
ST. ANN’S COMMUNITY

ADMISSION 
AGREEMENT 
THIS ADMISSION AGREEMENT is entered into on , by and 
between St. Ann’s Home (hereinafter referred to as “St. Ann’s Community), and 
(hereinafter referred to as “Resident” or “You”). 

St. Ann’s Community and the Resident agree to the following terms and conditions relating to the admission 
and provision of services to the Resident:

1. CONDITIONS TO ADMISSION OF RESIDENT
a)  Personal Physician.

You understand that St. Ann’s Community cannot admit you except on a physician’s order. You must
meet admission criteria per St. Ann’s Community policy and agree to authorize your physician to perform such examinations
as may be required by State law or regulation for your admission.
i)  By signing this form, you select and designate a St. Ann’s Community physician as your personal physician. You have

the right to appoint a physician of your choice as your physician if he/she is currently credentialed and has privileges
to practice at St. Ann’s Community.

ii)  You agree to a physician visit at least once every thirty (30) days for the first ninety (90) days after admission; and
at least once every sixty (60) days thereafter and more often when medically indicated.

iii)  St. Ann’s Community shall arrange for another physician to examine you if your personal or alternate physician is not
available for the next scheduled visit or immediately when required by your medical condition. You agree to arrange for
another physician to examine you within seventy-two (72) hours of the date the scheduled visit was due or immediately
when required by your medical condition.

iv)  You agree to be examined and treated by St. Ann’s Community physicians and nurse practitioners.

b)  Dental Examinations.
 You agree to undergo a complete oral examination to be performed within 7 days after completion of
the initial admission comprehensive assessment, by a dentist or dental hygienist, and by a dentist at least annually thereafter.
You authorize St. Ann’s Community to assist in arranging for such services. You will be responsible to pay for all dental services
not covered by any third party payor or other insurance coverage for which you are eligible.

c)  Financial Statement.
St. Ann’s Community must adequately determine and budget for the transition of its Residents from private pay source to Medicaid
status. You agree to furnish St. Ann’s Community prior to admission, and also upon request at any reasonable time after admission,
a true statement of your financial resources and income available to pay for your care. St. Ann’s Community agrees to cooperate with
you in applying for any insurance benefits or other reimbursement programs for which you may be eligible. You shall notify St. Ann’s
Community promptly if you add or discontinue any medical insurance coverage, and if there are any other changes in your Medicare
or private insurance coverage. You shall notify St. Ann’s Community when your
personal resources have declined to $25,000.00, in order to allow sufficient time to allow your Medicaid application to be processed
timely. By signing this Agreement you certify that the financial information you have provided to St. Ann’s Community, which is hereby
made a part of this Agreement, is true, accurate, complete and can be relied upon by St. Ann’s Community.

d)  Rights and Responsibilities.
The Resident shall be entitled to the rights, and must abide by the responsibilities, specified in “Resident’s Bill of Rights”.
By signing this Agreement you specifically acknowledge that the rights and responsibilities specified in “Bill of Rights”
have been read and understood by the Resident and/or the Resident Designated Representative.

 St. Ann’s Community

CONFIDENTIAL DATA 
APPLICATION 

This Application consists of a General Information section and a Financial 
Statement. Please furnish information requested as completely and accurately 

as possible. Information should be current as of the date of the application.  
All personal information will be held in strict confidence.
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Name: ____________________________________	 Social Security Number:  ______________________________

Address: _______________________________________ City: _________________ State: _____ Zip: __________

Telephone #:  ______________________________	 County of Residence:  ________________________________

DOB:  ____________________________________	 Marital Status:  	 M  	 W	 D	 S	 Sex: 	 M     F

Religion:   ________________________________	 Place of Worship:  __________________________________

U. S. Citizen:		  Y	 N		  If naturalized citizen, date:  __________________________________

Occupation:  _____________________________	 Employer:  ________________________________________

Are you currently working?	 Y	 N	 Is your spouse currently working?		 Y	 N

Are you a veteran?		  Y	 N	 Is your spouse a veteran?		  Y	 N	

Current location of applicant:  ____________________________________________________________________

If applicant is currently hospitalized or has been hospitalized within the past 30 days, please complete the following:

Name of Hospital:  _________________________	 Dates of Stay:  _____________________________________

Reason for Hospitalization:  ______________________________________________________________________

Has the applicant had a previous nursing facility stay?	 Y	 N	

If yes, please give the name of the facility and dates of stay:  ______________________________________________

Please list names of Physicians including specialists and dentist (use separate sheet, if necessary)

Name					     Specialty			   Telephone/Fax Numbers

_________________________	 ____________________________________________________________

_________________________	 ____________________________________________________________

_________________________	 ____________________________________________________________

Have Advanced Directives been established (MOLST, Living Will, DNR, Health Care Proxy)? 	

Please list:__________________________________________________________________________________

     Please provide a copy of the Advanced Directives at the time of admission.

Name of Funeral Home:  _____________________	 Telephone Number:__________________________________

Has a pre-need burial account been established?		  Y 	 N

Is this account irrevocable?				    Y	 N

Insurance Coverage for Applicant: Please provide a copy of all cards (both sides)

Medicare:  ________________________________	 Part A:	 Y   N 		  Part B:	 Y   N

Medicaid:  ________________________________	 County:  _________________________________________

Do you have a Medicaid Managed Long Term Care Plan? (ie.  Fidelis, I-Circle) 	 Y	 N

	 If yes, which plan?  _________________	 Case Manager Name and Number:_______________________

Health Insurance:  ____________________________________________________________________________

Case Worker Name:  ________________________	 Telephone Number:  _________________________________
Other Insurance:  ___________________________________________________________________________

Medicare D Plan (prescription plan): ________________________________________________________________

Long Term Care Insurance:  ______________________________________________________________________

SNF daily rate:  __________	 Lifetime Benefit:  __________	 NYS Partnership Plan:   Y    N

ST. ANN’S COMMUNITY

ADMISSION 
AGREEMENT 
THIS ADMISSION AGREEMENT is entered into on , by and 
between St. Ann’s Home (hereinafter referred to as “St. Ann’s Community), and 
(hereinafter referred to as “Resident” or “You”). 

St. Ann’s Community and the Resident agree to the following terms and conditions relating to the admission 
and provision of services to the Resident:

1. CONDITIONS TO ADMISSION OF RESIDENT
a)  Personal Physician.

You understand that St. Ann’s Community cannot admit you except on a physician’s order. You must
meet admission criteria per St. Ann’s Community policy and agree to authorize your physician to perform such examinations
as may be required by State law or regulation for your admission.
i)  By signing this form, you select and designate a St. Ann’s Community physician as your personal physician. You have

the right to appoint a physician of your choice as your physician if he/she is currently credentialed and has privileges
to practice at St. Ann’s Community.

ii)  You agree to a physician visit at least once every thirty (30) days for the first ninety (90) days after admission; and
at least once every sixty (60) days thereafter and more often when medically indicated.

iii)  St. Ann’s Community shall arrange for another physician to examine you if your personal or alternate physician is not
available for the next scheduled visit or immediately when required by your medical condition. You agree to arrange for
another physician to examine you within seventy-two (72) hours of the date the scheduled visit was due or immediately
when required by your medical condition.

iv)  You agree to be examined and treated by St. Ann’s Community physicians and nurse practitioners.

b)  Dental Examinations.
 You agree to undergo a complete oral examination to be performed within 7 days after completion of
the initial admission comprehensive assessment, by a dentist or dental hygienist, and by a dentist at least annually thereafter.
You authorize St. Ann’s Community to assist in arranging for such services. You will be responsible to pay for all dental services
not covered by any third party payor or other insurance coverage for which you are eligible.

c)  Financial Statement.
St. Ann’s Community must adequately determine and budget for the transition of its Residents from private pay source to Medicaid
status. You agree to furnish St. Ann’s Community prior to admission, and also upon request at any reasonable time after admission,
a true statement of your financial resources and income available to pay for your care. St. Ann’s Community agrees to cooperate with
you in applying for any insurance benefits or other reimbursement programs for which you may be eligible. You shall notify St. Ann’s
Community promptly if you add or discontinue any medical insurance coverage, and if there are any other changes in your Medicare
or private insurance coverage. You shall notify St. Ann’s Community when your
personal resources have declined to $25,000.00, in order to allow sufficient time to allow your Medicaid application to be processed
timely. By signing this Agreement you certify that the financial information you have provided to St. Ann’s Community, which is hereby
made a part of this Agreement, is true, accurate, complete and can be relied upon by St. Ann’s Community.

d)  Rights and Responsibilities.
The Resident shall be entitled to the rights, and must abide by the responsibilities, specified in “Resident’s Bill of Rights”.
By signing this Agreement you specifically acknowledge that the rights and responsibilities specified in “Bill of Rights”
have been read and understood by the Resident and/or the Resident Designated Representative.
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Name:  __________________________________	 Relationship:  ______________________________________

Address:_______________________________________City:__________________State:______Zip:__________

Home phone:  ________________	 Cell phone:  ________________	 Work phone:  ________________

Email address:  ______________________________________________________________________________

		  Power Of Attorney:  	 Y	 N		  Health Care Agent:	 Y  	   N

Name:  __________________________________	 Relationship:  ______________________________________

Address:________________________________________City:__________________State:______Zip:__________

Home phone:___________________	 Cell phone:  ___________________	 Work phone: ____________________

Email address:  ______________________________________________________________________________

		  Power Of Attorney:  	 Y	 N		  Health Care Agent:	 Y  	   N

Fiscal Agent:  (manages financial obligations for applicant)

Name of Power of Attorney/Guarantor:  ______________________________________________________________

Relationship:  ________________________________________________________________________________

Address:______________________________________City:____________________State:______Zip:__________

Home phone:__________________ 	 Cell phone:  ___________________	 Work phone: ____________________

Email address:  _________________________________________________________________

Has a conservator/guardian been appointed?	 Y	 N	 (Please provide a copy)

Have you gifted or transferred anything out of your name, money or property, greater than $2,000?  If yes, please explain and 

provide dates of transfer:  _______________________________________________________________________

__________________________________________________________________________________________

Have you given away any cash, or sold/transferred any cash, real estate, income or personal property in the past or created a 

trust in the past 60 months	 ? 	 Y	 N	 If yes, please explain: ________________________________

__________________________________________________________________________________________

Have you consulted with an attorney or financial advisor regarding payment for nursing home care?	     Y	   N

If yes, please provide:

Name: ___________________________________________   Telephone number:  __________________________

Please list any and all trusts you have created or to which you contributed assets.  Please provide a copy of all trust documents.

	 Trustee				   Beneficiaries				    Date Created/Funded

1.)  _______________________________________________________________________________________

      _______________________________________________________________________________________

2.)  _______________________________________________________________________________________

      _______________________________________________________________________________________

3.)  _______________________________________________________________________________________

      _______________________________________________________________________________________

ST. ANN’S COMMUNITY

ADMISSION 
AGREEMENT 
THIS ADMISSION AGREEMENT is entered into on , by and 
between St. Ann’s Home (hereinafter referred to as “St. Ann’s Community), and 
(hereinafter referred to as “Resident” or “You”). 

St. Ann’s Community and the Resident agree to the following terms and conditions relating to the admission 
and provision of services to the Resident:

1. CONDITIONS TO ADMISSION OF RESIDENT
a)  Personal Physician.

You understand that St. Ann’s Community cannot admit you except on a physician’s order. You must
meet admission criteria per St. Ann’s Community policy and agree to authorize your physician to perform such examinations
as may be required by State law or regulation for your admission.
i)  By signing this form, you select and designate a St. Ann’s Community physician as your personal physician. You have

the right to appoint a physician of your choice as your physician if he/she is currently credentialed and has privileges
to practice at St. Ann’s Community.

ii)  You agree to a physician visit at least once every thirty (30) days for the first ninety (90) days after admission; and
at least once every sixty (60) days thereafter and more often when medically indicated.

iii)  St. Ann’s Community shall arrange for another physician to examine you if your personal or alternate physician is not
available for the next scheduled visit or immediately when required by your medical condition. You agree to arrange for
another physician to examine you within seventy-two (72) hours of the date the scheduled visit was due or immediately
when required by your medical condition.

iv)  You agree to be examined and treated by St. Ann’s Community physicians and nurse practitioners.

b)  Dental Examinations.
 You agree to undergo a complete oral examination to be performed within 7 days after completion of
the initial admission comprehensive assessment, by a dentist or dental hygienist, and by a dentist at least annually thereafter.
You authorize St. Ann’s Community to assist in arranging for such services. You will be responsible to pay for all dental services
not covered by any third party payor or other insurance coverage for which you are eligible.

c)  Financial Statement.
St. Ann’s Community must adequately determine and budget for the transition of its Residents from private pay source to Medicaid
status. You agree to furnish St. Ann’s Community prior to admission, and also upon request at any reasonable time after admission,
a true statement of your financial resources and income available to pay for your care. St. Ann’s Community agrees to cooperate with
you in applying for any insurance benefits or other reimbursement programs for which you may be eligible. You shall notify St. Ann’s
Community promptly if you add or discontinue any medical insurance coverage, and if there are any other changes in your Medicare
or private insurance coverage. You shall notify St. Ann’s Community when your
personal resources have declined to $25,000.00, in order to allow sufficient time to allow your Medicaid application to be processed
timely. By signing this Agreement you certify that the financial information you have provided to St. Ann’s Community, which is hereby
made a part of this Agreement, is true, accurate, complete and can be relied upon by St. Ann’s Community.

d)  Rights and Responsibilities.
The Resident shall be entitled to the rights, and must abide by the responsibilities, specified in “Resident’s Bill of Rights”.
By signing this Agreement you specifically acknowledge that the rights and responsibilities specified in “Bill of Rights”
have been read and understood by the Resident and/or the Resident Designated Representative.
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Monthly 					     Applicant				             Spouse

Salary					     ________________________	 ___________________________

Social Security				    ________________________	 ___________________________

Retirement Pension			   ________________________	 ___________________________

Veteran’s Benefits			   ________________________	 ___________________________

Interest/Dividends			   ________________________	 ___________________________

Other					     ________________________	 ___________________________

Total Monthly Income			   $_______________________		 $__________________________

Assets										                      Amount

Life Insurance (cash value)		  Y	 N		  __________________________________________

Checking Account			   Y	 N		  __________________________________________

Name of Bank:  ______________________________________________________________________________

Savings Account	 		  Y	 N		  __________________________________________

Name of Bank:  ______________________________________________________________________________

Certificates of Deposit						      __________________________________________

	 In whose name is this asset held?				   __________________________________________

Stocks								        __________________________________________

	 In whose name is this asset held?				   __________________________________________

Annuities							       __________________________________________

	 In whose name is this asset held?				   __________________________________________

	 Are you drawing income?  	 Y	 N	

	 Does this have cash value?				     _________________________________________

Money Market 							      __________________________________________

	 In whose name is this asset held?				   __________________________________________

Bonds								        __________________________________________

	 In whose name is this asset held?				   __________________________________________

IRAs/401K/403B						      __________________________________________

	 In whose name is this asset held?				   __________________________________________

Total Assets:							       $_________________________________________

ST. ANN’S COMMUNITY

ADMISSION 
AGREEMENT 
THIS ADMISSION AGREEMENT is entered into on , by and 
between St. Ann’s Home (hereinafter referred to as “St. Ann’s Community), and 
(hereinafter referred to as “Resident” or “You”). 

St. Ann’s Community and the Resident agree to the following terms and conditions relating to the admission 
and provision of services to the Resident:

1. CONDITIONS TO ADMISSION OF RESIDENT
a)  Personal Physician.

You understand that St. Ann’s Community cannot admit you except on a physician’s order. You must
meet admission criteria per St. Ann’s Community policy and agree to authorize your physician to perform such examinations
as may be required by State law or regulation for your admission.
i)  By signing this form, you select and designate a St. Ann’s Community physician as your personal physician. You have

the right to appoint a physician of your choice as your physician if he/she is currently credentialed and has privileges
to practice at St. Ann’s Community.

ii)  You agree to a physician visit at least once every thirty (30) days for the first ninety (90) days after admission; and
at least once every sixty (60) days thereafter and more often when medically indicated.

iii)  St. Ann’s Community shall arrange for another physician to examine you if your personal or alternate physician is not
available for the next scheduled visit or immediately when required by your medical condition. You agree to arrange for
another physician to examine you within seventy-two (72) hours of the date the scheduled visit was due or immediately
when required by your medical condition.

iv)  You agree to be examined and treated by St. Ann’s Community physicians and nurse practitioners.

b)  Dental Examinations.
 You agree to undergo a complete oral examination to be performed within 7 days after completion of
the initial admission comprehensive assessment, by a dentist or dental hygienist, and by a dentist at least annually thereafter.
You authorize St. Ann’s Community to assist in arranging for such services. You will be responsible to pay for all dental services
not covered by any third party payor or other insurance coverage for which you are eligible.

c)  Financial Statement.
St. Ann’s Community must adequately determine and budget for the transition of its Residents from private pay source to Medicaid
status. You agree to furnish St. Ann’s Community prior to admission, and also upon request at any reasonable time after admission,
a true statement of your financial resources and income available to pay for your care. St. Ann’s Community agrees to cooperate with
you in applying for any insurance benefits or other reimbursement programs for which you may be eligible. You shall notify St. Ann’s
Community promptly if you add or discontinue any medical insurance coverage, and if there are any other changes in your Medicare
or private insurance coverage. You shall notify St. Ann’s Community when your
personal resources have declined to $25,000.00, in order to allow sufficient time to allow your Medicaid application to be processed
timely. By signing this Agreement you certify that the financial information you have provided to St. Ann’s Community, which is hereby
made a part of this Agreement, is true, accurate, complete and can be relied upon by St. Ann’s Community.

d)  Rights and Responsibilities.
The Resident shall be entitled to the rights, and must abide by the responsibilities, specified in “Resident’s Bill of Rights”.
By signing this Agreement you specifically acknowledge that the rights and responsibilities specified in “Bill of Rights”
have been read and understood by the Resident and/or the Resident Designated Representative.
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Does the Applicant own a home?		  Y	 N			 

Spouse, disabled adult or child in the home?	 Y	 N

Please list all Real Estate assets.  Please include property and building address as well as approximate value

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Liabilities (example: mortgage, liens, credit cards, loans)					          Amount

_________________________________________________			   ______________________

_________________________________________________			   ______________________

_________________________________________________			   ______________________

_________________________________________________			   ______________________

Total Liabilities:									                  $______________________

Please provide additional financial information that may be pertinent to this application:  

__________________________________________________________________________________________

__________________________________________________________________________________________

Additional information/comments, which may be helpful in processing this application:  ____________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

I, _______________________________________________, certify that this information is accurate and true to the
 best of my knowledge.

__________________________________________________________________________________________
Signature of Applicant/Responsible Party			             Date			   Relationship

St. Ann’s Community respects the rights of all people and applications are considered without regard to race, creed, color, age, 
gender, marital status, disability, sexual orientation, national origin, or sponsor.  Alliance for Senior Care Communities are also 
smoke-free campuses.

ST. ANN’S COMMUNITY

ADMISSION 
AGREEMENT 
THIS ADMISSION AGREEMENT is entered into on , by and 
between St. Ann’s Home (hereinafter referred to as “St. Ann’s Community), and 
(hereinafter referred to as “Resident” or “You”). 

St. Ann’s Community and the Resident agree to the following terms and conditions relating to the admission 
and provision of services to the Resident:

1. CONDITIONS TO ADMISSION OF RESIDENT
a)  Personal Physician.

You understand that St. Ann’s Community cannot admit you except on a physician’s order. You must
meet admission criteria per St. Ann’s Community policy and agree to authorize your physician to perform such examinations
as may be required by State law or regulation for your admission.
i)  By signing this form, you select and designate a St. Ann’s Community physician as your personal physician. You have

the right to appoint a physician of your choice as your physician if he/she is currently credentialed and has privileges
to practice at St. Ann’s Community.

ii)  You agree to a physician visit at least once every thirty (30) days for the first ninety (90) days after admission; and
at least once every sixty (60) days thereafter and more often when medically indicated.

iii)  St. Ann’s Community shall arrange for another physician to examine you if your personal or alternate physician is not
available for the next scheduled visit or immediately when required by your medical condition. You agree to arrange for
another physician to examine you within seventy-two (72) hours of the date the scheduled visit was due or immediately
when required by your medical condition.

iv)  You agree to be examined and treated by St. Ann’s Community physicians and nurse practitioners.

b)  Dental Examinations.
 You agree to undergo a complete oral examination to be performed within 7 days after completion of
the initial admission comprehensive assessment, by a dentist or dental hygienist, and by a dentist at least annually thereafter.
You authorize St. Ann’s Community to assist in arranging for such services. You will be responsible to pay for all dental services
not covered by any third party payor or other insurance coverage for which you are eligible.

c)  Financial Statement.
St. Ann’s Community must adequately determine and budget for the transition of its Residents from private pay source to Medicaid
status. You agree to furnish St. Ann’s Community prior to admission, and also upon request at any reasonable time after admission,
a true statement of your financial resources and income available to pay for your care. St. Ann’s Community agrees to cooperate with
you in applying for any insurance benefits or other reimbursement programs for which you may be eligible. You shall notify St. Ann’s
Community promptly if you add or discontinue any medical insurance coverage, and if there are any other changes in your Medicare
or private insurance coverage. You shall notify St. Ann’s Community when your
personal resources have declined to $25,000.00, in order to allow sufficient time to allow your Medicaid application to be processed
timely. By signing this Agreement you certify that the financial information you have provided to St. Ann’s Community, which is hereby
made a part of this Agreement, is true, accurate, complete and can be relied upon by St. Ann’s Community.

d)  Rights and Responsibilities.
The Resident shall be entitled to the rights, and must abide by the responsibilities, specified in “Resident’s Bill of Rights”.
By signing this Agreement you specifically acknowledge that the rights and responsibilities specified in “Bill of Rights”
have been read and understood by the Resident and/or the Resident Designated Representative.
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NAME:  _____________________________________	 DOB:  _____________________________________

I  hereby expressly authorize and request that each of the following persons, agencies, and organizations give full detailed, and 
relevant information regarding me to St. Ann’s Community:

1. 	 Social Security Administration 
2. 	 Any and all physicians, dentists, social workers, psychologists, nurses, technicians, clinics, hospitals, and psychiatric 		
	 facilities, Nursing Homes, Assisted Living Facilities where I have been a patient. 
3. 	 Any and all banks and bankers which now hold or heretofore held my funds; and all persons, firms, or corporations 		
	 which hold my funds or funds payable to me 
4. 	 Any and all persons, firms, or corporations which hold my funds or funds payable to me 
5.	  Any and all insurance companies by which I am an insured or which hold my funds or funds payable to me 

____________________________________			   ____________________________________
Signature of Applicant							       Date

(OR)

____________________________________			   ____________________________________
Signature of Responsible Party						      Date

____________________________________			 
Relationship to Applicant							     

Statement Regarding Monthly Income Amounts

I, as Power of Attorney or as the person responsible for _________________________________________________’s
Financial affairs, agree to sign all documentation required to change the address on any and all monthly social security or pension 
payments so that these payments will be sent directly to the SNF where I am admitted to be used for the resident’s cost of care.
I agree to sign the required paperwork on the resident’s day of admission for the Nursing Home.

I also agree that beginning with the first month of admission and continuing until the change of address has been implemented 
by the payer, to submit upon receipt, all funds received on behalf of the resident to the Nursing Home to pay for the resident’s 
care.  I understand that I am not to submit payments in excess of the resident’s cost of care.

If the resident is eligible for Medicaid, I understand that the $50.00 allowed for the resident’s personal needs, may either be 
deposited into an individual fund for the resident or maintained at the Nursing Home or returned to me.  If the resident is not 
eligible for Medicaid, the entire payment will be applied to the resident’s bill unless otherwise directed.

I understand that all the above referenced payments will be applied against the resident’s account and will appear on the 
monthly statements that I receive from the Nursing Home.

_______________________________________			   ___________________________________
Responsible Party							       Date 

ST. ANN’S COMMUNITY

ADMISSION 
AGREEMENT 
THIS ADMISSION AGREEMENT is entered into on , by and 
between St. Ann’s Home (hereinafter referred to as “St. Ann’s Community), and 
(hereinafter referred to as “Resident” or “You”). 

St. Ann’s Community and the Resident agree to the following terms and conditions relating to the admission 
and provision of services to the Resident:

1. CONDITIONS TO ADMISSION OF RESIDENT
a)  Personal Physician.

You understand that St. Ann’s Community cannot admit you except on a physician’s order. You must
meet admission criteria per St. Ann’s Community policy and agree to authorize your physician to perform such examinations
as may be required by State law or regulation for your admission.
i)  By signing this form, you select and designate a St. Ann’s Community physician as your personal physician. You have

the right to appoint a physician of your choice as your physician if he/she is currently credentialed and has privileges
to practice at St. Ann’s Community.

ii)  You agree to a physician visit at least once every thirty (30) days for the first ninety (90) days after admission; and
at least once every sixty (60) days thereafter and more often when medically indicated.

iii)  St. Ann’s Community shall arrange for another physician to examine you if your personal or alternate physician is not
available for the next scheduled visit or immediately when required by your medical condition. You agree to arrange for
another physician to examine you within seventy-two (72) hours of the date the scheduled visit was due or immediately
when required by your medical condition.

iv)  You agree to be examined and treated by St. Ann’s Community physicians and nurse practitioners.

b)  Dental Examinations.
 You agree to undergo a complete oral examination to be performed within 7 days after completion of
the initial admission comprehensive assessment, by a dentist or dental hygienist, and by a dentist at least annually thereafter.
You authorize St. Ann’s Community to assist in arranging for such services. You will be responsible to pay for all dental services
not covered by any third party payor or other insurance coverage for which you are eligible.

c)  Financial Statement.
St. Ann’s Community must adequately determine and budget for the transition of its Residents from private pay source to Medicaid
status. You agree to furnish St. Ann’s Community prior to admission, and also upon request at any reasonable time after admission,
a true statement of your financial resources and income available to pay for your care. St. Ann’s Community agrees to cooperate with
you in applying for any insurance benefits or other reimbursement programs for which you may be eligible. You shall notify St. Ann’s
Community promptly if you add or discontinue any medical insurance coverage, and if there are any other changes in your Medicare
or private insurance coverage. You shall notify St. Ann’s Community when your
personal resources have declined to $25,000.00, in order to allow sufficient time to allow your Medicaid application to be processed
timely. By signing this Agreement you certify that the financial information you have provided to St. Ann’s Community, which is hereby
made a part of this Agreement, is true, accurate, complete and can be relied upon by St. Ann’s Community.

d)  Rights and Responsibilities.
The Resident shall be entitled to the rights, and must abide by the responsibilities, specified in “Resident’s Bill of Rights”.
By signing this Agreement you specifically acknowledge that the rights and responsibilities specified in “Bill of Rights”
have been read and understood by the Resident and/or the Resident Designated Representative.
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This agreement made effective the ___ day of ________________ by and between the St. Ann’s Home (the “Home”) and 
________________________, residing at _________________(street), _______________________________(city, state, zip), 
(hereinafter “Fiscal Agent”), as an individual with legal access to funds or resources of ____________________(hereinafter “Resident”).
	 WHEREAS, the Home is reviewing whether to admit this Resident and to provide the services specified in the Resident 			 
	 Admission Agreement; and 
	 WHEREAS, Fiscal Agent as legal access to the income, funds or other resources of the Resident; and
	 WHEREAS, Fiscal Agent agrees and acknowledges that the Home will rely on the Fiscal Agent’s agreements contained herein. 
	 NOW, THEREFORE, for good and valuable consideration, the parties hereby agree as follows:
	 1. Fiscal Agent hereby agrees to promptly and timely assist the Resident in fulfilling his/her responsibilities under the 			 
	 Resident Admission Agreement.

2. Fiscal Agent hereby certifies that the information set forth in the Application for Admission to the Home is true, complete and 	
accurate to the best of Fiscal Agent’s knowledge, and Fiscal Agent hereby agrees to promptly and timely cooperate with the Home 
in obtaining payment from the Resident’s funds for all of Resident’s charges, and to assist Resident to make all payments due on 		
a timely basis in accordance with the terms of the Resident Admission Agreement. Fiscal Agent is not required, and is not being 
asked, to pay for the Resident’s care from Fiscal Agent’s assets or income.
3. Fiscal Agent agrees that Resident’s assets, income, Medicare and insurance benefits and other resources will be used to timely 
pay all of Resident’s charges incurred at the Home. 
4. Fiscal Agent hereby agrees and covenants that Fiscal Agent will make payment to the Home of all charges, fees and expens-
es, payments for physician visits and all properly authorized additional charges and rate increases from the Resident’s assets, 
income, Medicare and insurance benefits and other resources. 
5. Fiscal Agent agrees that if the Resident becomes eligible for Medicaid benefits, Fiscal Agent shall promptly and timely initiate, 
complete and file an application for Medicaid benefits and all subsequent recertifications that may be required by Medicaid to 
ensure uninterrupted Medicaid benefits for Resident. The Home agrees to assist Fiscal Agent in completing the Medicaid applica-
tion process, if specifically requested by Fiscal Agent. 
6. If Fiscal Agent is the attorney-in-fact for the Resident through a power of attorney, Fiscal Agent appoints the Home as limited 
Power of Attorney for Resident for the purpose of obtaining bank and financial information necessary to complete Resident’s 
Medicaid application.
7. If the Resident becomes Medicaid eligible, the Fiscal Agent agrees to assure that the Home is paid that portion of the monthly 
Medicaid rate (the “NAMI” amount) on a monthly basis which the Medicaid agency may direct the Resident to pay towards the 
cost of care.
8. Fiscal Agent personally agrees that if he/she is representative payee or otherwise receives or controls any of Resident’s 
NAMI, and if he/she or Resident fails to pay such NAMI in a timely manner, the Home is hereby directed to apply for and become 
representative payee of the Resident to provide for the direct deposit of Social Security benefits upon the filing of the Resident’s 
Medicaid application. 
9. Fiscal Agent agrees, warrants and covenants that all of Resident’s assets, income, insurance benefits and all other resources 
as disclosed to the Home prior to and/or at the time of admission shall be used to satisfy in full all future bills and invoices from 
the Home and shall not be otherwise used, transferred, diverted, gifted, loaned, or pledged to any other person or party.  
10. Fiscal Agent represents and warrants that no transfer of Resident’s assets, income, Medicare or insurance benefits or other 
resources, has taken place or will occur which would prevent Resident from qualifying for Medicaid benefits. If a transfer is made 
and if it is later determined that such a transfer results in a full or partial denial of Medicaid benefits for any period of time, Fiscal 
Agent shall take any and all steps necessary to immediately return such assets, income, benefits or other resources to Resident’s 
use in order for Resident to fully qualify for Medicaid. 

ST. ANN’S COMMUNITY

ADMISSION 
AGREEMENT 
THIS ADMISSION AGREEMENT is entered into on , by and 
between St. Ann’s Home (hereinafter referred to as “St. Ann’s Community), and 
(hereinafter referred to as “Resident” or “You”). 

St. Ann’s Community and the Resident agree to the following terms and conditions relating to the admission 
and provision of services to the Resident:

1. CONDITIONS TO ADMISSION OF RESIDENT
a)  Personal Physician.

You understand that St. Ann’s Community cannot admit you except on a physician’s order. You must
meet admission criteria per St. Ann’s Community policy and agree to authorize your physician to perform such examinations
as may be required by State law or regulation for your admission.
i)  By signing this form, you select and designate a St. Ann’s Community physician as your personal physician. You have

the right to appoint a physician of your choice as your physician if he/she is currently credentialed and has privileges
to practice at St. Ann’s Community.

ii)  You agree to a physician visit at least once every thirty (30) days for the first ninety (90) days after admission; and
at least once every sixty (60) days thereafter and more often when medically indicated.

iii)  St. Ann’s Community shall arrange for another physician to examine you if your personal or alternate physician is not
available for the next scheduled visit or immediately when required by your medical condition. You agree to arrange for
another physician to examine you within seventy-two (72) hours of the date the scheduled visit was due or immediately
when required by your medical condition.

iv)  You agree to be examined and treated by St. Ann’s Community physicians and nurse practitioners.

b)  Dental Examinations.
 You agree to undergo a complete oral examination to be performed within 7 days after completion of
the initial admission comprehensive assessment, by a dentist or dental hygienist, and by a dentist at least annually thereafter.
You authorize St. Ann’s Community to assist in arranging for such services. You will be responsible to pay for all dental services
not covered by any third party payor or other insurance coverage for which you are eligible.

c)  Financial Statement.
St. Ann’s Community must adequately determine and budget for the transition of its Residents from private pay source to Medicaid
status. You agree to furnish St. Ann’s Community prior to admission, and also upon request at any reasonable time after admission,
a true statement of your financial resources and income available to pay for your care. St. Ann’s Community agrees to cooperate with
you in applying for any insurance benefits or other reimbursement programs for which you may be eligible. You shall notify St. Ann’s
Community promptly if you add or discontinue any medical insurance coverage, and if there are any other changes in your Medicare
or private insurance coverage. You shall notify St. Ann’s Community when your
personal resources have declined to $25,000.00, in order to allow sufficient time to allow your Medicaid application to be processed
timely. By signing this Agreement you certify that the financial information you have provided to St. Ann’s Community, which is hereby
made a part of this Agreement, is true, accurate, complete and can be relied upon by St. Ann’s Community.

d)  Rights and Responsibilities.
The Resident shall be entitled to the rights, and must abide by the responsibilities, specified in “Resident’s Bill of Rights”.
By signing this Agreement you specifically acknowledge that the rights and responsibilities specified in “Bill of Rights”
have been read and understood by the Resident and/or the Resident Designated Representative.



11. Fiscal Agent expressly understands that the Home is relying upon each and every statement, representation, covenant and 
warranty by Fiscal Agent in this Agreement and in the financial statements presented by Resident and Fiscal Agent prior to and/ 
or upon admission and, in light thereof, Fiscal Agent expressly represents and warrants to the Home the truthfulness, accuracy 
and completeness of each of the statement made herein. 
12. Fiscal Agent agrees to pay damages to the Home caused by a breach of his/her personal responsibilities under this Agree-
ment, including but not limited to attorneys’ fees and costs. 

	 Date:___________________________                     ________________________________________  
                                                                                                                                          Fiscal Agent             

	 Date:___________________________                      ________________________________________
									                  St. Ann’s Home Representative
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St. Ann’s Community and the Resident agree to the following terms and conditions relating to the admission 
and provision of services to the Resident:

1. CONDITIONS TO ADMISSION OF RESIDENT
a)  Personal Physician.

You understand that St. Ann’s Community cannot admit you except on a physician’s order. You must
meet admission criteria per St. Ann’s Community policy and agree to authorize your physician to perform such examinations
as may be required by State law or regulation for your admission.
i)  By signing this form, you select and designate a St. Ann’s Community physician as your personal physician. You have

the right to appoint a physician of your choice as your physician if he/she is currently credentialed and has privileges
to practice at St. Ann’s Community.

ii)  You agree to a physician visit at least once every thirty (30) days for the first ninety (90) days after admission; and
at least once every sixty (60) days thereafter and more often when medically indicated.

iii)  St. Ann’s Community shall arrange for another physician to examine you if your personal or alternate physician is not
available for the next scheduled visit or immediately when required by your medical condition. You agree to arrange for
another physician to examine you within seventy-two (72) hours of the date the scheduled visit was due or immediately
when required by your medical condition.

iv)  You agree to be examined and treated by St. Ann’s Community physicians and nurse practitioners.

b)  Dental Examinations.
 You agree to undergo a complete oral examination to be performed within 7 days after completion of
the initial admission comprehensive assessment, by a dentist or dental hygienist, and by a dentist at least annually thereafter.
You authorize St. Ann’s Community to assist in arranging for such services. You will be responsible to pay for all dental services
not covered by any third party payor or other insurance coverage for which you are eligible.

c)  Financial Statement.
St. Ann’s Community must adequately determine and budget for the transition of its Residents from private pay source to Medicaid
status. You agree to furnish St. Ann’s Community prior to admission, and also upon request at any reasonable time after admission,
a true statement of your financial resources and income available to pay for your care. St. Ann’s Community agrees to cooperate with
you in applying for any insurance benefits or other reimbursement programs for which you may be eligible. You shall notify St. Ann’s
Community promptly if you add or discontinue any medical insurance coverage, and if there are any other changes in your Medicare
or private insurance coverage. You shall notify St. Ann’s Community when your
personal resources have declined to $25,000.00, in order to allow sufficient time to allow your Medicaid application to be processed
timely. By signing this Agreement you certify that the financial information you have provided to St. Ann’s Community, which is hereby
made a part of this Agreement, is true, accurate, complete and can be relied upon by St. Ann’s Community.

d)  Rights and Responsibilities.
The Resident shall be entitled to the rights, and must abide by the responsibilities, specified in “Resident’s Bill of Rights”.
By signing this Agreement you specifically acknowledge that the rights and responsibilities specified in “Bill of Rights”
have been read and understood by the Resident and/or the Resident Designated Representative.
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