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INTRODUCTION GENERAL INFORMATION

Thank you for applying to the Florida Department of Veterans’ Affairs State Veterans Nursing Home. We offer
rehabilitation services such as: Physical, Occupational & Speech therapy and Restorative Programs, all under
the direct supervision of trained qualified therapists. Hospice and Respite Services are also available.

There is a three-step applicant qualifying process that is as follows:

All documents required by the home must be completed before the application can be processed. These
documents include VA, Financial and Medical.

The completed application will be reviewed by our admission team.

Whether your application is approved or disapproved, you will be notified by telephone or mail.

ADMISSION CRITERIA

The facility will verify the following of an applicant prior to admission:

That the applicant is a Veteran as determined under Chapter 1.01 (14), Florida Statutes.

That the applicant has been Honorably Discharged from the most recent period of active duty.

That the applicant is a resident of Florida at time of application.

That the applicant needs skilled nursing home care for a medical condition.

That the applicant is not currently delinquent on any monies due to the Florida Department of Veterans
Affairs for a prior skilled nursing facility stay.

That the applicant has submitted a completed application for admission, and any additional information
requested.

If there is a share of cost (payment) required from the applicant, that payment is made prior to admission.

APPLICATION PROCESS
(Please note that an incomplete application may result in delays or denial)

For the facility to process an application, the following must occur:

Application must be completed in its entirety and may be submitted via fax, mail, in-person, or emailed.
All financial information required must be provided (applicants with a 70%-100% service-connected
disability is not required to submit financial information, but proof this disability must be submitted with
the application).

All medical forms required must be completed by a health care practitioner (HCP).

If the facility requests additional medical, financial, of proof of service or disability information, then all
information requested must be provided.

The Admissions Coordinator will review the potential veteran for placement in a skilled nursing facility.
The application will be reviewed by the Interdisciplinary Team, and the team before an admission is
scheduled.

If after approval the veteran is placed on our waiting list, a reassessment will be scheduled before
actually admission to determine if there is a change in the veteran’s condition.

Whether your application is approved or disapproved, either for direct admission or waiting list, you will
be notified by telephone or mail.
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APPLICATION CHECKLIST
(To assist with completing the packet, the following checklist is provided)

Forms to be completed/submitted by applicant or representative.

L1 A signed and complete application packet must be returned via fax, mail, in-person, or emailed

1 Form 54 — Application for Admission

1 Form 10-10 EZ

(1 Medical Information Release From

(1 Medical Provider Contact Information

1 VA 21-22

L] VA 10-0460

L1 Activities of Daily Living (ADLs) and Behaviors Questionnaire

1 Documents showing proof of Veteran status as determined under Chapter 1.01 (14), Florida Statutes.
L1 If applicable, documents showing proof of service-connected disability from the VA

1 All medical insurance cards for verification of health insurance benefits (copies of front and back)
1 A government issued identification care (ID) for applicant

[ Family Questionnaire

Forms to be completed by the Health Care Provider

1 Form 3008 (signed and dated within 30 days of admission)

1 AHCA MedServ Form 004 (PASRR)

1 Most recent History & Physical, or summary of most recent physician visit
[ Statement that applicant is currently communicable disease status

L] Current medication list

[J COVID-19 Card, other proof of vaccination, and included in documentation
[ Verification of Capacity

These documents must be submitted with application if applicable.
L1 Durable/Power of Attorney Healthcare and Financial
[1 Health Care Surrogate documents
U] Living Will documents
(1 Guardianship documents
1 Any court-order documents related to applicant
[J DO NOT RESUSCITATE ORDER (if applicable)

Financial Information

REQUIRED for all applicants who do not have a service-connected disability, or those with a service-connected disability
rating of 60% or below.
NOT REQUIRED by applicants who are have a 70% - 100% service-connected disability rating, (VA Disability letter required
as proof of rating).

L1 Most recent three months bank statements

L] Most recent social security statement

(] Most recent tax return (if applicable)

[ Proof of all income currently received by applicant
L] Financial Information Release
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SMOKING STANDARD

The Florida Department of Veterans’ Affairs adheres to the Clean Air Act of Florida. The department is moving towards
becoming 100% tobacco free. That means no smoking on the facility property at all — not in cars, in the grass, porch, etc.
Smoking is NEVER permitted in or near areas where oxygen or other gases are being stored or administered.

For the purpose of this standard, smoking and tobacco include any lighted or unlighted cigarette, cigar, pipe, bidi, clove
cigarette, cigarillo, hookah, and any other smoking product, and any smokeless or spitless tobacco also known as dip,
chew, snuff, snus, orbs and strips, sticks, or any electronic cigarette in any form. Vapor Producing Devices or Non-L.it
smoking devices are all considered smoking in this standard. Residents are not permitted to leave the campus to smoke,
and residents are not permitted to smoke while on facility sponsored outings/events.

*** Residents admitted to the Emory L Bennet State Veterans’ Nursing Home before 07/01/2019 have been
“grandfathered” with smoking privileges. Veterans admitted on or after 07/01/2019 do not have smoking privileges. ****

MONTHLY COST OF CARE
For Veterans who have a 70%-100% service connection, there is NO SHARE OF COST to the facility.

For Veterans required to pay a monthly share of cost (monthly payment to the facility):
* The monthly cost of care = NET MONTHLY INCOME minus $ CHck oF tap here (o enter text.
* The Veteran gets to keep $ CHek Or tap here 1o enter ext. each month as a personal needs allowance.
*  Proof of income is required to determine monthly cost of care.
* All Veterans who are required to pay a share of cost must apply for monetary benefits for which they may qualify
that will assist in paying for their care at the facility (i.e. Medicaid).

* Should the resident’s income exceed the maximum cost per day, other charges may ensue (such as medications).

WHAT IS INCLUDED IN COST OF CARE?

* Room and board * Restorative nursing care

*  24-hour nursing services * Daily meals and snacks

* Social services * Housekeeping and laundry services
*  Therapeutic activities *  Prescription medications

Non-routine services, which are not covered in the daily room rate, include but not limited to:

* Dental Care at any level *  Physician visits

* Hearing Aide repair / replacements ¢  Private Sitters or Personal

* X-ray Services Care Attendants

* Laboratory Charges * Transportation or non-

*  Physical, Occupational and Speech emergency ambulance travel

Therapy Beauty / Barber charges

(Cash or Resident Trust Fund
Required)
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Ron DeSantis Governor

Ashley Moody
STATE OF FLORIDA Attorney General

DEPARTMENT OF VETERANS’ AFFAIRS Jimmy Patronis
NURSING HOME PROGRAM Chief Financial Officer

Wilton Simpson
Commissioner of Agriculture

James S. Hartsell
Executive Director

APPLICATION FOR ADMISSION (FORM 54)

(to be completed by applicant or representative)

NO INDIVIDUAL WILL, ON THE GROUNDS OF RACE, COLOR, RELIGIOUS BELIEFS, SEX, GENDER IDENTITY, SEXUAL ORIENTATION, OR
NATIONAL ORIGIN BE DENIED ADMISSION, CARE OR ANY OTHER BENEFIT PROVIDED BY THE STATE HOME.

INSTRUCTIONS
- Print or type and answer all items.
- Individuals must meet the criteria required by the U.S. Department of Veterans Affairs for veteran status.
- Must be resident of Florida immediately preceding this application, and in need of institutional long-term care.

SECTION A: PERSONAL INFORMATION

VETERAN’S LAST NAME  FIRST NAME MIDDLE NAME *SOCIAL SECURITY # VA CLAIM #

VETERAN’S DATE OF BIRTH VETERAN’S BIRTHPLACE VETERAN’S SEX
] Male ] Female
VETERANS MEDICARE # VETERANS MEDICAID # VETERANS OTHER INSURANCE #
SPOUSE NAME: SPOUSE’S SSN SPOUSE’S DATE OF BIRTH

PLACE OF RESIDENCE: [J Own Home [ Hospital [J Nursing Home [J Retirement Home [ Boarding Home
] Other, explain:

PHONE NUMBERS

Home: Work: Other:
MAILING ADDRESS: Street, City, State Zip Code Phone Number:
RESIDENCE ADDRESS: (IF DIFFERENT) Street, City, State Zip Code Phone Number:

MARITAL STATUS 0[] Single [ Married [ Separated [ Divorced [] Widowed
Date of Marriage: Date of Divorce:

HAS VETERAN BEEN A PATIENT/RESIDENT IN A HOSPITAL OR NURSING HOME DURING THE PAST YEAR?
LJYES [INO Name of Facility:
Address of Facility:

HAS VETERAN EVER BEEN CONVICTED OF A FELONY?
OO YES [ NO If yes, in what state?
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HAS VETERAN EVER REGISTERED AS A SEX OFFENDER?
OO YES [ NO If yes, in what state?

SECTION B: MILITARY INFORMATION - ATTACH A COPY OF MILITARY DISCHARGE PAPERS (DD-214)

BRANCH OF SERVICE SERVICE NUMBER DATE ENTERED DATE DISCHARGED CHARACTER OF SERVICE

SECTION C: GROSS MONTHLY INCOME INFORMATION
DO NOT COMPLETE SECTION C FOR VETERANS WITH PROOF OF 70%-100% SERVICE-CONNECTED DISABILITY

MONTHLY INCOME APPLICANT SPOUSE
Gross Net Gross Net

VA Pension/VA
Compensation
Social Security

U.S. Civil Service

U.S. Railroad Retirement

Military Retirement

Employment

Other Retirement, or Income ASSET VALUE/MONTHLY INCOME ASSET VALUE/MONTHLY INCOME
Source:

Attach extra page if more
Space is needed

SECTION D: LEGAL REPRESENTATIVE FOR HEALTH CARE AND FINANCIAL AUTHORITY

Designated Authority Name Relationship
Designated Authority Address
Designated Authority Phone Number

SECTION E: THIS SECTION MUST BE SIGNED BY THE VETERAN OR DPOA

The Veteran is applying for admission to the State Veterans Nursing Home. The veteran is a resident of the State of Florida
immediately preceding the date of this application. All the statements on this application are true and complete. Veteran
agrees to follow the rules of conduct and policies and procedures of the Department of Veterans’ Affairs and the State
Veterans’ Nursing Home. VETERAN AGREES TO APPLY FOR ALL FINANCIAL ASSISTANCE AVAILABLE THAT

THEY MAY QUALIFY FOR, TO INCLUDE MEDICAID. | agree to the release of all medical and financial information
needed to complete this application process.

Applicant’s

Signature, or person authorized to sign for applicant  Date

The State of Florida Department of Veterans’ Affairs (FDVA) is asking you to provide your Social Security Number. If you give FDVA your Social Security
Number, we will use it to verify honorable Veteran status, for billing purposes or for other purposes as authorized or required by law. The information you supply
may be verified through a computer-matching program. FDVA may disclose the information you put on this form as permitted by law. You do not have to provide

the information to FDVA, but if you do not, we will be unable to process your application for admission and serve your medical needs. FS119.071(5) Personal
Information
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APPLICATION FOR BENEFITS VA FORM 10-10-EZ
(to be completed by applicant or representative)

(OMB Contrel Ne. 2000-D051
Estmnaioed Berden Avg. 3 min.
Expimticn Date: $630:2024
VADATE STAMF
(For VHA Use Oniy)

Qai Department of Veterans Affairs
APPLICATION FOR HEALTH BENEFITS

SECTION I - GENERAL INFORMATION
Federl law provides criminal penalties, mehiding a fine and or imprisonment for up to 3 years, for concealng a
maferial fact or making a marsrially false saement (See 18 T.5.C. 1001)
TYPE OF BEMEFIT(S) APPLYING FOR:
[[] ENROLLMENT - A Matical Benafits Package (Weteran mests and agress o he enriment sigibilfy oitera specfied at 33 CFR 17.36)
] REGISTRATION (Complete Sections I, IT, and ITI) - VA Heatn Senices (Vieterans meets the “Enroliment not required™ eliginiity criena spectfied a1 38 CFR 17.37)

1A. VETERAN'S MAME (Lazr, First, Middle Name) 1B. PREFERRED NAME 2. MOTHER'S MAIDEN NAME

3A BIRTHSEX | 38 SELF-DENTIFIED GENDER IDENTITY 4. ARE YOU HISPANIC OR LATING?
[] e [] man  [] woman [] TRANSGEMDER MAN || TRANSGENDER WOMAN [] ves
[] FEMALE | [[] MOM-BIMARY [ ]| PREFERMOTTOANSWER [ AGEMDER MOT LISTED HERE [ nmo

5. WHAT IS YOUR RACET (Fou may check mare fan one. Bybemarion & required for somirical prrposes amfy) B. SOCIAL SECURITY MNO.
D ASLAN D AMERICAN INDIAN OR ALAGKA MATIVE D BLACK OR AFRICAN AMERICAN D WHITE

|:| NATIVE HAWAILAN OR OTHER PACIFIC ISLANDER |:| CHOOSE NOT TO ANSWER

TA. DATE OF BIRTH fmemidad 3o TB. PLACE OF BIRTH (Ciy and Sare) §. PREFERRED LANGUAGE 9. RELIGICH
104 MAILING ADDRESS (Stroer) 10B. CITY 10C. STATE 10D, ZIP CODE TDE.COUNTY

10F. HOME TELEPHOMNE MO, (aprional)

10G. MOBILE TELEPHOMNE MO foptonal)

10H. E-MAIL ADDRESS (aptional)

{Incliude drea Code) (Tclude Area Code)
11 HOME ADDRESS (Srrowr) 1B CITY 1IC.STATE | 11D.ZIFCODE | 11E.COUNTY
1Z. CURRENT MARITAL STATUS
[] waRRIED [ ] WEVERMARRIED [ | SEPARATED [ | WIDOWED [] DWORCED

134 NEXT OF KIN MAME

138. NEXT OF KIM ADDRESS

13C. NEXT OF KIN RELATIONSHIP

(Tnciude Area Codal

130. NEXT OF KIN TELEPHONE MO,

14A. EMERGENCY CONTACT NAME

14E. EMERGENCY CONTACT TELEPHOME

WO, (Tnciude Area Code)

15. DESIENEE - INDIVIDUAL TO RECEIVE POSSESSION OF YOUR PERSONAL PROPERTY LEFT ON PREMISES UNDER VA CONTROL AFTER YOUR
DEPARTURE OR AT THE TIME OF DEATH {Nore: Thir does mot constitute awill or srangfer qif oitle)

16. WHICH VA MEDICAL CENTER OR QUTPATIENT CLINIC DO YOU PREFER?
{br iming of facilines Vi woaw va govIing-iocations |

APPOINTMENT?

[J¥es [ w0

7. WOULD ¥OU LIKE FOR VA TO CONTACT YOU TO SCHEDULE YOUR FIRST

& FORM 10-1DEZ, APR 2023

PREVIOUS EDITIONS OF THIS FORM ARE MOT TO BE USED
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APPLICATION FOR HEALTH BEMEFITS
Confinued

WETERANTE MAME (Lasr Fien, Middle )

EDCIAL SECURITY NUMEER

SECTION Il - MILITARY SERVICE INFORMATION

A LAST BRANCH OF SERMWICE 18. LAET ENTRY DATE (semddvirvy

1C. FUTURE RSCHARGE DATE feawcdd vyand| 100 LAST DESCHARGE DATE {rseiaid vyl

IE. DIBCHARGE TYFE

1F. MILITARY SERWICE NUMEER

2. MILUITARY HIETORY (Chéck Jed oF fal

A ARE YO A PURFLE HEART AWNASD RECIFIENT?
B. ARE YO A FORMER PRISONER OF WART

C. DID YO EERVE N A COMEAT THEATER OF OPERATIONE AFTER
11T

O WERE YOU DEECHARGED OR RETIRED FROM MILITARY FOR A
DEEABILITY INMCLRRED IN THE LINE OF DUTYT

E. DD YOI EERVE IM W AELA DURIMNG THE GLULF WAR BETIWEEN
AUGLUET 2, 1950 AND NOAVEMBER 11, 15957

O O 0O oc|a

OO 0O O0O|E

F. D0 YOU HANE A VA BERVICE-CONNECTED RATINGT

4. DID YO SERVE M AN AGENT ORAMNGE LOTATION
BETWEEN JANUARY 9, 1962 AND JULY 31, 12207

H. CID YOI EERVE IM AN IONIZIMNG RADITION LOCATION
AND PARTICIFATE IN ANY NMUCLEAR TEETING,
TREATMENTE, OR CLEAM UFT

L OHD YOl RECENE MOEE AMD THROAT RLAD LIS
TREATMENTE WHILE 1M THE MILTARY™

4. DID WO BERNVE ON ACTIVE DUTY AT LEAST 30 DAYE AT
CAMP LEJEUNE FROM ALGUST 1, 1953 THROUGH
DECEMBER 31, 19577

OO O o0
OO0 O0s

SECTION Ill - INSURANCE INFORMATION (Ts a separais sheet for additiomal infermarion)

1. ENTER YOUR HEALTH INSLUIRANCE COMPANY MAME, ADDREES AND TELEPHOME MUMEER (Incinde Soberape DLra@ it (Ioade oF OIr Persos

2. NAME OF FOLICY HOLDER

3 POLICY MUKEER 4, GRDUF CODE

5. ARE YO BUGIBLE FOR MEDICAIDT
FiFedvra Rl IR e foF ow [HCoBe alis)

0w [Nz [Jves [Ime

BA ARE YOU ENROLLED N MEDICARE
HIESPITAL INSURAMNCE FART A7

EE. EFFECTIVE DATE BC. MEDICARE MUMBER:

ARy

SECTION IV - DEPENDENT INFORMATION (T's¢ @ separate sheet for additional dependenrs)

1. BPOUEES NAME (Tam, Flar, Middle Mawic)

2. CHILL'E NAME (lLasit, FIrsr MEdle Mo

A EPOUEEE 800IAL SECURITY MUMNBER

24 CHILD'S DATE OF BIRTH (rmddvivyy | ZB0 CHILD'S 30CIAL EECURITY MO

E. EPOUEBEE DATE OF BIRTH fmmalad

2C. DATE CHILD BEECAME Y'OUR DEPENDENT i okt i)/

1C. SPOUSE'S SELF-IDENTIFIED GENDER IDENTITY

[ mas [ weoass [ TRAMSGENDER MAH

[] TRANSGENDER WO [ moct-amsmy

[[] PR=FER MOT T ANIIWESR [[] AcsMOER MOT LETED HERE

20 CHILIPE RELATIONSHI® TO YO (Check o)
[ sow  [J cewssmer [ sTeFsoN [ | STEFDALGHTER

10 DATE OF MARRIAGE frvndd i)

2E. WAE CHILD PERMANENTLY AND TCOTALLY DIEAELED BEFORE THE
AGE OF 187

[ == [Jw

iE. EPCUEEE ADDRESE AND TELEFPHONE MUMWBER (Seraer, Cliny, Sase, P
i aigterers from Foteras sl

ZF. IF CHILD 12 BETWEEN 18 AND 23 YEARS OF AGE, DID CHILD ATTEMD
ECHOOL LAET CALENDAR YEART

] == []w

1. IF "R SPOUEE OR DEPENDENT CHLD DID NOT LIVE WITH YO LAST
YEAR, DD YOU PROVIDE BUPFORT?

[0ves []no

20. EXFENEES FAID BY YOUR DEPERDENT CHILD FOR COLLEGE,
WVOCATIONAL REHABILITATION OR TRAINING (e g., nunios, dooks, mose o)

SECTION V - EMPLOYMENT INFORMATION

1A VETERANS EMPLOYMENT STATUS [Check one).
[0 AaLTae ] rasTTME [ woTemrLoveED

[ rem=eD

1E. DATE OF RETIREMENT [ kil v

1C. CORMPARY NAKE.
o ke I empoped oF rerired)

10 COMFANY ADDRESS

Cowmplene I emploed o redrad - Sreer, Ciry, Saeve, 2P )

1E. COMPANY PHOME NUMBER
W nmemene I crgadoped oF Redred)
il aRea oocke)

WA FORM 10-90EZ, APR 2023
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APPLICATION FOR HEALTH BENEFITS | VETERAN NAUE Lt Firs: Ml BOCIAL ST B
Confinued

SECTHON VI - FINANCIAL ISCLOSURE

Dizclosms allows VA to scomaehy deterni=g whethor cortain Veteran: will ba charged copenys for care and medicaticens, their aligibdbity for other sandice: and eomolimant
priarity. Viterans are nod requind to dsclous ther fixomcial indemation. Vitorans who choos not to dscloue fizemcial imfremartion mory not e elizble for ammolircef or
mey b respomsdble for amy applicatle VA copayments, if they am amrolled  Recent Combar Veteram (eg., OFFAOIF/ONDY) ooy answer YES in Secton VIand
:u:;inachmsH:[a:dTﬂImhuﬂn:quhfammim‘a]Lgi_n fior el asdstance, cost-ee medications and'or medical cam for serdcss
ralated to pltory erpemiece.

I:lHu, | o nod wich to prowvide Sinanolal Infcemation bn Seobionc W9 through ST P am samded, | agres D pay appd cabée W copayments. Sgn and dais the form in he
Azcigrment of Banets sacion.

|:|'n:=.| will provide sy howseshold finansdal Information Tor lact calendar year, Complste appicabie Sechons W9 and W11, Sigr and dabe Tt inihe Assignment of

Emnafies sachion.
SECTION VI - PREVIOUS CALENDAR YEAR GROSS ANNUAL INCOME OF VETERAN, SPOUSE AND DEPENDENT CHILDREN
(Use a separare sheet for additonal dependeris)

1. GRICES ANMILAL INCOWME FROM EMPLOYMENT fwages, bisiunes, fipd VETERAN IPOULE CHILD 1
ic. | EXCLUDING INCOME FROM YOUR FARM, RANCH, FROFERTYOR | o 3 5
SUENEES

2. KET IMCOME FROM YOUR FARM, RANCH, FROPERTY ORBUSIEES. | 5 5 5

[H]

UST OTHER INCOME AMOUNTE g, Sovial Srouriy, comiperSaros
jesriore, (Rfevesr Jhiderads ) EXCLUDING WELFARE. ¥ 3 3

SECTION VIl - PREVIOUS CALENDAR YEAR DEDUCTIBLE EXPENSES

. TOTAL HON-REIMBURSED MEDICAL EXFENEEE PAID BY YOU OR YOUR SPOUSE (g, paysers fr docrors, desrion, sodioarion i
Medicare, ealth lersramoe, Aoseal ord raeriag Ao ) P will coloudane @ geduccihle amd o et ealiva) exparsicd o Sy sl

2. AMTIUNT YOU FAID LAST CALENDAR YEAR FOR FUNERAL AND BUSRIAL EXFENEES (INCLUDING PREFAID BURIAL EXFENSES) %
FOR YOUR DECEASED SFOUSE OR DEFEMDENT CHILD (Adlss anr spoide oF olilbfs inforsarion (r Seoios FILJ
3. AADUNT WOU FAID LAET CALENDAR YEAR FOR YOUR COLLEGE OR VOCATIONAL EDUCATIONAL EXFEMEES e, ndton, Saoks i
Jews, materialy) D63 MOT LST FOUS DEPENDENTS EDNCATIONAL EXPENSES

SECTION [X - CONSENT TO COPAYS AND TO RECEIVE COMMUNICATIONS
By submminting it application, yom are sgresing o pay dee sppicable VA copayments for care or services (indndiss wrpent care) sz required by law. Yo ako

AETEE 10 receive commmuications from VA to your mpplisd smeail, home phons mmber, or mobile pember. Howerer, providizs your ¢mail, home phoos sumber,
or mobde nember iz veluntary.

ASSIGNMENT OF BENEFITS

I'umdarsand ot parvmant to 35 U5.C. Section 1 729 and 42 ULS.C. 2651, the Dopartment of Vesrans Affaim (VA) is suthorised to momsr or collect fom ooy health plan
(1) or amy ofher legalhy responsible third perty for the reasonsble charges of nomsersice-comnected WA medical cam or sanvices fiomished or provided to me. 1 ooy
authorize paymant dinectly to VA fom amy HP undar which I am coversd (inclading converage provided undar ney spose’s HF) that i respomsible for payment of the
charpes for rmy pedical car, iIncluding bamafits othenwise pryable to mw or ooy spome. Furdcensons, T hersley asxign to the VA amy claim T meny honos agaimest amy parson o
antity whe is or may be lomlly responsibls for the panmont of the: cost of medical services provided o me by the VA T iodorstamed that this ausiznnseet shall mot ot or
peejadios nry right to mcover Sor ey oan baneSt amy amonemt I axcess of the cowt of medical sanvice: provided to me by the VA or amy other amoest to widich I ey be
antitied 1hanghn a]n:mdnlﬂnmmﬂ-mcf:ﬂLmndﬂm.nﬂm Secetry of ek’ Affrin nd.dﬂ:lh:.pﬂ-usm 4.nnmm1-mﬂi:'.|:-:ﬂ:n_'|:ncm.m'-
and appropEixte actions I ardar to recover and mcaiveall or pert of tho amomt horein suizzod . 1 hanshy archori S VA to @Eauclos, o oy attomey and to amy thind party
or adesinicioittre agency whe may be respozaiblo for panment of the cost of medical sernires provided to o, dreation frore poy medical moomds an nocessary to vl
my clains. Fursar, | hamby aeferim amy much third perty or adormisirative agency to discloso fo the VA any infomation mgerding ey clxim.

ALL APPLICANTS MUST SIGH AND DATE THIZ FORM. REFER TO INSTRUCTIONS WHICH DEFIME WHO CAN SIGM ON BEEHALF OF THE VETERAN.

SIGNATURE OF APPLICANT

{Siem in ink) DATE smenidd S

W FORM 10-00EZ, APR 2023 HEC PASEESCFE

The State of Florida Department of Veterans’ Affairs (FDVA) is asking you to provide your Social Security Number. If you give FDVA your Social
Security Number, we will use it to verify honorable Veteran status, for billing purposes or for other purposes as authorized or required by law. The information
you supply may be verified through a computer-matching program. FDVA may disclose the information you put on this form as permitted by law. You do not
have to provide the information to FDVA, but if you do not, we will be unable to process your application for admission and serve your medical needs. FS119.071(5)
Personal Information
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Ron DeSantis Governor
Ashley Moody
STATE OF FLORIDA Attorney General

DEPARTMENT OF VETERANS’ AFFAIRS Jimmy Patronis
NURSING HOME PROGRAM Chief Financial Officer

Wilton Simpson
Commissioner of Agriculture

James S. Hartsell
Executive Director

MEDICAL RECORDS AND HEALTH INFORMATION RELEASE

(to be completed by applicant or representative)

PATIENT NAME: DATE OF BIRTH:

I authorize the use or disclosure of the above individual’s health information as described below. The following individual
or organization is authorized to make the disclosure:

Facility to fill in:

NAME OF HOSPITAL, PHYSICIAN, OR HEALTHCARE FACILITY

This information may be disclosed to and used by the following individual or organization for the purposes of assisting
with placement and providing medical care:

Emory L Bennett SVNH Baldomero Lopez SVNH Sandy Nininger SVNH Chester Sims SVNH
1920 Mason Avenue 6919 Parkway Blvd 8401 W. Cypress Drive 4419 Tram Road
[ Daytona Beach, FL 32117 [] Land O Lakes, FL 34689 M ::T:;:E‘gea?:‘:sz“ [] panama City, FL 32404
PH: 386-274-3460 PH: 813-558-5000 FAX: 954-985-4866 PH: 850-747-5401
FAX: 386-274-3487 FAX: 813-558-5021 FAX: 850-747-5301
gf;sg:aériaizis$:riVNH Clyde E Lassen SVNH Lake Baldwin SVNH
y 4650 SR 16 Ardie R. Copas SVNH 5255 Raymond Street
[ Pt. Charlotte, FL 33954 PH: St. Augustine, FL 32092 13000 SW Tradition 1 orlando, FL 32803
941-613-0919 PH: 904-940-2193 Pt. St. Lucie, FL 34987 PH: 407-741-4614
FAX: 941-613-0935 L] FAX: 904-940-9913 L] PH:772-241-6132 FAX: 407-741-4631

The purpose of the disclosure is to assist with placement and providing medical care and may be shared with other Florida.
State Veterans’ Homes for placement.

INITIAL BELOW FOR RELEASE OF INFORMATION

1. The undersigned hereby authorizes the release of copies of all medical records included but not limited to the
following: Physician’s orders, discharge summary, and History & Physical X-ray/Lab/EKG reports, MDS
Physician’s progress notes

Nursing notes, Care plans, Medication list
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Dietary notes, Activity notes, Social Services assessment
Consultations-specify:
Other-specify:

2. | understand and hereby authorize the release of information in my medical record, which may include information relating
to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV).

3. I understand and hereby authorize the release of information in my medical record, which may also include information
about behavioral or mental health services and treatment for alcohol and drug abuse.

(Note: Release of psychiatric or substance abuse progress notes require a separate authorization.) | understand that | have a
right to revoke this authorization at any time. | understand that if | revoke the authorization, I must do so in writing and
present my written revocation to the health information management department.

I understand that the revocation will not apply to information that has already been released in response to this authorization.
I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right
to contest a claim under my policy. Unless otherwise revoked, this authorization will expire if my application is denied, or
if accepted, upon my permanent transfer or discharge from the facility.

I understand that authorizing the disclosure of this health information is voluntary. | can refuse to sign this authorization. |
need not sign this form in order to obtain treatment. | understand the potential for the information disclosed pursuant to this
authorization may be subject to re-disclosure by the recipient, and may no longer be protected by the Federal privacy laws.

Signature of Resident or Legal Representative Date

Relationship of Legal Representative to Resident

Signature of Witness Date
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ACTIVITIES OF DAILY LIVING (ADLS) AND BEHAVIORS QUESTIONNAIRE
(to be completed by applicant or representative, CHECK ALL THAT APPLY)

AMBULATION (walking)

1 Ambulates safely w/no physical help

(1 Needs assistance, set-up help, or supervision
(1 Needs 1 person or 2-person physical assist
(1 Does not ambulate

EATING

[ Can safely eat meals or snacks with no assistance
[ Needs assistance, set-up help, or supervision

(] Needs 1 person or 2-person physical assist

L] Does not eat (other modes of nutrition)

WHEELCHAIR

1 Can safely propel self in wheelchair

L1 Needs assistance, set-up help, or supervision
(1 Needs 1 or 2 people to physical assist

TOILETING

] Can safely toilet with no assistance or supervision
L1 Needs assistance, set-up help, or supervision

(1 Needs 1 person or 2-person physical assist

BOWEL FUNCTION

] Continent

[ Occasional incontinence — once or twice a week
L] Frequent incontinence — at least once a day

] Total incontinence

1 Ostomy

BLADDER FUNCTION

] Continent

] Occasional incontinence — once or twice a week
L1 Frequent incontinence — at least once a day

] Total incontinence

[ Catheter

BED MOBILITY

1 Can safely position and move in the bed alone
[1 Needs assistance, set-up help, or supervision
(1 Needs 1 person or 2-person physical assist

TRANSFERS

[ Can safely sit to stand or stand to sit with no help
(1 Needs assistance, set-up help, or supervision

(1 Needs 1 person or 2-person physical assist

BATHING

[] Can safely bathe with no assistance or supervision
L1 Needs assistance, set-up help, or supervision

1 Needs 1 person or 2-person physical assist

DRESSING

] Can safely dress with no assistance or supervision
L1 Needs assistance, set-up help, or supervision

L1 Needs 1 person or 2-person physical assist

PERSONAL HYGIENE / GROOMING

[ Can safely complete hygiene/ personal grooming
with no assistance or supervision

L1 Needs assistance, set-up help, or supervision

1 Needs 1 person or 2-person physical assist

ALCOHOL USE

[J Never occurs

L1 Occurs less than daily

1 Occurs daily or more frequently

TOBACCO USE (CIGARETTES, CIGARS, PIPE)
LJ Never occurs

L1 Occurs less than daily

[ Occurs daily or more frequently

DRUG USE

LJ Never occurs

LJ Ocecurs less than daily

L] Occurs daily or more frequently
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BEHAVIORS (circle all that apply)
[ Has current diagnosis of dementia or Alzheimer’s

1 Sundowns” or wanders

L1 Exit seeking or eloping

L1 Verbally abusive

L1 Physically abusive

[J Resistant to care

L1 Inappropriate toileting habits

LI Inappropriate sexual behavior

L] Hallucinations, Delusions, or Paranoia

[ Resistant to care (stiffening, rigidity, refusal)

BEHAVIORS (circle all that apply)

Hallucinations (hears or sees things not there)
Delusions (tells stories that are not fact based)

L1 Current smoker [ Former smoker

1 Can understand others

1 Can be understood by others

L1 Verbal [ Non-verbal

L] Wandering

] Comments about death of self or others

L1 Verbally abusive (curses, screams, threatens)
L1 Physically abusive (strikes out, grabs)
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VETERAN’S HISTORY QUESTIONNAIRE

1. What traumatic events has the veteran experienced in the past 10 years (i.e. death of a loved one, diagnosed
with terminal illness, etc.) And how did he/she handle this? What coping skills or resources did they utilize
(i.e. help from family, friends, community support, spiritual faith, etc.)? What is an effective intervention
that our staff might use during difficult times?

2. Identify a pleasant/fun activity for the veteran which could be implemented right now (i.e. singing a favorite
song, watching special tv program, listening to hymns, etc.).

3. Were there unpleasant or sensitive life experiences which the veteran still recalls and which staff needs to be
aware? Please indicate how to respond.

4. s there anything else we should know to help us provide individualized care to the veteran?
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CURRENT MEDICATION LIST

(written in or list can be attached, must be signed Health Care Provider)

Medication Name Dose Instructions for Use Route

Provider Name (printed):
Signature:
Office Phone Number:
Date of Exam:

Place stamp here if available.
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Ron DeSantis Governor
Ashley Moody
STATE OF FLORIDA Attorney General
DEPARTMENT OF VETERANS’ AFFAIRS Jimmy Patronis
NURSING HOME PROGRAM Chief Financial Officer
Wilton Simpson
Commissioner of Agriculture

James S. Hartsell
Executive Director

STATEMENT OF HEALTH

(to be completed by health care provider, must be completed 30 days prior to admission)

Patient/Resident Name:

DOB:

1 I have examined the individual named above and to the best of my knowledge, he/she is free of any
communicable diseases.

[1 I have examined the individual named above and to the best of my knowledge, he/she has a communicable
disease (if so, indicate in the space below).

Indicate communicable disease here:

By signing below, I certify that this information above is true and accurate.

Provider Name (printed):
Signature:
Office Phone Number: Date
of Exam:

Place stamp here if available.
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MEDICAL PROVIDER CONTACT INFORMATION

PROVIDER TYPE PROVIDER NAME PROVIDER PHONE #

PRIMARY CARE

NEUROLOGY

CARDIOLOGY

VA OUTPATIENT CLINIC

VA SOCIAL WORKER

HOME HEALTH AGENCY

HOSPICE

SKILLED NURSING
FACILITY

ASSISTED LIVING
FACILITY
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Hospitalizations & Admission History

List all Hospitalizations, Skilled Nursing Facility, or Assisted Living Facility admissions in the last year.

Name Hospital, SNF,
ALF

Date of Admission

REASON FOR
ADMISSION

REASON FOR
DISCHARGE
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OMB Approval Mo, Z200-0180
Esimated Burden: 30 minutss

1‘:\. Department of \eterans Affairs Eeguest for Prescription Drugs from an Eligible Veteran in a State Home

VA Facility Name and Address of State Home

T From:

I am a veteran whe was admitted to the State Nursing Home.
I request that I be furnizhed with preseription drugs by the United States Department of Veterans Affairs as
provided for in Title 28 of the Code of Federal Regulations, Section(sz) 17.96 and’'or £1.41.

I am eligible for this benefit by reason of beinz (check any of the following):

(1} aweteran m rec=ipt of incressed VA compensation, or mcreased VA pension because I am permanentty housebommd or in need
of regular zid and attendsnce.

(2% & veteran in need of regular aid and attendance who was formesly in receipt of mcreased pension buat whose pension has been
dizcomfinmed solely by reason of excess income. and whose armus] moome does not eoceed the masdmmmm snmsl income linvitation
by more than §1,000

{3} a veteran who

(1) Has a singular or combined rating of 3 percent or &) percent based on one o7 more service-connected disabilifies or
mmenmloyability and is in need of soch dmes and medicines; and

() Iz in nead of musing home care for reasens that do mot inclede care for 3 VA adudicated semvice-connected dizability.

(4} a veteran who

(1) Has a singular or combined ratine of less than 50 percent. based on one or more service-comnected disabilines, and is in need of
mch dmzs and medicines for 4 service-coonecied disability, and

() Is in nead of mursing home care for reasens that do mot inclwde care for 3 VA adndicated semvice-connected disability.

Sigmature of \ eteran Applying for Denefit Diate of Applheation

Applicant Information

Veteran's Name (lazt, first, and middle initial):

Veteran's Social Security Number: Date of Admiszion to the State Nursing Home:

Date that A& A or Housebound was awarded by VA:

(a copy of this award s or iz mot attached with thiz request)
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Magnosiz Thagnoszes for which the Apphicant was Admitted to the State Nursing Home

DMagnosiz Code DMagnosis Name Category of EIT%II::T. from page 1
MName of Prescribing Physician: Telephone Number:
| cerify that the following medications are prescribed for
Ve Al E AT
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Ron DeSantis Governor

Ashley Moody

STATE OF FLORIDA Attorney General

DEPARTMENT OF VETERANS’ AFFAIRS Jimmy Patronis
NURSING HOME PROGRAM Chief Financial Officer

Wilton Simpson
Commissioner of Agriculture

James S. Hartsell
Executive Director

VERIFICATION OF CAPACITY
MEDICAL VERIFICATION OF CAPACITY OR INCAPACITY TO GIVE INFORMED CONSENT AND / OR
MAKE MEDICAL DECISIONS UPON ADMISSION OR FROM A CHANGE IN CONDITION

I, DR. , the attending / referring
PHYSICIAN NAME

physician for a potential or current resident at the

PATIENT NAME

, have evaluated my patient on

and determined that HE / SHE HAS or LACKS

DATE

capacity to make informed consent and / or medical decisions due to the following

conditions:

PHYSICIAN SIGNATURE DATE

This determination is being made as part of the medical record for the purpose of:
1. Initiating the resident’s Living Will

2. Commencing and delegating the authority of the resident’s Health Care Surrogate
3. Designating a Health Care Proxy for the resident
4

. Signing Admission documents to a skilled nursing facility
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FAMILY QUESTIONNAIRE
We request that you complete this form to the best of your ability in order to ensure that we have sufficient and
relevant information to care for your loved one. Our sincere intent in asking you to answer these questions is to
obtain information in which may help us enhance the quality of his / her life to the greatest extent possible.

VETERAN'S NAME: NICKNAME:

DATE OF BIRTH: AGE: PLACE OF BIRTH:

CURRENT MARITAL STATUS: OSINGLE [ MARRIED [0 WIDOWED [ DIVORCED [0 SEPARATED
HIGHEST LEVEL OF EDUCATION COMPLETED:

FORMER OCCUPATION(S):

NAME OF DURABLE POWER OF ATTORNEY (DPOA) OR GUARDIAN:

RELATIONSHIP OF DPOA OR GUARDIAN TO VETERAN:

NAME(S) OF VETERAN’S CHILDREN AND RELATIONSHIP

O 0GOOD
DISTANT O POOR
O
DISTANT O POOR DGoob
O 0GOOD
DISTANT O POOR
O
DISTANT O POOR HGoob
O
DISTANT O POOR DGoob
O 0GOOD

DISTANT O POOR

NAME(S) OF VETERAN'S RELATIVES AND RELATIONSHIP

O
DISTANT O POOR HGoob
H 0GOOD
DISTANT O POOR
O
DISTANT O POOR DGoob
H 0GOOD
DISTANT O POOR
O
DISTANT O POOR DGoob
O
DISTANT O POOR 0GOOD

WITH WHOM DOES THE VETERAN HAVE THE BEST RELATIONSHIP AND WHY?

VETERAN'S PRIOR LIVING SITUATION:
1 HOME O ASSISTED LIVING FACILITY (ALF) O SKILLED NURSING FACILITY (SNF) [ OTHER
ADMITTED TO STATE VETERANS’ NURSING HOME FROM:

DOES THE VETERAN HAVE A MEMORY PROBLEM? O YES O NO
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HOW LONG HAS THE VETERAN HAD A MEMORY PROBLEM?
O 1 YEAR O 1-3 YEARS O 3 -5 YEARS O 5 YEARS OR MORE

WAS THE ONSET OF THE MEMORY PROBLEM: [0 SUDDEN [ GRADUAL
HAVE THERE BEEN ANY CHANGES IN THE VETERAN'S MOOD OR BEHAVIOR IN THE LAST 6 MONTHS?

O YES ONO
IF YES, PLEASE EXPLAIN:

DOES THE VETERAN HAVE A HISTORY OF PSYCHIATRIC PROBLEMS (DEPRESSION, HOSPITALIZATION,
MEDICATION, PSYCHOTHERAPY, ETC)

MOOD AND BEHAVIOR

CHECK ALL BEHAVIORS THAT APPLY AND OCCURRENCE OF BEHAVIOR

OCCURS
BEHAVIOR NEVER OCCUR;:IIE;\‘S DAILY OR
OCCURS DAILY MORE
FREQUENTLY

Wandering

Continuous pacing

Repetitive behaviors (word, actions)

Withdrawn / depressed (long periods of
time inactive

Anxious, worried

Crying, tearful

Comments about death of self or others

Sleep disturbances (insomnia or frequent
napping)

Mood swings (sudden changes in mood)

Over-eating

Under-eating

Clinging (to caregiver, can’t leave sight /
needs reassurance)

Verbally abusive (curses, screams,
threatens)

Physically abusive (strikes out, grabs)

Rummaging or hoarding

Inappropriate toileting habits

Inappropriate sexual behavior
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Sun-downing (difficult behaviors or
increased confusion occurs in the late
afternoon)

Hallucinations (hears or sees things that are
not there)

Delusions (tells stories that are not fact
based)

Suspiciousness, paranoia

Resistant to care (stiffening, rigidity,
refusal)

Repetitive verbalizations or behaviors

Catastrophic reactions (overacts to stressful
situations)
DOES THE VETERAN HAVE A HISTORY OF USING ANY OF THE FOLLOWING SUBSTANCES:

AVERAGE HOW LONG
YES NO TYPES USED USE SINCE
LAST TIME USED

TOBACCO USE
(cigarettes,
cigars, pipe)

ALCOHOL USE

DRUG USE

DESCRIBE THE BEHAVIOR OF THE VETERAN THAT REFLECTS THEIR:
Anger:

Depression / sadness:

Other:

WHAT TRAUMATIC EVENTS HAS THE VETERAN EXPERIENCED IN THE PAST 10 YEARS (I.E. DEATH OF A LOVED ONE,
DIAGNOSED WITH TERMINAL ILLNESS, ETC.)

AND HOW DID HE/SHE HANDLE THIS?

WHAT COPING SKILLS OR RESOURCES DID THEY UTILIZE (I.E. HELP FROM FAMILY, FRIENDS, COMMUNITY SUPPORT,
SPIRITUAL FAITH, ETC.)?

WHAT IS AN EFFECTIVE INTERVENTION THAT OUR STAFF MIGHT USE DURING DIFFICULT TIMES?

IS THERE A PARTICULAR ANNIVERSARY, HOLIDAY, EVENT OF THE PAST OR SITUATION THAT MAY TRIGGER
SADNESS, WITHDRAWAL, AGITATION, OR IN ANY WAY AFFECT THEIR BEHAVIOR IN THEIR NEW ENVIRONMENT?
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IDENTIFY A PLEASANT/FUN ACTIVITY FOR THE VETERAN WHICH COULD BE IMPLEMENTED RIGHT NOW (L.E.
SINGING A FAVORITE SONG, WATCHING SPECIAL TV PROGRAM, LISTENING TO HYMNS, ETC.)

WHAT METHOD OF REINFORCEMENT IS THE MOST SATISFYING FOR THE VETERAN (L.E. SOCIAL, TOUCHING,
HUGGING, PATS ON THE BACK, PRAISE, COMPLIMENT)?

TANGIBLE - PRIZES, FOOD, ETC:

IN YOUR OPINION, HOW WILL THE VETERAN ADJUST / ADAPT TO LIFE IN THIS FACILITY?

WHAT CAN OUR STAFF DO TO MAKE THIS TRANSITION EASIER FOR THE VETERAN?

IS THERE ANYTHING ELSE WE SHOULD KNOW ABOUT THE VETERAN?

WHAT TYPE OF LEISURE ACTIVITIES HAS YOUR RELATIVE ENJOYED IN THE PAST 6 MONTHS?

WHAT TYPE OF LEISURE ACTIVITIES CAN/DOES YOUR FAMILY MEMBER STILL ENJOY DOING?

ARE THERE SITUATIONS THAT UPSET YOUR RELATIVE?
O CAR RIDES O BEING ALONE O UNFAMILIAR
SURROUNDINGS
0 DEMANDS (PERSONAL CARE) O BEING TOUCHED
O OTHER:

DO YOU HAVE APPROACHES YOU USE TO HELP CALM YOUR RELATIVE?
0 HUMOR O AFFECTION O FOOD (SNACK) O GOING FOR A WALK
O LEAVING ALONE
O OTHER:

DOES YOUR RELATIVE EXPERIENCE ROUTINE OR OCCASIONAL DISCOMFORT DUE TO PHYSICAL CONDITIONS
(HEADACHES, JOINT PAIN, ETC.)?

CLUES THAT MAY INDICATE YOUR RELATIVE IS EXPERIENCING PAIN OR ILLNESS (VERBAL OR NON-VERBAL).

ARE THERE LIFE EXPERIENCES OR ACCOMPLISHMENTS YOUR RELATIVE ENJOYS RECALLING?

CHILDHOOD
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MIDDLE YEARS

RETIREMENT

WERE THERE UNPLEASANT OR SENSITIVE LIFE EXPERIENCES WHICH THE VETERAN STILL RECALLS AND WHICH STAFF
NEEDS TO BE AWARE? PLEASE INDICATE HOW TO RESPOND.

CHILDHOOD

MIDDLE YEARS

RETIREMENT
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Sample PASSR

)

N

State of Flarida Agency for Health Care Administration
Prendmission Sereening and Resident Review (PASRR)

LEVEL | SCREEN
Far Serivus Mental liness (SM1) and/or Intellectusl Disability or Related Coaditions (1D)

For Medicaid Certified Nursing Fucility (NF) Only

Name of Individual Being Evalunied Duie of B

Name of dividual Being Evalusied Do of Btk

Section LPASRR Screen Decision-Making

Section 11

A M1 ar suspected MI check allthat appiy):

B, 1D or suspected 1D check all that apply):

profound.
1 100 70 orless if available
1 Omet prior 18 yean ofoge. Apeofomet:
ERtap————"

Related Coniition:

[EREITR Y pEr———

1. s there an indicaion the imdivicual b o may have: b  disceder resuling in fumctonal limitatians in major i
actvits. for the individual g? C¥es CNo

b
et bais?

A Incrpersana functioning: The individusl s srious cificuty intercting appropriately and communicating
effectively vith other i sdanc

o canofage. Age ofomses: S iclaion, o e Yer CNo
Name of Individus! Being Evaluated (peint) ‘Sacial Security Number® Date of Birth B wd - fora
wak sctings o
OMike O Female : g bt or o
C Epilepny imblished od, sk
Are Indivicusls or Residency Phone Number 2 Muscuar Dysrophy o
2 Prader Willi = -
2 Syina Bl c The il
Present Location of Individus] Being Evaluaied Street Address, City Stke Zip 2 Traumatic Besin Isjury ‘school_ family fests sgitat
[ r——— s, of il ion by ek poical
CINF O Hespisl O Home ) Assisted Living Faciliey [ Group Home (1 Other. symem. COVes CNo
a iy menial e wih s i
Legal Representative’s Name (if applicable) Street Address, City Suwe, Zip oo i heee ced o lenct o of the following
all s appy
Represeniasive's Phone Number R .
v ndeperdnt ning oy #
Medscaid Identification Number if Applicable Other Health lasurance Name and Number if Applicable Ivi
eanion, o
1 Private Pay aviramcat o o
Requesting Admission 1o and wse of langusge Ves DN
(May document 1 1 theee cilties) S
. 3 Cumenty recivig seviss for M. Cornety eciving sevics for D) P——— .
— - ._-—_-, Phoue Previously received serices e M 1 Previousyrescived sevics o D, er
| | | } | 2 Refered for Mt sevices.  Refere o 1D i, iy ucmpion
L I I I 1
. o o -
Finding is based on (check all that applyx: Ves TNa
Mecicatons ©1 Other (secif)
Pase 1 0fS ABCA MoScre Fom (14 Pt A March 3617 mooepocated by nckence in Rk S90-1 040 FAC ) WELMLPAC)
wete Page 20l Page Sof $
o o vl Beng Evlusied e
Narme of Individial Heing Evalusicd [
I Cantinued:
s 2 Section IV: PASRR Screen Completion
suppor she dementaorrelated eurocogniiv dsorder
(Jnchoding Alheiner's dacsce)!
No
1 Yex {Cheok ol tha apply. Send sccompanying
documesition with complicd Level | PASRR scocs)
s
dementia, e ncarocognitve doodcr(ioding Comprebensive menl stans xam
lahemer's dicsi) and h i ingoos s [P T———
O Oer-Speeify
ASIIR evtesien e b exmpltod e skl b pleary o ecomdorydigmece o erente o
e Border, ad  acpcon o e of am SV 1. o ot ive 1 PASHE sy b RO Tp————
ermaaated by th Livt .
et o bnomicie
Section I11: PASRR Screen Provisional Admission or Hospital Smanre
Credencian e Thne
o~ " o
O Provions e —
Finc f Employmcnt =
s sty cate 2 itk  Levet 1
T L 100t it s e
ncheked ‘' A Levd 1 vsbtion it e itk  pegured, b BITBg hé dcumentatio fo he Level 1
S o i ” "
e i,
The il b ackiid b deliim. The Levcl I cvaltion s b completed within 7 days afe the
st
. ” -
7 duyeofsmiion, on o before(dnc)
i being admiced o carever's respite. The Leve 11 valrion st be complted in advance of
4 14 doye i he iy  expecid 0 exceed e 1.y e i, o bors (e 1
he vt eing it underthe 304y ospial ischigge exemptice. 1fthe ndvilal's iy is
‘anticipeted to exceed 30 days, the NF must notify the Level | screner on the 25 day of stay and the Level Il
- 230
AT ouiE
it et
VA M Fom o racy
ACA Mo P 04 it . Mo 217 e o B S L FAL) -
Page s 015

The State of Florida Department of Veterans’ Affairs (FDVA) is asking you to provide your Social Security Number. If you give FDVA your Social Security
Number, we will use it to verify honorable Veteran status, for billing purposes or for other purposes as authorized or required by law. The information you supply
may be verified through a computer-matching program. FDVA may disclose the information you put on this form as permitted by law. You do not have to provide
the information to FDVA, but if you do not, we will be unable to process your application for admission and serve your medical needs. FS119.071(5) Personal
Information
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