a nominal cost, when PRN’s have been ordered by the physician and no PRN’s are available through provision of home stock.

Lotus Adult Day Center staff will NOT order any participant specific medication from the Pharmacy.



MEMORY CARE AND RESPITE CARE SERVICES

Memory care and respite care (8 am-5 pm; no overnight respite care) require a higher level of care. The following are services offered to memory care and respite day care participants.
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· Assistance with daily living activities	
· Basic and advance care support
· Daily caregiver communication
· Skilled nurse care
· Thorough physical assessments
· Secure environment
· Safe and comfortable transportations
· Structured and flexible scheduling
· Stimulating activities
· Cognitive therapy (i.e. OT, SLP)
· Cognitive behavioral  therapy
· Experienced and trained staff
· Frequent safety checks
· Constant observation
· Increased natural light
· Therapeutic interventions (PT,OT,SLP)
· Individualized plan of care
· Social atmosphere
· Medication and side effect monitoring
· Mood monitoring and assessment
· Recreational activities
· Group and individual exercises
· Fall assessments (i.e. TUG)
· Healthcare monitoring
· Coordination of care with physicians
· Mobility assistance
· Behavior management
· Toileting assistance
· Management of acute and chronic conditions
· Increased participant to staff ratio (4:1)
· Family style meals, meal setup and assistance
· Laundry of soiled clothing
· Security alarms
· Low stress environment
· Multi-level assistance (i.e. cueing, hands on)
· Memory boxes and books
· Stimulating and spacious program areas
· Brightly colored rooms and hallways






MEDICATION CONSENT FORM

This form must be signed for medications to be administered by Lotus Adult Day Center nursing staff.

I have read the medication policy and requirements:

· I agree to the terms and conditions therein
· I give Lotus Adult Day Center permission to administer ______________________ his/her medication.
· I will be self-administering my medications based on the terms of the policy.


___________________________________________            _______________________
Participant Signature						Date

	

	___________________________________________	________________________
	Authorized family member/caregiver Signature			Date


Email __________________________________________________________________






EMERGENCY MEDICAL PLAN

Name of Participant _________________________________ Date__________________

In the event of medical emergency, I authorize Lotus Adult Day Center employees, to provide or obtain medical treatment deemed necessary.

I agree to assume full financial responsibility for all such treatment.

Per Cherokee County Medical Services Emergency transport (i.e. EMS) protocol, I further understand and agree that if transport is required, EMS will make determination of which hospital is most appropriate, based on the specifics of the medical needs assessed.
I do hereby certify that I have read the Emergency Medical Plan of Adult Day Services Program and accept the plan.

____________________________________________    	 _______________________
Participant Signature						   Date




____________________________________________    	______________________
Authorized family member/caregiver Signature			Date



Media Consent and Release Form

I____________________________________, hereby consent to the participation in interviews, the use of quotes, the taking of photographs, and videos of the participant named above.

I also grant to Lotus Adult Day Center the right to edit, use and reuse said products for the purpose including use in print, on the internet, and all forms of media. I also, hereby release Lotus Adult Day Center and its affiliates and employees from all claims, demands, and liabilities whatsoever in the connection with the above.

Signature of participant: ___________________________________________________

Signature of participant’s legally appointed guardian:  ___________________________

Address of participant or guardian: ___________________________________________

Date: _______________________



Signature of Staff Member or Volunteer:  _____________________________________

Address of Staff Member or Volunteer: ________________________________________

Date: _______________________
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