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ADMISSIONS PACKET

PAGE 14 


We realize that you DO have a choice, and we welcome the opportunity to serve you and your individual needs. Hope Homes is committed to ensuring that your individual needs are treated with the utmost respect. You can stay as long as you choose! 
Please contact Michelle Marino, the admissions officer at Hope Homes, if you have any questions. She will be the one to guide you through the admissions process and answer any questions that you might have along the way. Her phone number is 330.686.5342 (800.358.9489), ext. 117. 
You are encouraged to contact us or visit us in order to learn more about our services. However, Hope Homes accepts applicants only through the Summit Board of Developmental Disabilities. If you are not currently receiving services through the Summit Board of Developmental Disabilities, you may contact them at 330-634-8000 for more information about the referral process. If you are already working with an SSA (a case manager), you can complete this admissions packet. 


ADMISSIONS PACKET

Instructions Save this document to your computer and then tab-and-type to complete the application. Save frequently. When finished, print it, attach all required documents, and then submit it to Hope Homes: ADMISSIONS COMMITTEE, HOPE HOMES, INC., 2300 CALL ROAD, STOW OH  44224
	Name
	     
	Date
	     

	Service
	 FORMCHECKBOX 
 Residential Services   
 FORMCHECKBOX 
 Adult Day  Services
	Program #
	     

	JFS Case Manager
	     
	County
	     

	Phone/Email
	           


	Check when appropriate items have been completed 
	

	 FORMCHECKBOX 
 Signed Admission Agreement
	

	 FORMCHECKBOX 
 General Information
	

	 FORMCHECKBOX 
 Financial Information
	

	 FORMCHECKBOX 
 History
	

	 FORMCHECKBOX 
 Signed Annual Consent for Services
	

	 FORMCHECKBOX 
 Signed Patient Rights Acknowledgement
	

	Required attachments
	DATE

	 FORMCHECKBOX 
 Current Guardianship Papers 
	     

	 FORMCHECKBOX 
 Current SSI/SSA Award Letter 
	     

	 FORMCHECKBOX 
 Current Medical Assessment 
	     

	 FORMCHECKBOX 
 Current Dental Assessment 
	     

	 FORMCHECKBOX 
 Current Social Work Assessment 
	     

	 FORMCHECKBOX 
 Current Psychological Assessment 
	     

	 FORMCHECKBOX 
 Current Vocational Assessment 
	     

	 FORMCHECKBOX 
 Current Individual Care Plan 
	     

	 FORMCHECKBOX 
 Copies of ID Card, Birth Certificate, Social Security Card, Insurance Cards
	

	 FORMCHECKBOX 
 Other      
	


ADMISSION AGREEMENT

FOR  FORMCHECKBOX 
 RESIDENTIAL SERVICES  FORMCHECKBOX 
 ADULT DAY SERVICES
As an applicant for admission, and/or as an undersigned, I understand that my enrollment is a voluntary act.

My services will be guided by an Individual Service Plan in cooperation with an interdisciplinary team, and will be reviewed periodically. I will cooperate with the plan.

Hope Homes, Inc. has made me aware of the Bill of Rights for the Mentally Retarded and Development Disabled. My civil and human rights will be respected and upheld.

I further give my consent to the Individual Service Plans developed for me and understand that the programs of Hope Homes, Inc. are integrated with community programs and services and that many of the activities do not take place at Hope Homes, Inc., but at other settings and agencies in the community. Participation is recommended federal, state and local programs and resources are required in cooperation with the individual service plan and the related service delivery system.  Specifically, I must be willing to participate in the services provided under the Medicaid Program and in any third party payor program for which I am eligible.  Hope Homes, Inc. is not responsible for payment of my medical services costs or charges.

As part of an Affiliated Covered Entity it is the policy of Hope Homes, Inc. to disseminate a written notice to all clients that addresses its policies and procedures with respect to the treatment, use and disclosure of individually identifiable health information and with respect to Hope Homes, Inc.’s legal duties with respect to such information (a “Notice of Privacy Practices”).

The Notice of Privacy Practices shall include all elements and statements that are required by law.  In summary, the Notice shall inform the clients about the potential uses and disclosures of their health information, as well as their rights with respect to that information, including:  (1) a description of each of the purposes for which Hope Homes, payment, and health care operations; and (2) a description of when written authorization is required before Hope Homes, Inc. may disclose the individual’s health information in other instances.

I, the undersigned, do hereby authorize Hope Homes, Inc. to transport me as a client for whatever reasons is deemed necessary for my welfare or as part of my individual service plan for health and medical reasons, social, recreational and other programs.  It is further understood that the transportation will be in approved vehicles, by licensed drivers and that Hope Homes, Inc. will have liability insurance.

I, the undersigned, do hereby consent to any medical care that may be deemed necessary by an attending physician.  This may include, but not be limited to, emergency or routine medical treatment, diagnostic procedures, nursing care and procedures, and purchase and administration of prescribed and non-prescribed medication.  An attending physician, his or her assistants and the designated staff person(s) of Hope Homes, Inc. are hereby authorized to administer and to perform all necessary medical care and treatments usually provided for in the individual service plan.  Hope Homes, inc. is not responsible for the payment of any medical care or medical charges which I receive or will receive.  I must be willing to participate in the Medicaid Program and in any third party payors programs for which I am eligible.

I, the undersigned, do hereby authorize Hope Homes, Inc. to secure and obtain emergency medical care and treatment and do hereby authorize the administration of Hope Homes, Inc. to consent for me for the administration of anesthetics and/or the performance of any type of emergency care, treatment or surgery in any licensed medical facility of their choice.  Hope Homes, Inc. is not responsible for the payment of any medical care or charges which I will receive or will receive.  It is further understood that my nearest relative and/or legally appointed guardian will be notified as soon as humanly possible.

I, the undersigned, do also understand that the service of Hope Homes, Inc. can be voluntarily terminated by me with the written consent of my nearest relative, and/or legal guardian and with the written consent of a Qualified Mental Retardation Professional, but this request for release or discharge must be submitted to the Executive Director of Hope Homes, Inc., thirty (30) days prior to my date of release.  Failure to meet these requirements shall terminate any and all responsibility on the part of Hope Homes, Inc.

I, the undersigned, do further understand that my Service Plan, can be terminated permanently or otherwise, when it has been approved by a Qualified Mental Retardation Professional, and by the Executive Director of Hope Homes, Inc. for any of the following reasons:  Hope Homes, Inc. no longer is able to adequately meet my needs, my medical needs are such that they cannot be met by Hope Homes, Inc., my discharge is necessary for the welfare of other clients of Hope Homes, Inc. non-payment of care and services, or other reasons as determined by Hope Homes, Inc. and explained to me.  In any event, I, my nearest relative and/or legal guardian will be notified verbally and in writing at least thirty (30) days prior to the planned termination of services and be given the opportunity for discussion of the matter and the reasons and be given needed assistance for follow-up services by appropriate staff of Hope Homes, Inc.

FOR ADULT DAY PROGRAM PARTICIPANTS ONLY: I, the undersigned, do agree to pay to Hope Homes, Inc. the sum of $41.50 per day for each day that Adult Day Services are provided to me as a client.

Signed:

	Client
	
	Date:
	

	Nearest Relative/Agency Provider
	
	Date
	

	Legal Guardian
	
	Date
	

	Hope Homes, Inc., Service Director
	
	Date
	

	Hope Homes, Inc., Chief Executive Officer
	
	
	


GENERAL INFORMATION

	NAME
	     
	ADMISSION DATE
	     

	ADDRESS AT TIME OF APPLICATION & CITY, STATE ZIP
	                       

	CURRENT ADDRESS & 
CITY, STATE, ZIP
	                       

	COUNTY OF RESIDENCE
	     
	PHONE
	     

	WORK SITE/DAY PROGRAM
	     

	DATE OF BIRTH
	     
	AGE
	     
	BIRTH PLACE
	     

	SOCIAL SECURITY NUMBER
	     

	GENDER
	     
	HEIGHT
	     
	WEIGHT
	     

	IDENTIFYING MARKS
	     
	RELIGIOUS PREFERENCE
	     

	JFS CASE MANAGER
	     
	DATE OF LAST REDETERMINATION
	     

	GUARDIAN
	 FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO
	NAME
	     

	DOCKET #
	     
	RELATION
	     

	ADDRESS & CITY, STATE, ZIP
	                       

	PHONE
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 ATTACH A COPY OF GUARDIANSHIP PAPERS

	PHYSICIAN
	     
	PREFERRED HOSPITAL
	     

	ALLERGIES
	     

	DIAGNOSIS
	     

	INVOLVED PERSON OR RELATIVE

	NAME
	     
	RELATION
	     

	ADDRESS
	     

	CITY, STATE, ZIP
	                 

	HOME PHONE
	     
	BUSINESS PHONE
	     

	PERSON TO NOTIFY IN CASE OF EMERGENCY

	NAME
	     
	RELATION
	     

	ADDRESS & CITY, STATE, ZIP
	                       

	HOME PHONE
	     
	BUSINESS PHONE
	     


FINANCIAL INFORMATION
	NAME
	     
	PROGRAM #
	     

	SOCIAL SECURITY NUMBER
	     
	PAYEE
	     

	SSI AMOUNT
	     
	DATE
	     
	SSDI AMOUNT
	     
	DATE
	     

	PAYEE ADDRESS, CITY, STATE ZIP
	                       

	MEDICAID #
	     
	SPEND DOWN
	     

	MEDICARE #
	     
	(A)        
	(B)        

	 FORMCHECKBOX 
 VA BENEFITS
	AMOUNT
	     
	DATE
	     

	 FORMCHECKBOX 
 RR BENEFITS
	AMOUNT
	     
	DATE
	     

	PRIVATE HEALTH INSURANCE INFO (SELF OR OTHER)
	     

	CARRIER
	     

	WAGES 
	AVERAGE GROSS/MONTH: 
	     
	FROM
	     

	OTHER WAGES
	AVERAGE GROSS/MONTH:  
	     
	FROM
	     

	 FORMCHECKBOX 
 CHECKING ACCOUNT
	BANK
	     

	 FORMCHECKBOX 
 SAVINGS ACCOUNT
	BANK
	     

	 FORMCHECKBOX 
 TRUST FUND
	BANK
	     

	 FORMCHECKBOX 
 ASSETS (PROPERTY, VEHICLE)
	LIST: 
	     

	 FORMCHECKBOX 
 IRREVOCABLE BURIAL TRUST
	BANK
	     

	CHECK ALL THAT APPLY – FILL IN AMOUNTS/DATES WHERE APPLICABLE
	AMOUNT
	DATE

	 FORMCHECKBOX 
 PLAN TO ACHIEVE SELF SUPPORT (SOCIAL SECURITY) 
	     
	     

	 FORMCHECKBOX 
 REHABILITATION SERVICES COMMISSION
	     
	     

	 FORMCHECKBOX 
 INDIVIDUAL WORK-RELATED EXPENSE 
	     
	     

	 FORMCHECKBOX 
 PURCHASE OF SERVICE 
	     
	     

	 FORMCHECKBOX 
 IO WAIVER SPAN 
	     
	     

	 FORMCHECKBOX 
 OBRA WAIVER SPAN 
	     
	     

	 FORMCHECKBOX 
 SOCIAL SECURITY SUBSIDY 
	     
	     

	 FORMCHECKBOX 
 OBRA WAIVER SPAN 
	     
	     

	 FORMCHECKBOX 
 SUPPORTED LIVING 
	     
	     

	 FORMCHECKBOX 
 PATIENT LIABILITY 
	     
	     

	 FORMCHECKBOX 
 MENTAL HEALTH 
	     
	     

	 FORMCHECKBOX 
 CHILDREN’S SERVICES BOARD 
	     
	     

	 FORMCHECKBOX 
 GENERAL RELIEF 
	     
	     

	 FORMCHECKBOX 
 HEAT ENERGY ASSISTANCE PROGRAM 
	     
	     

	 FORMCHECKBOX 
 PRIVATE PAY 
	     
	     

	 FORMCHECKBOX 
 HOUSE SUBSIDY 
	     
	     

	 FORMCHECKBOX 
 ICF/MR 
	     
	     

	 FORMCHECKBOX 
 OTHER      
	     
	     


HISTORY

	EDUCATIONAL INFORMATION

	NAME(S) OF SCHOOLS
	     
	DATES ATTENDED
	     

	
	     
	
	     

	
	     
	
	     

	
	     
	
	     

	MEDICAL HISTORY

	PHYSICIAN
	     
	PHONE
	     

	ADDRESS & CITY, STATE, ZIP
	                       

	DATE OF LAST EXAM
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 ATTACH A COPY OF THE MOST RECENT PHYSICAL/MEDICAL EXAMINATION

	DENTIST
	     
	PHONE
	     

	ADDRESS & CITY, STATE, ZIP
	                       

	DATE OF LAST EXAM
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 ATTACH A COPY OF THE MOST RECENT DENTAL EXAMINATION

	DATE OF LAST SOCIAL HISTORY
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 ATTACH A COPY OF THE MOST RECENT SOCIAL HISTORY

	DATE OF LAST PSYCHOLOGICAL EVALUATION
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 ATTACH A COPY OF THE MOST RECENT PSYCHOLOGICAL EVALUATION

	DATE OF LAST VOCATIONAL EVALUATION
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 ATTACH A COPY OF THE MOST RECENT VOCATIONAL EVALUATION

	DATE OF INDIVIDUAL CARE PLAN
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 ATTACH A COPY OF THE MOST RECENT INDIVIDUAL CARE PLAN

	MEDICATIONS

	NAME
	DOSE/FREQUENCY
	ROUTE
	REASON
	PHYSICIAN

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	SURGERIES
	DATE
	REASON

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	ADAPTIVE DEVICES
	 FORMCHECKBOX 
 GLASSES    FORMCHECKBOX 
 HEARING AIDS    FORMCHECKBOX 
 DENTURES    FORMCHECKBOX 
 WHEELCHAIR    FORMCHECKBOX 
 WALKER    FORMCHECKBOX 
 MECHANICAL LIFTING   
 FORMCHECKBOX 
 OTHER:      

	SEIZURES
	 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO    
	TYPE:
	        
	PLEASE DESCRIBE A TYPICAL SEIZURE:
	     

	ALLERGIES
	 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
	PLEASE LIST:
	     

	PLEASE LIST ANY DIETARY  RESTRICTIONS OR SPECIAL REQUIREMENTS IN EATING
	     

	PLEASE LIST ANY PROBLEMS WITH SLEEPING (AWAKE AT NIGHT, INCONTINENCE)
	     

	AMBULATORY /MOBILITY SKILLS
	 FORMCHECKBOX 
 INDEPENDENT
	 FORMCHECKBOX 
 VERBAL INSTRUCTIONS
	 FORMCHECKBOX 
 PHYSICAL ASSISTANCE     
	
	
	

	TOILETING SKILLS
	 FORMCHECKBOX 
 INDEPENDENT
	 FORMCHECKBOX 
 VERBAL INSTRUCTIONS
	 FORMCHECKBOX 
 PHYSICAL ASSISTANCE     
	 FORMCHECKBOX 
 REQUIRES TOILETING SCHEDULE
	 FORMCHECKBOX 
 WEARS DIAPERS

	DRESSING SKILLS
	 FORMCHECKBOX 
 INDEPENDENT
	 FORMCHECKBOX 
 VERBAL INSTRUCTIONS
	 FORMCHECKBOX 
 PHYSICAL ASSISTANCE     
	
	
	

	HYGIENE SKILLS (BATHING, ETC.)
	 FORMCHECKBOX 
 INDEPENDENT
	 FORMCHECKBOX 
 VERBAL INSTRUCTIONS
	 FORMCHECKBOX 
 PHYSICAL ASSISTANCE     
	
	
	

	COMMUNICATION SKILLS
	 FORMCHECKBOX 
 CAN SPEAK IN CONVERSATION
	 FORMCHECKBOX 
 SIMPLE PHRASES
	 FORMCHECKBOX 
 NONVERBAL     
	 FORMCHECKBOX 
 USES GESTURES/ SIGN LANGUAGE
	 FORMCHECKBOX 
 USES COMMUNICATION BOARD

	FIRE EVACUATION SKILLS
	 FORMCHECKBOX 
 INDEPENDENT
	 FORMCHECKBOX 
 VERBAL INSTRUCTIONS
	 FORMCHECKBOX 
 PHYSICAL ASSISTANCE     
	
	
	

	SAFETY SKILLS
	 FORMCHECKBOX 
 RECOGNIZES DANGEROUS SITUATIONS (FIRE, WEATHER)
	 FORMCHECKBOX 
 RECOGNIZES MEDICAL EMERGENCIES     
	 FORMCHECKBOX 
 CAN DIAL 9-1-1 FOR EMERGENCIES

	FIRE EVACUATION SKILLS
	 FORMCHECKBOX 
 INDEPENDENT
	 FORMCHECKBOX 
 VERBAL INSTRUCTIONS
	 FORMCHECKBOX 
 PHYSICAL ASSISTANCE     
	
	
	

	SOCIAL SKILLS 
	 FORMCHECKBOX 
 COOPERATIVE WITH PEERS
	 FORMCHECKBOX 
 INITIATES CONTACT WITH OTHERS
	 FORMCHECKBOX 
 PREFERS TO KEEP TO SELF
	 FORMCHECKBOX 
 TOLERATES GROUPS OF PEOPLE
	 FORMCHECKBOX 
 OVERLY FAMILIAR WITH STRANGERS

	INAPPROPRIATE BEHAVIORS 
	 FORMCHECKBOX 
 SELF-INJURIES
	 FORMCHECKBOX 
 VERBAL AGGRESSION
	 FORMCHECKBOX 
 PROPERTY DESTRUCTION
	 FORMCHECKBOX 
 PHYSICAL AGGRESSION
	 FORMCHECKBOX 
 SEXUAL ACTING OUT


	
	 FORMCHECKBOX 
 RUNAWAY BEHAVIORS
	 FORMCHECKBOX 
 UNCOOPERATIVE BEHAVIORS
	 FORMCHECKBOX 
 OTHER:  
	

	PLEASE DESCRIBE ANY INAPPROPRIATE BEHAVIORS IN TERMS OF FREQUENCY, SEVERITY, AND CURRENT INTERVENTIONS
	     

	PLEASE DESCRIBE SERVICES REQUESTED
	     

	COMPLETED BY
	     
	PERSON MAKING REFERRAL
	     

	ADDRESS & CITY, STATE, ZIP
	                         

	PHONE
	     
	RELATION
	     


ANNUAL CONSENT FOR SERVICES
I,      
, 
authorize Hope Homes, Inc. to provide 


(Individual Giving Permission)

the services indicated below for      
:

(Name of Person Served)

	Obtain Emergency Medical Treatment
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Obtain Routine Medical Care
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Administer Medications per Physician Order
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Administer Psychotropic Medications per Physician Order*
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Transportation
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Financial Management
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


*If “Yes” is indicated for “Administer Psychotropic Medications per Physician Order,” complete the following section:

Staff persons have permission to administer the following psychotropic medications as prescribed by a physician:
	     

	     

	     

	     

	     

	     


I have been informed of the side effects of the medications, and I understand that I can refuse to take them..

Services will be provided as they are outlined in the current Individual Service Plan.

	Signature of Person Served
	
	Date:
	

	Legal Guardian
	
	Date
	

	Hope Homes, Inc., Representative
	
	Date
	


STATE OF OHIO

RIGHTS OF PERSONS WITH MENTAL RETARDATION OR A DEVELOPMENTAL DISABILITY

(Ohio Revised Code Section 5123.62)
The rights of  persons with mental retardation or a developmental disability include, but are not limited to:

(A) The right to be treated at all times with courtesy and respect and with full recognition of their dignity and individuality;

(B) The right to an appropriate, safe and sanitary living environment that complies with local, state, and federal standards and recognizes the person’s need for privacy and independence;

(C) The right to food adequate to meet accepted standards of nutrition;

(D) The right to practice the religion of their choice or to abstain from the practice of religion;

(E) The right of timely access to appropriate medical or dental treatment;

(F) The right of access to necessary ancillary services including, but not limited to occupational therapy, physical therapy, speech therapy, and behavior modification and other psychological services;

(G) The right to receive appropriate care and treatment in the least intrusive manner;

(H) The right to privacy, including both periods of privacy and places of privacy;

(I) The right to communicate freely with persons of their choice in any reasonable manner they choose;

(J) The right to ownership and use of personal possessions so as to maintain individuality and personal dignity;

(K) The right to social interaction with members of either sex;

(L) The right of access to opportunities that enable individuals to develop their full human potential;

(M) The right to pursue vocational opportunities that will promote and enhance economic independence;

(N) The right to be treated equally as citizens under the law;

(O) The right to be free from emotional, psychological and physical abuse;

(P) The right to participate in appropriate programs of education, training, social development and habilitation and in programs of reasonable recreation;

(Q) The right to participate in decisions that affect their lives;

(R) The right to select a parent or advocate to act on their behalf;

(S) The right to manage their personal financial affairs, based on individual ability to do so;

(T) The right to confidential treatment of all information in their personal and medical records;

(U) The right to voice grievances and recommend changes in policies and services without restraint, interference, coercion, discrimination or reprisal;

(V) The right to be free from unnecessary chemical or physical restraints;

(W) The right to participate in the political process;

(X) The right to refuse to participate in medical, psychological or other research or experiments.

REPORTING VIOLATIONS OF RIGHTS

Any person with mental retardation or a developmental disability who believes that his or her rights have been violated, or any other person, may bring the violation to the attention of the appropriate service provider or may report the violation to any of the following agencies:

· The resident’s county Board of Mental Retardation and Developmental Disabilities

· The Ohio Department of Mental Retardation and Development Disabilities
30 East Broad Street, Suite 1280
Columbus, OH  43266-0415
1-800-231-5872

· The Ohio Legal Rights Service
8 East Long Street, 5th Floor
Columbus, OH  43266-0523
1-800-282-9181

Persons who believe that their rights have been violated may also take any other appropriate action to ensure compliance with Section 5123.60 to 5123.64 of the Ohio Revised Code.

ACKNOWLEDGEMENT

I have been given the list of rights for persons with mental retardation or a developmental disability. These rights have been explained to me as required by Section 5123.63 of the Ohio Revised Code.
	Signature of Person Served
	
	Date:
	

	Legal Guardian
	
	Date
	

	Hope Homes, Inc., Representative
	
	Date
	


NOTICE OF PRIVACY PRACTICES
Health Insurance Portability and Accountability Act

THE HIPAA PRIVACY RULE PROVIDES FEDERAL PROTECTIONS FOR PERSONAL HEALTH INFORMATION HELD BY COVERED ENTITIES AND GIVES PATIENTS AN ARRAY OF RIGHTS WITH RESPECT TO THAT INFORMATION. AT THE SAME TIME, THE PRIVACY RULE IS BALANCED SO THAT IT PERMITS THE DISCLOSURE OF PERSONAL HEALTH INFORMATION NEEDED FOR PATIENT CARE AND OTHER IMPORTANT PURPOSES. 

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

We have summarized our responsibilities and your rights on this first page. For a complete description of our privacy policy, please review this entire notice.

Our Responsibilities

Hope Homes, Inc. is required to:

· Maintain the privacy of your health information

· Provide you with this notice of our legal duties and privacy practices with respect to information we collect and maintain about you

· Abide by the terms of this notice

Your Rights

As a client of Hope Homes, Inc. you have several rights with regard to your health information, including the following:

· The right to request that we do not use or disclose your health information in certain ways.

· The right to request to receive communications in an alternative manner or location.

· The right to access and obtain a copy of your health information

· The right to request an amendment to your health information.

· The right to an accounting of disclosures of your health information.

We reserve the right to change our privacy practices and to make the new provisions effective for all health information we maintain. Should our privacy practices change, we will put the changes on the bulletin board in our Hope Homes. Inc office, as well as on our web sire. A copy of the revised notice will be available after the effective date of the changes upon request.

We will not use or disclose your health information without your authorization, except as described in this notice.

If you have question and would like additional information, you may contact our Hope Homes, Inc.’s Privacy Officer at 1-800-358-8498.

Understanding Your Health Record/Information

For your care and treatment as a client of Hope Homes, Inc.; a record is made. Typically, this record contains your symptoms, examination and test results, diagnoses, treatment and a plan for future care or treatment. This information, often, referred to as your health or medical record, serves as a:

· Basis from planning your care and treatment

· Means of communication among the many health professionals who contribute to your care

· Legal document describing the care you received

· Means by which you or a third-party payer can verify that services billed were actually provided

· A tool in educating health professionals

· A source of date for medical research

· A source of information for public health officials who oversee the delivery of health care in the United States

· A source of data for Hope Homes, Inc. planning and marketing 

· A tool with which we can assess and continually work to improve the care we render and the outcomes we achieve

Understanding what is in your record and how your health information is used helps you to: ensure its accuracy, better understand who, what, when, where, and why others may access your health information, and make sure more informed decisions when authorizing disclosure to others. 

How We Will Use or Disclose Your Health Information

1) Treatment. We will use or disclose your health information for treatment purposes, including for the treatment activities of other health care providers. For example, information obtained by a nurse, physician, or other member of your healthcare team will be recorded in your record and used to determine the course of treatment that should work best for you. Your physician will document in your record his or her expectations of the members of your healthcare team will then record the actions they took and their observations. In that way, the physician will know how you are responding to treatment. We will also provide your physician or a subsequent healthcare provider with copies of various reports that should assist him or her in treating you once you’re discharged from Hope Homes, Inc.

2) Payment. We will use or disclose your heath information for payment, including for the payment activities of other health care providers or payers. For example, a bill may be sent to you or a third-party payer, including Medicare or Medicaid. The information on or accompanying the bill may include information that identifies you, as well as your diagnosis, procedure, and supplies used.

3) Health care operations. We will use or disclose your health information for our regular health operations. For example, members of the medical staff, the risk or quality improvement manager, or members of the quality improvement team may use information in your health record to access the care and outcome in your case and others like it. This information will then be used in an effort to continually improve the quality and effectiveness of the health care and service we provide.

4) Business associates. There are some services provided in our organization through the use of outside people and entities. Examples of these “business associates” include our accountants, consultants and attorneys. We may disclose your health information to our business associates so that they can perform the job we’ve asked them to do. To protect your health information however, we require the business associates to appropriately safeguard your information.

5) Directory. Unless you notify us that you object, we may use your name, location in Hope Homes, Inc., general condition and religious affiliation for directory purposes. This information may be provided to members of the clergy and, except for religious affiliation, to other people who ask for you by name. We may also use your name on a nameplate next to or on your door in order to identify your room, unless you notify that you object.

6) Notification. We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible for your care, of your location, and general condition. If we are unable to reach your family member or personal representative, then we may leave a message for them at the phone number that they have provided us, e.g., on an answering machine.

7) Communication with family. We may disclose to a family member, or other relative, or close personal friend or any other person involved in your health care, health information relevant to that person’s involvement in your care or payment related to your care.

8) Research. We may disclose information to researchers when certain conditions have been met.

9) Transfer of information at death. We may disclose health information to funeral directors, medical examiners, and coroners to carry out their duties consistent with applicable law.

10) Organ procurement organizations. Consistent with applicable law, we may disclose health information to organ procurement organizations or other entities engaged in the procurement, banking, or transplantation of organs for the purpose of tissue donation and transplant.

11) Marketing. We may contact you regarding your treatment, to coordinate your care, or to direct or recommend alternative treatments, therapies, health care providers or settings. In addition, we may contact you to describe a health-related product or service that may be in interest to you, and the payment for such product or service.

12) Fund raising. We may contact you as part of a fund-raising effort.

13) Food and Drug Administration (FDA). We may disclose to the FDA, or to a person or entity subject to the jurisdiction of the FDA, health information relative to adverse events with respect to food, supplements, product and product defects, or post marketing surveillance information to enable product recalls, repairs, or replacement.

14) Workers compensation. We may disclose health information to the extent authorized by and to the extent necessary to comply wit laws relating to workers compensation or other similar programs established by law.

15) Public Health. As required by law, we may disclose your health information to public health or legal authorities charged with preventing or controlling disease, injury, or disability.

16) Correctional institution. Should you be an inmate of correctional institution, we may disclose to the institution or agents thereof health information necessary for your health and the health and safety of other individuals.

17) Law enforcement. We may disclose health information for law enforcement purposes as required by law or in response to a valid subpoena.

18) Reports. Federal law makes provisions for your health information to be released to an appropriate health oversight agency, public health authority or attorney, provided that a work force member or business associate believes in good faith that we have engaged in unlawful conduct or have otherwise violated professional or clinical standards and are potentially endangering one or more patients, workers, or the public.

Your Health Information Rights

Although your health record is the physical property of Hope Homes, inc., the information in your health record belongs to you. You have the following rights:

· You may request that we not use or disclose your health information for a particular reason related to treatment, payment, Hope Homes Inc.’s general health care operations, and/or to a particular family member, other relative or close personal friend. We ask that such requests be made in writing on a form provided by our Hope Homes, Inc. Although we will consider your request please be aware that we are under no obligation to accept it or to abide by it. For more information about this right, see 45Code of the Federal Regulation (C.R.F.) §164.522 (a). 
· If you are dissatisfied with the manner in which or the location where you are receiving communication from us that are related to your health information by alternative means or at alternative locations. Such a request must be made in writing and submitted to the Privacy Officer. We will attempt to accommodate all reasonable requests. For more information about this right, see 45 C.F.R. §164.522 (b).

· You may request to inspect and/or obtain copies of health information about you, which will be provided to you in the time frames established by law. You may make such requests in writing on our Hope Homes, Inc.’s standard form. If you request to have copies made, we will charge you a reasonable fee. For more information about this right, see 45 C.F.R. § 164.524 

· If you believe that any health information in your record is incorrect or if you believe that important information if missing, you may request that we correct existing information or add the missing information. Such requests must be made in writing, and must provide a reason to support the amendment. We ask that you use the form provided by Hope Homes, Inc. to make such requests. For a request form, please contact the Privacy Officer. For more information about this right, see 45 C.F.R. § 164.526.

· You may request that we provide you with a written accounting of all disclosures made by us during the time period for which, you request (not to exceed 6 years). We ask that such requests be made in writing on a form provided by Hope Homes, Inc. Please note that an accounting will not apply to any of the following types of disclosures:

· Disclosures made for reasons of treatment, payment or health care operations; disclosures made to you or your legal representatives, or any other individual involved with your care; disclosure to correctional institutions or law enforcement officials; and disclosure for national security purposes. 
· You will be charged for your first accounting request in any 12-month period. However, for any requests that you make thereafter, you will be charged a reasonable, cost based fee. For more information about this right, see 45 C.F.R. § 164.528.

· You have the right to obtain a paper copy of our Notice of Privacy Practices upon request. You may also have access and print a copy of our notice from our website: www.hopehomes.org
· You may revoke an authorization to use or disclose health information, except to the extent that action has already been taken. Such a request must be made in writing.

For More Information or to Report a Problem

If you have questions and would like additional information, you may contact our Hope Homes, Inc.’s Privacy Officer at 330-686-5342 or 1-800-358-8498.

If you believe that your privacy rights have been violated, you may file a complaint with us. These complaints must be filed in writing on a form provided by Hope Homes, Inc. The complaint form may be obtained from the Privacy Officer, and when completed should be returned to the Privacy Officer. You may also file a complaint with the Secretary of the Federal Department of Heath and Human Services. There will be no retaliation for filing a complaint.
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