Dear Family & Friends,

Thank you for your interest in Mountain Valley Manor Adult Home. Enclosed please find a copy
of our admission material required for admission to our facility. The admission agreement is a
standard Department of Health contract and describes what an Adult Care Facility is in detail.

If you have any questions or would like to tour the facility, please do not hesitate to call.

Very Truly Yours,

Taber McNaughton & Salvatore DePoala

397 WILBUR AVENUE, KINGSTON, NEW YORK 12401 - TEL: 845.331.1254 + FAX: 845.331.1255 + MOUNTAINVALLEYMANOR.COM



Dear Family Members & Friends,

As you requested, below is the information on all services provided at Mountain Valley Manor
Adult Home. If you require additional information or a tour, please give us a call.

Permanent Residency

Private or semi-private rooms are available for any adult who qualifies for Adult Care Facility
residency. All residents must be ambulatory and reasonably self-sufficient. We can assist with
bathing, dressing, grooming and with administration of medications. We provide diets as
required, a variety of social activities as well as outings and entertainment designed to stimulate
our residents.

Adult Day Care

Day Care is available Monday — Friday from 8:30am to 4:30pm. We provide a noon time meal,
shacks and a variety of activities for all participants. Day Care residents may attend as often as
five days per week or as few as one day. Acceptance is based on availability.

Respite Care

Respite care is available to any adult who qualifies for acceptance based on NYS DOH
regulations. As with permanent residents, they must be ambulatory and reasonably self-
sufficient. Terms of say must be at least one week in length and cannot exceed six weeks in a
calendar year. All services provided to permanent residents are available to “respite” residents.
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Dear Family Members & Friends,

Resident confidentiality is very important to us here at Mountain Valley Manor. The “Health
Information Protection Act” (HIPAA) was designed to safe guard confidential information
everywhere. Mountain Valley Manor complies with the act by asking for date of birth at times
when people request information on one of our residents. If you have questions, please feel
free to contact us.

Very Truly Yours,
Taber McNaughton & Salvatore DePoala

Owners/Operators
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Dear Family Members & Friends,

For the safety of our residents, please review the “Resident Guide” regarding medications.
Section |l D States:

“The Medical Evaluation (DDS 4449), completed by a resident’s attending physician determines
whether or not a resident is able to ‘self administer’ their medications. If a resident prefers that
the staff administer their medication, a written statement signed and dated by the resident must
be completed and placed in their file. If a resident self-administers their own medications, it is
imperative that the staff be notified of all medications being taken and if the doctor prescribes
any changes or discontinuation of any medications. This applies not only to prescriptions,
but also for over-the-counter items. Please inform all friends and relatives that if they
deliver medications to you, they must notify the personal care aide in-charge.”

Over-the-counter medications may be kept in the resident’'s room only after a release form has
been signed by their attending physician and the Health Services Office at Mountain Valley
Manor has been notified.

Thank you for you cooperation.

Very Truly Yours,

Taber McNaughton & Salvatore DePoala

397 WILBUR AVENUE, KINGSTON, NEW YORK 12401 « TEL: 845.331.1254 « FAX: 845.331.1255 « MOUNTAINVALLEYMANOR.COM



Dear Family Members & Friends,

This letter is to inform all new admissions that Mountain Valley Manor is a non-smoking facility.
We require that you sign the space provided below so that we may know that you are aware of
you policy.

Very Truly Yours,
Taber McNaughton & Salvatore DePoala

Owners/Operators

397 WILBUR AVENUE, KINGSTON, NEW YORK 12401 « TEL: 845.331.1254 « FAX: 845.331.1255 « MOUNTAINVALLEYMANOR.COM



Admission Checklist for Families

Completed Personal Data Sheet

Copies of all insurance cards & social security cards
Copy of POA

Copies of any Health Care Proxies & Living Wills or DNR
Admission Agreement

Financial Statement

Forms from Primary Care Physician

Medical Evaluation Form — DDS 4449C

Hard Copy Prescriptions

PRN Request & Ability Verification Forms

Mental Health Evaluation (if needed)

Aqua & Alcohol Authorization Form

Self Maintenance of Equipment Form

Any medications you would the like Mountain Valley Manor to use prior to

filling the hard copy prescriptions.
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DSS- 2949 Facility Name: Room No.
Personal Data Sheet Mountain Valley Manor 397 Wilbur Ave. Kingston, NY 12401
Resident's Name (Last, First, M.I.) Date of Birth Religion Sex Social Securtiy No.
oM pF
Notify In Case of Emergency Attending Physician
Name Name
Street Street
City State Zip Code City State Zip Code
Relationship Phone Phone am Office Phone
Emergency  wmmp
Other Health/Mental Health Providers
Name Name
Street Street
City State Zip Code City State Zip Code
Phone 4 Office Phone Phone am  Office Phone
Emergency wmmp Emergency  wmmp
Policy No. Type
Health Insurance
Policy No. Type
Name
Area/Clinic of Choice
Address (Street, City, Zip Code)
Marital Status Name of Residents Rep. Relationship
O Single Street
Family Information ] Married City State Zip Code
[ Widowed Phone «am  Office Phone
Emergency  wmmp
[ Divorced Burial Instructions
0 Unknown
Admission Date Admitted From OJ0wn Home O DCF County
7 SNF O HRF O] DMH Facility
O Other Specify O Hospital
Address Admitted From (Street, City, State, Zip Code)
Resident's Admission Sponsor (if any)
Admission/Discharge
Information Discharge Date Discharge To J0wn Home O DCF
7 SNF O HRF O] DMH Facility
O Other Specify O Hospital

Address Discharged To (Street, City, State, Zip Code)

Reason For Discharge




AUTHORIZATION FOR THE USE OR DISCLOSURE OF
HEALTH INFORMATION

By signing below, | hereby authorize the use or disclosure of certain individually identifiable health information (the
“Information”) as provided in this Authorization.

Information To Be Used Or Disclosed

Participant Name: I.D. #:

Description of Information: Medical Documentaion

Persons Or Organizations Authorized To Use Or Disclose The Information
Mountain Valley Manor

| authorize that the above person/organization and its employees and agents may use or disclose the Information as
provided in this Authorization. | understand that | am not required to sign this Authorization.

Persons or Organizations Authorized to Receive the Information

Primary Care Physician, Hospital of Choice, Additional Health Care Providers, Designated Family
Members

Purpose of the Requested Use or Disclosure

Coordination of Medical Care and Documentation

Expiration and Revocation of This Authorization
Expiration Date or Event: Discharge From Mountain Valley Manor Adult Home

| understand that | may revoke this Authorization at any time prior to the expiration date or event, but that my revocation
will not have any affect on actions taken by the Plan before it receives my revocation. Should | desire to revoke this
Authorization, | must send written notice to:

Mountain Valley Manor

379 Wilbur Ave.

Kingston, NY 12401

| understand that | may see and copy the Information if | ask for it. | understand that the Information may be subject to
disclosure by the recipient, if any, and may no longer be protected by federal privacy regulations

Signature (Participant) Date Signature (Authorized Representative) Date

Signature (Witness) Relationship to Participant

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION

The Health Insurance Portability & Accountability Act of 1996 (HIPPA) is a federal program that requires that all medical records and other individually
identifiable health information used of disclosed by us in any for, whether electronically, on paper, or orally, are kept properly confidential. This Act gives
you, the patient, significant new rights to understand and control how you health information is used. HIPAA provides penalties for covered entities that
misuse personal health information.



DSS-2853

STATEMENT OFFERING PERSONAL ALLOWANCE ACCOUNT
For Supplemental Security Income (SSI) and Home Relief (HR) Recipients

| understand that Social Services Regulations provide me, as an SSI or HR recipient, with a personal
allowance which may be used as | wish for clothing, personal hygiene items, and other supplies,
services, entertainment, or transportation for my personal use.

| understand that the operator cannot accept my personal allowance to pay for supplies and services
that the operator is required to provide by law, regulation, or admission agreement. In addition, my
personal allowance may not be used to pay the operator for any services for which payment is
available under Medicare, Medicaid, or third party coverage.

| understand that the operator must offer me or my representative a facility maintained personal
allowance account to safeguard my personal allowance funds.

| understand that if | or my representative choose a facility maintained personal allowance account,
the Department of Social Services Regulations require the operator to: make these funds available to
me for my own use; tell me the business hours when | may deposit or withdraw my funds or review
my personal allowance records, pay me interest (if my funds are in an interest bearing account); show
or give me upon request, or at least every three months, a summary of my account which includes my
current balance; tell me of any other important facts about my account.

| understand that | do not have to put my funds in a facility maintained account.

| understand that | may close my facility maintained account at any time and have my funds returned
to me.

| understand that there are legal protections for my funds and account.
| understand that | may ask the Department of Social Services or legal/advocacy agencies to help me
if | do not receive my personal allowance or have access to money in my personal allowance
account.
Check one of the following boxes:

I | authorize the operator to establish a facility maintained personal allowance account.

I 1 do not authorize the operator to establish a facility maintained personal account.

I As representative for , | agree to comply with the personal

allowance requirements set forth above. | do OO | do not [J authorize the operator to establish
a facility maintained personal allowance account.

O Iam not an SSI or HR recipient. However, the operator has offered to maintain a personal
fund account for me. | hereby authorize such an account.

Signature of Resident Date

Signature of Resident’s Representative Date



Receipt For Services

l, am satisfied that my returned check will act as my
monthly/weekly service receipt. Therefore, | do not require a receipt to be provided from
Mountain Valley Manor unless | have requested one.

O Yes, my returned check will serve as a receipt

O No, please make out a receipt for me monthly

(Signature) (Date)
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Dear Dr.

(Name of Applicant) (DOB)

has submitted an application to become a resident at Mountain Valley Manor Adult Home in
Kingston New York. The completion of the following forms will expedite the applicant’s
admissions process.

O Form DDS-4449C Medical Evaluation & Addendum
O Mental Health Evaluation (if needed)

O Resident Request for PRN Medication

O Alcohol/Pool Waiver

O Written prescriptions for any medical equipment (i.e. diabetic supplies, walker, foley
bags & oxygen supplies).

O Self maintenance of equipment form (if applicable)

O Hard copy prescriptions of all medications ordered including OTC’s

If you have any questions, please call us at 845.331.1254.

Very Truly Yours,

Taber McNaughton & Salvatore DePoala

397 WILBUR AVENUE, KINGSTON, NEW YORK 12401 « TEL: 845.331.1254 + FAX: 845.331.1255 - MOUNTAINVALLEYMANOR.COM



DSS-4449-C1

MEDICAL EVALUATION
Check all that apply: v AH OEHP  [CJALP Olnitial CORUG Category Change [J12 Month
Name:
Facility Name:
This form may be used to verify that an Mountain Valley Manor
individual’s health/safety needs can Address:
appropriately be met in an adult home, ' 379 Wilbur Ave
enriched housing program or residence for Kinaston. NY 12 4'01
adults. It may also be used to verify that an gston,
applicant/resident of an Assisted Living
Program (ALP) is medically eligible to reside Sex Date of Birth Weight B/P
in a nursing facility but does not require
continual nursing or skilled care and the M O
individual's needs can be met in an ALP. F O
Primary Diagnosis:
Secondary Diagnosis:
Significant medical history and current conditions: Continence:
Bladder: L1 Yes [ No
Bowel: [Yes [1No
Diet:
1 Regular
O No Added Salt
[0 Consistent Carbohydrate Diet (255gm
per day)
Needs assistance with self-administration of meds? [ Yes [0 No Allergies:

List all current medications (prescriptions and OTC), including dosage, type, frequency, and method of administration and
note any special instructions: (attach additional sheet if necessary).

Medication Dosage

Type Frequency

Method




DDSA-4449-C2

MEDICAL EVALUATION (page 2)
NAME:

Is the Individual:

Free of communicable disease? [ Yes [ No. If no, describe

Able to transfer without assistance? [ Yes [ No. If no, describe

Ambulatory without assistance? [ Yes 0[O No If no, describe

Describe Activity Restrictions/Assistance Needed with ADL'’s (e.g., eating, transferring, toileting):

Describe Current Treatment Plan (e.g., nursing, therapies, labs, etc):

Is the individual’s condition stable? [ Yes 0[O No. If no, describe:

Does the individual have a history, current condition or recent or current hospitalization for mental disability?
O Yes [ No. If yes, describe:

Is a Mental Health Evaluation recommended? [ Yes [ No

Date of Today’s Examination: Recommended Frequency of Medical Exams:

| certify that | have accurately described the individual's medical condition, needs, and regimens, including any
medication regimens, and that the individual is medically appropriate to be cared in an adult home, enriched
housing program or an ALP.

Signature: Date:
(Nurse Practitioner, Physician’s or Specialist Assistant)

Signature: Date:
(Physician Signature Required)




Mountain Valley Manor
397 Wilbur Ave.
Kingston, NY 12401

DSS-4449-C1 — Addendum

MEDICAL EVALUATION ADDENDUM

NYSDOH requires certification of tuberculosis exposure status prior to adult care facility admission

Resident:

DOB:

Test Date & Dose:

a) Mantoux (PPD)

b) Pneumovax:

¢) Flu Vaccine:

d) Tetanus Booster:

Did the patient refuse a, b, c or d:

Physician Signature: Date:

T - 331.1254
F - 331.1255



Mountain Valley Manor
397 Wilbur Ave.
Kingston, NY 12401

Resident’s Request for:
Prescription PRN Medications

e Please complete all of the blank areas below when ordering Prescription PRN
Medications.

e All routine medications should only be ordered on the Medical Evaluation Form.

e Over-the-counter medications should only be ordered on the Medical Evaluation
Form.

If you do not order any prescription PRN medications — the form does not
need to be completed

is capable of making a decision to request

(Resident)
and/or describe their symptoms requiring the following medication(s):

Medication — dosage — route
As needed for . A maximum of doses may be requested
by the resident in a 24 hour period every hours.

Medication — dosage — route
As needed for . A maximum of doses may be requested
by the resident in a 24 hour period every hours.

Medication — dosage — route
As needed for . A maximum of doses may be requested
by the resident in a 24 hour period every hours.

Medication — dosage — route

As needed for . A maximum of doses may be requested
by the resident in a 24 hour period every hours.

Physicians Signature Date:

T—331.1254

F- 331.1255



Dear Doctor, Mountain Valley Manor offers weekly happy hour and a tri-weekly
swimming program for our residents. As these activities may impact our resident’s
medical care, we require physician notification and authorization before allowing resident
participation for either.

As alcohol can adversely interact with medications, it is our policy to require
residents have an order from their attending physician.

Please note any restrictions and the maximum amount of alcohol that can be consumed
on a daily/weekly basis.

Amount: Daily/Weekly

Restrictions:

Type:

Restrictions:

Comments:
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Self Maintenance of Equipment Release Form

Date:

Resident: DOB:

is capable of proper use and can safely maintain

(Name of Resident)

(Type of Equipment)

independently and with minimal assistance.

(Physicians Signature) (Date)

*Please note: As an adult care facility, we are required to have physician’s orders for the following:
Canes, Walkers, glucometers & oxygen. Thank you for your assistance.
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Mountain Valley Manor

Admission Agreement

|. General Provisions

This is the admission agreement between the operators of the Mountain Valley
Manor and (resident) stating the terms and
conditions of the resident’s admission and living arrangements at the Mountain
Valley Manor, located on 397 Wilbur Ave. Kingston, New York. This agreement is
effective as of and shall remain in effect until amended by the
parties or until terminated by the parties in accordance with the provisions set forth in
Section VII of this agreement.

This agreement shall be filed and remain permanently in the resident’s individual file.
The parties to this agreement understand that this facility is an adult care facility
providing lodging, board, housekeeping, personal care and supervision services to
the resident in accordance with New York State Social Services Law and the
Regulations of New York State Department of Health, Office of Continuing Care.

Il. Facility Services
The operator shall be responsible for the provision of the following:

e A private ( ) or semi-private ( ) room. Check one

Board, including three meals a day served at regularly scheduled times and a
nutritious evening snack

Personal care as necessary on a twenty-four hour basis

Twenty-four hour supervision

Housekeeping services

Linen services (includes all bedding, towels and wash cloths)

Laundry of resident’s personal, washable clothing

When ordered by resident’s primary physician, special diets as indicated:

e An organized and diversified program of individual and group activities.
lll. Resident’s Responsibilities
The resident and the resident’s representatives shall be responsible for the following:

e Payment of required rate, on or before the 3" day of each month

e Supply of personal clothing and effects

e Payment of all medical expenses, including transportation for medical
purposes, except where payment is available under Medicare, Medicaid or
third party coverage

e Prior to admission, a dated, signed medical evaluation, which conforms to NY
State Dept. of Health regulations. (DSS-3122 must not be dated more than 30



days prior to anticipated date of admission). A medical evaluation must be
performed at least once every twelve (12) months or more frequently if a
change in condition warrants.

IV. Financial Arrangements
A. Rate:
The resident and the resident’s representative agree to pay, and the operator

agrees to accept the following payment in full satisfaction of the services
which the operator must provide according to law and regulations.

Monthly Rate: $ Payment due by 3" day of each month
*Weekly Rate: $ Payment due the 1% day of stay
*Dally Rate: $ Payment due day of service

*Must include payments made by a third party

Resident agrees to pay monthly the full private rate of a full-time resident at this
facility.

Any rate increase for “private pay residents” will be effective on January 1* of each
year. Written notification of any increase will be mailed to the resident and/or the
resident’s representative at least 30 days prior to an increase taking effect. SSI rate
increases will be based on State Law.

B. Supplemental Services

If the operator provides services and supplies beyond those required by law
and regulation, he agrees to itemize in or attach to this agreement a listing of
such services and supplies as well as the basis for additional charges, fees or
assessments for such services or supplies. The operator guarantees that
supplemental services or supplies shall be provided at resident option and
charges shall be made only for services and supplies actually chosen by and
provided to the resident. The operator agrees to provide these services and
supplies to residents who receive Supplemental Security Income (SSI) or
Home Relief (HR) payments at a charge that is reasonably related to the cost
of the services or supplies.

C. Adjustments to the Rate/Supplemental Services Charges

The operator agrees not to charge additional fees or assessments in excess
of those stated in this agreement with the following exceptions:

1. Upon the express written approval and authority of the resident or his
representative; or



2. To provide additional care, services or supplies upon the express
order of the resident’s primary physician; or

3. Upon thirty (30) days written notice to the resident and his
representative of additional charges and expenses due to increased
cost of maintenance and operation.

4. In the event of an emergency which affects the residents, additional
charges may be assessed for the benefit of the resident as are
reasonable and necessary for services, material, equipment, and food
supplied during such emergency.

D. Reservation

The operator agrees to reserve the resident’s residential space in the event of
a resident’s absence. The charge for this reservation shall be the same per
month. (The total of the daily rate for one month period may not exceed the
established monthly rate). The length of time the space shall be reserved is
open. A provision to reserve a residential space does not supersede the
requirements for termination as set forth in Section VIl of this agreement.

E. Gifts

If a resident wishes to voluntarily transfer money, property or things of value
to the Mountain Valley Manor upon admission or at any other time, the
operator shall attach to this agreement a listing of the items to be transferred.
This listing shall become part of this agreement and include any agreements
made by third parties for the benefit of the resident.

F. Tipping

The operator shall not accept, nor allow any of the staff or agents to accept
any tip or gratuity in any form.

G. Smoke Free Facility

The Mountain Valley Manor is a “smoke-free building”. At no time will any
resident, guest or staff member be allowed to smoke within the facility.

V. Resident’s Rights and Protections

The operator agrees to provide the resident with a copy of the Resident Rights and
Protections pamphlet and to treat each resident in accordance with the principles
stated therein.

VI. Personal Allowance Accounts

The operator agrees to offer establishment of a personal allowance account for any

resident who receives either Supplemental Security Income (SSI) or Home Relief
(HR) payments by executing a Statement of Offering (DSS-2853) with the resident or



his representative. The resident agrees to inform the operator if he/she receives or
has applied for SSI or HR funds. The resident or the resident’s representative shall
complete the following:

o | receive SSI funds or have applied for SSI funds
o | receive HR funds or have applied for HR funds
J | do not receive either SSI or HR funds

VIl. Termination

This admission agreement and residence in the facility may be terminated in the
following ways:

A. By mutual agreement of the resident and operator

B. Upon 30 day notice from the resident to the operator of the resident’s
intention to terminate the agreement and leave the facility (Notice must be in
writing and dated),

C. Upon 30 days written notice from the operator to the resident. Involuntary
termination of an admission agreement is permitted only for the reasons listed
below. If the resident objects to the action, it is only after the operator initiates
a court proceeding and the court rules in favor of the operator that a
termination can take place.

The grounds upon which involuntary termination may occur are:

1. The resident requires continual medical or nursing care which the adult care
facility cannot provide.

2. The resident’s behavior poses imminent risk of death or imminent risk of
serious physical harm to himself or anyone else.

3. The resident fails to make timely payments for all authorized charges,
expenses and other assessments if any, for services including use and
occupancy of the premises, materials, equipment and food which the resident
has agreed to pay pursuant to the resident’s admission and services
agreement. If failure to make timely payment resulted from an interruption in
the receipt by the resident of any public benefits to which he/she is entitled,
no involuntary termination can take place unless the operator, during the 30
day notice period assists the resident in obtaining such benefits, or any other
available supplemental public benefits. The resident must cooperate with
such efforts by the operator.

4. The resident repeatedly behaves in a manner that directly impairs the well-
being, care or safety of the resident or other residents or which substantially
interferes with the orderly operation of the facility.

5. The operator has had its operating certificate limited, revoked, temporarily
suspended or the operator has voluntarily surrendered the operating
certificate of the facility to the New York State Department of Health, or

6. A receiver has been appointed pursuant to Section 461-f of the New York
State Social Services Law and is providing for the orderly transfer of all



residents in the facility to other facilities or is making other provision for the
residents’ continued safety and care.

If the operator decides to terminate the admission agreement for any reason given
above, the operator will have hand-delivered to the resident a notice of termination
on a form prescribed by the State Department of Health. Such notice will include the
date of termination and discharge (which must be at least 30 days after delivery of
the notice), the reason for termination and statement of the resident’s right to object
and a list of free legal and advocacy resources approved by the State Department of
Health. Copies will be sent to the resident’s next-of-kin, legally relatives and to the
appropriate regional office of the NY State Department of Health.

The resident may object to the operator about the termination and may be
represented by an attorney or advocate. When the resident challenges the
termination the operator, in order to terminate, must institute a special proceeding in
court. The resident will not be discharged against his will unless the court rules in
favor of the operator.

VIIl. Transfer

Notwithstanding the above, the operator may seek appropriate evaluation and
assistance and may arrange for the transfer of a resident to an appropriate and safe
location prior to termination of an admission agreement and without 30 days notice
or court review for the following reasons:

1. When a resident develops a communicable disease, medical or mental
condition or sustains an injury such that continual skilled medical or nursing
services are required. When the basis for the transfer no longer exists and
the resident is deemed appropriate for placement in an adult home, he/she
shall be readmitted.

2. Inthe event that a resident’s behavior poses an imminent risk of death or
serious physical injury to himself/herself or others.

3. When a receiver has been appointed under the provisions of New York State
Social Services Law and is providing for the orderly transfer of all residents in
the facility to other facilities or is making other provision for the resident’s
continued safety and care.

After transfer, if return to the facility is not anticipated, the operator will initiate
termination procedures as set forth in Section VII of this agreement.

IX. Refund/Return of Resident Monies and Property

Upon termination of the agreement, the operator shall provide the resident with a
final written statement of the resident’s payment and personal allowance account at
the facility. In addition, the operator shall return, within three (3) business days of the
termination of the agreement, any money, property or thing of value held in
safekeeping or owed the resident. This shall include any money or property of the
resident which comes into the possession of the operator after discharge.



The operator shall provide the resident with a refund based upon the daily charge
and the date of termination if either the operator or the resident has given notice to
terminate this agreement as provided for in Section VII of this agreement. If the
resident dies, the operator shall turn over the property of the individual to the legally
authorized representative of the estate.

If a resident dies without a will and the whereabouts of the next-of-kin of the
individual are unknown, the operator shall then contact the Surrogate’s Court of the
County wherein the facility is located in order to determine what should be done with
the property of the individual.

X. Waiver

Any modification or provision of this agreement not consistent with Social Services
Law and the Regulation of the State Department of Health Office of Continuing Care
shall be null and void.

Waiver by the resident of any provision in this agreement which is required by law or
regulation shall be null and void.

XIl. Agreement Authorization

We, the undersigned, have read this agreement, have received a duplicate copy
thereof, and agree to abide by the term and conditions therein.

Resident’s Signature Date

Resident’s Representative Signature Date

Operator or Designee’s Signature Date



397 Wilbur Ave.
Kingston, NY 12401

Mountain Valley Manor

Resident Admission Application

Applicant’'s Name

P: 845.331.1254
F: 845.331.1255

Address

Telephone ( )

Spouse Name

Financial Information

Monthly Income

Source: Amount:

1. 1.%
Resident

2. 2.5
Spouse

Veteran’'s Benefits:

1. 13

Resident

2 2.%

Spouse

Social Security:

1. 13

Resident

2 2.$

Spouse




Other Income (Interest income, etc.)

1. 1. %
Resident

2. 2.%
Spouse

Yearly Gross Annual Income:

Multiply total of amounts by 12 $

Do you anticipate any change inincome ___ Yes ___ No
If yes, indicate amount(s) (+/-)

Assets:

Cash $ Bank:
Checking $ Bank:
Savings $ Bank:
Certificates $ Bank:
Other $ Bank:

The above information is full and complete to the best of my knowledge and
belief. | have no objections, and hereby authorize representatives of the Mountain
Valley Manor to make such inquiries as they deem necessary for the purpose of
verifying the statement make herein. | understand that my acceptance is based on

NYS Department of Health regulations and my ability to pay the private monthly

rate.
Applicant’s Signature Spouse’s Signature
Applicant’s Representative’s Signature Date






