
STATEMENT OF CHARGES 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
SECTION  I 

 
ADMISSION  AGREEMENT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Resident Name:___________________________________________________ 

ADMISSION  AGREEMENT 

made this ____________________ day of _____________________________20_________ 

between ELMHURST CARE CENTER hereinafter referred to as the Facility and  

 
hereinafter  referred to as  the Resident/ Designated Representative. 

Section I 

The facility accepts the above-named resident for admission subject to the terms and conditions 
stated herein. 

The facility will provide, in the daily rate as specified, the following: 

• board,,including therapeutic or modified diets, as prescribed by a physician; (see
attachment  re: Kosher Food)

• lodging, a clean,  healthful,  sheltered  environment,  properly outfitted;

• around-the-clock, 24 hours  per day,  nursing care;

• the use of all equipment,  medical supplies and modalities,  notwithstanding  the
quality usually used in the every day  care of nursing home  residents,
including but not limited to catheters, hypodermic syringes and needles,
irrigation outfits,  dressings  and pads,  and so forth;

• fresh bed linen,  as required,  changed  at least twice  weekly,  including
sufficient  quantities of necessary bed linen or appropriate substitutes,  changed
as  often  as required  for incontinent  residents;

• hospital  gowns  or pajamas  as  required  by the clinical  condition  of the
resident,  unless  the resident,  next  of  kin,  or sponsor  elects  to furnish       them,
and laundry  services  for these  and other launderables;



 
• general household  medicine  cabinet  supplies,  including  but  not limited to 

nonprescription medication,  materials  for routine  skin  care,  oral    
hygiene,  care  of  hair,  and  so  forth,  except  when  specific  items  are 
medically  indicated  and prescribed  for exceptional  use  for a  specific      
resident; 

 
• assistance  and/or  supervision,  when  required,  with activities  of  daily living,  

including  but  not  limited  to  toilet,  bathing,  feeding  and    ambulation  
assistance; 

 
• services,  in the  daily performance  of  their  assigned  duties,  by member  

of  the  nursing  home  staff  concerned  with  resident  care; 
 

• use  of  customarily  stocked  equipment,  including  but  not  limited  to   
crutches,  walkers,  wheelchairs or  other  supportive  equipment,  including  
training  in their  use  when appropriate,  unless  such  item  is  prescribed by a  
physician  for  regular  and  sole  use  by  a  specified  residents; 

 
• activities  program,  including  but  not  limited to a planned  schedule  of  

recreational,  motivational,  social  and  other  activities,  together  with  the  
necessary  materials  and  supplies  to  make  the resident’s  life  more     
meaningful; 

 
• social  services  as  needed; 

 
• the service  of  holding monies  in  trust  in  accordance  with  provisions  of  the  

New  York  State  Health  Code; (See attachment Resident  Personal    Fund  
Management); 

 
• physical  therapy  as  prescribed  by a  physician,  administered  by  or  under  the 

supervision of  a  licensed  and   currently  registered  physical  therapist; 
 

• occupational  therapy,  as  prescribed  by  a  physician,  administered  by  or  
under  the  supervision  of  a  qualified  occupational  therapist; 

 
• speech  therapy  services,  as  prescribed  by  a  physician,  administered  by   a  

qualified  speech  pathologist; 
 

• audiology  services,  as  prescribed  by  a  physician,  administered  by  a    
qualified  audiologist. 

 
 
 

 



The  facility  will  make  no  arrangement  for  prepayment  for  basic  services  exceeding  
two (2)  months  and  will: 
 

• Assess  no  additional  charges,  expenses  or  other  financial  liabilities  in  
excess  of  the  daily  basic  rate  included  in  the  Admission  Agreement  except  
upon  express  written  approval  and  authority  of  the  resident,    designated  
representative  or  sponsor;  or 

 
• Upon  express  written  orders of  the  resident’s  personal,  alternate  or  staff   

physician,  stipulating  specific  services  and   supplies  not  included  in  the  
Admission  Agreement; 

 
 NOTE:      In the  event  of  an  emergency  situation,  all  supplies,  equipment   
      and  materials  utilized  by  the  resident  under  a  physician’s          
authorization  will  be  charged  to  the  resident. 
 

• Notify  by  a  thirty  (30)  days  written  notice  to  the  resident,  his/her     
designated  representative  or  sponsor,  additional  charges,  expenses  or  other  
financial  liabilities  to  be  paid  due  to  the  increased  cost  of     maintenance  
and/or operation  designated  representative  or  sponsor,    provide  financial  
and   statistical  supportive  evidence  sufficient  to  reflect   such  change  in 
economic  status; 

 
• Upon  receiving  prepayment  or  advance  money  for  the  purpose  of  being  

applied  to  payments  in  satisfaction  of  or  as  security  for  the       
performance  of  the  Admission  Agreement,  deposit  such  money,  which  shall  
continue  to  be  the  money  of  the  person  making  the  prepaying,  in   an  
account  in  a  bank  or  financial  agent; 

 
• The  facility  will  not  deposit  any  prepayment  monies ( up  to  2  months  

only)  in  an  interest - bearing  account when  such  money  is  designated  to   be  
applied  to  payments  due. 

 
 
 
The facility  will make  no  prepayment  arrangements  for  Medicaid  recipients  who  
have  valid  Medicaid authorization  pertinent  to  Long  Term  care  Services  in  an  
institutional  setting. 
 

• The  facility  will  notify  in  writing  each  of  the  persons  making  such    
prepayment  of  the  name  and  address  of  the  bank  or  financial  agent  in  
which  any  deposit  of  the  resident’s  funds  are  made  and  the  amount  of   
such  deposit; 

 
• The  facility  will  be  entitled  to  receive  an  administrative  expense     

equivalent  to  one  percent  per  annum  upon  the  prepayment  money    



deposited,  which  shall  be  in  lieu  of  all other  administrative  expenses;  as   
per  regulations  permitting  this  charge; 

 
• The  facility  will,  within  sixty (60) days,  refund  promptly  any  amount  or  

proportion  of  prepayment  in  excess of  the  amount  or  proportion  thereof   
obligated  for  services  already  furnished  in  the  event  the  resident  leaves  the  
facility  prior  to  the  end  of  the  prepayment  period  for  reasons     
beyond  the  control  of  the  resident,  refunds  will  be  made  for  all monies  
held,  except  for  charges  rendered for  services  provided  with       
documentation  provided  for  all  such  charges; 

 
• The  facility  will  maintain  a  written  record  of  all  financial  arrangements  

with  the  resident,  his/her  designated  representative,  and/or  sponsor,     
including  any  authorization  for  the  facility  to  hold  the  resident’s    
personal  funds  in  trust (pursuant  to  the  applicable  provisions  of  the     New  
York  State  Health  Code),  with  copies  executed  by  and  furnished to  each  
party; 

 
• The  facility  will  advise  the  designated  representative  or  sponsor  and   

request  rapid  removal  of  a  resident  who,  as  medically  documented: 
  

• Manifests  such  a  degree  of  behavioral  disorder  that  she/he  is  a  danger  to  
her/himself  or  others,  whose  behavior  is  so  socially  unacceptable  or  
disturbing  as  to  interfere  with  the  adequate  care  or  comfort  of  other  
residents;   or 
 

• Suffers  from  a  communicable  disease,  unless  a  physician  certifies  in  writing  
that  transmissibility  is  negligible, or poses no danger to other residents, and the 
facility is staffed and equipped to manage such a case without endangering the 
health of other residents: and 
 

The  facility will  provide  assistance  to  the  resident,  designated  representative  and/or  
sponsor  in  all  efforts  to  locate  suitable  health  care  facilities  or  find  appropriate  
services  for  the  resident  if  removal  is  medically  necessary  and  will  provide  the  
same  assistance  for  a  planned  discharge  of  a resident. 
 
 
 
The  Facility  WILL  NOT: 
 

• Request  and / or  accept  any  remuneration,  tip,  or  gratuity in  any  
form  from  a  resident,  designated representative  and /or  sponsor    for  
any  services  by  the  facility  other  than  specified  fees  originally  paid  
for  care,  excluding  donations,  gifts  and  legacies    given  in  behalf  of  
the  facility  as  allowed  under  New  York  State  Rules  and  
Regulations; 



 
• Accept any  remuneration,  rebate,  gift,  benefit  or  advantage of  any  

form  from  any  vendor  or  other supplier  because of  the  purchase,   
rental  or  loan  of  equipment,  supplies  or  services  for  the  facility  or  
resident,  excluding  normal  business  practices; 

 
• Enter into  any  contract  or  agreement  with  the  resident,   

designated  representative  and / or sponsor  for  life  care  of  the    
resident. 

 
• Pay  any  commission,  bonus,  rebate  or  gratuity  to  any  organization,  

agency,  physician,   employee  or  other  person  for   referral  of  any  
resident  to  the  facility; 

 
• Accept  any  responsibility  for  resident’s  money  or  valuables  unless  

deposited  for  safety  with  management. 
 
 

 
The Facility shall apply the  following  restrictions  to  the  admission  and  retention  of  
residents  as  per  New  York  State  requirements: 
 
 

• Residents  under  sixteen  (16)  years  of  age  shall  be  admitted  only   to  
an  area  approved  for  such  occupancy  by  the  Department  of  Health  
and  separate  and  apart  from  adult  residents; 

 
• Prenatal,  pregnant,  or  postpartum,  and  maternity  residents  shall   not  

be  admitted; 
 

• Residents  who  manifest  behavioral  or  emotional  disorders  indicating  
that  he/ she  is  a  danger  to  self  or  others,  or  whose   behavior  
interferes  with  the  adequate  care  or  comfort  of  other   residents,  
shall  not  be  admitted  or  retained  unless  the  facility  has  the  capacity  
of  meeting  the  assessed  needs  of  the  resident.  As  determined  by  the  
facility  staff,  including  the  medical  director / primary  physician / 
nursing  director; 

 
• Residents  suffering  from  a  communicable  disease  shall  not  be  

admitted  or  retained  unless  a physician  certifies  in  writing  that  
transmissibility  is  negligible,  or  poses  no  danger  to  other    
residents,  and  the  facility  is  staffed  and  equipped  to  manage  such  
cases  without  endangering  the  health  of  other  residents;   and 

 
• Residents  identified  and  assessed  shall  not  be  barred  from    

admission  or  retention  solely  on  the  basis  that  they  are  participating  



in  or  being  maintained  on  an  alcohol  or  substance   abuse  treatment  
program. 

 
 

The  Facility  shall  accept  and  retain  only  those  residents  for  whom  it  can  provide  
adequate  care  and  shall  not  discriminate  because  of  his / her  race,  creed,  color,  
sex,  national  origin,  sexual  orientation,  sponsor,  handicap  or  source  of  payment. 
 
In  compliance  with  New  York  State  and  Federal  Laws,  which  prohibit  
discrimination  based  on  his / her  race,  creed,  color,  sex,  national  origin,  sexual  
orientation,  sponsor,  handicap  or  source  of  payment,  all  services  referred  to  in  this  
Agreement  shall  be  provided  on  this  non-discriminating  basis. 
 

  
   _________________________________ 
 
 
 

The  following  services  may  NOT  be  included  in  the  daily  rate.  Payment  for  any  
of  the  services  designated  is  determined  by  the  specific  Admission  Agreement  
signed  by  the  resident,  responsible  party  and/ or sponsor  with  copies  furnished  to  
each  party  on  admission,  ( or  within  a  reasonable  time  after  admission).  The  
charges  specified  will  be  specifically  detailed  on  the  bill  provided  by  the  parties  
rendering  the  services  to  the  resident  directly: 
 
 

• Opthalmology Services. 
• Ambulance  Services 
• Inhalation  ( Oxygen  Therapy) 
• Laboratory  Work 
• X – Ray  Services 
• Special  Nurse / Companion  ( On  order  of  physician  or  family  

    – at  per  diem  rates) 
• Guest / Companion  Meals 
• Physician’s  Services,  unless  included  in  the  facility’s    

overall  rate. 
 
 
 
 
 
 
 
 
 



RESIDENT / SPONSOR RESPONSIBILITIES 
 
The  resident,  designated  representative  or  sponsor  agree  to  the  following : 
 
(1) The  resident,  designated  representative  and / or  sponsor  shall  agree,  to  a    

physician’s  visit  at  least  once  every  thirty  (30)  days  for   the  residents  for  the   
first  ninety (90)  days  and  then  once  every  sixty  (60)  days  minimally,  or  more   
often  when  medically  indicated  or  specifically  the  number  of  days  as    
approved  by  the  facility  as a  schedule  of  visits  for  physicians  to  residents. 

 
(2) The  resident,  designated  representative  and / or sponsor  shall  agree  to  pay  the  costs  

of  such  physician  visits  unless  such  visits  are  paid  for  by  Medicare / Medicaid  or  
third  party  insurance  plans. 

 
(3) The  resident,  designated  representative  and / or  sponsor  shall  agree  that  if  the  

resident’s  personal,   alternate  or  staff  physician  is  not  available,  the  facility  shall 
be  authorized  to  have  the  Medical  Director  arrange  for  another  physician  to  visit  
the  resident  as  necessary  for  scheduled  visits,  or  immediately  when  required  by  
the  resident’s  medical  condition.  When  the  resident’s  physician  has  been  
delinquent  in  examining  the  resident,  the  facility  shall  be  authorized  to  have  the  
Medical  Director  arrange  for  another  physician  to  visit  the  resident  within  seventy 
– two (72)  hours  of  the  date  the  visit  was   due  or  immediately  when  required  by  
the  resident’s   medical  condition. 

 
(4) The  resident’s  family,  designated  representative,  or  sponsor  will  provide  clothing  

and  other  personal  items*  for  the  maintenance  of  the  resident. CLOTHING  MUST  
BE   LOGGED AND LABELED  BY  ECC  STAFF BEFORE  BEING  GIVEN  TO  
THE  RESIDENT. 
NOTE:    *Personal  items  are  those  NOT  detailed  on  page  one (1);  
  e.g., hospital  gowns,  pajamas,  etc. 
 

(5) In  the  event  the  designated  representative,  next  of  kin, etc.,  do  not  provide  
clothing  for  the  resident,  the  facility  shall  request  authorization  to  purchase  items  
necessary  ( as  documented  by  receipts)  from  the  resident’s  monthly  allowance  or  
personal  funds  on  deposit  for  such  use  in  the  facility,  as  per  Agreements  signed  
regarding  “Resident  Personal  Fund  Management.”  [ The  resident  and / or designated  
representative  signature  is  required  to  permit  such  expenditures]. 

 
(6) It is the policy of Elmhurst Care Center to take a “full-face” photograph of all the 

residents upon admission for identification purposes only.  The resident’s or designated 
representative consent is required for all other pictures taken for reasons   
deemed  necessary by the Administration, Medical Attending Physician or Nursing 
Director.                                                                                                                                                                                                                                                 

 
(7) The  resident,  and / or  designated  representative  authorizes  and  directs  the  facility to  

forward  copies  of  all  medical  records  and  corresponding  documents  to  all  duly  



authorized  government  agencies  and / or  representatives  upon  receipt  by  said  
facility  of  the  appropriate  request. 

 
(8) The  resident  or  designated  representative  acknowledges  that  any  additional  charges  

incurred  are  payable  by  the  resident,  in  the  event  of  a  health  emergency  involving  
the  resident  requiring  immediate  special  services  or  supplies  to  be  furnished  during  
the  period  of  the  emergency. 

 
(9) The  resident  releases  the  facility  of  any  and  all  responsibilities  for  the  resident’s  

welfare  during  his / her  authorized  absence  from  the  physical  premises  of  the  
facility. 

 
(10) The  resident  and / or designated  representative  is  required  to  notify  the  facility of  

any  and  all  funeral / burial  arrangements  so  that  the  facility  can  comply  with  all  
arrangements  in  the  event  that  the  need  arises.  Families  and / or  residents  are  
encouraged  to  discuss  arrangements  desired  with  the  Social Services  Department  of  
the  facility  so  that  appropriate  notations  can  be  incorporated  into  the  resident’s  
clinical  record.   

 
If  there  are  no  prior  arrangements  made  by  the  family  and / or  resident,  the  
facility  will contact  the  Public  Administrator  for  arrangements  for  burial  according  
to  local  ordinances  and  regulations. 
 

(11) The  resident,  accepts  responsibility  for  all  charges  incurred  and  payments  thereof,  
Should  the  account  be  referred  to  an  attorney  for  collection,  the  resident,  and / or 
legal  representative  agree  to  pay  reasonable  attorney’s  fees  and  collection  
expenses. 

 
The  resident,  and / or  legal  representative  in  consideration  of  services  
rendered  or  to  be  rendered  to  the  aforesaid  resident  by  the  facility,  hereby  
guarantee  payment  of  any  and  all  charges  incurred  by  the  resident,  unless  
said  services  are  currently  approved  for  third  party  payment ( e.g., Medicare, 
or  Medicaid).  It  is  understood  that  all  bills  are  due  and,  payable  upon  
presentation. 
 
 
 
 
 
 
 

 
 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
     SECTION  II 
 
  MEDICAID  PROGRAM  RESIDENT  INFORMATION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

 
MEDICAID  PROGRAM / RESIDENT  INFORMATION 

 
At  the  request  of  the  resident  or  designated  representative,  an  application  for  Medicaid  
Benefits  will be  filed  by  the   facility. 
 
The  resident  or  responsible  party  agrees  to  assist  in  all  ways  necessary  and  to  provide  
all  information   as  required  by  Law  for  the  application  process. 
 
For  residents  determined  to  be  eligible  under  the  Medicaid  program,  the  State  of  New 
York  department  of  Social  Services  will pay  room  and  board,  physician’s  fees,  
medications,  medical  consultant  fees,  and  required  and  “covered”  services. 
 
Despite  Medicaid  “coverage”,  the  New York  State  Department  of  Social  Services  may  
require  the  resident  to  pay  the  facility  a  predetermined  sum  monthly,  ( called  the  
“budgeted  amount”)  for  services  rendered  to  the  resident,  and  resident  may  remain  
responsible  for  some  non – covered  services  or  items  as  determined  by  the  New  York  
State  Department  of  Social  Services. 
 
The “budgeted  amount”  to  be  paid  by  the  resident  to  the  family  may  be  monies  from  
Social  Security  checks,  pension  checks and  other  sources  of  income  of  the  resident,  
following  review  and  determination  of  the  resident’s  legal  representative  and / or  
designated  representative,  is  responsible  for  the  payment  to  the  facility  of  this  “budgeted  
amount.” 
 
In  the  event  the  resident  is    NOT  eligible  for  Medicaid  benefits,  the  resident,  the  
resident’s  legal  representative,  responsible  relative  or  the  designated  representative,  retains  
full  responsibility for  charges  incurred  by  the  resident.  Charges  will  be  calculated  in  
accordance  with  the  facility’s  applicable  prevailing  private  daily  rate  for  Basic  Services  
and  any  additional  charges  incurred  by  the  resident  shall  be  billed  by  the  providers  
rendering  these  services  on  a  Fee- for-Service basis. 
 
All Medicaid  covered  residents  who  have  income (e.g. Social  Security, Union  Pension,  VA  
Pension,  Annuity,  etc.)  will  be  requested  to  remit  all  amounts  which  are  determined  
“Resident  Income”  by  the  Department  of  Social  Services  to  the  facility. 
 
It  is  understood  that  when  the  resident  seeks  Medicaid  benefits,  application  forms  and  
assistance  will  be  provided  by  the  facility.  In  the  event  that  the  resident  is  denied  
benefits,  in  whole  or  in  part,  the  resident  or  designated  representative  assumes  a  full  
responsibility  for  payment  of  charges  and  disbursements  not  paid  by  Medicaid  or  any  
other  third party  payor  for  the  accounts  of  the  resident. 
 



When  Medicaid  assures  payment  for  the  resident’s  stay,  income  received  by  of  for  the  
resident  during  which  the  resident  is  in  residence  is  to  be  turned  over  to  the  facility  as  
per  the  budget  amount  stipulated  by  the  Department  of  Social  Services. 
 
 
 
MEDICAID  PROGRAM / RESIDENT  INFORMATION  (Cont) 
 
Fair  Hearing  Processes,  as  applicable,  will be  provided  to  the  resident,  if  disputes  arise  
regarding  payment  process / budget  letter  amounts  discharge  procedures, etc.,  pertinent  to  
the  resident’s rights. 
 
The  facility  will  offer every  assistance  possible  in  applying  for  Medicaid,  however,  all  
information  required  for  the  application  process  must  be  provided  with  full disclosure. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 

 
 
BED RETENTION / MEDICAID INFORMATION 
 

 
Any resident who is in the hospital who wishes to return to the facility will be placed on a priority 
admission list and admitted to the next available semi-private bed;  PROVIDED he/she can be 
cared for at this facility at this time of discharge from hospital, according to criteria established by 
the regulations of governmental agencies.  
 
Families or residents and/or sponsors will be notified by the facility at any time a transfer from the 
facility to the hospital is being considered for medical reasons for the resident.  At the time of 
transfer to the hospital, the family will be provided with a notice of transfer/discharge.  This 
procedure has no changed.  Under the new limits, however, residents and/or families will be 
offered the option to privately holding the bed as is done with private paying residents.  Holding 
the bed in the fashion is not required, but offered as allowed for in law.   
 
In the event of emergency medical situation, every effort will be made to contact the 
family/sponsor prior to the movement of the resident.  In addition, all “Bill of Rights” privileges 
and procedure as they apply to residents transfer will be observed and adhered to by the facility 
staff.     
 
Pass privilege Information (Non-Hospital/Therapeutic leave): 
Residents are entitled to ten (10) days of non-hospitalization (therapeutic) pass privilges in a 
twelve (12)-month period, after they have resided in the facility for thirty (30) days.  The Social 
Service Department will offer to the residents and/or family additional information on this pass 
privileges regulation.   
 
Residents and families are advised that pass days cannot be transferred or accumulated from year 
to year, and that there are basic requirements that must be met prior to the resident leaving the 
facility on a pass day and having his/her bed retained.   
 
 
Residents are encouraged to obtain additional information to make sure that they understand all 
the rules governing “pass day “before electing to utilize this privilege.   
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 

 
 

SECTION  III 
 

MEDICARE  PROGRAM  RESIDENT  INFORMATION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 
 
 



MEDICARE  PROGRAM / RESIDENT  INFORMATION 
 
 
1. Medicare  benefits  are  available  for  a  specific  period  of  time  when  certain  specific  

conditions  have  been  met. 
 
2. Each  case  is  reviewed  by  the  facility  ( and  the  Fiscal  Intermediary  who  represents  

Medicare),  in  accordance  with  government  regulations,  to  determine  both  eligibility  
and  benefits. 

 
3. The  resident  and / or  sponsor  is  responsible  for  Part B  deductibles  (unless  

documentation  of  having  met  the  deductible  is  presented)  and  for  Part  A  and / or 
Part B  co-insurance  payments. 

 
4. When  the  resident  is  admitted  to  this  facility,  if, in the  judgment  of  the  staff,  the  

resident’s  overall  care  needs  are  benefits  provided  by  Medicare,  a  Medicare  
application  will  be  made  under  all  regulations  pertinent  to  such  application.  The  
resident  or  designated  representative  must  provide  all  necessary  information  and  
signatures,  if  required. 

 
5. If  the  facility  believes,  on  admission  or  that  Medicare  will  not  pay  for  skilled  

nursing  or  specialized  rehabilitative  services,  then  the  facility  will  inform  the  
resident   or  their  legal  representative  in  writing  why  these  specific  services  may  
not  be  covered.  The  provider  must  keep  a  copy  of  this  letter  on  file. 

 
6. If  in  the  event  of  # 5  above,  the  resident  may  request  that  a  bill  be  submitted  to  

the  intermediary  or  for  a  Medicare  decision.  The  resident  will  be  required  to  sign  
appropriate  forms  indicating  this  request.   All  of  the  forms,  etc.,  will  be  copied  
and  retained  as  a  part  of   the  resident  fiscal  chart. 

 
Medicare  coverage,  however,  shall  in  no  way  be  constructed  as  relieving  the  
resident,  the  resident’s  legal  representative  and / or  the  responsible  relative,  of  
liability  to  the  facility  for  services  rendered  to  the  resident  if  Medicare  payment  is  
denied. 
 
In  the  event  of  such  denial,  the  resident,  the  resident’s  legal  representative  and / or  
responsible  relative  may  seek  and  will  be  assisted  by  the  facility  to  request  
Medicare  benefits  via  all  prescribed  methods  as  issued  by  the  Office  of  Health  
Systems Management,  Department  of  Social  Services  or  fiscal  intermediary. 
 
 
 
 
 
 
 



MEDICARE  PROGRAM / RESIDENT  INFORMATION  (Cont) 
 
In  the  event  Medicare  denial  is  absolute,  the  resident’s  legal  representative  and/ or  
the  responsible  relative  or  sponsor  retains  full  responsibility  for  all  charges  
incurred  by  the  resident,  which  shall  be  calculated  in  accordance  with  the  
facility’s  applicable  prevailing  private  paying  basic  daily  rate,  for  all  basic  services  
and  all  other  charges. 
 
Medicare  Pass  Privileges  Information: 
 
Medicare  does  not  permit  pass  privileges  to  be  exercised  by  a  resident  whose  
primary  payor  is  Medicare. 
 
During  the  resident’s  stay  at  a  facility,  under  Medicare  benefits,  no  pass  privileges  
can  be  extended. 
 
Medicare  Bed  Reservation  Restriction  Information: 
 
Medicare does  not  permit  bed  reservation  payments  to  “hold”  a  bed  for  a  resident  
who,  because  of  acute  physical  needs  must  go  to  an  acute  care  setting ( hospital). 
 
Residents  and / or families  who  wish  to  make  provision  to  “hold”  the  bed  of   the  
resident  for  return  to  the  facility,  can  make  arrangements  to  pay  the  private  rate  
for  the  accommodations  to  be  held  for  the  resident  on  discharge  for  the  hospital. 
 
This  arrangement  is  completely  voluntary  on  the  part  of  the  resident  and / or 
family  and  will  only  be  acted  upon  by  written  authorized  by  the  arranging  party  
with  Administration. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
   

 
 
 
 
 
 
 
 
 
 

SECTION  IV 
 

PRIVATE  PAY  RESIDENT  INFORMATION 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

PRIVATE  PAYING  RESIDENT  INFORMATION 
 
 
A payment  of  $ _________________  in  advance  is  required  upon  admission.  Thereafter  
bills  are  issued  monthly  and  payable  in  advance.  All  final  charges  will  be   deducted  
from  monies  on  account  and  any  monies  in  excess  will  be  refunded  within  sixty  (60)  
days  after  discharge. 
 
Any  balance  to  be  paid  to  the  facility  must  be  paid  in  full  at  the  time  of  discharge  of  
the  resident  from  the  facility. 
 
Rates  for  the  private  resident  include  the  basic  services  detailed  in  the  Admission  
Agreement,  EXCEPT  for  the  following,  which  will be  billed  to  the  resident  ( or  
responsible  party )  directly  as  rendered,  with  payment  due  stipulated  on  each  individual  
bill  as  submitted. 
 

x -  ray 
 laboratory  diagnostic  procedures 
 electrocardiograms 
 barber/ beautician fees 
 oxygen 
 special  duty  nurse  fees 
 ambulance  services 
 rental / purchase  of  special  equipment 
 special  appliances / prostheses 
 any other  service  not  stated  in  the  Basic  Service  Agreement 
 
The  resident,  designated  representative,  responsible  party  or  sponsor  agree  to  pay  all  
charges  as  indicated  on  the  bills  submitted  within  the  time  frames  stipulated. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

PASS  PRIVILEGES / PRIVATE  PAY  RESIDENTS 
 

In  the  event  a  private  paying  resident  wishes  to  take a  “pass  privilege  day(s)”  the  
resident,  family,  or  designated  representative  may  authorize  the   facility  to  “reserve  the  
bed”  pending  the  resident’s  return  to  the  facility.  This  authorization  will  indicate  the   
resident,  family  or  designated  representative  assumes  responsibility  of  payment  for  the  
daily  rate  for  the  bed  reserved. 
 
 Families  of  residents  and / or designated  representatives  or  sponsors  will be  notified  
by  the  facility  at  any  time  a  transfer  from  the  facility  is   being  considered  for  medical  
reasons  for  a  resident.  Such  notification  shall  be  by  telephone  and  all  particulars  
documented  in  the  clinical  record  of  the  resident. 
 
 In  the  event  of  emergency  medical  situations,  every  effort  will  be  made  to  contact  
the  family  or  designated  representative  prior  to  the  movement  of  the  resident.  In  
addition,  all  “Bill  of  Rights”  policies  and  procedures   as  they  apply  to  the  resident  
transfer  shall  be  observed  and  adhered  to  by  the  facility’s  staff. 
 
 
 
 
   BED  RESERVATIONS/ PRIVATE  PAY  RESIDENTS 
 
 In  the  event  a  private  paying  resident  requires  hospitalization ( on  a  physician’s  
order  only), the resident,  family  or  designated  representative  may  authorize  the  facility  to  
reserve “the  bed”  pending  the  resident’s  return  to  the  facility  from  the  hospital.  This  
authorization  will  indicate  that  the  resident,  family  or  designated  representative,  assumes  
responsibility  of  payment  for  the  daily  rate  for  the  bed  reserved. 
 
 The  facility  will  maintain  close  communication  with  the  hospital  at  which  the  
resident  is  receiving  treatment  to  make  appropriate  arrangements  for  the  return  of  the  
resident  on  discharge  from  the  hospital. 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
     SECTION  V 
 
 

GENERAL  INFORMATION 
APPLICABLE TO  ALL  RESIDENTS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
   Information  On  In – House  Transfer 
 
 
The  facility provides  herein  transfer  of  room  accommodations  applicable  to  all  residents  
of  this  facility: 
 
A  resident  may  be  moved  from  one  room or  unit  to  another  if  the  following  criteria  are  
met: 
 
( 1 ) Resident  located  in  designated  “isolation  room”  accommodations,  which  are  

required  for  use  by  a  resident  designated  to  require  room  use. 
 
( 2 )  Physician,  Social  Service  Department  of  Nursing  team  assess  that  the   
 resident  requires  transfer  due  to  incompatibility  with  roommate (s).  All  residents  
 involved  or  ( designated  representatives)  concur  with  transfer. 
 
( 3 )  Reassignment  of  room  may  be  necessary  if  a  new  admission  to  the   facility  ( male  

or  female )  requires  spacing  redistribution  to  provide  accommodations  for  
admission.  Every  opportunity  will  be   given  to  individual  residents  to  participate  in  
the transfer / room  selection  process  when  redistribution  of  available  rooms  are  
required. 

 
( 4 )  Movement  may  be  required  if  a  resident  requires  medical / nursing  attention  that  

can  best  be  provided  on  another  nursing  unit  or  area  of  the  same  unit  as  
designated  by  facility  policy  regarding  special  care  units,  designated  lite / heavy 
units,  etc. 

 
 
The  Social  Services  department  and  Nursing  Department  will  communicate  with  the  
resident  and / or  designated  representative  regarding  any  movement,  planned.  All  
documentation  regarding  any  and  all  such  movements  will  be  provided  in  the  resident’s  
clinical  record. 
 
 
 
 
 
 
 
 
 



 
 
 

 
 
 

Resident’s  Access  to  Clinical  Record  Information 
 
Effective  October  1,  1990  the  following  policy  and  procedures  shall  be  followed  
regarding  resident’s  access  to  clinical  record  information  as  mandated  by  law: 
 
I. Upon  the  written  request  of  a  resident  to  review  his/ her  clinical  record  the   

facility  shall: 
 

a. notify  the  primary  physician 
b. notify  the  medical  director 
 
(A) The clinical  record  will  be  reviewed  by  the  primary  physician  and  the  

medical  director  within  24  hours  of  the  written  request  of  the  resident.  
(If  no  decision  is  reached  the  resident  can  review  his/her  record  within 

 48  hours  of  the  original  written  request.) 
 

(B) If  the  primary  physician,   assisted  by  the  Medical  Director ,  approves  the  
written  resident  request,  the  facility  will  arrange  for  the  resident  to  review  
his / her  record  in a  suitable  location  within  the  facility.  Assistance  in  the  
review  of  the  record  is  to  be  provided  by  the  facility  to  the  resident. 

 
(C) Record  reviews  ( with  the  approval  of  the  primary  physician  and medical 

director )  as  indicated  on  the  attached  form  must  take  place  within  the  
facility. 

 
(D) If  the  resident  challenges  the   accuracy  of  his/ her  record,  he/ she  may  write  

a  brief  note,  which  becomes  a  part  of  the  clinical  record  and  its  contents  
shall  be  referred  to  the  primary  physician. 

 
II. (A) If  the  primary  physician,  assisted  by  the   medical  director,  does  not    
 approve  the  resident’s  written  request  for  access  to  the  clinical  record   
 because  the  primary  physician  determines  that: 
 
 “The  requested  review  of  the  information  can  be  reasonably  expected  to  cause     
substantial  and  identifiable  harm  to  the  resident  or  to  others  which  would      
outweigh  the  qualified  person’s  right  to  access  to  the  medical  record ….” 
  
   The  resident  is  denied  access. 
 
 



PERMISSION  FOR  RESIDENT  TO  ACCESS 
MEDICAL / CLINICAL RECORD 

Facility  Name: __________________________________________________ 

Address: 

  

Telephone  Number : ______________________________________________ 

Administrator’s  Name:_____________________________________________ 

Resident’s  Name:__________________________________________________ 

Admission  ID #:___________________________________________________ 

I  have  reviewed  the  written  request  of  the  above  named  resident  and  following  review  of  
the  clinical  record,  grant  the  person  named  above  permission  to   
review  the   record  in  accordance  with  facility  policies  as  written. 

___________________________________ Date: ______________ 
Medical  Doctor’s  Name 

Medical  Director  Approval 

_____________________________ Date: ________________ 
Medical Director’s Name  



DENIAL  OF  ACCESS  OF  MEDICAL  RECORD 

Facility  Name: ______________________________________________________________ 

Address:  

Telephone  Number : _________________________________________________________ 

Administrator’s Name: ________________________________________________________ 

Resident’s  Name : ___________________________________________________________ 

Admission  ID #: ____________________________________________________________ 

Medical   Doctor’s Name: _____________________________________________________ 

I  have  reviewed  the  clinical  record  of  the  above  named  resident  and  find  that “ The  
requested  review  of  the  information  can  reasonably  be  expected  to  cause  substantial  and  
identifiable  harm  to  the  resident (  )  or  to  others  (  )  which  would  outweigh  the  qualified  
person’s  right  to  access  the  medical  record. “ 

I  therefore  deny  access. 

___________________________________________ Date: _______________ 
Medical  Doctor’s  Signature 



 
 
 
 
   
 
   PERSONAL  ALLOWANCE  INFORMATION 
 
This  facility,  in  accordance  with  the  rules  and   regulations  of  the  State  of  New York  
Department  of  Health  provides  a variety  of  ways  for  an  individual  resident  to  handle their  
personal  finances. 
 
Residents  are  encouraged  to  read  the  attached  information  and  select  the  method  most  
desirable  for  them  individually. 
 
Any  authorization  for  any  method  of  handling  personal  finances  can  be  changed  at  any  
time  by  the  resident’s  written  authorization. 
 
After  you  have  reviewed  and  selected  the  method  you  desire,  please  indicate  that  
selection  on  the  attached  form  and  give  it  to  the  social  worker,  nurse  or  business  office  
staff. 
 
Unless  determined  incompetent  under  State law,  the  resident  has  the  right  to  manage  
his/her  own  financial  affairs,  and  is  under  no  obligation  to  deposit  personal  funds  with  
the  facility.  However,  if  the  resident  chooses,  the  facility  will keep  the  resident’s  funds  in  
an  account ( or  accounts )  which  are  separate  from  any  facility  operating  funds  or  funds  
of  any  person  other  than  other  residents.  Standard banking hours are maintained throughout 
the week however; Residents may access unanticipated monies from the Business Office at any 
time in which the Business Office is open.  Should Emergency Funds be required they will be 
available at all times (24/7) through the Nursing Supervisor. 
 
Whether  an  account  is  individual  or  pooled,  the  facility  will  maintain  a  system  that  
assures  a  full,  complete  and   separate  accounting  of  each  resident’s  assets   and  earnings.  
In  the  case  of  a  pooled  account,  an  individual  resident’s  share  of  earning  is  protected  on  
a  regular  basis.  The  facility  will  afford  the  resident  or  legal  representative  access  to  the  
record  of  the  resident.  At  any  time  requested,  minimally  quarterly  accountings  will  be  
provided  and   distributed  to  each  resident  and / or  his/ her  designated  representative,  legal  
representative,   legal  representative,  etc. 
 
 
 
 
 
 
 
 



 
 

PERSONAL  ALLOWANCE 
 
 

(Resident’s  Full  Name) 
 
I  agree  to  the  method  checked  below  for  the  purpose  of  handling  my  personal  
allowance. 
 
I  understand  that  I  can  change  this  designation  at  any  time  I  so   choose  by  requesting  a  
new  form  which  I  will  date  and  sign. 
 
(   )  1.  I  will  handle  my  personal  allowance  personally. 
 
(   )  2.  I  name _____________________________________________ as  the party  
 to  handle  my  personal  allowance  and  to  provide  me  with  all  personal   
 needs  that  I  request  within  the  framework  of  the  funds  allotted  for  that   
 purpose. 
 
  If  this  person  fails  to  provide  the  necessary  items,  number  three  (3)   
 below  may  be  initiated  by  the  facility  following  notification  to  me. 
 
(   )  3.  The  facility  has  my  permission  to  handle  my  personal  allowance  and  to   
 furnish  items  necessary  for  my  care  and  comfort.  These  will include,  on   
 a  regular  basis : 
 
  (  )  Beauty  Shop 
  (  )  Barber  Shop 
  (  )  Newspaper 
  (  )  Cigarettes 
  (  )  Personal  Clothing  e.g.,  shoes,  slippers,  dresses,  trousers,  shirts,    
        underwear,  sweaters,  jackets,  socks,  stockings,  etc. 
 
Receipts  for  such  disbursements  are  to  be   maintained  in  my  fiscal  file.  In  so  designating  
the  facility,  I  understand  that  I  shall  receive  a  quarterly  reporting  of  my  bank  account  
opened  for  the  purpose  of  holding  funds  in  excess  of  the  amount  designated  by  the  
Department  of  Social  Services  or  any  other  regulatory  agency  with  all  deposits  and  
withdrawals,  as  well  as  interest  earned,  clearly  demonstrated. 
 
All   funds  held  within  the  facility  for  petty  cash  disbursements  to  me  shall  have  a  
running  account  with  all  disbursements  clearly  listed  and  signed  for  by  me  or  by  the  
facility  representative  as  in  number  two  (2)  or  by  the  facility  where  I  have  noted  the  
facility  is  to  manage  my  personal  allowance. 
 
 



 
 
 

Restraint  Use  Information 
 
 
 
This  Facility  attempts  to  provide  each  individual  resident  with  respectful  care  that  
promotes  independence  and  dignity  in  the  least  restrictive  environment  possible,   
commensurate  with  the  resident’s  performance  and  his / her  physical  and  mental  status. 
 
The  primary  physician  of  the  resident  will  order  the  use  of  a  restraint  ONLY  for  
specific  circumstances  to  protect  the  health  and  safety  of  that  resident  and  to  assist  the  
resident  in  attaining  and  maintaining  optimum  levels  of  physical  and  emotional  
functioning. 
 
Restraints  will  only  be  ordered  to  be  used  in  unusual  circumstances  to  provide  protection  
for  the  resident.  All  circumstances  necessitating  their  use  will  be  fully  documented  in  the  
resident’s  clinical  record. 
 
The  resident,  family  member  or  legal  representative  of  the  resident  will be  consulted,  
prior  to  a  restraint  being  used  ( except  in  emergency  situations  which  require  immediate  
protective  action  as  is  determined  by  professional  staff). 
 
Alternative  methods  of   providing  less  restrictive  but  effective  methods  of  safety  of  the  
resident  will  be  attempted,  and  documented  in  the  clinical  record  of  the  resident. These  
less  restrictive  measures  will  be  discussed  with  the  resident  and  his/her  family  member  
by  the  primary  physician  and  staff. 
 
We  seek  your  understanding  and  acknowledgement  of  this  facility  policy  in  order  to  
fully  document  that  the  policy  has  been  explained  to  you,  and  your  understanding  of  it. 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 



 
 

 
 
 
 
 

Designated  Representative  Resident  Information 
 

 
Federal  and  State  laws  encourage  the  appointment  of  a  “Designated  Representative”  to  
assist  residents  in  Residential  Health  Care  facilities  to  participate  more  fully  in  the  care  
planning  and  care  giving  process. 
 
This  designated  representative  acts  not  in   place  of  the  resident,  but rather  in  conjunction  
with  the  resident  to  more  fully  explore,  with  professional  staff,  meaningful ways  to  
maintain  the  highest  level  of  functioning  and  independence  of  the  individual  resident. 
 
The  designated  representative  may  be  selected  by  the  resident,  if  capable,  and / or  by  the  
family  or  involved  parties  co-jointly. 
 
The  designated  representative,  with  the  resident,  is  kept  fully  informed  of  all  particulars  
of  the  residents  care  program,  treatments,  medications,  therapy  regimes,  etc.  The  
designated  representative,  with  the  resident,  provides  meaningful  input  into  the  design  of  
the  total  care  program  for  the  resident,  helping  staff  as  well  as  the  resident  to  
understand  what  and  why  processes  are  initiated,  modified  or  discontinued. 
 
The  Social  Worker  and  nursing  staff  will further  explore  with  you  the  value  of   having  a 
“ designated  representative”  appointed,  and  how  the  resident  and  the  facility  can  improve  
communications  and  services  to  the  resident  using  this  valuable  ‘ significant  other’  in  the  
provision  of  quality  care  to  the  resident. 
 
 
 
 
 
 
 
 
 
                               

 
 
 
 
 



 
 

Influenza and Pneumococcal Immunization 
 

 
 

This facility is required by law to "establish and maintain an infection control 
program designed to provide a safe, sanitary, and comfortable environment and to help 
the development and transmission of disease and infection"  

Therefore, each resident is offered an influenza immunization October  
1st through March 31st, or as directed by the New York State Department of Health, 
annually, unless the immunization is medically contraindicated or the resident has already 
been immunized.  

Before offering the Influenza or Pneumococcal Immunizations the resident or the 
resident's legal representative will receive education regarding the benefits and potential 
side effects of both immunizations. The resident-or the resident's legal representative has 
the opportunity to refuse or accept the immunization. These decisions will be reduced to 
writing and found on the resident's medical chart. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 



 
PALLIATIVE CARE/ COMFORT CARE/ HOSPICE 

 
 
 
Palliative Care/Comfort Care/ Hospice, or palliative medicine/ end-of-line care, is 
specialized medical care for people facing serious and chronic illness. It focuses on 
relief from symptoms, pain and stress-whatever the diagnosis. The goal is to 
improve quality of life for both patient and family. Palliative care/ comfort 
care/hospice is provided by the team that includes physicians, nurses, dieticians, 
social workers, therapeutic recreation, physical and occupational therapists and 
other specialists who work together to provide and extra layer of support, It is 
appropriate at any age and at any stage in serious illness can be provided along 
with curative treatment when appropriate (except in the case of Hospice Care)   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 



Grievance Policy/ Procedure 
 
 
 
It is the Policy of Elmhurst Care Center to respond to Resident’s, Family Member 
and Designated Representatives complaints/ concerns in a timely and professional 
manner. 
 
 
Kristen Wiltshire, LCSW    Simranjit Kaur, RN 
Grievance Officer     Director of Nursing 
Director of Social Services   718-247-6119 
718-247-6139     Skaur@elmhurstcare.com 
Kwiltshire@elmhurstcare.com 
 
Yossi Kraus 
Administrator 
718-247-6159 
Ykrauss@elmhurstcare.com 
 
 
 
Please inform a Social Worker/ Staff member of any complaint/ concern which 
you may have.  They will then forward the information to the Grievance Officer/ 
Designee for follow-up.   
 
The Grievance Officer/ Designee will notify the individual who made the 
complaint/ concern of the outcome within 72 hours of initiation of grievance. 
 
Any individual making a grievance will not be subject to any form of retaliation by 
any staff member.   
 
Elmhurst Care Center encourages you to voice your complaints/ concerns in order 
to maintain a healthy environment for yourself/ loved one.  
 

 
 
 
 



ETHICS COMMITTEE 
 
 

It is the Policy of Elmhurst Care Center to have an active Ethics Committee. The 
Ethics Committee of this facility has been established as an interdisciplinary body 
that provides guidance and assistance, on a consultant basis, to residents, families, 
and, health care providers in making decisions related to life-threatening medical 
conditions/ ethical concerns. The Committee advises and counsels individuals in 
the making of bioethical decisions, assists in dispute resolution and provides 
education to residents, staff and families on ethical standards and practices. In 
addition to addressing life-threatening medical conditions, the Committee will 
address ethical issues that arise within the facility. 
 
The primary function of the Ethics Committee is to advise and educate.  
 

The Ethics Committee may address the following issues (And other issues 
deemed necessary for the Ethics Committee involvement):  
 
 

• Resident decision making capacity with regards to medical treatment 
• Alternate decision making systems for residents determined to lack 

the capacity for decision making 
• Withholding of medical treatment 
• Resident rights regarding confidentiality and clinical records 
• Dispute mediation 
• Educational development 
• Others issues agreed upon by the Committee 

 
 
The Ethics Committee is organized solely to advise and counsel, to mediate and 
recommend, but does not have the authority to make decisions regarding the 
withholding of medical treatment, or to function as the authority in determining the 
course of action taken by individuals in other ethically related circumstances. 
 
 
 
 
 

 
 



Health  Care  Proxy  Resident  Information 
 
Effective  January 1,  1991,  New  York  State  Law  allows  a  resident  to  make  a  
determination  for  a  specific  individual  to  exercise  judgement  for  the  resident  in  medical  
care  situations  IF  the  resident  becomes  incapable  of  exercising  his/her  own  judgement  
because  of  mental  or  physical  incapacity. 
 
This  facility,  in  accordance  with  New  York  State  Law,  will  assist  you  in  any  way  to: 

(1) understand  the  intent  and  application  of  a  Health  Care  Proxy  statement; 
 

(2) help  you  determine  the  appropriate  individual  you  may  wish  to  name  to act  
on  your  behalf  through  a  “ Health  Care  Proxy”  designated; 

 
(3) provide  the  necessary  forms  for  you  to  use  if  you  wish  to  put  in  place  a  

health care  proxy  status. 
 

If,  prior  to  admission,  you  have  already  designated  someone  to  have  a  Health  Care  
Proxy  designated  the  facility  will  have  to  know  and  see  that  it  is  noted  in  your  clinical  
record  with  all  forms  becoming  a  part  of  your  health  care  record. 
 
The  law  recognizes  the  right  of  a  competent  adult  to  appoint  someone  to  decide  about  
treatment  in  the  event  she / he  becomes  unable  to  personally  decide.  Unless  the  adult  
specified  otherwise,  the  person  appointed  as  proxy  will  have  same  authority  which  the  
adult  would  possess  to  decide  about  treatment.  That  authority  includes  the  right  to  forgo  
treatment,  including  life  sustaining  measures.  However,  the  law  is  just  as  valuable  for  
people  who  want   such  treatment  continued. 
 
The  agent’s  authority  begins  ONLY  when  physicians  determine  that  the  patient  has  lost  
the  capacity  to  decide  about  treatment.  As  long  as  the  patient  is  capable  of  deciding,  she 
/ he  retains  the  right  to  decide. 
 
Health  care  professionals  are  obligated   to  honor  the  agent’s  decisions  to  the  same  extent  
as  if  they  were  made  by  the  patient. 
 
The  religious  beliefs  and  moral  convictions  of  health  care  providers  are  expressly  
protected.  Existing  New  York  law  prohibits  assisted  suicide  and  mercy  killing;  this  law  
affirms  those  prohibitions. 
 
The  law  requires  the  facility  to  file  a  copy  of  the  health  care  proxy  form  in  the  
patient’s  medical  record,  which  can  be  revoked  by  the  patient  at  any  time. 
Please  feel  free  to  discuss the  Health  Care  Proxy  process  with  your  physician,  nurses  or  
social  worker  so  that  you  may  fully  comprehend  its  applicability  and  use. 
 
 
 
 



Health Care Proxy
(1) I,

hereby appoint
(name, home address and telephone number)

as my health care agent to make any and all health care decisions for me, except to the 
extent that I state otherwise. This proxy shall take effect only when and if I become unable to 
make my own health care decisions.

(2) Optional: Alternate Agent

If the person I appoint is unable, unwilling or unavailable to act as my health care agent,
I hereby appoint

(name, home address and telephone number)

as my health care agent to make any and all health care decisions for me, except to the extent 
that I state otherwise.

(3) Unless I revoke it or state an expiration date or circumstances under which it will expire, this
proxy shall remain in effect indefinitely. (Optional: If you want this proxy to expire, state the
date or conditions here.) This proxy shall expire (specify date or conditions):

(4) Optional: I direct my health care agent to make health care decisions according to my wishes
and limitations, as he or she knows or as stated below. (If you want to limit your agent’s
authority to make health care decisions for you or to give specific instructions, you may state
your wishes or limitations here.) I direct my health care agent to make health care decisions
in accordance with the following limitations and/or instructions (attach additional pages
as necessary):

In order for your agent to make health care decisions for you about artificial nutrition and 
hydration (nourishment and water provided by feeding tube and intravenous line), your agent 
must reasonably know your wishes. You can either tell your agent what your wishes are or 
include them in this section. See instructions for sample language that you could use if you 
choose to include your wishes on this form, including your wishes about artificial nutrition  
and hydration. 



(5) Your Identification (please print)

Your Name

Your Signature Date 

Your Address

(6) Optional: Organ and/or Tissue Donation

I hereby make an anatomical gift, to be effective upon my death, of:
(check any that apply)

■ Any needed organs and/or tissues

■ The following organs and/or tissues

■ Limitations

If you do not state your wishes or instructions about organ and/or tissue donation on this form, 
it will not be taken to mean that you do not wish to make a donation or prevent a person, who 
is otherwise authorized by law, to consent to a donation on your behalf.

Your Signature	 Date	

(7) Statement by Witnesses (Witnesses must be 18 years of age or older and cannot be the
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health care agent or alternate.)

I declare that the person who signed this document is personally known to me and appears to
be of sound mind and acting of his or her own free will. He or she signed (or asked another to
sign for him or her) this document in my presence.

Witness 1

Date

Name (p rint)

Signature

Address

Witness 2

 Date

 Name (p rint)

Signature

 Address



DO  NOT  RESUSCITATE  (DNR)  POLICIES  -  RESIDENT  INFORMATION 
 
This  facility,  in  accordance  with  New  York  State  Law,  has  provision  for  the  selection,  
by  a  resident  of  a  "“ Do  Not  Resuscitate"” program  in  the  event  that  the  resident  wishes  
to  avail  themselves  of  it. 
 
The  process  requires  the  resident  to  discuss  his / her  wishes  with  the  physician  and  
specific  papers  be  signed  that  will,  in  the  event  the  resident  ceases  to  breathe  from  any  
cause,  limit  the  facility  in  applying  resuscitation  measures,  (e.g.,  cardiopulmonary  
resuscitation)  upon  the  resident. 
 
Please  feel  free  to  discuss  this  option  with  your  physician  and  to  explore  all  the  
ramifications. 
 
 
 

MEDICAL ORDERS FOR LIFE SUSTAINING TREATMENT (MOLST) 
 

Resident’s/Designated Representatives are provided with education regarding MOLST Forms as 
well as opportunities to complete a MOLST Form no less than quarterly and as needed.   
 
MOLST Forms cover the Resident’s/ Designated Representatives wishes regarding: 
 

• CPR Status 
• Artificial Nutrition/Hydration  
• Artificial Respiration 
• Use of antibiotics 
• Desire regarding possible hospital transfer 
• Any specific cultural/ religious needs 

 
Staff will be happy to assist you with executing or changing a MOLST at any time.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
ORGAN DONATION 

 
 
 
It is the policy of Elmhurst Care Center to honor the wishes of all residents who 
wish to donate their organs. The facility will recognize those residents who are 
already declared organ donors and ensure that their wishes are carried out. The 
facility will also assist those residents who want to initiate the organ donation 
process upon admission to, or during the course of their stay at Elmhurst.  
 
 
Anyone who is interested in organ donation should contact the social service 
department. 
 
 
 
 
 
           

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
FOOD AND NUTRITION SERVICES 
 
Purpose 
 
The Food and Nutrition Services are aimed at improving and maintaining a resident's functional 
and wellness level and quality of life through an interdisciplinary approach to meal preparation 
and service. Nutrition and hydration is integrated into the facility's programs and the resident's 
individual plan of care and supports an enjoyable dining experience. 
 
Goals 

• To ensure our resident's nutrition and hydration needs are met 
• To plan and deliver nutritious meals, snacks, supplements and hydration as per each resident's 

individualized needs and plan of care 
• To identify, reduce and manage-risks related to nutrition and hydration 
• To monitor resident's weights, food and fluid intake and ensure residents are receiving optimal 

nutritional services 
• To provide to the best of our ability Residents cultural and ethnic needs 
• To ensure best practices related to dining services, menu planning and food production 

 
USE AND STORAGE OF FOODS BROUGHT TO RESIDENTS BY FAMILY AND OTHER VISITORS 
 
Special circumstances, such as persistent weight loss or unique food preferences, may require 
that food be brought into the facility from the outside. Due to the potential for foodborne 
illness or interference with nutritional treatment, family members and/or visitors who bring 
food in from the outside will be educated on safe food handling practices and Nutrition 
Education based on the each Resident's specific needs and Diet Order(s). Food or beverage that 
is brought in from the outside will be monitored by nursing staff for spoilage, contamination 
and safety. 

1. Any food or beverage brought into the facility for resident consumption will be checked by a 
staff member before being accepted for storage. Any suspicious or obviously contaminated food 
or beverage will be discarded immediately. 

2. Foods or beverages brought in from the outside will be labeled with the resident's name, room 
number and dated by nursing with the current date the item(s) was brought to the facility for 
storage. 

3. Food or beverage items may be stored in facility pantries, refrigerators or freezers, or resident's 
personal room refrigerators, if applicable. All food items will be labeled with the Resident's 
Name, Room number and date.  

a. Foods that do not require refrigeration may be stored in a resident's room or in the unit 
pantry. Food or beverage in the original container that is past the manufacturer's 
expiration date will be discarded by nursing staff. 

b. All cooked or prepared food brought in for a resident and stored in the unit's pantry 



refrigerator or personal room refrigerator will be dated when accepted for storage and 
discarded after 24 hours. No home-prepared food items that are canned or preserved 
will be permitted. 

KOSHER DIETARY LAWS  
 
All residents and family, and staff are asked to cooperate in maintaining these dietary laws. 
 

1. Kosher food served is prepared under Rabbinical supervision at the processing plant and is so labeled 

by symbols such as  and  . Moreover, all products are separately approved by our Mashgiach, or 

Kosher Supervisor.  

2. Products not certified as Kosher, may not, under any circumstances be brought into the facility's 

kitchen areas nor will be prepared and served to resident(s) from the facility's kitchens. Certain foods, 

including, but not limited to, ham, bacon, all pork products, lobster, shrimp, and other shellfish will not 

be served to resident from meals/foods prepared by and in the facility's kitchen. 

3. A strict separation of dairy (milk) and meat foods will be maintained in preparation of meals in the 

facility. For example, residents who eat a meat meal will not receive milk in their coffee, but rather an 

approved non-dairy cream substitute. Resident(s) who eat dairy may not request meat products with 

that meal. 

4. Passover, which usually occurs in late March or April, presents special requirements more stringent 

than all year round; no bread or products containing leaven (chametz) may be served.  All goods must 

have the certification “Kosher for Passover”. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

SMOKING 
 
 

POLICY: 
 
 
Elmhurst Care Center is a smoke free environment.  Smoking is prohibited in all 
areas of the facility. 
 

• Residents and/or families will be advised upon admission, that the facility is 
a smoke free environment, and will be apprised of the facility’s smoking 
policy and procedures. 

• Smoking is permitted by resident’s, visitors, and guests in designated area 
• Resident who smokes will be directed/ accompanied by staff member to 

designated smoking area as per facility’s schedule.  
• Residents prohibited from keeping lighting materials and cigarettes in their 

possession. 
• Lighting materials will be available at Security Desk. 
• Cigarettes will be stored at nurses’ station.  Smoking aprons will be worn by 

the residents during smoking. 
 
Smokers Schedule: 
Smoking Time   Department Responsible to Accompany Resident 
 
9:00-9:30am    Recreation 
 
11:00-11:30am   Nursing Staff 
 
1:00-2:00pm    Nursing Staff 
 
6:00-7:00pm    Nursing Staff 
 
 
 
 
 
 
 



 
 
 

SECURE CARE SYSTEM 
 
Our  facility  has  installed  the  Secure  Care  System,   an  innovative  electronic  monitoring  
systems  for  residents  who  may  tend  to  wander  from  the  safety  of  our  building.  This  
new  technology  will  allow  us  to  care  for  confused  ambulatory  residents  without  
sacrificing  their  freedom  of  mobility  or  their  quality  of  life. 
 
Residents  who  need close  supervision,  either  because  if  Alzheimer’s  Disease, dementia,  or 
just  a  tendency  to  wander  and  become  disoriented,  wear  a  lightweight,  waterproof  ankle  
bracelet which is worn 24 hours  a  day,  and  contains  a radio  transmitter.  If  the  resident  
wanders  through a  monitored  exit,  an  alarm  is   triggered  at  the  exit  and  a  central  nurse  
station  panel.  The  staff  immediately  returns  the  resident  to  the  safety  of  the  facility,  
thereby  preventing  what  could  have  been  a  life  threatening  incident.  
 
Our  wandering  residents  are   often  physically  able  to  leave  the  building  accompanied  by  
staff,  but  if  they  get  outside  alone  they may become  too  confused  to  find  their  way  back. 
 The  Secure  Care  System  will  allow  our  residents  the  freedom  to  wander  without  
the  fear  that  they  will  wander  too  far.  The  system  will  not  only  give  our  wandering  
residents  new  freedom,  but  also  give  our  staff  more  time  to  care  for  all  residents.  It’s  a  
real  advance  for  the  long  term  care  facility. 
 
The  physically  active  residents  who  suffer  from  Alzheimer’s  Disease  disorientation,  or  
dementia  have  long  been  a major  concern  to  nursing  homes.  In  the  past,  safety  measures 
have included physical  or  chemical  restraints  or  around  the  clock  supervision. 
 
The  Secure  Care  System allows us  to provide quality care  for  the  elderly  population.  It  is  
a  dignified  and  safe  method  of  providing  a  secure  environment  for  your  loved  one.  If  
you would  prefer  that  we  not  place  a  transmitter  on  your  family  member,  please  indicate  
so  in  writing  below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

WANDERING/ELOPEMENT 
 

 The goal of resident safety and risk management is inherent in the Quality Assurance 
Performance Improvement Program at Elmhurst care Center.  All residents will be assessed upon 
admission and periodically thereafter for evidence of actual and/or potential wandering.  In the 
event a resident is deemed high risk for wandering by the comprehensive care team safety 
measures will be implemented to protect the resident.  These measures will include alarm bracelets 
and special identifying arm bands. 

 
 

 
  



 
 
 
    PICTURE  AUTHORIZATION 
 
 

There may be a situation in which Elmhurst Care Center  takes  a  picture  of  
me/resident  for  reasons other than identification purposes deemed  medically  
necessary  by  the  Administration, Medical  Director/Attending Physician,  or  
Director  of  Nursing. 
 

In the event Elmhurst Care Center takes a photo for reasons other than what 
is stated above, myself/designated representative will be provide a full explanation 
as to the purpose of those photographs. 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

     
 
 
 



YOUR RIGHTS AS A NURSING HOME RESIDENT  
IN NEW YORK STATE

As a resident in this facility, you have rights guaranteed to you by state and federal laws. This facility is required to protect and 
promote your rights. Your rights strongly emphasize individual dignity and self-determination, promoting your independence 
and enhancing your quality of life. 
YOU HAVE THE FOLLOWING RIGHTS:
• �To exercise all your rights free from interference, coercion, discrimination or reprisal. 
• �To be valued as an individual, to be treated with consideration, dignity and respect in full recognition of your self-worth.
• �To be cared for in a manner that enhances your quality of life, free from humiliation, harassment or threats.
• �To be free from physical, sexual, mental and verbal abuse, corporal punishment, financial exploitation and involuntary 

seclusion including physical and chemical restraints.
FEES AND SERVICES
• �To be informed in writing about services and fees before you enter the nursing home and at any time when services and fees change. 
In addition:
• �The nursing home cannot require a minimum entrance fee if your care is paid for by Medicare or Medicaid.
• �For people seeking admission to the nursing home, the nursing home must tell you (both orally and in writing) and display 

written information about how to apply for and use Medicare and Medicaid benefits. 
• �The nursing home must also provide information on how to get a refund if you paid for an item or service, but because of 

Medicare and Medicaid eligibility rules, it’s now considered covered.
ADMISSION 
• �To receive a facility admission notice and periodic notices thereafter that document items and services that are not covered by 

insurance that they will charge you for. 
The facility may:
• �Request and require a family member or resident representative who has legal access to your income or resources to pay for 

the facility care and to sign a contract, without incurring personal liability.  
TRANSFER OR DISCHARGE
You cannot be sent to another nursing home or made to leave the nursing home unless any of the following are true:
• �The transfer or discharge is necessary for your welfare and your needs cannot be met in the facility.
• �The transfer or discharge is appropriate because your health has improved sufficiently so you no longer need the services 

provided by the facility.
• �The safety of individuals in the facility is endangered due to your clinical or behavioral status.
• �The health of individuals in the facility would otherwise be endangered.
• �You have failed, after reasonable and appropriate notice, to pay for (or to have paid under Medicare or Medicaid) a stay at the 

facility. Nonpayment applies if you do not submit the necessary paperwork for third party payment or after the third party, 
including Medicare or Medicaid, denies the claim and you refuse to pay for the stay. For a resident who becomes eligible for 
Medicaid after admission to a facility, the facility may charge a resident only allowable charges under Medicaid; or

• �The facility ceases to operate.
You have the right:
• �To receive 30-day written notice of the facility’s plan and reason to discharge or transfer you, except in emergencies
• �To appeal a transfer or discharge with the New York State Department of Health. 
SELF-DETERMINATION
• �To be informed of your rights, and all rules and regulations regarding resident conduct and responsibilities during your stay in 

the facility.
• �To be offered choices and allowed to make decisions important to you.
• �To make personal decisions, such as what to wear, when to sleep or how to spend free time.
• �To receive services with reasonable accommodations for individual needs and preferences.
• �To participate in the planning of your care and services. 
• �To self-administer medications if clinically appropriate.
• �To accept or refuse care and treatment.
• �To manage your own personal finances, or to be kept informed of your finances if you choose to let the facility or someone 

else manage them for you.
• �To refuse to perform work or services for the facility.
• �To choose your attending physician.
• �To share a room with your spouse if both spouses consent to the arrangement. 
• �To be provided a statement that should you be unable to make your own decisions and be adjudicated incompetent and not 

be restored to legal capacity, or if a conservator should be appointed for you, these rights and responsibilities shall be 
exercised by the appointed committee or conservator in a representative capacity.

• �Be provided a statement at or prior to the time of admission to the facility informing you of your right to make organ, tissue or 
whole-body donations, and the means by which you may make such a donation.



ACCESS
• �To a safe, clean, homelike environment.
• �To receive assistance if a sensory impairment exists.
• �To receive information in a language you understand (e.g., Spanish, Braille).
• �To be fully informed of the services available and related costs.
• �To be informed and receive assistance in accessing Medicare or Medicaid benefits. 
• �To be free from charges for services covered that you receive by Medicaid or Medicare.
• �To look at your records and receive copies at a reasonable cost.
• �To allow ombudsmen access to your medical or personal records, including financial records if you, or, where appropriate, 

your guardian or appointed Health Care Proxy has given express written consent to such disclosure.
• �To retain and use personal possessions.
• �To receive notice in advance of any plans to change your room or roommate and refuse these changes if for the convenience 

of staff or the move is outside a distinct part of the Nursing Home.
• �To organize and participate in a Resident Council and for your family to organize and participate in a Family Council.
• �Receive upon request food or food products prepared in accordance with religious dietary restrictions such as kosher and halal. 
• �To participate in social, religious and community activities, including the right to vote.
• �To read the results of the most recent State or Federal inspection survey and the facility’s plan to correct any violations.
• �To contact your Ombudsman, or any advocate or agency which provides health, social, legal, or other services.
PERSONAL CARE
• �To equal access to quality care.
• �To be told in advance about care and treatment, including all risks and benefits. 
• �To receive adequate and appropriate care.
• �To be informed of all changes in medical condition.
• �To refuse medication and treatment.
• �To refuse chemical and physical restraints.
VISITATION
• �To visits from representatives of the state survey agency and the Office of the State Long-Term Care Ombudsman.
• �To visits by relatives, friends and other individuals of your choice and at the time you choose.
• �To visits by organizations or individuals providing health, social, legal or other services.
• �To refuse visitors.
PRIVACY
• �To personal privacy during care and treatment. 
• �To confidentiality concerning your personal and medical information.
• �To private and unrestricted visits with any person of your choice, in person and by telephone.
• �To send and receive mail without interference.
• �Privacy and confidentiality regarding medical, personal and financial affairs.
COMPLAINTS 
• �To voice grievances or complaints about care or services without discrimination or fear of punishment.
• �To expect the facility to promptly investigate and try to resolve your concerns.

Contact the Ombudsman to advocate on your behalf, free from discrimination or fear of punishment.
New York State DOH Health Centralized Complaint and Intake Program
Mail: �NYSDOH DRS/SNHCP 

MAILSTOP: CA/LTC 
EMPIRE STATE PLAZA 
ALBANY, NEW YORK 12237

Complaint Hotline: 1-888-201-4563
Fax: (518) 427-6561
Website: https://www.health.ny.gov/nursinghomecomplaints
LTC Ombudsman Program: 1-855-582-6769
NYS Office for the Aging: 1-844-697-6321

Community Resource Guide: https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

YOUR RIGHTS AS A NURSING HOME RESIDENT  
IN NEW YORK STATE (continued)



SUS DERECHOS COMO RESIDENTE DE UN CENTRO  
DE ATENCIÓN RESIDENCIAL EN EL ESTADO  
DE NUEVA YORK

Como residente de este centro, tiene derechos garantizados por las leyes estatales y federales. Este centro debe proteger  
y promover sus derechos. Sus derechos enfatizan claramente la dignidad como persona y la autodeterminación, promoviendo 
su independencia y mejorando su calidad de vida. 
USTED TIENE LOS SIGUIENTES DERECHOS:
• �A ejercer todos sus derechos, libre de interferencia, coacción, discriminación o represalias. 
• �A que se le valore como individuo, se le trate con consideración, dignidad y respeto en pleno reconocimiento de su autoestima.
• �A que se le atienda de una manera que mejore su calidad de vida, sin humillaciones, acoso ni amenazas.
• �A estar libre de abuso físico, sexual, mental y verbal, castigo corporal, explotación financiera y reclusión involuntaria, 

incluyendo las restricciones físicas y químicas.
CARGOS Y SERVICIOS
• �Recibir información por escrito sobre los servicios y los cargos antes de su ingreso al centro de atención residencial y en cualquier 

momento en que cambien los servicios y los cargos. 
Además:
• �El centro de atención residencial no puede exigir un cargo de ingreso mínimo si Medicare o Medicaid pagan su atención.
• �Para las personas que quieren ingresar al centro de atención residencial, el centro debe informarlas (verbalmente y por 

escrito) y mostrarles información por escrito, sobre cómo pedir y usar los beneficios de Medicare y Medicaid. 
— �El centro de atención residencial también debe dar información sobre cómo obtener un reembolso si usted pagó por un artículo 

o servicio, pero debido a las normas de elegibilidad de Medicare y Medicaid, ahora ese artículo o servicio se considera cubierto.
INGRESO 
• �Recibir un aviso de ingreso al centro y avisos periódicos posteriores que documenten los artículos y servicios que no están 

cubiertos por el seguro que le cobrarán. 
El centro puede:
• �Pedir y exigir que un familiar o representante residente que tenga acceso legal a sus ingresos o recursos pague la atención 

del centro y firme un contrato, sin incurrir en responsabilidad personal.  
TRASLADO O ALTA
No pueden trasladarlo a otro centro de atención residencial ni obligarlo a abandonar el centro a menos que se cumpla 
alguna de las siguientes condiciones:
• �El traslado o el alta son necesarios para su bienestar y sus necesidades no pueden satisfacerse en el centro.
• �El traslado o el alta son apropiados porque su salud mejoró lo suficiente y ya no necesita los servicios que presta el centro.
• �La seguridad de las personas en el centro está en peligro debido a su estado clínico o de comportamiento.
• �De no hacerlo, la salud de las personas en el centro estaría en peligro.
• �No ha pagado, después de un aviso razonable y apropiado, (o no ha pagado con Medicare o Medicaid) una estancia en el 

centro. La falta de pago aplica si no presenta la documentación necesaria para el pago por un tercero o después de que el 
tercero, incluyendo Medicare o Medicaid, niegue el reclamo y usted se niegue a pagar la estancia. Para un residente que se 
vuelve elegible para Medicaid después del ingreso a un centro, el centro puede cobrar al residente solo los cargos permitidos 
según Medicaid; o

• �El centro deja de prestar los servicios.
Usted tiene el derecho a:
• �Recibir un aviso por escrito con 30 días de antelación sobre el plan del centro y el motivo para darle el alta o trasladarlo, 

excepto en casos de emergencia.
• �Apelar un traslado o alta con el Departamento de Salud del Estado de Nueva York. 
AUTODETERMINACIÓN
• �Recibir información de sus derechos y de todas las normas y reglamentaciones relacionadas con la conducta y las 

responsabilidades de los residentes durante su estancia en el centro.
• �Que le den opciones y que le permitan tomar las decisiones que sean importantes para usted.
• �Tomar decisiones personales, como qué ponerse, cuándo dormir o cómo pasar el tiempo libre.
• �Recibir servicios con adaptaciones razonables para las necesidades y preferencias individuales.
• �Participar en la planificación de su atención y servicios. 
• �Autoadministrarse medicamentos si es clínicamente apropiado.
• �Aceptar o rechazar la atención y el tratamiento.
• �Administrar sus finanzas personales o que lo informen de sus finanzas si decide dejar que el centro u otra persona las 

administre por usted.
• �Negarse a hacer trabajos o prestar servicios para el centro.
• �Elegir a su médico de atención directa.
• �Compartir una habitación con su cónyuge si ambos cónyuges dan su consentimiento para el arreglo. 
• �Recibir una declaración de que si usted no puede tomar sus propias decisiones y se le declara incompetente y no recupera su 

capacidad legal, o si se le debe nombrar un custodio, el comité designado o custodio ejercerá los derechos y las 
responsabilidades en una capacidad de representante.

• �Recibir una declaración en el momento o antes del ingreso al centro, informándole de su derecho a hacer donaciones de 
órganos, tejidos o de todo el cuerpo, y los medios por los que puede hacer dicha donación.



ACCESO
• �A un entorno seguro, limpio y hogareño.
• �Recibir asistencia si existe una discapacidad sensorial.
• �Recibir información en un idioma que usted entienda (por ejemplo, español, Braille).
• �Recibir toda la información de los servicios disponibles y los costos relacionados.
• �Recibir información y ayuda para acceder a los beneficios de Medicare o Medicaid. 
• �Estar libre de cargos por los servicios cubiertos que recibe por medio de Medicaid o Medicare.
• �Revisar sus expedientes y recibir copias a un costo razonable.
• �Permitir que los defensores accedan a su expediente médico o personal, incluyendo los registros financieros, si usted o, 

cuando corresponda, su tutor o representante con poder para atención médica designado haya dado su consentimiento 
expreso por escrito para dicha revelación.

• �Conservar y usar las pertenencias personales.
• �Recibir aviso con antelación de cualquier plan de cambio de habitación o compañero de habitación y rechazar los cambios si 

es por conveniencia del personal o si el cambio es fuera del centro de atención residencial.
• �Organizar y participar en un consejo de residentes y que tu familia organice y participe en un consejo de familia.
• �Recibir, cuando se solicite, comida o productos alimenticios preparados de acuerdo con las restricciones dietéticas religiosas, 

como kosher y halal. 
• �Participar en actividades sociales, religiosas y de la comunidad, incluyendo el derecho al voto.
• �Leer los resultados de la encuesta de inspección estatal o federal más reciente y el plan del centro para corregir las 

infracciones.
• �Comunicarse con su defensor del pueblo, o cualquier defensor o agencia que preste servicios de salud, sociales, legales u otros.
CUIDADO PERSONAL
• �Igualdad de acceso a una atención de calidad.
• �Recibir información con antelación sobre la atención y el tratamiento, incluyendo todos los riesgos y beneficios. 
• �Recibir una atención adecuada y apropiada.
• �Estar informado de todos los cambios en su condición médica.
• �Rechazar los medicamentos y el tratamiento.
• �Rechazar sustancias químicas y restricciones físicas.
VISITAS
• �Visitas de representantes de la agencia estatal de encuestas y la Office of the State Long‑Term Care Ombudsman (Oficina del 

Defensor de Atención Médica de Largo Plazo del Estado).
• �Visitas de familiares, amigos y otras personas de su elección y en el momento que usted elija.
• �Visitas de organizaciones o personas que prestan servicios de salud, sociales, legales u otros.
• �Rechazar visitas.
PRIVACIDAD
• �Privacidad personal durante la atención médica y el tratamiento. 
• �Confidencialidad con respecto a su información personal y médica.
• �Visitas privadas y sin restricciones con cualquier persona de su elección, en persona y por teléfono.
• �Enviar y recibir correo sin interferencias.
• �Privacidad y confidencialidad con respecto a cuestiones médicas, personales y financieros.
QUEJAS 
• �Expresar quejas formales o quejas sobre la atención o los servicios sin discriminación ni temor a sanciones.
• �Esperar que el centro investigue de inmediato y trate de resolver sus preocupaciones.

Comunicarse con el defensor del pueblo para que abogue en su nombre, libre de discriminación ni temor a sanciones.
Health Centralized Complaint and Intake Program (Programa centralizado de reclamos y registro) del Departamento de 
Salud del Estado de Nueva York
Correo postal:  �NYSDOH DRS/SNHCP

MAILSTOP: CA/LTC
EMPIRE STATE PLAZA
ALBANY, NEW YORK 12237

Línea directa para quejas:  1-888-201-4563
Fax: (518) 427-6561
Sitio web: https://www.health.ny.gov/nursinghomecomplaints
LTC Ombudsman Program (Programa del defensor de LTC): 1-855-582-6769
New York State Office for the Aging (Oficina para Adultos Mayores del NYS): 1-844-697-6321

Guía de recursos de la comunidad: https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

SUS DERECHOS COMO RESIDENTE DE UN CENTRO  
DE ATENCIÓN RESIDENCIAL EN EL ESTADO  
DE NUEVA YORK (continúa)
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您作为 NEW YORK STATE 疗养院住户的权利

作为此类机构的住户，您享有由州及联邦法律保证的权利。机构需要保障并维护您的权利。您的权利格外强调个人尊严和自主决
策，并致力于促进您独立生活与提高生活质量。 
您享有以下权利：
• �行使您所享有的全部权利，不会受到干涉、胁迫、歧视或报复。 
• �重视个人价值，得到体谅、有尊严且受尊重的对待，并充分认可您的自我价值。
• �通过护理提高生活质量，不会受到羞辱、骚扰或威胁。
• �不会受到身体、性、精神和言语虐待、体罚、经济剥削，以及人身限制和化学约束等非自愿隔离。
费用和服务
• �入住疗养院之前以及服务和费用有变时，将以书面形式向您告知服务和费用的相关情况。 
此外：
• �如果由 Medicare 或 Medicaid 为您支付护理费用，疗养院不得设置最低入院费用。
• �对于希望入住疗养院的个人，疗养院必须（同时以口头和书面形式）告知，并展示有关 Medicare 和 Medicaid 福利申请及使用方式
的书面信息。 

• �疗养院还必须说明在您支付某项目或服务的费用之后，鉴于 Medicare 和 Medicaid 资格规则，该项目或服务已获承保，此时应如
何申请退款。
入院 
• �接收机构入院通知及后续定期通知，其中会列出保险不予承保且由您自行付费的项目和服务。 
机构可能会：
• �申请并要求由有权合法获取您收入或资源的家庭成员或住院代表来支付机构护理费用以及签署合同，且不会产生个人责任。  
转院或出院
不得将您送往其他疗养院或迫使您离开疗养院，除非出现下列情况之一：
• �转院或出院是保障您福利的必要措施，并且该机构无法满足您的需求。
• �转院或出院属于适当措施，因为您的健康状况已得到充分改善，不再需要该机构提供的服务。
• �机构内的相关人员因您的临床或行为状态而受到安全威胁。
• �如果不转院或不出院，机构内的相关人员将受到健康威胁。
• �经过合理适当的通知，您仍未能支付（或安排由 Medicare 或 Medicaid 支付）机构的住院费用。如果您未提交第三方付款所需文
件，或者在 Medicare 或 Medicaid 等第三方拒绝理赔之后您仍然拒绝支付住院费用，则将视为拒付。对于在入住机构之后获得 
Medicaid 资格的住院患者，机构只能向住户收取 Medicaid 允许的费用；或者

• �机构停止运营。
您有权：
• �除紧急情况外，在 30 天内收到机构的出院或转院计划和原因书面通知
• �向 New York State Department of Health 提出转院或出院上诉。 
自主决策
• �获悉您在入住机构期间所享有的各项权利，以及住户行为和责任相关的全部规定和条例。
• �获得相关选择，允许您就重要事项做决定。
• �做一些个人决定，例如穿着、就寝时间或如何度过空闲时间。
• �获得符合个人需求和偏好的合理便利服务。
• �参与您护理和服务的规划。 
• �在满足适当临床条件的情况下自行给药。
• �接受或拒绝护理和治疗。
• �管理自己的个人财务，或者如选择由机构或他人代管财务，则可获知您的财务状况。
• �拒绝为机构工作或提供服务。
• �选择主治医师。
• �在配偶双方同意的情况下，与配偶同住一间房。 
• �被告知如果您无法自行做决定，同时被判定为无行为能力人且无法恢复法定行为能力，或者如果应为您指定监督人，则将由指定
委员会或监督人以代表身份行使权利并履行责任。

• �在入住机构之时或之前获知您的器官、组织或全身捐赠权利以及完成此类卷则的具体方式。



无障碍服务
• �获得安全干净、舒适如家的环境。
• �在出现知觉障碍时获得相应援助。
• �以您能理解的语言（例如西班牙文、盲文）获取信息。
• �充分了解现有服务和相关费用。
• �了解如何获取 Medicare 或 Medicaid 福利并获得援助。 
• �免费享受 Medicaid 或 Medicare 所承保的服务。
• �查看您的记录，并以合理费用获得副本。
• �如果您或您的监护人或指定医疗护理代理人（如适用）已明确提供关于此类披露的书面同意书，则允许监察员查阅您的医疗或个
人记录，包括财务记录。

• �保留和使用个人财产。
• �提前获悉更换病房或室友的计划通知，如果此类变动的目的是为工作人员提供方便或者需要搬至疗养院的特定区域之外，则可拒
绝此类变动。

• �组织和参加住户委员会，以及为家人而组织和参加家庭委员会。
• �在提出要求后，获得符合犹太洁食、清真等宗教饮食限制要求的食物。 
• �参加社会、宗教和社区活动，包括投票权。
• �阅读近期州或联邦检查问卷的结果以及机构的违规纠正计划。
• �联系您的监察员或者提供医疗、社会、法律或其他服务的维权人士或机构。
个人护理
• �平等获得优质护理。
• �提前获悉护理和治疗相关信息，包括所有风险和益处。 
• �获得充分且适当的护理。
• �获知疾病的所有变化。
• �拒绝药物和治疗。
• �拒绝化学约束和人身限制。
探视
• �接受州调查机构和 Office of the State Long-Term Care Ombudsman（州长期护理监察员办公室）代表的探视。
• �安排您所选亲友及其他个人在您选定时间前来探视。
• �安排提供医疗、社会、法律或其他服务的组织或个人前来探视。
• �拒绝访客。
隐私
• �获得护理和治疗期间的个人隐私。 
• �获得个人和医疗信息的保密性。
• �安排您所选个人当面及通过电话进行私人不受限的探视。
• �收发邮件不受干扰。
• �获知关于医疗、个人和财务事宜的隐私和机密。
投诉 
• �对护理或服务提出申诉或投诉而不会受到歧视，也无需担心被罚。
• �敦促机构迅速展开调查，以努力解决您的疑虑。�
联系监察员代您维权而不会受到歧视，也无需担心被罚。
New York State DOH Health Centralized Complaint and Intake Program（集中投诉和受理计划）
邮寄：�NYSDOH DRS/SNHCP

MAILSTOP: CA/LTC
EMPIRE STATE PLAZA
ALBANY, NEW YORK 12237

投诉热线：1-888-201-4563
传真：(518) 427-6561
网站：https://www.health.ny.gov/nursinghomecomplaints
LTC Ombudsman Program（LTC 监察员计划）：1-855-582-6769
NYS Office for the Aging（老龄化人口办公室）：1-844-697-6321

社区资源指南：https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

您作为 NEW YORK STATE 疗养院患者的权利（续）
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DWA OU ANTANKE REZIDAN NAN MEZON 
RETRÈT NAN ETA NEW YORK LA

Kòm yon rezidan nan etablisman sa a, lwa Eta a ak federal la garanti dwa ou yo. Etablisman sa a oblije pwoteje ak ankouraje 
dwa ou. Dwa ou yo mete aksan sou diyite endividyèl ak oto-detèminasyon, ankouraje endepandans ou ak amelyore kalite lavi 
ou. 
OU GEN DWA SA YO:
• �Pou egzèse tout dwa ou yo san anpèchman, presyon, diskriminasyon oswa reprezay. 
• �Pou ou gen valè kòm yon moun, pou yo trete w ak konsiderasyon, diyite ak respè nan rekonèt tout valè ou.
• �Pou yo pran swen ou yon fason ki amelyore kalite lavi w, san imilyasyon, tizonnay oswa menas.
• �Pou ou pwoteje kont abi fizik, seksyèl, mantal ak vèbal, pinisyon kòporèl, eksplwatasyon finansye ak izòlman envolontè ki gen 

ladan kontrent fizik ak pwodui chimik pou ede w kalme. 
FRÈ AK SÈVIS
• �Pou jwenn enfòmasyon alekri sou sèvis ak frè anvan ou antre nan mezon retrèt la ak nenpòt ki lè lè sèvis ak frè yo chanje. 
Anplis:
• �Mezon retrèt la pa kapab mande yon frè admisyon minimòm si Medicare oswa Medicaid peye pou swen ou.
• �Pou moun k ap chèche admisyon nan mezon retrèt la, mezon retrèt la dwe di w (nan bouch ak alekri) epi montre enfòmasyon 

alekri sou fason pou aplike pou epi itilize avantaj Medicare ak Medicaid. 
• �Mezon retrèt la dwe bay enfòmasyon tou sou fason pou jwenn yon ranbousman si ou te peye pou yon atik oswa yon sèvis, 

men akòz règ konsènan kalifikasyon Medicare ak Medicaid yo, yo konsidere li tankou yon bagay ki garanti.
ADMISSION 
• �Resevwa yon avi admisyon ak avi detanzantan apresa ki liste atik ak sèvis yo asirans la pa garanti yo pral faktire w pou yo.
Etablisman an ka:
• �Mande epi egzije yon manm fanmi oswa reprezantan rezidan ki gen aksè legal nan revni oswa resous ou yo pou yo peye pou 

swen etablisman an epi siyen yon kontra, san yo pa pran responsablite pèsonèl.  
TRANSFERE OSWA EGZEYATE
Yo pa kapab voye w nan yon lòt mezon retrèt oswa fè w kite mezon retrèt la sof si nenpòt nan bagay sa yo se verite:
• �Transfè a oswa egzeyat la nesesè pou byennèt ou epi yo pa ka reponn ak bezwen ou yo nan etablisman an.
• �Transfè a oswa egzeyat la apwopriye paske sante ou amelyore ase kidonk ou pa bezwen sèvis etablisman an bay yo ankò.
• �Sekirite moun ki nan etablisman an an danje akòz estati klinik ou oswa konpòtman ou.
• �Sante moun ki nan etablisman an ta ka an danje.
• �Ou pa reyisi, aprè yon avi ki rezonab ak apwopriye, pou peye pou (oswa pou yo peye anba Medicare oswa Medicaid) yon 

sejou nan etablisman an. Non-peman an aplikab si ou pa soumèt dokiman ki nesesè yo pou peman yon tyès pati oswa aprè 
tyès pati a, ikonpri Medicare oswa Medicaid, bay reklamasyon ou an refi epi ou refize peye pou sejou a.

• �Etablisman an sispann fonksyone.
Ou gen dwa:
• �Pou resevwa yon avi alekri nan delè 30 jou sou plan etablisman an ak rezon ki fè yo egzeyate w oswa transfere w, eksepte 

nan ka dijans.
• �Pou fè apèl kont yon transfè oswa egzeyat nan New York State Department of Health la. 
DETÈMINASYON PÈSONÈL
• �Pou jwenn enfòmasyon sou dwa ou, ak tout règ ak règleman konsènan konduit ak responsablite rezidan yo pandan sejou ou 

nan etablisman an.
• �Pou yo ofri ou chwa ak pèmèt ou pran desizyon ki enpòtan pou ou.
• �Pou pran desizyon pèsonèl, tankou kisa pou mete, ki lè pou dòmi oswa ki jan pou pase tan lib.
• �Pou resevwa sèvis ak lojman rezonab pou bezwen ak preferans endividyèl yo.
• �Pou patisipe nan planifikasyon swen ak sèvis ou yo. 
• �Pou bay pwòp tèt ou medikaman si sa apwopriye sou yon baz klinik.
• �Pou aksepte oswa refize swen ak tretman.
• �Pou jere pwòp finans pèsonèl ou, oswa pou yo toujou enfòme w sou finans ou si w chwazi kite etablisman an oswa yon lòt 

moun jere yo pou ou.
• �Pou refize fè travay oswa sèvis pou etablisman an.
• �Pou ou chwazi doktè ki pou trete ou.
• �Pou pataje yon chanm ak mari oswa madanm ou si ni mari ni madanm lan dakò ak aranjman an. 
• �Resevwa yon avi admisyon ak avi detanzantan apresa ki liste atik ak sèvis yo asirans la pa garanti yo pral faktire w pou yo.
• �Resevwa yon deklarasyon anvan oswa nan moman admisyon ou nan etablisman an pou yo enfòme w sou dwa ou genyen pou 

w fè don ògàn, tisi oswa tout kò ou, ak pa ki mwayen ou ka fè yon don konsa.



AKSÈ
• �Nan yon anviwonman ki an sekirite, pwòp, tankou lakay ou.
• �Pou resevwa èd si ou gen yon andikap sansoryèl.
• �Pou resevwa enfòmasyon nan yon lang ou konprann (pa egzanp, Panyòl, Bray).
• �Pou yo enfòme w san rezèv sou sèvis ki disponib ak pri ki gen rapò ak yo.
• �Pou yo enfòme w epi pou ou resevwa èd pou gen aksè nan avantaj Medicare oswa Medicaid yo. 
• �Pou ou pa peye frè pou sèvis ou resevwa nan Medicaid oswa Medicare.
• �Pou gade dosye w yo epi resevwa kopi a yon pri rezonab.
• �Pou pèmèt medyatè yo gen aksè nan dosye medikal oswa pèsonèl ou yo, ki gen ladan dosye finansye si ou menm, oswa, lè sa 

apwopriye, responsab legal ou a oswa Mandatè Swen Sante ou yo te bay konsantman eksprime alekri pou divilgasyon sa a.
• �Pou konsève epi itilize byen pèsonèl yo.
• �Pou ou resevwa avi alavans sou nenpòt plan pou chanje chanm ou oswa kamarad chanm ou epi refize chanjman sa yo si se 

pou itilite anplwaye yo oswa si demenajman an se deyò yon pati diferan nan Mezon Retrèt la.
• �Pou òganize epi patisipe nan yon Konsèy Rezidan epi pou fanmi w òganize epi patisipe nan yon Konsèy Fanmi.
• �Resevwa sou demann, manje oswa pwodui alimantè ki tou prepare parapò ak restriksyon alimantè relijye tankou kosher ak halal. 
• �Pou patisipe nan aktivite sosyal, relijye ak kominotè, ki gen ladan dwa pou vote.
• �Pou li rezilta dènye sondaj enspeksyon Eta a oswa Federal la ak plan etablisman an pou korije nenpòt vyolasyon.
• �Pou kontakte Medyatè ou a, oswa nenpòt avoka oswa ajans ki bay sèvis sante, sosyal, jiridik oswa lòt sèvis.
SWEN PÈSONÈL
• �Pou jwenn aksè egalego menjan ak tout moun ak bon jan kalite swen.
• �Pou yo enfòme ou davans sou swen ak tretman, ki gen ladan tout risk ak avantaj yo. 
• �Pou resevwa swen adekwat ak apwopriye.
• �Pou yo enfòme ou sou tout chanjman nan eta sante ou.
• �Pou ou refize medikaman ak tretman.
• �Pou ou refize restriksyon chimik ak fizik.
VIZIT
• �Resevwa vizit reprezantan ajans sondaj eta a ak Biwo Medyatè Eta a pou Swen Alontèm.
• �Resevwa vizit fanmi, zanmi ak lòt moun ou chwazi ak nan moman ou chwazi li a.
• �Resevwa vizit òganizasyon oswa moun ki bay sèvis sante, sosyal, jiridik oswa lòt sèvis.
• �Pou ou refize vizitè.
VI PRIVE
• �Pwoteksyon Vi prive pandan swen ak tretman yo. 
• �Pwoteksyon Vi prive konsènan enfòmasyon pèsonèl ak medikal ou yo.
• �Resevwa vizit prive ak san limit avèk nenpòt moun ou chwazi, an pèsòn ak nan telefòn.
• �Voye ak resevwa kourye lapòs san anpechman.
• �Pwoteksyon Vi Prive ak konfidansyalite konsènan zafè medikal, pèsonèl ak finansye.
PLENT 
• �Pou eksprime doleyans oswa plent konsènan swen oswa sèvis san diskriminasyon oswa krent pinisyon.
• �Atann pou etablisman an mennen ankèt san pèdi tan epi eseye rezoud enkyetid ou yo.

Kontakte Medyatè a pou defann ka ou, san diskriminasyon oswa san ou pa pè sibi pinisyon.
Pwogram Santralize pou Resevwa Plent Sou Zafè Sante Nan New York State DOH Health
Nan Lapòs: �NYSDOH DRS/SNHCP

MAILSTOP: CA/LTC
EMPIRE STATE PLAZA
ALBANY, NEW YORK 12237

Liy Dirèk pou Pote Plent: 1-888-201-4563
Faks: (518) 427-6561
Sit Entènèt: https://www.health.ny.gov/nursinghomecomplaints
Pwogram Medyatè Swen Alontèm (LTC Ombudsman Program): 1-855-582-6769
Biwo Eta New York pou Moun Ki Aje: 1-844-697-6321

Gid Resous Kominotè: https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

DWA OU ANTANKE REZIDAN NAN MEZON 
RETRÈT NAN ETA NEW YORK LA (kontinye)
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I VOSTRI DIRITTI IN VESTE DI OSPITI DI UNA 
CASA DI CURA NEL NEW YORK STATE

Le leggi statali e federali tutelano i vostri diritti in veste di ospiti di questa struttura. Questa struttura è tenuta a proteggere e 
promuovere i vostri diritti. I vostri diritti sottolineano fortemente la dignità individuale e l'autodeterminazione, promuovono la 
vostra indipendenza e migliorano la vostra qualità di vita. 
QUESTI SONO I VOSTRI DIRITTI:
• �Esercitare tutti i vostri diritti senza interferenze, coercizioni, discriminazioni o rappresaglie. 
• �Essere apprezzati in quanto persone ed essere trattati con riguardo, dignità e rispetto nel pieno riconoscimento della vostra 

autostima.
• �Essere accuditi in modo da migliorare la vostra qualità di vita, senza umiliazioni, molestie o minacce.
• �Non subire abusi fisici, sessuali, mentali e verbali, punizioni corporali, sfruttamento finanziario e isolamento involontario, 

comprese restrizioni fisiche e farmacologiche.
COSTI E SERVIZI
• �Essere informati per iscritto sui servizi e sui costi prima di entrare nella casa di cura e ogniqualvolta i servizi e i costi subiscono variazioni. 
Inoltre:
• �La casa di cura non può richiedere il versamento di una quota minima d’ingresso se l'assistenza è pagata da Medicare o 

Medicaid.
• �A chi ne richiede l'ammissione, la casa di cura è tenuta a informare -sia oralmente che per iscritto- nonché a fornire opuscoli 

su come richiedere e usufruire dei vantaggi Medicare e Medicaid. 
• �La casa di cura è tenuta anche a fornire informazioni su come ottenere il rimborso di eventuali beni o servizi da voi pagati se 

tali beni e servizi sono in seguito coperti da Medicare e Medicaid.
AMMISSIONE 
• �Ricevere un avviso di ammissione alla struttura e successivamente avvisi periodici relativi ai beni e servizi non coperti da 

assicurazione e che vi verranno addebitati. 
La struttura potrà:
• �Richiedere a un parente o al rappresentante di un ospite autorizzato per legge ad accedere al proprio reddito o alle rispettive 

risorse di provvedere al pagamento dell'assistenza prestata presso la struttura e di firmare un contratto, senza incorrere in 
responsabilità personali.  

TRASFERIMENTO O DIMISSIONE
Non potrete essere trasferiti presso un'altra casa di cura né potrete essere costretti a lasciare la medesima a meno che non 
si verifichi una delle seguenti condizioni:
• �Il trasferimento o la dimissione sono necessari per il vostro benessere e le vostre esigenze non possono essere soddisfatte 

presso la struttura.
• �Il trasferimento o la dimissione sono opportuni perché la vostra salute è migliorata abbastanza da non rendere più necessari i 

servizi forniti presso la struttura.
• �La sicurezza delle persone presso la struttura è in pericolo a causa delle vostre condizioni cliniche o del vostro comportamento.
• �La salute delle persone presso la struttura sarebbe altrimenti in pericolo.
• �Dopo un preavviso ragionevole e appropriato, non siete riusciti a pagare (o a farvi pagare da Medicare, Medicaid) un 

soggiorno presso la struttura. Il mancato pagamento scatta allorquando non provvedete all'inoltro dei documenti necessari 
per il pagamento a cura di terzi o allorquando un soggetto terzo, compreso Medicare o Medicaid, respinge la richiesta e voi vi 
rifiutate di provvedere al pagamento del soggiorno. Nel caso di un ospite che ha i requisiti per usufruire di Medicaid dopo 
l'ammissione presso una struttura, quest'ultima potrà addebitargli soltanto le spese consentite ai sensi di Medicaid; o

• �La struttura cessa l'attività.
Avete il diritto di:
• �Ricevere un preavviso scritto di 30 giorni relativo al piano della struttura e il motivo della vostra dimissione o del vostro 

trasferimento, tranne in caso di emergenza.
• �Fare ricorso contro il trasferimento o la dimissione presso il New York State Department of Health. 
PIENA LIBERTÀ DI SCELTA
• �Essere informati dei vostri diritti e di tutte le norme e regolamenti riguardanti la condotta e le responsabilità degli ospiti 

durante la vostra permanenza presso la struttura.
• �Ricevere opportunità di scelta ed essere autorizzati a prendere decisioni importanti per voi.
• �Prendere decisioni personali, come cosa indossare, quando dormire o come trascorrere il tempo libero.
• �Usufruire di servizi con sistemazioni ragionevoli in modo da soddisfare le esigenze e le preferenze personali.
• �Partecipare alla pianificazione della vostra assistenza e servizi. 
• �Autosomministrare farmaci se clinicamente appropriato.
• �Accettare o rifiutare assistenza e terapie.
• �Gestire le vostre finanze personali o venire informati sulle vostre finanze se ne affidate la gestione alla struttura o ad un'altra 

persona.
• �Rifiutarvi di svolgere lavori o servizi per la struttura.
• �Scegliere il vostro medico curante.
• �Condividere una stanza con il proprio coniuge se entrambi i coniugi sono d'accordo. 
• �Acquisire un documento in base al quale, laddove non foste in grado di decidere autonomamente, foste giudicati 

incompetenti e laddove non dovesse essere ripristinata la vostra capacità giuridica o qualora venga nominato un tutore legale, 
tali diritti e responsabilità saranno esercitati dal comitato o dal tutore nominato in veste di rappresentante.
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• �Acquisire un documento all'atto dell'ammissione presso la struttura o prima della medesima in cui vi si informa del vostro 
diritto a effettuare donazioni di organi, tessuti o di tutto il corpo e le modalità con cui provvedervi.

ACCESSO
• �Vivere in un ambiente sicuro, pulito e familiare.
• �Ricevere assistenza in caso di disabilità sensoriale.
• �Ricevere informazioni in una lingua a voi nota (ad es. spagnolo, codice Braille).
• �Essere perfettamente informati sui servizi disponibili e sui rispettivi costi.
• �Essere informati e ricevere assistenza nell'usufruire dei vantaggi di Medicare o Medicaid. 
• �Essere esenti da spese per i servizi coperti e forniti da Medicaid o Medicare.
• �Esaminare i vostri documenti e riceverne copie a un costo ragionevole.
• �Consentire al Difensore civico di prendere visione delle vostre cartelle cliniche o personali, compresi i dati finanziari se voi o, 

se del caso, il vostro tutore o Health Care Proxy (fiduciario per l'assistenza sanitaria) nominato ha espressamente autorizzato 
per iscritto tale diffusione.

• �Conservare e utilizzare i beni personali.
• �Essere avvisati in anticipo dell'eventualità di cambiare camera o compagno di stanza e rifiutare tali modifiche per comodità del 

personale o se il trasloco è al di fuori di una data area della casa di cura.
• �Organizzare e partecipare a un Comitato degli ospiti e organizzare un Comitato familiare a cui potrà partecipare la vostra 

famiglia.
• �Ricevere su richiesta cibo o prodotti alimentari preparati secondo le restrizioni dietetiche religiose come kosher e halal. 
• �Partecipare alle attività sociali, religiose e comunitarie, compreso il diritto di voto.
• �Prendere visione dei risultati della più recente indagine di ispezione statale o federale e del piano della struttura per 

correggere eventuali inadempienze.
• �Contattare il proprio difensore civico o qualsiasi legale o agenzia che fornisce servizi sanitari, sociali, legali o di altro tipo.
ASSISTENZA PERSONALE
• �Usufruire di pari accesso a un'assistenza di qualità.
• �Essere informati in anticipo sull'assistenza e sulle terapie, compresi tutti i rischi e i vantaggi. 
• �Ricevere assistenza adeguata e appropriata.
• �Essere informati su tutti i cambiamenti riguardanti le condizioni mediche.
• �Rifiutare farmaci e terapie.
• �Rifiutare restrizioni farmacologiche e fisiche.
VISITE
• �Usufruire di visite dei rappresentanti dell'agenzia statale di indagine e dell'Ufficio del difensore civico statale per l'assistenza a 

lungo termine.
• �Usufruire di visite di parenti, amici e altre persone a vostra scelta e all'ora da voi indicata.
• �Usufruire di visite di organizzazioni o persone che forniscono servizi sanitari, sociali, legali o di altro tipo.
• �Rifiutare le visite.
PRIVACY
• �Usufruire della privacy personale durante l'assistenza e le terapie. 
• �Usufruire della riservatezza riguardo alle vostre informazioni personali e mediche.
• �Usufruire di visite private e illimitate da parte di qualsiasi persona di vostra scelta, in presenza e al telefono.
• �Inviare e ricevere posta senza interferenze.
• �Usufruire della privacy e della riservatezza in materia di questioni mediche, personali e finanziarie.
RECLAMI 
• �Esprimere lamentele o presentare reclami in relazione all'assistenza e ai servizi senza discriminazioni o timore di punizioni.
• �Ritenere che la struttura si attivi prontamente e si adoperi per trovare una soluzione alle vostre preoccupazioni.

Contattare il Difensore civico affinché prenda le vostre difese, senza discriminazioni o timore di punizioni.
New York State DOH Health Centralized Complaint and Intake Program (Programma centralizzato sanitario di reclamo e 
accettazione di New York State DOH)
Posta: �NYSDOH DRS/SNHCP

CASELLA POSTALE: CA/LTC
EMPIRE STATE PLAZA
ALBANY, NEW YORK 12237

Linea diretta per i reclami: 1-888-201-4563
Fax: (518) 427-6561
Sito Web: https://www.health.ny.gov/nursinghomecomplaints
LTC Ombudsman Program (Programma del Difensore civico per l'assistenza a lungo termine): 1-855-582-6769
NYS Office for the Aging (Ufficio per la Terza Età di NYS): 1-844-697-6321

Guida alle risorse comunitarie: https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

I VOSTRI DIRITTI IN VESTE DI OSPITI DI UNA 
CASA DI CURA NEL NEW YORK STATE (continua)

1569 (Italian)



NEW YORK STATE 요양원 거주자의 권리

본 시설의 거주자로서 귀하는 주 및 연방법에 따라 보장된 권리를 가집니다. 본 시설은 귀하의 권리를 보호하고 증진해야 합니다. 귀하의 
권리는 개인의 존엄성과 자기 결정권을 강조하여 귀하의 독립성을 증진하고 삶의 질을 향상합니다. 
귀하는 다음과 같은 권리를 가집니다.
• �간섭, 강요, 차별, 또는 보복 없이 모든 권리를 행사하기 위한 권리 
• �개인으로서 귀하의 가치를 완전히 인정받아 배려, 존엄성 및 존중하는 태도를 가지고 대우받을 권리
• �굴욕, 괴롭힘 또는 위협 없이 삶의 질을 향상하는 방식으로 보살핌을 받을 권리
• �신체적, 성적, 정신적 및 언어적 학대, 체벌, 금전적 착취, 물리적 및 화학적 구속을 포함한 원치 않는 고립으로부터 자유로울 권리
비용 및 서비스
• �요양원에 들어가기 전, 그리고 서비스 및 비용이 변경되는 경우 언제든지 서비스 및 비용에 대해 서면으로 통지받습니다. 
또한,
• �요양원은 요양비가 Medicare 또는 Medicaid로 지불될 경우 최소 입원비를 요구할 수 없습니다.
• �요양원은 요양원에 입원하려는 사람에게 Medicare 및 Medicaid 혜택 신청 방법과 이용 방법에 대해 구두 및 서면으로 알려주고, 
서면으로 해당 정보를 게시해야 합니다. 

• �또한, 요양원은 항목이나 서비스에 대해 비용을 지불했으나 Medicare와 Medicaid 자격 규정으로 보장되는 사람에게 환불 방법을 
알려줘야 합니다.
입원 
• �시설 입원 통지서를 받고, 그 이후에는 보험이 적용되지 않아서 비용을 청구할 수 있는 항목 및 서비스에 관한 통지서를 주기적으로 
받습니다. 
시설은 다음과 같이 할 수 있습니다.
• �귀하의 소득이나 자산에 법적 접근 권한이 있는 가족 구성원 또는 시설 담당자에게 귀하 앞으로 된 부채를 지지 않는 방법으로 시설의 
돌봄 비용을 지불하고 계약을 체결하도록 요청 및 요구합니다.  
이송 또는 퇴원
귀하는 다음 중 하나에 해당하지 않는 한 다른 요양원으로 이송되거나 퇴원할 수 없습니다.
• �귀하의 요구를 시설 내에서 충족할 수 없고, 귀하의 복지를 위해서 이송 또는 퇴원을 해야 하는 경우
• �귀하의 건강이 충분히 좋아져서 시설에서 제공하는 서비스가 더는 필요하지 않아 이송 또는 퇴원이 적절한 경우
• �귀하의 의학적 상태 또는 개인적 태도 및 행동으로 시설 내 다른 사람들의 안전이 위협받고 있는 경우
• �이송 또는 퇴원을 하지 않으면 시설 내 다른 사람들의 건강이 위험해질 경우
• �합리적이고 적절한 통지 이후에도 시설에 머무는 비용을 직접 지불하거나 Medicare 혹은 Medicaid를 통해 지불하지 않은 경우. 제3자 
지불에 필요한 서류를 제출하지 않거나 Medicare 또는 Medicaid를 포함한 제3자가 지불 청구를 거부하고, 그 이후 귀하도 지불을 
거부하는 경우 비용 미납으로 간주됩니다. 시설에 입원한 이후에 Medicaid 자격이 되는 거주자의 경우, 시설에서는 거주자에게 
Medicaid에 따라 허용되는 비용만 청구할 수 있습니다.

• �시설 운영이 중단된 경우
귀하는 다음과 같은 권리를 가집니다.
• �응급 상황을 제외하고 시설 계획과 이송 또는 퇴원 사유에 대해 30일 이전에 사전 서면 통지를 받을 권리
• �New York State Department of Health에 이송 또는 퇴원에 대해 이의 제기를 할 권리 
자기 결정권
• �시설에 머무는 동안 귀하의 권리와 거주자의 행동 및 책임에 관한 모든 규칙 및 규정을 안내받을 권리
• �선택권이 주어지고 귀하에게 중요한 결정을 내릴 권리
• �무슨 옷을 입을지, 언제 잠을 잘지, 자유 시간을 어떻게 보낼지 등 개인적인 결정을 내릴 권리
• �개인의 요구와 선호에 맞는 합리적인 편의를 제공하는 서비스를 받을 권리
• �귀하의 진료 및 서비스 계획에 참여할 권리 
• �임상적으로 적절한 경우 약을 자가 투여할 권리
• �돌봄 및 치료를 수락하거나 거부할 권리
• �직접 개인 재정을 관리하거나, 시설이나 다른 사람이 관리하도록 선택한 경우 재정 정보를 계속 제공받을 권리
• �시설에 대한 작업 또는 서비스 수행을 거부할 권리
• �담당 주치의를 선택할 권리
• �두 배우자가 합의에 동의하는 경우 배우자와 방을 공유할 권리 
• �귀하가 스스로 결정을 내릴 수 없고 무능하다고 판단되어 법적 능력을 회복하지 못하는 경우, 또는 귀하를 대신하여 관리자를 임명해야 
하는 경우, 이러한 권리와 책임은 지정된 위원회 또는 관리자에 의해 행사된다는 것을 알리는 성명서를 제공받을 권리

• �시설에 입원할 때 또는 그 전에 장기, 조직 또는 전신 기증을 할 수 있는 권리와 그런 기증을 할 수 있는 방법에 대해 알려주는 진술서를 
제공받습니다.



접근권
• �안전하고 깨끗하며 집과 같은 환경을 이용할 권리
• �감각 장애가 있다면 도움을 받을 권리
• �귀하가 이해할 수 있는 언어(예: 스페인어, 점자)로 정보를 얻을 권리
• �이용 가능한 서비스와 관련 비용에 관한 정보를 모두 제공받을 권리
• �Medicare 또는 Medicaid 혜택 이용에 대한 정보를 얻고 지원을 받을 권리 
• �Medicare 또는 Medicaid에서 보장받는 서비스를 무료로 받을 권리
• �자신의 기록을 살펴보고 합리적인 비용으로 사본을 받을 권리
• �귀하 또는 적절한 경우 귀하의 후견인이나 임명된 의료 대리인 등이 서면으로 동의한 경우, 옴부즈맨이 귀하의 재정 기록을 포함한 의료 
또는 개인 기록에 접근할 권리

• �개인 소유물을 보관하고 사용할 권리
• �방이나 룸메이트 변경 계획이 있는 경우 이를 사전에 통지받고, 직원의 편의를 위해 변경되는 것이거나 요양원 외부로 이동하는 경우 
이를 거부할 권리

• �거주자 위원회를 조직하고 참여하며, 귀하의 가족들은 가족 위원회를 조직하고 참여할 권리
• �요청 시, 코셔, 할랄 등 종교적 제한에 따라 준비된 식품이나 음식을 받을 권리. 
• �투표권을 포함하여 사회, 종교 및 지역사회 활동에 참여할 권리
• �가장 최근의 주 또는 연방 검사 조사 결과와 위반 사항을 시정하기 위한 시설의 계획을 읽을 권리
• �옴부즈맨, 혹은 건강, 사회, 법률, 등의 서비스를 제공하는 귀하의 대변인이나 기관에 연락할 권리
개인 관리
• �고품질의 돌봄 서비스를 동등하게 누릴 권리
• �돌봄 및 치료에 관한 위험과 혜택 등 모든 내용을 사전에 안내받을 권리 
• �충분하고 적절한 돌봄을 받을 권리
• �모든 의학적 상태 변화에 관해 안내받을 권리
• �약물 및 치료를 거부할 권리
• �화학적, 물리적 구속을 거부할 권리
면회 권리
• �주정부 조사기관 및 Office of the State Long-Term Care Ombudsman(주정부 장기요양 옴부즈맨 사무국) 담당자와 면회할 권리
• �본인이 선택한 시간에 원하는 친척, 친구 및 다른 사람들과 면회할 권리
• �건강, 사회, 법률 및 기타 서비스를 제공하는 개인 또는 조직과 면회할 권리
• �면회를 거부할 권리
사생활
• �치료 및 돌봄 기간에 사생활을 보호받을 권리 
• �개인 및 의료 정보를 기밀로 유지할 권리
• �제한 없이 사적으로 원하는 사람과 대면 및 전화로 만날 권리
• �개입 없이 자유롭게 우편물을 주고받을 권리
• �의료, 개인 및 재정 문제 관련 개인 정보를 보호하고 기밀을 유지할 권리
민원 제기 
• �차별이나 처벌에 대한 우려 없이 돌봄 및 서비스에 대한 고충이나 불만을 표출할 권리
• �시설에서 문제를 즉시 조사하고 해결하기 위해 노력할 것을 기대할 권리
옴부즈맨에 연락하여 차별이나 처벌에 대한 우려 없이 귀하의 입장을 대신 전달할 수 있습니다.
New York State DOH Centralized Complaint and Intake Program(통합 민원 제기 및 접수 프로그램)
우편: �NYSDOH DRS/SNHCP

MAILSTOP: CA/LTC
EMPIRE STATE PLAZA
ALBANY, NEW YORK 12237

민원 접수 번호: 1-888-201-4563
팩스: (518) 427-6561
웹사이트: https://www.health.ny.gov/nursinghomecomplaints
LTC Ombudsman Program(장기요양 옴부즈맨 프로그램): 1-855-582-6769
NYS Office for the Aging(노인복지국): 1-844-697-6321

지역사회 자원 안내 지침: https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

NEW YORK STATE 요양원 거주자의 권리(계속)
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ВАШИ ПРАВА КАК ЖИЛЬЦА ДОМА 
ПРЕСТАРЕЛЫХ В NEW YORK STATE

Законы штата и федеральное законодательство обеспечивают вам, как жильцу данного учреждения, наличие 
определенных прав. Сотрудники учреждения обязаны защищать ваши права и способствовать их соблюдению. Ваши 
права настоятельно подчеркивают достоинство личности и самоуправление, способствуя независимости и повышению 
качества жизни. 
ВЫ ИМЕЕТЕ ПРАВО НА СЛЕДУЮЩЕЕ:
• �Пользоваться всеми своими правами без вмешательства, принуждения, дискриминации или репрессий. 
• �Получать внимательное, достойное и уважительное обращение, которое полностью признает ваше чувство 

собственной значимости и ценность как личности.
• �Получать уход, повышающий качество вашей жизни, без унижений, притеснений и угроз.
• �Быть свободными от физического, сексуального, психического и словесного насилия, телесных наказаний, 

финансовой эксплуатации и вынужденного заключения, включая физические и химические ограничения.
ОПЛАТА И УСЛУГИ
• �Получать письменную информацию об услугах и плате за них до поступления в дом престарелых и в любое время, когда 

услуги и тарифы меняются. 
Кроме того:
• �Сотрудники дома престарелых не могут требовать минимальный вступительный взнос, если ваш уход оплачивается 

программами Medicare или Medicaid.
• �Для людей, желающих поступить в дом престарелых, сотрудники учреждения должны предоставить информацию о 

том, как подать заявление на получение и использование пособий Medicare и Medicaid (как устно, так и письменно). 
• �Сотрудники дома престарелых также должны рассказать о том, как получить возмещение, если вы заплатили за товар 

или услугу, но из‑за правил Medicare и Medicaid она теперь считается покрытой.
ПОСТУПЛЕНИЕ 
• �Получать уведомление о поступлении в учреждение и последующие периодические уведомления с документальным 

подтверждением предоставления товаров и услуг, не покрываемых страховкой, за которые с вас возьмут деньги. 
Сотрудники учреждений могут:
• �Запрашивать и требовать от члена семьи или представителя жильца, имеющего законный доступ к его доходам или 

ресурсам, оплатить уход в учреждении и подписать договор, не неся при этом личной ответственности.  
ПЕРЕВОД И ВЫПИСКА
Вас не могут перевести в другой дом престарелых или заставить покинуть его, только если одно из следующих 
утверждений не окажется правдивым:
• �Перевод или выписка необходимы для вашего благополучия, и ваши потребности не могут быть удовлетворены в 

данном учреждении.
• �Перевод или выписка уместны, поскольку состояние вашего здоровья улучшилось настолько, что вы больше не 

нуждаетесь в услугах, предоставляемых учреждением.
• �Безопасность людей в учреждении находится под угрозой в связи с вашим клиническим или поведенческим статусом.
• �Здоровье людей, находящихся в учреждении, может быть поставлено под угрозу.
• �После получения обоснованного и надлежащего уведомления вы не смогли оплатить (или заплатить в рамках 

программ Medicare или Medicaid) пребывание в учреждении. Оплата может не применяться, если вы не представили 
необходимые документы для оплаты третьей стороной или после того, как третья сторона, включая Medicare или 
Medicaid, отклонила претензию, а вы отказались оплачивать пребывание. С жильца, который получает право на 
Medicaid после поступления в дом престарелых, учреждение может взимать только допустимые расходы по программе 
Medicaid.

• �Учреждение прекращает свою деятельность.
Вы имеете право:
• �Получить письменное уведомление за 30 дней о планах и причинах выписки или перевода в другое учреждение, за 

исключением чрезвычайных ситуаций.
• �Обжаловать перевод или выписку в New York State Department of Health. 
САМОУПРАВЛЕНИЕ
• �Быть информированными о своих правах, а также обо всех правилах и положениях, касающихся поведения и 

обязанностей жильца во время вашего пребывания в учреждении.
• �Выбирать и получать разрешение принимать важные для вас решения.
• �Формировать личное решение, например, что надеть, когда спать или как провести свободное время.
• �Получать разумные приспособления для индивидуальных потребностей и предпочтений.
• �Участвовать в планировании вашего ухода и услуг. 
• �Самостоятельно принимать лекарства, если это необходимо по клиническим показаниям.
• �Принимать уход и лечение или отказываться от данных услуг.
• �Управлять своими личными средствами или получать информацию о своих финансах, если вы решили поручить 

управление ими учреждению или кому‑то другому вместо вас.
• �Отказаться от выполнения работ или услуг для учреждения.
• �Выбирать себе лечащего врача.
• �Проживать в комнате с супругом/супругой, если оба супруга согласны на это. 
• �Получить заявление о том, что права и обязанности будут осуществляться назначенным комитетом или опекуном в 

качестве представителя, если вы будете не в состоянии самостоятельно принимать решения и будете признаны 
недееспособными и не будете восстановлены в дееспособности, либо если вам будет назначен опекун.

• �Получить заявление, до или во время поступления в учреждение, о вашем праве на донорство органов, тканей или 
других частей тела, а также о способах, с помощью которых вы можете это сделать.



ОБЕСПЕЧЕНИЕ ПОТРЕБНОСТЕЙ
• �Иметь безопасную, чистую, домашнюю обстановку.
• �Получать помощь при наличии сенсорных нарушений.
• �Получать информацию на понятном вам языке (например, на испанском, шрифтом Брайля).
• �Быть информированными о доступных услугах и связанных с ними расходах.
• �Быть информированными о доступе к пособиям Medicare или Medicaid и получать помощь с программами. 
• �Освобождаться от платы за покрываемые услуги, которые вы получаете в рамках Medicaid или Medicare.
• �Просматривать свои записи и получать копии по разумной цене.
• �Предоставлять доступ омбудсменам к вашим медицинским или личным записям, включая финансовую документацию, 

если вы, ваш опекун (если применимо) или назначенное доверенное лицо по медицинскому обслуживанию дали 
письменное согласие на такое раскрытие.

• �Хранить и использовать личное имущество.
• �Заблаговременно получать уведомления о любых планах поменять вашу комнату или соседа по комнате. Вы также 

имеете право отказаться от этих изменений, если это делается для удобства персонала или переезд происходит за 
пределы отдельной части дома престарелых.

• �Организовать Совет жильцов и Семейный совет для своих близких, а также участвовать в них.
• �Получать по запросу еду или продукты питания, приготовленные в соответствии с религиозными ограничениями, 

например кошерную и халяльную еду. 
• �Участвовать в социальных, религиозных и общественных мероприятиях, а также голосовании.
• �Ознакомиться с результатами последнего государственного или федерального инспекторского обследования и 

планом учреждения по устранению любых нарушений.
• �Связаться с омбудсменом или любым адвокатом либо агентством, которые предоставляют медицинские, социальные, 

юридические и другие услуги.
ПЕРСОНАЛЬНЫЙ УХОД
• �Получать равный доступ к качественному уходу.
• �Заблаговременно получать информацию об уходе и лечении, включая все риски и преимущества. 
• �Получать соответствующий требованиям и надлежащий уход.
• �Быть информированными обо всех изменениях в состоянии здоровья.
• �Отказаться от лекарств и лечения.
• �Отклонять химические и физические ограничения.
ПОСЕЩЕНИЯ
• �Встречаться с представителями Office of the State Long‑Term Care Ombudsman (Администрации омбудсмена штата по 

защите прав лиц, получающих долговременный уход).
• �Встречаться с родственниками, друзьями и другими лицами по вашему выбору и в указанное вами время.
• �Встречаться с представителями организаций или лицами, предоставляющими медицинские, социальные, 

юридические или другие услуги.
• �Отказываться от посещений.
КОНФИДЕНЦИАЛЬНОСТЬ
• �Иметь персональную конфиденциальность во время ухода и лечения. 
• �Иметь конфиденциальность в отношении вашей личной и медицинской информации.
• �Проводить частные и неограниченные встречи с любым человеком по вашему выбору, лично и по телефону.
• �Беспрепятственно отправлять и получать почту.
• �Иметь секретность и конфиденциальность в отношении медицинских, личных и финансовых дел.
ЖАЛОБЫ 
• �Высказывать претензии или жалобы по поводу ухода или услуг, не подвергаясь дискриминации или страху получить 

наказание.
• �Ожидать, что учреждение незамедлительно проведет расследование и постарается разрешить ваши проблемы.

Обратитесь к омбудсмену, чтобы он выступил от вашего имени, не подвергаясь дискриминации или страху получить 
наказание.
New York State DOH Centralized Complaint and Intake Program (Программа централизованного приема и 
рассмотрения жалоб)
Почтовый адрес: �NYSDOH DRS/SNHCP

MAILSTOP: CA/LTC
EMPIRE STATE PLAZA
ALBANY, NEW YORK 12237

Номер горячей линии для жалоб: 1‑888‑201‑4563
Номер факса: (518) 427-6561
Веб‑страница: https://www.health.ny.gov/nursinghomecomplaints
LTC Ombudsman Program: 1‑855‑582‑6769
NYS Office for the Aging (Управление штата Нью‑Йорк для пожилых людей): 1‑844‑697‑6321

Общественные ресурсы по защите прав жильцов: https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

ВАШИ ПРАВА КАК ЖИЛЬЦА ДОМА  
ПРЕСТАРЕЛЫХ В NEW YORK STATE (продолжение)
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אייערע רעכטן אלס נוירסינג היים איינוואוינער אין ניו יארק

אלס אן איינוואוינער פונם אנשטאלט האט איר רעכטן גאראנטירט דורך שטאטישע און פעדעראלע געזעצן. די אנשטאלט מוז פארזיכערן און 
אויסהייבן אייערע רעכטן. אייערע רעכטן טוען שטארק אנדייטן אויף אינדיווידואלע זעלבסט רעספעקט און זעלבסט זיכערקייט, אויסצוהייבן אייער 

אומאפהענגיגקייט און פארבעסערן דאס קוואליטעט פון אייער לעבן. 
איר האט די פאלגנדע רעכטן:

‏• �צו אויספירן אלע אייער רעכטן פריי פון אריינמישונג, באצווינגונג, דיסקרימיניציע, אדער נקמה. 
• �צו ווערן געפלעגט אלס אן אינדיווידואלער מענטש, צו ווערן באהאנדלט מיט איינזעעניש, דרך ארץ און רעספעקט און גענצליכע פארשטאנד אין אייער 

זעלבסט ווערד.
• �צו ווערן געפלעגט אין א וועג וואס פארבעסערט דאס קוואליטעט פון אייער לעבן, פריי פון פארשעמונג, טשעפען, אדער סטראשונקעס.

• �צו זיין פריי פון פיזישע, געשלעכטליכע, מענטאל און מינדליכע פייניגונג, פיזישע שטראפונגען, פינאנציעלע אויסנוצונג און אומווילנדע אפגעזונדהייט 
וואס נעמט אריין פיזישע און כעמישע איינבינדונג.

פרייזן און סערוויסעס
• �צו זיין שריפטליך אינפארמירט איבער סערוויסעס און פרייזן פארן אריינקומען אינם נוירסינג היים און סיי וועלכע מאל די סערוויסעס און פרייזן טוישן זיך. 

אין צוגאב:
• �די נוירסינג היים קען נישט פאדערן א מינימאלע אפצאל אריינצוקומען אויב איז Medicare אדער Medicaid באצאלט פאר אייער באהאנדלונג.
• �פאר מענטשן וואס זוכן איינטריט צו די נוירסינג היים מוז די נוירסינג היים אייך זאגן )סיי מינדליך און סיי שריפטליך( און ארויסלייגן געשריבענע 

אינפארמאציע איבער וויאזוי זיך איינצוגעבן און באנוצן מיט Medicare און Medicaid בענעפיטן.  
• �די נוירסינג היים מוז אויך צושטעלן אינפארמאציע איבער וויאזוי צו באקומען א ריפאנד אויב איר האט באצאלט פאר א פראדוקט אדער סערוויס אבער 

צוליב Medicare און Medicaid קוואליפיצירונג רעגולאציעס ווערט עס יעצט געדעקט.
איינטריט 

• �צו באקומען אן איינשטאלט איינטריט איינמעלדונג און פון צייט צו צייט מעלדונגען פון דא און ווייטער אז דאקומענטן און סערוויסעס זענען מער נישט 
געדעקט דורך אינשורענס און זיי וועלן אייך רעכענען דערפאר. 

די איינשטאלט מעג:
• �בעטן און פאדערן א פאמיליע מיטגליד אדער איינוואוינער פארשטייער וואס האט לעגאלע צוטריט צו אייערע פארדינסטן אדער קוועלער צו צאלן פאר 

די אנשטאלט פלעגונג און צו אונטערשרייבן א קאנטראקט אן אויסשטיין פערזענליכע פאראנטווארטליכקייט.  
איבערפירן אדער באפרייאונג

איר טארט נישט געשיקט ווערן צו אן אנדערע נוירסינג היים אדער ווערן באפוילן צו פארלאזן די נוירסינג היים נאר אויב די פאלגנדע זענען גילטיג:
• �די אריבערפירונג אדער באפרייאונג איז נויטיג פאר אייער געזונט און אייערע געברויכן קענען נישט ווערן נאכגעקומען אין די אנשטאלט.

• �די אריבערפירונג אדער באפרייאונג איז פאסיג וויבאלד אייער געזונט האט זיך גענוג פארבעסערט אזוי אז די רעזידענט דארף מער נישט די 
סערוויסעס צוגעשטעלט דורך די אנשטאלט.

• �די זיכערהייט פון די אינדיווידואלן אין די אנשטאלט איז איינגעשטעלט צוליב אייער קלינישע אדער אויפפירונג צושטאנד.
• �די זיכערהייט פון אינדיווידועלן אין די פאסיליטי וואלטן אריין אין סכנה.

• �איר האט פארפעלט, נאכן ווערן צייטליך איינגעמאלדן, צו באצאלן )אדער צו באצאלן דורך Medicare אדער Medicaid( אן אויפהאלטונג אין די 
אנשטאלט. אומבאצאלט איז גילטיג צו אייך אויב איר גיבט נישט אריין די נויטיגע פאפירן פאר דריטע פארטיי פעימענט אדער נאך די דריטע פארטיי, 

אריינגערעכנט Medicare אדער Medicaid, זאגט אפ אייער קלעים און אנטזאגט זיך צו צאלן פאר אייער אויפהאלטונג. פאר אן איינוואוינער וואס 
ווערט בארעכטיגט פאר Medicaid נאכן איינטריט צו אן אנשטאלט מעג די אנשטאלט רעכענען אן איינוואוינער נאר ערלויבטע טשארדזשעס אונטער 

Medicaid; אדער
• �די אנשטאלט מאכט זיך צו.

איר האט דעם רעכט צו:
• �באקומען 30 טאג פריערדיגע געשריבענע איינמעלדונג איבער די אנשטאלט'ס פלאן און סיבה אייך צו באפרייען אדער אריבערפירן, חוץ ווען ס'איז דרינגנד.

• �צו אפיעלן אן אריבערפירונג אדער באפרייאונג מיט די ניו יארק סטעיט דעפארטמענט אוו העלט. 
זעלבסט-באשטעטיגונג

• �צו ווערן איינגעמאלדן איבער אייער רעכטן און אלע געזעצן און רעגולאציעס אין פארבינדונג צו איינוואוינער אויפפירונג און פאראנטווארטליכקייטן 
דורכאויס אייער אויפהאלטונג אינם אנשטאלט.

• �ווערן פארגעשלאגן אויסוואלן און ערלויבט צו מאכן באשלוסן וואס זענען וויכטיג פאר אייך.
• �מאכן פערזענליכע באשלוסן, ווי וואס איר טוט אן, ווען צו גיין שלאפן, אדער וויאזוי צו פארברענגען אייער פרייע צייט.

• �באקומען סערוויסעס מיט זאכליכע צושטעלונגען פאר אינדיווידואלע באדערפענישן און גלייכונגען.
• �אנטייל נעמען אינעם פלאנירונג פון אייער פלעגונג און סערוויסעס. 

• �אליינס צו נעמען מעדיצינען אויב עס איז קליניש מעגליך.
• �אננעמען אדער אפזאגן פלעגונג און באהאנדלונג.

• �מענעדזשן אייערע פערזענליכע פינאנצן, אדער צו ווערן געהאלטן אינפארמירט איבער אייער פינאנצן אויב וועלט איר אויס צו לאזן די אנשטאלט אדער 
איינעם אנדערש דאס אויפצוזעהן פאר אייך.

• �אפזאגן צו טוהן ארבעט אדער סערוויסעס פאר די אנשטאלט.
• �אויסוועלן אייער באגלייטנדע דאקטער.

• �טיילן א צימער מיט אייער מאן/ווייב אויב ביידע שטימען איין צו דעם. 
• �ווערן צוגעשטעלט א סטעיטמענט אז אויב ווערט אייך אוממעגליך צו מאכן אייערע אייגענע באשלוסן און באשטימט אלס אומפעאיג און נישט ווערן 

צוריקגעשטעלט צו לעגאלע האלטונג, אדער אויב א קאנסערוועיטער זאל ווערן געשטעלט פאר אייך, די רעכטן און פאראנטווארטליכקייטן זאלן ווערן 
דורכגעפירט דורך דעם דערוועלטן קאמיטע אדער קאנסערוועיטער אין א פארשטייענדע פאזיציע.



• �ווערן צוגעשטעלט א סטעיטמענט ביים אדער פארן איינטריט צום אנשטאלט אייך איינמעלדן אייערע רעכט צו מנדב זיין איברים, טישו, אדער גאנצע 
גוף נדבות, און די מיטלען וויאזוי איר קענט מאכן אזא נדבה.

צוטריט 
• �צו א פארזיכערטע, ריינע, היימליכע אטמאספערע.

• �צו באקומען הילף אויב זענען איינער פון אייערע חושים באגרעניצט.
• �צו באקומען אינפארמאציע אין א שפראך וואס איר פארשטייט. )צב"ש ספאניש, ברעיל(.

• �צו ווערן גענצליך אינפארמירט איבער די סערוויסעס וואס זענען דא צו באקומען און די פארבינדענע קאסטן.
• �צו זיין אינפארמירט און באקומען הילף אין האבן צוטריט צו Medicare אדער Medicaid בענעפיטן. 

• �צו זיין פריי פון אפצאל פאר סערוויסעס געדעקט דורך Medicare אדער Medicaid בענעפיטן.
• �צו אונטערזוכן אייער רעקארדס און באקומען קאפיעס פאר א צוגענגליכע פרייז.

• �צו ערלויבן אן אמבאדסמען צו האבן צוטריט צו אייער מעדיצינישע אדער פערזענליכע רעקארדס, אריינגערעכנט פינאנציעלע רעקארדס אויב איר, אדער, 
ווען שייך, אייער אויפזעער אדער באשטימטע העלט קעיר פראקסי האט געגעבן קלארע געשריבענע ערלויבעניש צוצושטימען צו אזא פארעפנטליכונג.

• �צו האלטן און נוצן פערזענליכע חפצים.
• �צו באקומען א מעלדונג פון פאראויס אויב ס'דא פלענער צו טוישן אייער צימער אדער דער וואס איז אין אייער צימער און אנטזאגן די טוישונגען אויב 

ס'איז פאר די באקוועמליכקייט פון די שטאב אדער די טויש איז אפגעזונדערט פון א געוויסע חלק פונם נוירסינג היים.
• �צו ארגאניזירן און אנטיילנעמען אין א רעזידענט קאנסול און פאר אייער משפחה צו ארגאניזירן און אנטייל נעמען אין א פאמיליע קאנסול.
• �צו באקומען עסן אויפן פארלאנג אדער עסן פראדוקטן צוגעגרייט אין איינקלאנג מיט רעליגיעזע עסנווארג פארשריפטן ווי כשר און חאלאל. 

• �צו אנטייל נעמען אין סאציאלע, רעליגיעזע און געמיינדע אקטיוויטעטן, אריינגערעכנט דאס רעכט צו שטימען.
• �צו ליינען די רעזולטאטן פון די לעצטיגע סטעיט אדער פעדעראלע אונטערזוכונג אויספרעג און די אנטשטאלט'ס פלאן צו פאררעכטן סיי וועלכע פארלעצונגען.

• �זיך צו פארבינדן מיט אייער אמבאדסמאן, אדער סיי וועלכע פארשטייער אדער אגענטור וואס שטעלט צו געזונטהייט, סאציאלע, לעגאלע, אדער 
אנדערע סערוויסעס.
פערזענליכע אפגעבן

• �צו אייניגע צוטריט צו דויערהאפטיגע באדינונג.
• �צו ווערן פאראויס איינגעמאלדן איבער אפגעבן און באהאנדלונג, אריינגערעכנט אלע ריזיקעס און בענעפיטן. 

• �צו באקומען גענוג און פאסיגע באדינונג.
• �צו ווערן אינפארמירט איבער אלע טוישונגען אין אייער מעדיצינישע צושטאנד.

• �צו אנטזאגן מעדיצין אדער באהאנדלונג.
• �צו אנטזאגן כעמישע אדער פיזישע צובינדונגען.

באזוכן
• �צו באזוכן דורך פארשטייער פון די שטאטישע אויספרעג אגענטור און די אפיס פון סטעיט לאנג טערמיניגע באהאנדלונג אמבאדסמען.

• �צו באזוכן דורך קרובים, פריינט און אנדערע מענטשן פון אייער אויסוואל אין די צייט וואס איר וועלט אויס.
• �צו באזוכן דורך ארגאניזאציעס אדער אינדיווידואלן וואס שטעלן צו געזונטהייט, סאציאלע, לעגאלע, אדער אנדערע סערוויסעס.

• �צו אנטזאגן באזוכער.
פּריוואַטקייט

• �צו פערזענליכע פריוואטקייט דורכאויס פלעגונג און באהאנדלונג. 
• �צו קאנפידענשיעליטי אין באשטייערונג צו אייער פערזענליכע און מעדיצינישע אינפארמאציע.

• �צו פריוואטע און אומגעצוימטע באזוכן מיט סיי וועלכע מענטש וואס איר וועלט אויס, פערזענליך און טעלעפאניש.
• �צו שיקן און באקומען פאסט אן קיין שטערונגען.

• �פריוואטקיין און קאנפידענשיעליטי אין פארבינדונג צו מעדיצינישע, פערזענליכע, און פינאנציעלע אנגעלעגנהייטן.
קלאגעס 

• �צו אויסדרוקן אומצופרידנהייט אדער טענות איבער באהאנדלונג אדער סערוויסעס אן דיסקרימינאציע אדער מורא פון שטראפונג.
• �צו ערווארטן די אנשטאלט זאל צייטליך אויספארשן און פרובירן צו לייזן אייערע זארגן.

פארבינדט אייך מיטן אמבאדסמען צו שתדל'ען פאר אייך, פריי פון דיסקרימינאציע אדער מורא פון שטראפונג.
ניו יארק סטעיט דעפארטמענט אוו העלט )New York State Department of Health, DOH( העלט צענטראליזירטער קלאגע און אינטעיק 

פראגראם
�NYSDOH DRS/SNHCP :פאסט

CA/LTC :פאסט אפשטעל
EMPIRE STATE PLAZA

Albany, New York 12237
קלאגע האטליין 1-888-201-4563

פאקס: )518( 427-6561
https://www.health.ny.gov/nursinghomecomplaints :וועבסייט
לאנג-טערמיניגע קעיר אמבודסמאן פראגראם: 1-855-582-6769

ניו יארק סטעיט אפיס פאר עלטערע: 1-844-697-6321

https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf :קאמיוניטי ריסאורס אנווייזונגען

אייערע רעכטן אלס נוירסינג היים איינוואוינער אין ניו 
יארק  )פארזעצונג(
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PRAWA PENSJONARIUSZY DOMÓW OPIEKI 
W STANIE NOWY JORK

Pensjonariuszom tego ośrodka przysługują prawa gwarantowane prawem stanowym i federalnym. Ten ośrodek ma obowiązek chronić 
i dbać o Pana/Pani prawa. Pana/Pani prawa odnoszą się do Pana/Pani godności osobistej oraz samostanowienia, a ich celem jest 
ochrona Pana/Pani niezależności i poprawa Pana/Pani jakości życia. 
PRZYSŁUGUJĄ PANU/PANI NASTĘPUJĄCE PRAWA:
• �Do Do korzystania ze wszystkich przysługujących Panu/Pani praw bez obaw o ingerencję w nie ani bycie przedmiotem wymuszeń, 

dyskryminacji lub represji. 
• �Do bycia traktowanym z należnym szacunkiem, poszanowaniem godności i odrębności osobistej.
• �Do Do otrzymywania opieki przyczyniającej się do poprawy jakości życia, wolnej od aktów upokorzeń, molestowania oraz gróźb.
• �Do niedoświadczania jakichkolwiek form przemocy fizycznej, seksualnej, mentalnej oraz słownej, kar cielesnych, wykorzystywania 

finansowego oraz przymusowego odosobnienia przy użyciu fizycznych lub chemicznych środków obezwładniających.
OPŁATY I USŁUGI
• �Do otrzymywania pisemnych informacji o usługach oraz opłatach związanych z pobytem w domu opieki przed zamieszkaniem w nim oraz za 

każdym razem, gdy ulegną one zmianie. 
Ponadto:
• �Dom opieki nie może pobierać od nowych pensjonariuszy minimalnej opłaty początkowej w przypadku, gdy koszt pobytu jest 

pokrywany w ramach Medicare lub Medicaid.
• �Dom opieki ma obowiązek przekazać kandydatom na pensjonariuszy informację (w formie słownej i pisemnej) dotyczącą sposobu 

wnioskowania o świadczenia Medicare i Medicaid i korzystania z nich, a także przedstawić je im w formie pisemnej prezentacji. 
• �Dom opieki ma również obowiązek dostarczenia kandydatom na pensjonariuszy informacji na temat uzyskiwania zwrotu pieniędzy za 

usługi, ale ze względu na kryteria kwalifikacji do programu Medicare i Medicaid aktualnie uważa się, że to właśnie wyżej 
wspomniane kryteria regulują tę kwestię.

PROCEDURA PRZYJĘCIA 
• �Do otrzymania powiadomienia o przyjęciu do ośrodka oraz dalszych okresowych powiadomień dokumentujących zdarzenia i usługi 

nieobjęte ubezpieczeniem, za które będą obowiązywać opłaty. 
Ośrodek ma prawo:
• �Wezwać członka rodziny lub prawnego przedstawiciela mającego prawny dostęp do zasobów finansowych pensjonariusza do 

zapłaty za opiekę nad pensjonariuszem oraz do podpisania umowy bez ponoszenia odpowiedzialności osobistej.  
PROCEDURA PRZENIESIENIA LUB WYPISANIA
Nie może Pan/Pani zostać przeniesiony(-a) do innego domu opieki ani zmuszony(-a) do opuszczenia domu opieki, którego jest 
Pan/Pani aktualnie pensjonariuszem, chyba że wystąpią poniższe okoliczności:
• �Pana/Pani przeniesienie lub wypisanie jest konieczne w związku z pogorszeniem Pana/Pani stanu zdrowia oraz brakiem możliwości 

zapewnienia przez ośrodek opieki na poziomie spełniającym Pana/Pani potrzeby.
• �Pana/Pani przeniesienie lub wypisanie jest uzasadnione w związku ze znaczną poprawą Pana/Pani stanu zdrowia, który sprawia, że 

nie potrzebuje Pan/Pani już korzystać z usług świadczonych przez ośrodek.
• �Bezpieczeństwo pozostałych pensjonariuszy ośrodka jest zagrożone na skutek Pana/Pani złego stanu zdrowia lub zachowania.
• �Zdrowie pensjonariuszy ośrodka jest zagrożone z powodów innych niż powyższe.
• �Pomimo otrzymania stosownego powiadomienia nie zapłacił(a) Pan/Pani ze swoich środków (lub w ramach świadczeń Medicare lub 

Medicaid) za pobyt w ośrodku. Brak płatności zostanie odnotowywany również w przypadku niezłożenia stosownej dokumentacji 
umożliwiającej dokonanie płatności przez stronę trzecią po tym, jak ta strona trzecia, w tym Medicare lub Medicaid, odrzuci wniosek 
pensjonariusza o pokrycie kosztów pobytu w ośrodku. Pensjonariusz, który zakwalifikuje się do świadczeń w ramach Medicaid po przyjęciu 
do ośrodka, może zostać obciążony wyłącznie opłatami możliwymi do pokrycia w ramach Medicaid.

• �Ośrodek wstrzymuje swoją działalność.
Ma Pan/Pani prawo:
• �Na co najmniej 30 dni przed wyznaczonym terminem wypisania z ośrodka otrzymać pisemne powiadomienie przedstawiające 

powody takiej decyzji oraz plany dotyczące przeniesienia, z wyjątkiem nagłych i niemożliwych do przewidzenia okoliczności 
wywołanych działaniem siły wyższej

• �Odwołać się od decyzji o przeniesieniu lub zwolnieniu z ośrodka do New York State Department of Health. 
SAMOSTANOWIENIE
• �Do otrzymywania informacji na temat Pana/Pani praw oraz wszelkich zasad i regulacji dotyczących zachowania pensjonariuszy, a 

także ich obowiązków podczas pobytu w placówce.
• �Do dokonywania wyborów i podejmowania decyzji w ważnych dla Pana/Pani sprawach.
• �Do podejmowania decyzji na temat Pana/Pani spraw osobistych, takich jak na przykład wybór ubioru, pory kładzenia się spać lub 

sposoby spędzania wolnego czasu.
• �Do zakwaterowania o standardzie spełniającym Pan/Pani indywidualne potrzeby i preferencje.
• �Do uczestnictwa w opracowywaniu planu Pana/Pani opieki i określania zakresu świadczonych Panu/Pani usług. 
• �Do samodzielnego przyjmowania leków za uprzednią zgodą lekarza prowadzącego.
• �Do wyrażenia lub nie wyrażenia zgody na opiekę lub terapię.
• �Do zarządzania finansami osobistymi lub otrzymywania informacji na ich temat w razie wyrażenia zgody na zarządzanie nimi przez 

ośrodek lub inną osobę trzecią.
• �Do odmowy wykonywania pracy lub usług na rzecz ośrodka.
• �Do wyboru opieki lekarskiej.
• �Do zakwaterowania w pokoju ze swoim małżonkiem, jeżeli obie strony wyrażą na to zgodę. 
• �Do otrzymania do podpisu oświadczenia mówiącego o tym, iż w przypadku złego stanu zdrowia skutkującego nieumiejętnością 

podejmowania samodzielnych decyzji i uznania za osobę niezdolną do ich podejmowania oraz pozbawienia zdolności prawnej w tym 
zakresie, lub w przypadku ustanowienia kuratora, prawa i obowiązki w zakresie podejmowania decyzji będą wykonywane przez 
przedstawiciela w osobie kuratora lub członków wyznaczonej komisji.



Departament 
Zdrowia

Stan 
Nowy 
Jork

• �Do otrzymania do podpisu oświadczenia, w dniu przyjęcia lub w terminie poprzedzającym przyjęcie do ośrodka, o prawie do zostania 
dawcą narządów i tkanek do przeszczepu bądź do dobrowolnego oddania ciała na cele naukowe oraz sposobu przebiegu tych 
procedur.

WARUNKI ZAKWATEROWANIA I DOSTĘPU DO OBIEKTU
• �Do przebywania w bezpiecznym, czystym otoczeniu, w którym panuje domowa atmosfera.
• �Do otrzymywania odpowiedniej pomocy w przypadku zaburzeń sensorycznych.
• �Do otrzymywania informacji w języku, który jest dla Pana/Pani zrozumiały (np. hiszpański, alfabet Braille’a).
• �Do otrzymania kompletnych informacji na temat dostępnych usług oraz związanych z nimi kosztów.
• �Do otrzymywania informacji oraz pomocy w dostępie do świadczeń Medicare lub Medicaid. 
• �Do bycia zwolnionym z opłat za usługi, których koszt może zostać pokryty w ramach świadczeń Medicaid lub Medicare.
• �Do wglądu w swoją dokumentację i otrzymywanie jej kopii w rozsądnej cenie.
• �Do uzyskiwania dostępu przez rzecznika praw pensjonariuszy domów opieki długoterminowej do Pana/Pani dokumentacji 

medycznej lub osobistej, w tym finansowej, w przypadku gdy Pan/Pani, Pana/Pani opiekun prawny lub Pana/Pani pełnomocnik ds. 
opieki zdrowotnej wyrazi na to zgodę.

• �Do posiadania rzeczy osobistych i korzystania z nich.
• �Do otrzymania z odpowiednim wyprzedzeniem informacji o planach przeniesienia Pana/Pani lub Pana/Pani współlokatora do innego 

pokoju i do nie wyrażenia zgody na taką zmianę zmiany z uwagi na towarzyszące im niedogodności lub jeżeli Pan/Pani lub Pana/Pani 
współlokator ma zostać przeniesiony poza aktualny ośrodek.

• �Do osobistej organizacji i udziału w radzie pensjonariuszy lub do umożliwienia organizacji i udziału członkom Pana/Pani rodziny.
• �Do otrzymania na życzenie posiłków lub produktów spożywczych przygotowanych zgodnie z wymogami religijnymi (koszerność lub 

halal). 
• �Do udziału w inicjatywach społecznych, religijnych i obywatelskich (w tym do udziału w wyborach).
• �Do dostępu do wyników aktualnych federalnych lub stanowych kontroli poziomu jakości opieki świadczonej przez obiekt oraz 

opracowanego przez jego kierownictwo planu działań naprawczych i wyeliminowania nieprawidłowości.
• �Do kontaktu z rzecznikiem praw pensjonariuszy domów opieki długoterminowej lub innymi urzędnikami broniącymi Pana/Pani 

interesów bądź agencją świadczącą usługi opieki zdrowotnej, socjalnej, prawnej itp.
USŁUGI OPIEKI OSOBISTEJ
• �Do równego dostępu do wysokiej jakości opieki.
• �Do uzyskania z odpowiednim wyprzedzeniem informacji o przebiegu opieki i leczenia, łącznie z informacjami na temat wszelkiego 

związanego z nimi ryzyka oraz korzyści. 
• �Do otrzymywania opieki dostosowanej do Pana/Pani potrzeb.
• �Do otrzymywania informacji na temat wszelkich zmian Pana/Pani stanu zdrowia.
• �Do odmowy przyjmowania leków oraz stosowania leczenia.
• �Do odmowy zastosowania fizycznych lub chemicznych środków obezwładniających.
ODWIEDZINY
• �Do odwiedzin przedstawicieli stanowej agencji kontrolnej oraz stanowego rzecznika praw pensjonariuszy domów opieki 

długoterminowej.
• �Do wizyt krewnych, przyjaciół i innych wybranych przez siebie osób w wybranym przez siebie czasie.
• �Wizyt przedstawicieli organizacji lub indywidualnych dostawców usług opieki zdrowotnej, socjalnej, prawnej itp.
• �Do niewyrażenia zgody na odwiedziny.
PRYWATNOŚĆ
• �Do zachowania prywatności w trakcie opieki i leczenia. 
• �Do zachowania poufności Pana/Pani informacji osobistych oraz medycznych.
• �Do nielimitowanych prywatnych kontaktów z dowolnymi wybranymi przez siebie osobami w formie wizyt osobistych lub rozmów 

telefonicznych.
• �Do przesyłania i otrzymywania poczty bez ingerencji jakichkolwiek osób trzecich.
• �Do prywatności oraz poufności w zakresie Pana/Pani spraw medycznych, osobistych oraz finansowych.
SKARGI I ZAŻALENIA 
• �Do zgłaszania skarg i zażaleń dotyczących poziomu jakości opieki lub usług bez obaw o dyskryminację lub ukaranie.
• �Do oczekiwania od kierownictwa obiektu niezwłocznego podjęcia działań mających na celu wyeliminowanie problemu.

Do kontaktu z rzecznikiem w celu uzyskania porady, bez obaw o dyskryminację lub ukaranie.
New York State DOH Centralized Complaint and Intake Program (Scentralizowany program ds. skarg i przyjęć Wydziału Zdrowia 
stanu Nowy Jork)
Poczta tradycyjna: �NYSDOH DRS/SNHCP

MAILSTOP: CA/LTC
EMPIRE STATE PLAZA
ALBANY, NEW YORK 12237

Infolinia ds. skarg i zażaleń: 1-888-201-4563
Faks: (518) 427-6561
Strona internetowa: https://www.health.ny.gov/nursinghomecomplaints
LTC Ombudsman Program (rzecznik ds. pensjonariuszy domów opieki długoterminowej): 1-855-582-6769
NYS Office for the Aging (Biuro stanu Nowy Jork ds. Osób Starszych): 1-844-697-6321

Przewodnik po zasobach socjalnych: https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

PRAWA PENSJONARIUSZY DOMÓW OPIEKI 
W STANIE NOWY JORK (ciąg dalszy)

1571 (Polish)



নিউ ইয়র্ক স্টেটে নার্ সিং হ�োমের বাসিন্দা হিসাবে 
আপনার অধিকার

এই সুবিধার বাসিন্দা হিসাবে, রাজ্য এবং ফেডারেল আইন দ্বারা আপনার অধিকারকে নিশ্চিত করা হয়েছে। আপনার অধিকারের রক্ষা এবং 
প্রচার করার জন্য এই সুবিধাটি প্রয়োজন। আপনার অধিকার দৃঢ়ভাবে ব্যক্তিগত মর ্যাদা এবং আত্ম-সংকল্পের উপর জ�োর দেয়, আপনার 
স্বাধীনতার প্রচার করে এবং আপনার জীবনযাত্রার মান উন্নত করে। 
আপনার নিম্নলিখিত অধিকারগুলি আছে:
• �হস্তক্ষেপ, জবরদস্তি, বৈষম্য বা প্রতিশ�োধ ছাড়া আপনার সমস্ত অধিকার প্রয়োগ করা হবে। 
• �একজন ব্যক্তি হিসাবে মূল্যবান হওয়া, আপনার স্ব-মূল্যের সম্পূর ্ণ স্বীকৃতির সাথে বিবেচনা, মর ্যাদা এবং সম্মানের সাথে আচরণ করার।
• �অপমান, হয়রানি বা হুমকি থেকে মুক্ত, এমনভাবে যত্ন নেওয়া যা আপনার জীবনের মানকে উন্নত করে।
• �শারীরিক, য�ৌন, মানসিক এবং ম�ৌখিক অপব্যবহার, শারীরিক শাস্তি, আর্থি ক শ�োষণ এবং শারীরিক ও রাসায়নিক নিষেধাজ্ঞা সহ 
অনিচ্ছাকৃত নির্জনতা থেকে মুক্ত থাকতে।

ফি এবং পরিষেবা
• �আপনি নার্সিং  হ�োমে প্রবেশ করার আগে এবং পরিষেবা এবং ফি পরিবর্তিত হলে যে ক�োন�ো সময়ে পরিষেবা এবং ফি সম্পর্কে লিখিতভাবে 
অবহিত করা। 

এছাড়াও:
• �নার্সিং  হ�োমের জন্য ন্যূনতম প্রবেশমলূ্যের প্রয়োজন হবে না যদি আপনার যত্নের জন্য Medicare বা Medicade দ্বারা অর্থ  প্রদান করা 
হয়ে থাকে।

• �নার্সিং  হ�োমে ভর্তির জন্য ল�োকেদের জন্য, নার্সিং  হ�োম আপনাকে অবশ্যই বলবে (ম�ৌখিক এবং লিখিত উভয়ভাবেই) এবং Medicare এবং 
Medicade সুবিধাগুলির জন্য কীভাবে আবেদন করতে হবে এবং তা ব্যবহার করতে হবে সে সম্পর্কে লিখিত তথ্য প্রদর্শ ন করতে হবে। 

• �আপনি যদি ক�োন�ো আইটেম বা পরিষেবার জন্য অর্থ  প্রদান করেন তাহলে সেটি কীভাবে ফেরত পাবেন সে বিষয়েও নার্সিং  হ�োমকে 
অবশ্যই তথ্য প্রদান করতে হবে, কিন্তু Medicare এবং Medicade-এর য�োগ্যতার নিয়মের কারণে, এটিকে এখন কভার হিসেবে বিবেচনা 
করা হয়।

ভর্তি 
• �একটি সুবিধা ভর্তির বিজ্ঞপ্তি এবং পর ্যায়ক্রমিক ন�োটিশ গ্রহণ করার এবং যেগুলির জন্য তারা আপনাকে চার্জ করবে ও বীমা দ্বারা 
আচ্ছাদিত নয় এমন বিষয়গুলির জন্য নথিভুক্ত আইটেম ও পরিষেবাগুলির বিজ্ঞপ্তি।  

সুবিধাটি হয়ত�ো:
• �ব্যক্তিগত দায়বদ্ধতা ছাড়াই সুবিধার যত্নের জন্য অর্থ  প্রদান এবং একটি চুক্তিতে স্বাক্ষর করার জন্য আপনার আয় বা সম্পদের বৈধ 
অ্যাক্সেস আছে এমন একজন পরিবারের সদস্য বা আবাসিক প্রতিনিধিকে অনুর�োধ করুন এবং তাদের তার প্রয়�োজনও হতে পারে।

স্থানান্তর বা ছাড়পত্র
আপনাকে অন্য নার্ সিং হ�োমে পাঠান�ো যাবে না বা নার্ সিং হ�োম ছেড়ে যেতে বলা হবে না যদি না নিচের ক�োন�োটি সত্য হয়:
• �স্থানান্তর বা ডিসচার্জ আপনার কল্যাণের জন্য প্রয়োজনীয় এবং আপনার প্রয়োজনগুলি সুবিধাটিতে পূরণ করা যাবে না৷
• �স্থানান্তর বা ডিসচারজ্ার উপযুক্ত কারণ আপনার স্বাস্থ্যের যথেষ্ট উন্নতি হয়েছে তাই আপনার আর সুবিধার দ্বারা প্রদত্ত পরিষেবাগুলির 
প্রয়োজন নেই৷

• �আপনার ক্লিনিকাল বা আচরণগত অবস্থার কারণে সুবিধার ব্যক্তিদের নিরাপত্তা বিপন্ন হয়।
• �অন্যথা সুবিধায় থাকা ব্যক্তিদের স্বাস্থ্য বিপন্ন হবে।
• �আপনি যুক্তিসঙ্গত এবং উপযুক্ত ন�োটিশের পরেও, সুবিধায় থাকার জন্য অর্থ  প্রদান করতে (বা Medicare বা Medicade-এর অধীনে অর্থ  
প্রদান করতে) ব্যর্থ  হয়েছেন। আপনি যদি তৃতীয় পক্ষের অর্থ প্রদানের জন্য প্রয়োজনীয় কাগজপত্র জমা না দিয়ে থাকেন বা Medicare 
বা Medicade সহ তৃতীয় পক্ষ দাবি অস্বীকার করার পরে এবং আপনি থাকার জন্য অর্থ  প্রদান করতে অস্বীকার করেন তবে অ-প্রদান 
প্রয�োজ্য। ক�োন�ো বাসিন্দার জন্য যিনি ক�োন�ো সুবিধায় ভর্তি হওয়ার পরে Medicaid-এর জন্য য�োগ্য হয়ে ওঠেন, তখন সুবিধাটি একজন 
বাসিন্দার জন্য শুধুমাত্র Medicaid-এর অধীনে অনুম�োদিত চার্জই নিতে পারে; বা

• �সুবিধাটি কাজ করা বন্ধ করে দেবে৷
যে সব অধিকার আপনার আছে:
• �জরুরী অবস্থা ব্যতীত, সুবিধার পরিকল্পনার 30-দিনের লিখিত ন�োটিশ এবং আপনাকে ডিসচার্জ বা স্থানান্তর করার কারণ পাওয়ার জন্য
• �নিউ ইয়র্ক স্টেট স্বাস্থ্য বিভাগের কাছে স্থানান্তর বা ডিসচার্জের জন্য আপিল করার।  
আত্মনিয়ন্ত্রণ
• �সুবিধাটিতে থাকার সময় আপনার অধিকারসমহূ এবং আবাসিক আচরণসমূহ এবং দায়িত্বসমূহ সম্পর্কিত সমস্ত নিয়ম ও প্রবিধানগুলি 
সম্পর্কে অবহিত হওয়া।

• �পছন্দের প্রস্তাব দেওয়া এবং আপনার জন্য গুরুত্বপূর ্ণ সিদ্ধান্তগুলি নেওয়ার অনুমতি দেওয়া।
• �ব্যক্তিগত সিদ্ধান্তগুলি নিতে, যেমন কী পরবেন, কখন ঘুমাবেন বা কীভাবে অবসর সময় কাটাবেন।
• �ব্যক্তিগত প্রয়োজন এবং পছন্দের জন্য যুক্তিসঙ্গত ভাবে থাকার ব্যবস্থা সহ পরিষেবাগুলি গ্রহণ করা।
• �আপনার যত্ন এবং পরিষেবার পরিকল্পনাগুলিতে অংশগ্রহণ করতে। 
• �চিকিৎসাগতভাবে উপযুক্ত হলে ওষুধগুলির স্ব-পরিচালনা করা।
• �যত্ন ও চিকিৎসা গ্রহণ বা প্রত্যাখ্যান করা।
• �আপনার নিজের ব্যক্তিগত অর্থ  পরিচালনা করতে, অথবা যদি আপনি সুবিধার বা অন্য কেউ আপনার জন্য সেগুলি পরিচালনা করতে চান 
তবে আপনার আর্থি ক সম্পর্কে অবগত রাখা।

• �সুবিধার জন্য কাজ বা পরিষেবা সম্পাদন করাতে অস্বীকার করা।
• �আপনার উপস্থিততে চিকিৎসক নির ্বাচন করতে।
• �যদি স্বামী/স্ত্রী উভয়েই এই ব্যবস্থায় সম্মত হয়ে থাকেন তাহলে আপনার স্ত্রীর সাথে একটি রুম শেয়ার করতে। 
• �•একটি বিবতৃি প্রদান করা হবে যে আপনি যদি নিজের সিদ্ধান্ত নিতে অক্ষম হন এবং অয�োগ্য বিচার করেন এবং আইনি ক্ষমতায় 
পুনরুদ্ধার না করেন, অথবা যদি আপনার জন্য একজন সংরক্ষক নিয়োগ করা হয়, তাহলে এই অধিকার এবং দায়িত্বগুলি প্রতিনিধির 
ক্ষমতায় নিযুক্ত কমিটি বা সংরক্ষক দ্বারা প্রয়োগ করা হবে।



• �অঙ্গ, টিস্যু বা পরু�ো শরীর দান করার আপনার অধিকার এবং যে উপায়ে আপনি এগুলি করতে পারেন সে সম্পর্কে আপনাকে অবহিত 
করার বিষয়ে সুবিধায় ভর্তির সময় বা তার আগে পান

অ্যাক্সেস
• �একটি নিরাপদ, পরিষ্কার, বাড়ির মত�ো পরিবেশে।
• �যদি ক�োন�ো সংবেদনশীল প্রতিবন্ধকতা থাকে তাহলে সহায়তা পেতে।
• �আপনি ব�োঝেন এমন একটি ভাষায় তথ্য গ্রহণ করতে (যেমন, স্প্যানিশ, ব্রেইল)।
• �উপলব্ধ পরিষেবা এবং সম্পর্কিত খরচ সম্পর্কে সম্পূর ্ণরূপে অবহিত করা।
• �Medicare বা Medicade সুবিধাগুলি অ্যাক্সেস করার জন্য অবহিত করা এবং সহায়তা গ্রহণ করা। 
• �Medicade বা Medicare দ্বারা আপনি যে পরিষেবাগুলি পান সেগুলির জন্য চার্জ থেকে মুক্ত হতে৷
• �আপনার রেকর্ড দেখতে এবং একটি যুক্তিসঙ্গত খরচে কপি পেতে।.
• �ন্যায়পালদের আপনার চিকিৎসা বা ব্যক্তিগত রেকর্ডে অ্যাক্সেসের অনুমতি দিতে, আর্থি ক রেকর্ড সহ যদি আপনি, বা, যেখানে উপযুক্ত, 
আপনার অভিভাবক বা নিযুক্ত হেলথ কেয়ার প্রক্সি এই ধরনের প্রকাশের জন্য স্পষ্ট লিখিত সম্মতি দিয়েছেন।

• �ব্যক্তিগত সম্পদ বজায় রাখা এবং ব্যবহার করা।
• �আপনার রুম বা রুমমেট পরিবর্তন করার পরিকল্পনার আগাম বিজ্ঞপ্তি পেতে এবং কর্মীদের সুবিধার জন্য বা নার্সিং  হ�োমের একটি স্বতন্ত্র 
অংশের বাইরে গেলে এই পরিবর্তনগুলি প্রত্যাখ্যান করা।

• �একটি রেসিডেন্ট কাউন্সিলে সংগঠিত করা এবং অংশগ্রহণ করা এবং আপনার পরিবারের জন্য একটি পারিবারিক কাউন্সিলে সংগঠিত 
করা এবং অংশগ্রহণ করা।

• �ক�োশের এবং হালালের মত�ো ধর্মীয় খাদ্যতালিকাগত বিধিনিষেধ অনুসারে তৈরি খাবার বা খাদ্য পণ্য অনুর�োধের ভিত্তিতে গ্রহণ করার। 
• �ভ�োট দেওয়ার অধিকার সহ সামাজিক, ধর্মীয় এবং সম্প্রদায়ের কর্ম কাণ্ডে অংশগ্রহণ করা।
• �সর্বশে ষ রাজ্য বা ফেডারেল পরিদর্শ ন সমীক্ষার ফলাফল এবং যেক�োনও লঙ্ঘন সংশ�োধন করার সুবিধার পরিকল্পনা পড়তে।
• �আপনার ন্যায়পাল, বা স্বাস্থ্য, সামাজিক, আইনি বা অন্যান্য পরিষেবা প্রদান করে এমন ক�োনও অ্যাডভ�োকেট বা সংস্থার সাথে য�োগায�োগ 
করতে।

ব্যক্তিগত পরিচর্যা
• �মানসম্পন্ন যত্নে সমান অ্যাক্সেসের জন্য।
• �সকল ঝঁুকি এবং সুবিধা সহ যত্ন এবং চিকিৎসার বিষয় আগে থেকে বলা। 
• �পর ্যাপ্ত এবং যথাযথ যত্ন গ্রহণ করা।
• �চিকিৎসার অবস্থার সকল পরিবর্তন সম্পর্কে অবহিত করা।
• �ঔষধ ও চিকিৎসাকে প্রত্যাখ্যান করা।
• �রাসায়নিক ও শারীরিক নিষেধাজ্ঞাকে প্রত্যাখ্যান করা।
পরিদর ্শন
• �রাষ্ট্রীয় সমীক্ষা সংস্থা এবং রাষ্ট্রের দীর্ঘমেয়া দী যত্ন ন্যায়পালের অফিসের প্রতিনিধিদের কাছ থেকে পরিদর্শ ন করতে।
• �আপনার পছন্দের এবং আপনার পছন্দসয়ী সময়ে আত্মীয়স্বজন, বন্ধুব ান্ধব এবং অন্যান্য ব্যক্তিদের দ্বারা পরিদর্শনে র জন্য।
• �স্বাস্থ্য, সামাজিক, আইনী বা অন্যান্য পরিষেবা প্রদানকারী সংস্থার বা ব্যক্তিদের দ্বারা পরিদর্শ ন করাতে।
• �দর্শ নকারীদের প্রত্যাখ্যান করা।
গ�োপনীয়তা
• �যত্ন এবং চিকিত্সার সময় ব্যক্তিগত গ�োপনীয়তার জন্য৷ 
• �আপনার ব্যক্তিগত এবং চিকিৎসা সংক্রান্ত তথ্যের গ�োপনীয়তা।
• �আপনার পছন্দের যেক�োন ব্যক্তির সাথে ব্যক্তিগতভাবে এবং টেলিফ�োনে ব্যক্তিগত এবং অনিয়ন্ত্রিত ভিজিট করাতে।
• �হস্তক্ষেপ ছাড়াই মেল পাঠান�ো এবং গ্রহণ।
• �চিকিৎসা, ব্যক্তিগত এবং আর্থি ক বিষয় সংক্রান্ত গ�োপনীয়তা এবং বিসশস্ততা।
অভিয�োগসমূহ 
• �বৈষম্য বা শাস্তির ভয় ছাড়াই যত্ন বা পরিষেবার বিষয়ে অভিয�োগ বা অভিয�োগ জানান�ো।
• �সুবিধাটি দ্রুত তদন্ত করবে এবং আপনার উদ্বেগ সমাধানের চেষ্টা করবে বলে আশা করা।
বৈষম্য বা শাস্তির ভয় থেকে মুক্ত হয়ে আপনার পক্ষে ওকালতি করতে ন্যায়পালের সাথে য�োগায�োগ ককরা। 
নিউ ইয়র্ক স্টেট DOH হেলথ সেন্ট্রালাইজড কমপ্লেইন্ট অ্যান্ড ইনটেক প্রোগ্রাম
মেইল: �NYSDOH DRS/SNHCP

মেইল স্টপ: CA/LTC
EMPIRE STATE PLAZA
Albany, New York 12237

অভিয�োগ হটলাইন: 1-888-201-4563
ফ্যাক্স: (518) 427-6561
ওয়েবসাইটঃ https://www.health.ny.gov/nursinghomecomplaints
LTC ন্যায়পাল কর্মস ূচি: 1-855-582-6769
বার্ধক্যে র জন্য NYS অফিস: 1-844-697-6321

Community Resource Guide (কমিউনিটি রিস�োর্স  গাইড): https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf

নিউইয়র্ক স্টেটে একজন নার্ সিং হ�োমের বাসিন্দা 
হিসাবে আপনার অধিকার (চলবে)

1566 (Bengali)



حقوقك بصفتك مُقيمًا في دار رعاية المسنين في ولاية نيويورك

بصفتك مُقيمًا في هذه المُنشأة، فإنك تتمتع بحقوق مكفولة لك بموجب قوانين الولاية والقوانين الفيدرالية. مطلوب من هذه المُنشأة حمايتك وتعزيز حقوقك. تؤكد حقوقك بشدة على 
كرامة الفرد وتقرير المصير، وتعزز استقلاليتك وتعزز نوعية حياتك. 

لديك الحقوق التالية:
• �مُمارسة جميع حقوقك دون تدخل أو إكراه أو تمييز أو انتقام. 

• �أن يتم تقييمك كفرد، وأن تتم معاملتك باحترام وكرامة واحترام مع الاعتراف الكامل بقيمتك الذاتية.
• �أن تتم رعايتك بطريقة تُعزز جودة حياتك، وخالية من الإذلال أو المُضايقة أو التهديد.

• �أن تكون محمي من الإيذاء الجسدي والجنسي والعقلي واللفظي والعقاب البدني والاستغلال المالي والعزلة غير الطوعية بما في ذلك القيود الجسدية والكيميائية.
الرسوم والخدمات

• �أن يتم إبلاغك كتابيًا بالخدمات والرسوم قبل دخولك دار رعاية المسنين وفي أي وقت تتغير فيه الخدمات والرسوم. 
بالإضافة إلى:

.Medicaid أو Medicare لا يُمكن لدار رعاية المسنين أن يطلب حدًا أدنى من رسوم الدخول إذا تم دفع تكاليف رعايتك بواسطة� •
• �بالنسبة للأشخاص الذين يسعون للدخول إلى دار رعاية المسنين، يجب على دار رعاية المسنين إخبارك )شفهيًا وكتابيًا( وعرض معلومات مكتوبة حول كيفية التقدم للحصول على 

مزايا Medicare و Medicaid واستخدامها. 
 ،Medicaid و Medicare يجب على دار رعاية المسنين أيضًا تقديم معلومات حول كيفية استرداد الأموال إذا دفعت مقابل شئ ما أو خدمة، ولكن نظرًا لقواعد الأهلية لبرنامج� •

فقد تم اعتبار هذا مشمولاً الآن.
القبول 

• �تلقي إشعار دخول إلى منشأة وإشعارات دورية بعد ذلك والتي توثق البنود والخدمات التي لا يغطيها التأمين والتي ستُفرض عليك رسومًا مُقابلها. 
يجوز للمُنشأة:

• �طلب أو أن تتطلب من أحد أفراد الأسرة أو المُمثل المقيم الذي لديه حق الوصول القانوني إلى دخلك أو مواردك لدفع تكاليف رعاية المُنشأة وتوقيع عقد، دون تحمل مسؤولية 
شخصية.  

النقل أو الخروج
لا يُمكن إرسالك إلى دار رعاية مسنين أخرى أو إجبارك على مغادرة دار المسنين ما لم يكن أي مما يلي صحيحًا:

• �يعتبر النقل أو الخروج ضروريًا لحسن معيشتك ولا يُمكن تلبية احتياجاتك في المُنشأة.
• �النقل أو الخروج مناسب لأن صحتك قد تحسنت بدرجة كافية بحيث لم تعد بحاجة إلى الخدمات التي تقدمها المُنشأة.

• �تتعرض سلامة الأفراد في المُنشأة للخطر بسبب حالتك الطبية أو السلوكية.
• �ستتعرض صحة الأفراد في المُنشأة للخطر بخلاف ذلك.

• �لقد أخفقت، بعد إخطار معقول ومناسب، في دفع )أو دفعت بموجب Medicare أو Medicaid( تكلفة الإقامة في المُنشأة. ينطبق عدم الدفع إذا لم تقدم الأوراق اللازمة لدفع 
طرف ثالث أو بعد أن يرفض الطرف الثالث، بما في ذلك Medicare أو Medicaid، المُطالبة وترفض أنت دفع تكلفة الإقامة. بالنسبة للمُقيم الذي يصبح مؤهلاً لبرنامج 

Medicaid بعد الدخول إلى مُنشأة، قد تفرض المُنشأة رسومًا مسموحًا بها فقط للمُقيم بموجب برنامج Medicaid؛ أو
• �إذا توقفت المُنشأة عن العمل.

لديك الحق:
• �في تلقي إشعار خطي لمدة 30 يومًا بخطة المنشأة وسبب خروجك أو نقلك، باستثناء حالات الطوارئ

• �في استئناف النقل أو الخروج من المنشأة لدى إدارة الصحة بولاية نيويورك. 
الإدارة الذاتية

• �أن يتم إعلامك بحقوقك وجميع القواعد واللوائح المُتعلقة بسلوك ومسؤوليات المُقيمين أثناء إقامتك في المُنشأة.
• �أن تُعرض عليك الاختيارات ويُسمح لك باتخاذ القرارات المهمة بالنسبة لك.

• �أن تتخذ قرارات شخصية، مثل ماذا ترتدي، ومتى تنام أو كيف تقضي وقت فراغ.
• �أن تتلقي الخدمات مع وسائل الراحة المعقولة للاحتياجات والتفضيلات الفردية.

• �في المُشاركة في تخطيط رعايتك وخدماتك. 
• �في الإدارة الذاتية للأدوية إذا كان ذلك مُناسبًا طبيًا.

• �في القبول أو رفض الرعاية والعلاج.
• �في إدارة أموالك الشخصية، أو البقاء على اطلاع بأموالك إذا اخترت السماح للمُنشأة أو شخص آخر بإدارتها نيابة عنك.

• �في رفض أداء عمل أو خدمات للمُنشأة.
• �في اختيار طبيبك المعالج.

• �في مُشاركة الغرفة مع زوجتك إذا وافق الزوجان على الترتيب. 
• �أن يتم تزويدك ببيان يفيد بأنه في حالة عدم قدرتك على اتخاذ قراراتك الخاصة وتم الحُكم عليك بعدم أهليتك وعدم إعادتك إلى الأهلية القانونية، أو إذا كان يجب تعيين مُشرف لك، 

فإن هذه الحقوق والمسؤوليات يجب أن تُمارس من قبل اللجنة المعينة أو المحافظ بصفة ممثل.
• �أن يتم تزويدك ببيان في أو قبل وقت الدخول إلى المُنشأة لإعلامك بحقك في التبرع بالأعضاء أو الأنسجة أو الجسم بالكامل، والوسائل التي يُمكنك من خلالها تقديم مثل هذا التبرع.



الوصول
• �إلى بيئة آمنة ونظيفة وشبيهة بالمنزل.

• �أن تتلقي المُساعدة في حالة وجود ضعف حسي.
• �أن تتلقي المعلومات بلغة تفهمها )على سبيل المثال، الإسبانية، برايل(.

• �أن تكون على اطلاع تام بالخدمات المُتاحة والتكاليف ذات الصلة.
 .Medicaid أو Medicare أن يتم إعلامك وتلقي المُساعدة في الوصول إلى مزايا� •

.Medicare أو Medicaid أن تكون خاليًا من رسوم الخدمات المُغطاة والتي تتلقاها من خلال� •
• �في النظر في سجلاتك والحصول على نسخ بتكلفة معقولة.

• �في السماح لأمين المظالم بالوصول إلى سجلاتك الطبية أو الشخصية، بما في ذلك السجلات المالية إذا كنت أنت، أو، عند الاقتضاء، ولي أمرك أو وكيل الرعاية الصحية المُعين قد 
قدم مُوافقة كتابية صريحة على هذا الكشف.

• �في الاحتفاظ بالممتلكات الشخصية واستخدامها.
• �أن تتلقي إشعار مُسبقًا بأي خطط لتغيير غرفتك أو زميلك في الغرفة ورفض هذه التغييرات إذا كان ذلك من أجل راحة الموظفين أو كان الانتقال خارج جزء مميز من دار المسنين.

• �في التنظيم والمُشاركة في مجلس الإقامة ولأسرتك التنظيم والمُشاركة في مجلس العائلة.
• �في استلام الطعام أو المنتجات الغذائية المُعدة وفقًا للقيود الغذائية الدينية عند الطلب مثل الكوشر والحلال. 

• �في المُشاركة في الأنشطة الاجتماعية والدينية والمجتمعية، بما في ذلك الحق في التصويت.
• �في قراءة نتائج أحدث مسح تفتيش حكومي أو فيدرالي وخطة المُنشأة لتصحيح أي انتهاكات.

• �في التواصل مع مُحقق الشكاوى أو أي محامٍ أو وكالة تقدم خدمات صحية أو اجتماعية أو قانونية أو غيرها.
الرعاية الشخصية

• �في المساواة في الحصول على رعاية جيدة.
• �أن يتم إخبارك مُسبقًا عن الرعاية والعلاج، بما في ذلك جميع المخاطر والفوائد. 

• �في الحصول على رعاية كافية ومناسبة.
• �في الإطلاع على جميع التغيرات في الحالة الطبية.

• �في رفض الأدوية والعلاج.
• �في رفض القيود الكيميائية والجسدية.

الزيارة
• �في الزيارات من مُمثلي وكالة المسح الحكومية ومكتب مُحقق شكاوى الرعاية طويلة الأجل بالولاية.

• �في زيارات الأقارب والأصدقاء والأفراد الآخرين الذين تختارهم وفي الوقت الذي تختاره.
• �في زيارات المُنظمات أو الأفراد الذين يقدمون خدمات صحية أو اجتماعية أو قانونية أو غيرها.

• �في رفض الزوار.
الخصوصية

• �في الخصوصية الشخصية أثناء الرعاية والعلاج. 
• �في السرية فيما يتعلق بمعلوماتك الشخصية والطبية.

• �في الزيارات الخاصة وغير المُقيدة مع أي شخص من اختيارك، شخصيًا وعبر الهاتف.
• �في إرسال واستقبال البريد دون تدخل.

• �في الخصوصية والسرية فيما يتعلق بالشؤون الطبية والشخصية والمالية.
الشكاوى 

• �في التعبير عن المظالم أو الشكاوى حول الرعاية أو الخدمات دون تمييز أو خوف من العقاب.
• �في توقع قيام المُنشأة بالتحقيق على وجه السرعة ومحاولة حل مشاكلك.

اتصل بأمين المظالم للدفاع نيابة عنك، دون تمييز أو خوف من العقاب.
برنامج الشكاوي والقبول المركزي التابع لإدارة الصحة بولاية نيويورك

NYSDOH DRS/SNHCP� :البريد
CA/LTC :محطة البريد

EMPIRE STATE PLAZA
ALBANY, NEW YORK 12237

الخط الساخن للشكوى: 1-888-201-4563
الفاكس: 427-6561 )518(

https://www.health.ny.gov/nursinghomecomplaints :الموقع الإلكتروني
LTC: 1-855-582-6769 برنامج مُحقق الشكاوى 

مكتب نيويورك للشيخوخة: 1-844-697-6321

https://www.health.ny.gov/facilities/nursing/docs/community_resource_guide.pdf :دليل موارد المجتمع 

(حقوقك بصفتك مُقيمًا في دار رعاية المسنين في ولاية نيويورك )يُتبع

1565 (Arabic)



PRIVACY  ACT  STATEMENT – HEALTH CARE RECORDS 
 

THIS FORM PROVIDES YOU THE ADVICE REQUIRED BY THE PRIVACY ACT OF 1974. THIS FORM 
IS NOT A CONSENT FORM TO RELEASE OR USE HEALTH CARE INFORMATION PERTAINING TO 
YOU. 
 
1. AUTHORITY FOR COLLECTION OF INFORMATION, INCLUDING SOCIAL SECURITY NUMBER 

AND WHETHER DISCLOSURE IS MANDATORY OR VOLUNTARY. 
 
Sections 1819(f), 1919(f), 1819(b)(3)(A), 1919(b)(3)(A), and 1864 of the Social Security Act. 
 
Medicare and Medicaid participating long term care facilities are required to conduct comprehensive, accurate, 
standardized and reproducible assessments of each resident’s functional capacity and health status. To implement 
this requirement, the facility must obtain information from every resident. This information also is used by the 
Federal Health Care Financing Administration (HCFA) to ensure that the facilities are required to establish a 
database of resident assessment information, and to electronically transmit this information to the HCFA 
contractor in the State government, which in turn transmits the information to HCFA. 
 
Because the law requires disclosures of this information to Federal and State sources as discussed above, a 
resident does not have the right to refuse consent to these disclosures. 
 
These data are protected under the requirements of the Federal Privacy Act of 1974 and the MDS Long Term 
Care System of Records. 
 
2. PRINCIPAL PURPOSES FOR WHICH INFORMATION IS INTENDED TO BE USED 
 
The information will be used to track changes and functional status over time for purposes of evaluating and 
improving the quality of care provide by nursing homes that participate in Medicare or Medicaid. Submission of 
MDS information may also be necessary for the nursing homes to receive reimbursement for Medicare Services. 
 
3.   ROUTINE USES 
 
The primary use of this information is to aid in the administration of the survey and certification of 
Medicare/Medicaid long term care facilities and to improve the effectiveness and quality of care given in those 
facilities. This system will also support regulatory, reimbursement, policy, and research functions. This system 
will collect the minimum amount of personal data needed to accomplish its stated purpose. 
 
The information collected will be entered into the Long Term Care Minimum Data Set (LTC MDS) system of 
records, System No. 09-70-1516. Information from this system may be disclosed, under specific circumstances, 
to: (1)a congressional office from the record of an individual in response to an inquiry from the congressional 
made at the request of that individual; (2) the Federal Bureau of Census; (3) the Federal Department of Justice; (4) 
an individual or organization for a research, evaluation, or epidemiological project related to the prevention of 
disease of disability, or the restoration of health; (5) contractors working for HCFA to carry out 
Medicare/Medicaid functions, collating or analyzing data, or to detect fraud or abuse; (6) an agency of a State 
government for purpose of determining, evaluating and/or assessing overall or aggregate cost effectiveness, 
and/or quality of health care services provided in the State; (7) another Federal agency to fulfill a requirement of a 
Federal statute that implements a health benefits program funded in whole or in part with Federal funds or to 
detect fraud or abuse; (8) Peer Review Organizations to perform Title XI or Title XVIII functions, (9) another 
entity that makes payment for or oversees administration of health care services for preventing fraud or abuse 
under specific conditions. 



 
4. EFFECT ON INDIVIDUAL OF NOT PROVIDING INFORMATION 
  
The information contained in the Long Term Care Minimum Data Set is generally necessary for the facility to 
provide appropriate and effective care to each resident. If a resident fails to provide such information, for example 
on medical history, inappropriate and potentially harmful care may result. Moreover, payment for such services 
by third parties, including Medicare and Medicaid, may not be available unless the facility has sufficient 
information to identify the individual and support a claim for payment. 
 
 
 
NOTE: Providers may request to have the Resident or his or her Representative sign a copy of this notice as a 
means to document that notice was provided. Signature is NOT required. If the resident or his or her 
Representative agrees to sign the form it merely acknowledges that they have been advised of the foregoing 
information. Residents or their Representative must be supplied with a copy of the notice.  This notice may be 
included in the admission packet for all new nursing home admissions. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



Veteran Benefits 
 

If you are a veteran or a spouse of a veteran or have a family member/friend who is a veteran or 
a spouse of a veteran Elmhurst Care Center would like to advise you of the recent Executive Law 
and Public Health Law section 2805-0.  This law stipulates that all residents will be provided 
with written information on the services of Veteran Affairs and Local Veteran service agencies.  
Please see the information provided below: 
 
New York State Division of Veteran Affairs 
1-888 VETS NYS (1-888-838-7697) 
 
NYS Division of Veteran Affairs 
Lost Battalion Hall 
93-29 Queens Blvd. 
Rego Park, NY 11374-1190 
Mark Giddens, SVC (1st and 3rd Wednesday) 
(718-459-1828 
 
NYS Division of Veteran Affairs 
VA Extended Care Center 
179th St. Linden Blvd. Room S-101 
St. Albans, NY 11425 
Jerome McClellan, SVC 
Mark Giddens, SVC (except 1ST and 3RD Wednesday) 
(718) 526-1000 Ext. 2217 
 
 
 
 
 
 
 

  



 
TELEVISION/CABLE/ PHONE SERVICES 

 
        
 
RESIDENT, FAMILY MEMBER, SPONSOR AND/OR DESIGNATED REPRESENTATIVE: 
 
   
ELMHURST CARE CENTER is offering residents the opportunity to enjoy basic cable/phone 
service  free of charge until further notice.  In case of a change regarding this policy, resident’s 
and/or their families, sponsors or designated representatives will be advised as to how basic 
cable/phone service will be arranged. 
 
If you have any questions or concerns, please feel free to contact the Social Services Department. 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 



 
 
 
 

ATTENTION 

 

 
RESIDENTS, STAFF, VISITORS, FAMILY MEMBERS AND FRIENDS: 

 

TO PROTECT RESIDENT AND PATIENT CONFIDENTIALITY, USE OF 
PERSONAL RECORDING DEVICES (PRDs) ARE STRICTLY 

PROHIBITED. 

 

PLEASE CONTACT ADMINISTRATION IF YOU HAVE ANY 
QUESTIONS. 

Personal Recording Devices include but are not limited to cell phones, cameras, video 
cameras, tape recorders or any other device capable of recording and/ or taking 

photographs and/or videos. 

 

THE FACILITY ALSO PROHIBITS ANY PHOTOGRAPHS OR RECORDINGS OF 
RESIDENTS WHICH WOULD BE CONSIDERED TO BE HUMILIATING, 

DEMORALIZING, DEMEANING OR IN VIOLATION OF THE HIPAA 
REGULATIONS. 

 

THANK YOU FOR YOUR COOPERATION.  



VIDEO AND/OR AUDIO SURVEILLANCE EQUIPMENT REQUIREMENTS 

 
 
 
 
 
 
Elmhurst Care Center utilizes a security camera system in certain areas of the 
facility to help monitor observation/ seclusion rooms, day rooms, corridors, and 
other locations not readily observed from nursing stations.  
Cameras are not placed in individual patient rooms (other than observation 
rooms) or is bathrooms or shower areas.  
 
Monitors are placed at nursing stations and at the facility's front desk and 
designated Administration offices. The security camera system is not intended to 
be a substitute for direct resident staff interactions, but is intended to 
supplement those interactions and enhance safety for residents, staff and visitors. 
 
Records that contain images of residents are created for clinical and 
administrative purposes. They are protected by the right of privacy, New York 
State Law Camera use will be limited to situations that do not violate the 
reasonable expectation of privacy, confidentiality and dignity by law as included 
in regulations 42 CFR 483.10(e)-F164, Privacy and Confidentiality and 
483.15(a)-F241, Dignity. They are "Protected Health Information" for the 
purposes of the Health Insurance Portability and Accountability Act of 1966 
(HIPAA), 42 
U.S.C.1320d, et seq., and implementing regulations at 45 CFR Part 164. 
 
Only authorized personnel, as determined by the Administrator and authorized by 
the Administrator and/or designee, will be involved in, or have access to, 
surveillance camera data. 
 
 
 
 



LISTING OF ATTENDING PHYSICIAN’S 

 
 
Dr. B. Yeturu   (718) 426-4800    
Medical Director    
125-07 101st Avenue                 
Richmond Hill, NY 11419 
 
 
 
 
Dr. F. Waseem  (718) 441-0184  
119-03 101 Avenue 
Richmond Hill, NY 11420   
                                                                                
                                                                                           

Dr. A. Jain (434) 447-1430                         
15 Smith Place 
Williston  Park NY 11596                                                      
 
 
Dr.  M. Jawaid  (718) 335-5800                                              
82-01 37th Ave 
Jackson Heights, NY 11372       
              
 
Dr. Bharathi Reddy  
43 School House Lane 
Roslyn Heights, NY 11577 
 

 
 
 
 
The following  addresses  and  phone  numbers  may  be  utilized  to  file  a  complaint 
concerning  resident  abuse,  neglect,  etc: 
 
 
 
  State  of  New York  Department  of  Health 
  Metropolitan  Area  Regional  Office 

5 Penn  Plaza 
New York, N.Y. 10001 
(888)-201-4563 

 
 
 

New York State Office of the Aging/Long Term Care Ombudsman Program 
2 Empire State Plaza 
Albany, N.Y. 12223-0001 
(855)582-6769  or (212)812-2911 
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NOTICE OF PRIVACY PRACTICES 
Policy #20055 

THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY. 

 
If    you    have   any   questions   about   this   Notice,    please    contact   our   Privacy      Officer, 
 Kristen Wiltshire, LCW at 718-205-8100 . 

 
Protected Health Information (“PHI”) is information about you, including demographic, 
financial, and health information, that may identify you and relates to your past, present or future 
physical   or mental health or condition and related health care services. 

 
The Privacy Rule, a Federal law, gives you rights over your PHI and sets rules and limits as to  
who can look at and/or receive your PHI. The Privacy Rule applies to all forms of individuals’ 
PHI, whether electronic, written or oral. The Security Rule is a federal law that requires security 
for PHI in electronic form. This Notice of Privacy Practices describes how we may use or 
disclose your PHI to carry out treatment, payment or health care operations, as well as other 
purposes permitted or required by law. 

 
Elmhurst Care Center (“our Facility/Company”) is required by law to maintain the privacy of 
your PHI and provide you with this Notice of Privacy Practices, so that you understand our legal 
duties and privacy practices with respect to PHI. We are required to abide by the terms of the 
current Notice of Privacy Practices. 

 
We reserve the right to change the terms of this Notice of Privacy Practices, at which time, the 
provisions of the newer Notice of Privacy Practices will be effective for all PHI that we maintain. 
If this Notice of Privacy Practices is revised at any time, we will provide all individuals with a 
revised copy, in accordance with the Privacy Rule. 

 
UNDERSTANDING YOUR HEALTH RECORD AND INFORMATION 

 
Each time we provide care to you, a record is made containing health and financial information. 
Typically, this record contains information about your condition, the treatment we provide and 
payment for the treatment. We may use and/or disclose this information: 

 
• to plan your care and treatment 
• to communicate with other health professionals involved in your  care 
• to document the care you receive 
• to educate health professionals 
• to provide information for medical research 
• to provide information to public health officials 
• to evaluate and improve the care we provide 

 
 

COMPLIANCE PROGRAM MANUAL - PRIVACY Page 1  
 



COMPLIANCE PROGRAM MANUAL - PRIVACY Page 56 
COMPLIANCE PROGRAM 

 2007-2016 Med-Net Compliance, LLC. All Rights Reserved. 
Rev. 12/27/2016 

 

 
 

• to obtain payment for the care we provide 

• for administrative purposes 
 
Understanding what is in your record and how your PHI is used helps you to: 

 
• ensure it is accurate 
• better understand who may access your PHI 
• make more informed decisions when authorizing disclosure to  others 

 
USES AND DISCLOSURES OF YOUR PHI THAT MAY BE MADE WITHOUT YOUR 
AUTHORIZATION OR OPPORTUNITY TO AGREE OR OBJECT 

 
The following are examples of ways that we may use and/or disclose PHI.  These examples are  not 
meant to be exhaustive, but instead describe different types of permissible uses and disclosures that 
may be made by us. 

 
• For Treatment. We may use or disclose PHI about you to provide you with medical treatment. We 

may disclose PHI about you to doctors, nurses, therapists or other Elmhurst Care Center personnel 
and/or vendors who are involved in taking care of you at our Facility. We may also use or disclose 
PHI about you in order to coordinate your care and provide you medication, lab work and x-rays. We 
may also disclose PHI about you to people outside our Facility who may be involved in providing 
medical care to you. For example, we would disclose your PHI, as necessary, to a home health 
agency that provides care for you in your home. 

 
• For Payment. We may use and disclose PHI about you so that the treatment and services you receive 

may be billed to you, an insurance company or a third party. For example, in order to be paid, we 
may need to share information with your health plan about services provided to you. We may also 
tell your health plan about a treatment you are going to receive to obtain prior approval or to 
determine whether your plan will cover the treatment. 

 
• For Health Care Operations. We may use and disclose PHI about you for our day-to-day health care 

operations. This is necessary to ensure that you receive quality care. For example, we may use PHI 
for quality assessment and improvement activities and for developing and evaluating clinical 
protocols. We may also combine PHI about many residents to help determine what additional 
services we should offer, what services should be discontinued, and whether certain new treatments 
are effective. PHI about you may be used for business development and planning, cost management 
analyses, insurance claims management, risk management activities, and in developing and testing 
information systems and programs. We may also use and disclose information for professional 
review, performance evaluation, and for training programs. Other aspects of health care operations 
that may require use and disclosure of your PHI include accreditation, certification, licensing and 
credentialing activities, review and auditing, including compliance reviews, medical reviews, legal 
services and compliance programs. Your PHI may be used and disclosed for the business 
management and general activities of our Facility including resolution of internal grievances, 
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customer service and due diligence in connection with a sale or transfer of our Facility. In limited 
circumstances, we may disclose your PHI to another health care provider subject to HIPAA 

 
  

for its own health care operations. We may remove information that identifies you so that the 
PHI may be used to study health care and health care delivery without learning your identity. 

 
• Business Associates. There are some services that we provide through contracts with business 

associates. Examples include but are not limited to attorneys, accountants pharmacy consultants and 
a copy service we use when making copies of your record. When these services are contracted, we 
may disclose your PHI so that they can perform the job we have asked them to do and bill you or 
your third-party payer for services rendered. To protect your PHI, federal law requires that business 
associates appropriately safeguard your information. 

 
• Providers. Many services provided to you, as part of your care at Elmhurst Care Center, are offered 

by participants in one of our organized healthcare arrangements. These participants may include a 
variety of providers such as physicians, therapists, portable radiology units, clinical labs, hospice 
caregivers, pharmacies, psychologists, social workers and suppliers. 

 
• As Required By Law. We will disclose PHI about you when required to do so by federal, state or 

local law. The use or disclosure will be made in compliance with the law and will be limited to the 
relevant requirements of the law. You will be notified, if required by law, of any such uses or 
disclosures. 

 
• Public Health. We may use and disclose PHI about you to prevent a serious threat to your health 

and safety or the health and safety of the public or another person. We may disclose your PHI for 
public health activities, to a public health authority that is permitted by law to collect or receive the 
information. For example, a disclosure may be made for the purpose of preventing or controlling 
disease, injury or disability. 

 
• Risk of Contracting a Communicable Disease. We may use or disclose PHI about you if you may 

have been exposed to a communicable disease or may otherwise be at risk of contracting or 
spreading a disease or condition, so long as we are authorized by law to notify you as necessary in 
the conduct of a public health intervention or  investigation. 

 
• Organ and Tissue Donation. If you are an organ donor, we may disclose PHI to organizations that 

handle organ procurement to facilitate donation and transplantation. 
 
• Military and Veterans. If you are a member of the armed forces, we may disclose PHI (1) for 

activities deemed necessary by appropriate military command authorities; (2) for the purpose of a 
determination by the Department of Veterans Affairs of your eligibility for benefits; and/or 
(3) to foreign military authorities if you are a member of that foreign military  service. 

 
• Research. Under certain circumstances, we may use and disclose PHI about you for research 

purposes. For example, a research project may involve comparing the health and recovery of all 



COMPLIANCE PROGRAM MANUAL - PRIVACY Page 58 
COMPLIANCE PROGRAM 

 2007-2016 Med-Net Compliance, LLC. All Rights Reserved. 
Rev. 12/27/2016 

 

residents who received one medication to those who received another, for the same condition. All 
research projects, however, are subject to a special approval process. This process evaluates a 
proposed research project and its use of PHI, trying to balance the research needs with residents' 
need for privacy of their PHI. Before we use or disclose PHI for research, the project will have been 
approved through this research approval process. We may, however 
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disclose PHI about you to people preparing to conduct a research project so long as the PHI they 
review does not leave our Facility. 
 
• Workers' Compensation. We may disclose PHI about you for workers' compensation or similar 

programs.  These programs provide benefits for work-related injuries or illness. 
 
• Health Oversight Activities. We may disclose PHI to a health oversight agency for activities 

authorized by law. These oversight activities may include audits, investigations, inspections, and 
licensure. These activities are necessary for the government to monitor the health care system, 
government programs, and compliance with civil rights laws. 

 
• Reporting Abuse, Neglect or Domestic Violence. We may disclose your PHI to an appropriate 

government agency if we believe you may have been the victim of abuse, neglect or domestic 
violence. We will only make this disclosure if you agree or when required or authorized by law. 

 
• Criminal Activity. We may disclose your PHI if we believe that the use or disclosure is necessary 

to prevent or lessen a serious and imminent threat to health or safety of you, another person or the 
public. We may also disclosure PHI if it is necessary for law enforcement officials to identify or 
apprehend an individual. 

 
• Legal Proceedings. If you are involved in a lawsuit or a dispute, we may disclose PHI about you in 

response to a court or administrative order. We may also disclose PHI about you in response to a 
subpoena, discovery request, or other lawful process by someone else involved in the dispute, but 
only if efforts have been made to tell you about the request or to obtain an order protecting the 
information requested. 

 
• Law Enforcement.  We may disclose PHI when requested by a law enforcement  official: 

 
• In response to a court order, subpoena, warrant, summons or similar process, or otherwise as 

required by law; 
• To identify or locate a suspect, fugitive, material witness, or missing  person; 
• About you, the victim of a crime if, under certain limited circumstances, we are unable to 

obtain your agreement; 
• About a death we believe may be the result of criminal  conduct; 
• About criminal conduct at our Facility; 
• In emergency circumstances to report a crime; the location of the crime or victims; and/or the 

identity, description or location of the person who committed the crime;  and 
• Where there is a medical emergency (not on our Facility’s premises) and it is likely that a 

crime has occurred. 
 
• Coroners, Medical Examiners and Funeral Directors. We may disclose PHI to a coroner or medical 

examiner for identification purposes, determining cause of death or for the coroner or medical 
examiner to perform other duties authorized by law. We may also disclose medical information to 
funeral directors as necessary to carry out their duties, as authorized by law. 
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• National Security and Intelligence Activities. We may disclose PHI about you to authorized federal 
officials for intelligence, counterintelligence, and other national security activities authorized by 
law. 

 
• Food and Drug Administration. We may disclose PHI to a person or company required by the Food 

and Drug Administration (“FDA”) for the purpose of quality, safety or effectiveness of FDA-
regulated products or activities including, without limitation, to report adverse events, product 
defects or problems, or biologic product deviations; to track products; to enable product recalls; to 
make repairs or replacement; or to conduct post marketing surveillance, as required. 

 
USES AND DISCLOSURES THAT REQUIRE PROVIDING YOU THE OPPORTUNITY TO 
AGREE OR OBJECT 

 
• Treatment Alternatives. We may use and disclose PHI to tell you about possible treatment options 

or alternatives that may be of interest to you. You may contact our Privacy Officer to request that 
these materials not be sent to you. 

 
• Health-Related Benefits and Services and Reminders. We may contact you to provide appointment 

reminders. You may contact our Privacy Officer to request that these communications not be made. 
 
• Fundraising Activities. We may use your demographic information and the dates that you received 

treatment, as necessary, in order to contact you as part of a fundraising effort. You may contact our 
Privacy Officer to request that these materials not be sent to you. 

 
• Facility Directory. We may include information about you in the Elmhurst Care Center directory 

while you are a resident. This information may include your name, location in Elmhurst Care Center 
your general condition and your religion. The directory information, except for your religion, may 
be disclosed to people who ask for you by name. Your religion may be given to a member of the 
clergy, such as a priest or rabbi, even if they don’t ask for you by name. This enables your family, 
friends and clergy to visit you in Elmhurst Care Center and generally know how you are doing. 

 
• Individuals Involved in Your Care or Payment for Your Care. Unless you object, we may disclose 

PHI about you to a friend or family member who is involved in your care. We may also give 
information to someone who helps pay for your care. In addition, we may disclose PHI about you 
to an entity assisting in a disaster relief effort so that your family can be notified about your 
condition, status and location. 

 
USES AND DISCLOSURES OF PHI BASED UPON YOUR WRITTEN AUTHORIZATION 

 
Other uses and disclosures of PHI not covered by this Notice or the laws that apply to us will be 
made only with your written authorization, unless otherwise permitted or required by law. You may 
revoke your written authorization, in writing, at any time.  If you revoke your   authorization, 
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we will no longer use or disclose your PHI for the reasons covered by your written authorization. 
Please understand that we are unable to take back any disclosures we have already made with your 
authorization. 

 
• Uses and Disclosures of Psychotherapy Notes. Psychotherapy notes are notes (in any medium) by a 

health care provider who is a mental health professional documenting or analyzing the contents of 
a conversation during a private counseling session or a group, joint, or family counseling session. 
Psychotherapy notes excludes medication prescription and monitoring, counseling session start and 
stop times, the modalities and frequencies of treatment furnished, results of clinical tests, and a 
summary of the following: diagnosis, functional status, treatment plan, symptoms, prognosis, and 
progress to date. Psychotherapy notes will not be used or disclosed without a valid, written 
authorization, except in the following  circumstances: 

 
• To carry out the following Treatment, Payment, or Health Care  Operations: 

 
• Use by the originator of the psychotherapy notes for treatment; 
• Use or disclosure by Elmhurst Care Center for its own training programs in which students, 

trainees, or practitioners in mental health learn, under supervision, to practice or improve 
their skills in group, joint, family, or individual counseling;  or 

• Use or disclosure by Elmhurst Care Center to defend itself in a legal action or other 
proceeding brought by the resident; and 

• A use or disclosure that is required by or permitted by the applicable regulations with 
respect to the oversight of the originator of the psychotherapy notes. 

 
• Marketing. If we use PHI to make a communication about a product or service, with the purpose of 

encouraging recipients of the communication to purchase or use the product or service, we must 
first obtain valid, written authorization. Marketing does not include communications in the form of 
face to face communications between us and you or a promotional gift of nominal value provided 
by us. Such authorization will state that the disclosure will result in remuneration to us, if applicable. 

 
• Disclosures that Constitute a Sale of PHI. We must receive your valid, written authorization for any 

disclosure of your PHI that constitutes a sale. Such authorization will state that the disclosure will 
result in remuneration to us. 

 
• Other Uses and Disclosures not covered in this Notice of Privacy Practices, which are not otherwise 

permitted by the Privacy Rule. 
 

YOUR RIGHTS REGARDING YOUR PHI 
 
Although your health record is Elmhurst Care Center property, the information belongs to you. 
You have the following rights regarding your PHI: 

 
• Right to Inspect and Copy. With some exceptions, you have the right to review and copy your 
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You must submit your request in writing to our Privacy Officer. We may charge a fee for the costs 
of copying, mailing, etc. associated with your request. 

 
 

You may not be permitted to inspect or copy the following: psychotherapy notes; information 
compiled in reasonable anticipation of, or use in, a civil, criminal or administrative action or 
proceeding; or laboratory results that are subject to law that prohibits access to PHI. 

 
Depending on the circumstances, a decision to deny access to these records may be reviewed. 
Please contact our Privacy Officer if you have questions about access to your medical records. 

 
• Right to Amend.  If you feel that PHI in your record is incorrect or incomplete, you may ask   us to 

amend the information. You have this right for as long as the information is kept by or for Elmhurst 
Care Center. 

 
 

You must submit your request in writing, along with a reason for your request, to our Privacy 
Officer. 

 
 

We may deny your request for an amendment if it is not in writing or does not include a reason 
to support the request. In addition, we may deny your request if you ask us to amend information 
that: 

 
• Was not created by us, unless the person or entity that created the information is no longer 

available to make the amendment; 
• Is not part of the PHI kept by or for Elmhurst Care Center;  or 
• Is accurate and complete. 

 
If we deny your request for amendment, you have the right to file a statement of disagreement 
with us and we may prepare a rebuttal to your statement and will provide you with a copy of 
any such rebuttal. 

 
• Right to an Accounting of Disclosures. You have the right to request an "accounting of disclosures". 

This is a list of certain disclosures we made of your PHI, other than those made for purposes of 
treatment, payment, or health care operations. 

 
 

You must submit your request in writing to our Privacy Officer. Your request must state a time 
period which may not be longer than six (6) years from the date the request is submitted and may 
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not include dates before April 14, 2003. Your request should indicate in what form you want the list 
(for example, on paper or electronically). The first list you request within a twelve 
(12)  month  period  will  be free.        For additional lists, we may charge you  for the costs of 
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providing the list. We will notify you of the cost involved and you may choose to withdraw or modify 
your request at that time before any costs are incurred. 

 
 
• Right to Request Restrictions. You have the right to request a restriction or limitation on the PHI 

we use or disclose about you, including information used or disclosed for the purposes of treatment, 
payment or health care operations. You may also request that your PHI not be disclosed to family 
members or friends who may be involved in your care. 

 
 

You must submit your request in writing to our Privacy Officer. In your request, you must tell us (1) 
what information you want to limit; (2) whether you want to limit our use, disclosure or both; and 
(3) to whom you want the limits to apply 

 
 

We are not required to agree to your request, unless the disclosure is for the purpose of carrying 
out payment or health care operations and is not otherwise required by law and the PHI pertains 
solely to a health care item or service for which you, or a person other than the health plan on 
behalf of the individual, has paid the covered entity in full. 

 
If we do agree, we will comply with your request unless the information is needed to provide 
you emergency treatment. 

 
• Right to Request Confidential and/or Alternate Communications. You have the right to request that 

we communicate with you about medical matters in a confidential manner or at a specific location.  
For example, you may ask that we only contact you via mail to a post office box.   We will not 
request an explanation from you as to the basis for the request. 

 
 

You must submit your request in writing to our Privacy Officer. We will not ask you the reason for 
your request. Your request must specify how or where you wish to be contacted. We will 
accommodate all reasonable requests. 

 
 
• Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice of Privacy 

Practices even if you have agreed to receive the Notice electronically.  You may ask us to give you 
a copy of this Notice at any time. Additionally, you have the right to receive a copy of this Notice 
when Elmhurst Care Center seeks additional consent. 

 
To obtain a paper copy of this Notice, please contact our Privacy  Officer. 

 
• Right to a Revised Copy of this Notice. You have the right to receive a copy of this Notice upon 

request when it is revised on or after the effective date of its revision. Additionally, the revised 
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Notice will be posted in a clear and prominent location. 
 
 

• Right to be Notified Following a Breach of Unsecured PHI. If there is a breach to your PHI, 
you will be notified within a reasonable amount of time, as required by law. 

 
CHANGES TO THIS NOTICE 

 
We reserve the right to change this Notice. We reserve the right to make the revised or changed 
Notice effective for PHI we already have about you as well as any information we receive in the 
future. We will post a copy of the current Notice in our Facility and on our website, if any. The 
Notice will specify the effective date on the first page, in the top right-hand corner. In addition, 
if material changes are made to this Notice, the Notice will contain an effective date for the 
revisions and copies can be obtained by contacting our Privacy Officer. 

 
COMPLAINTS 

 
If you believe your privacy rights have been violated, you may file a complaint with Elmhurst 
Care Center or with the Secretary of the Department of Health and Human Services. To file a 
complaint with Elmhurst Care Center, contact our Privacy Officer. All complaints must be 
submitted in writing. You will not be retaliated against for filing a complaint. 

 
You may contact our Privacy Officer, KRISTEN WILTSHIRE at 718-205-8100 , 
for further information about the complaint process. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

STATEMENT OF CHARGES ELMHURST CARE CENTER 

 

Resident’s Name:_____________________ Room #:_________________ Admit Date__________ 

Payor Status:        Private        Medicare         Medicaid           HMO          Other________________ 

We, the undersigned, have read,  been advised of, understand  and  agree  to  the  terms  and conditions  set  
forth  herein by Elmhurst Care Center and agree to be responsible as primary obligors  for  the  payment of 
any  charges  for  services  rendered by the  facility  to  the resident herein named. In addition, we have 
received copies of the following: 

 

Information AND Policies and Procedures Regarding: 

•   Resident’s Bill of rights 
•   HIPAA 
•   Physician’s Name, Address, telephone Number 
•   New York State Dept of Health “ HOT LINE” Telephone Number 
•   RUGS II Classification System 
•   Medicare Application Procedures and Process 
•   Medicaid Application Procedures and Process 
•   Bedhold 
•   Resident’s Access to Clinical Record Information 
•   Personal Allowance Information and Form 
•   Kosher Food 
•   Restraint information and form 
•   Health Care Proxy 
•   Designated representative 
•   Nutrition/Hydration Information and Form 
•   Notice of Privacy Practices 
•   Picture Authorization 
•   Privacy Act Statements 
•   Organ Donation 
•   Clothing  and Laundry 
•   DO NOT RESUSCITATE (DNR) 
•   In-House Transfer 
•   Security Care System 
•   Video and Audio Surveillance Equipt. 
•   Wandering/Elopement 
•   Smoking Policy and Procedure 



  

•   Burial 
•   Television 
•   Veteran Benefits 
•   Influenza Vaccination 
•   Grievance Policy/ Procedure 
•   Palliative/ Comfort Care/ Hospice Care 
•   Personal Recording Devices 
•  Ethics Committee 
•  Medical Orders for Life Sustaining Treatment (MOLST) 
• Discharge Notification  

 

 

 

 

 

Date: _____________________   _______________________________ 
              (Print Name of Resident) 
 
 

_________________________________ _______________________________ 
        (Witness for Elmhurst Care Center)      (Signature of Resident) 
 
 
    _______________________________________ ____________________________________ 
 (Print name of Legal/Designated Representative)  (Signature of Representative)  

 
 
 
 
 
 
 
 
 



  

 
 
In preparation for your pending discharge/ transfer to an alternate facility or lesser level of care 
we would like to inform you that the following documents will be shared as needed with possible 
Home Care Vendors, DME Suppliers, alternate facilities or community out-reach programs: 
 
 

o Face Sheet  

o PRI Information  

o History and Physical  

o PT/ OT/ ST/ Nursing Notes  

o List of Current Medications  

o NYS Screen Form 

o Advance Directives 

o Psych Notes 

o Psychosocial Information 

o Immunization/ Vaccination Records 

o Height/ Weight Information 

 
Please note ·that some or all of the above information may be requested. It is necessary to.-
provide the 
requested information in order to secure appropriate services post discharge. HIPM guidelines 
will be adhered to when coordinating services and the exchange of any personal information. 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Thank You for Abiding by Our Internet Acceptable Use Policy (AUP) 

Elmhurst Care Center makes free wireless Internet access available for our residents and guests. In 
order to ensure the availability of this service for present and future guests, users must read and agree 
to the following conditions BEFORE using the wireless Internet services.  

Elmhurst Care Center reserves the right to disclose your communications and activities using our WiFi 
system, in response to lawful requests by governmental authorities, including Patriot Act requests and 
judicial orders. Any and all legal expenses incurred by Elmhurst Care Center resulting from failure to 
follow AUP guidelines will be borne by the user responsible for the infraction. Additionally, failure to 
follow the AUP will result in immediate termination of WiFi connection. 

Elmhurst Care Center reserves the right to restrict or terminate service at any time, with or without 
notice, for any reason including, but not limited to, a violation of this policy. Elmhurst Care Center 
makes no warranties regarding the speed, availability or security of the WiFi service and accepts no 
liability for damages resulting from your use of the service or inability to access the service. 

Please read the following information carefully. 

The Elmhurst Care Center WiFi service MAY NOT be used for transmitting (sending or receiving) any of 
the following or for any of the following activities: 

1. Transmitting any material that infringes on any patent, trademark, trade secret, copyright, or 
other proprietary rights of any party, or is otherwise protected from unauthorized duplication or 
transmission; 

2. Transmitting any material that is unlawful, threatening, abusive, harassing, defamatory, obscene, 
libelous, invasive of someone’s privacy, hateful, racially, ethnically or otherwise objectionable; 

3. Transmitting any material that contains unsolicited or unauthorized advertising, promotional 
materials, chain letters, or any other correspondence that would generally be considered “spam”; 

4. Transmitting any material that contains software viruses or other harmful computer code; 
5. Forging an email header to obscure the originator of the message; 
6. Harming or attempting to harm minors in any way; 
7. Interfering with or disrupting the use of the service for other guests, either by design or due to 

unusually high bandwidth usage; 
8. Stalking or harassing another or collecting personal data about a third party without their 

knowledge or consent; 
9. Any other activity which would violate local, state, or federal statues 

I understand and agree to the terms of Elmhurst Care Center’s AUP. 

 

 

Resident’s name       Date 




