AFC ~ RESIDENT CARE AGREEMENT
Michigan Department of Human Services
Division of Adult Foster Care Licensing and Home for the Agsed Licensing

Resident tame: Name of Homa: Lizense Number
Barbara Lorsnzen 318 Hammond ARMO3INAATISS
This agreamont to:provide aduit foster care for (resident's name) Barbara Lorenzen Is mnade
setwoen (licensoe nama) _B8aCON Specialized Living and (residantresident's designated representative)
Q2
+  This agreement is reguired to be compicted at fne ime of a resident’'s admission, reviewed amually, and updated as needed to reflact

changes.

+  This agreement is 1o be completed by the licansee in cooperation with the resident or his/her designated representalive and the
responsibls agency, if applicable, Designatad rapresentative means that persen or agency which has been granted written aulhority,
by a resident, 1o act on tehalf of the residant or which is the legal guardian of a resident. Acceptable written authority Includes orders
of guardianship or conservatorship, powers of attarney, durable powers of alterney, or olher docoments executed by Ihe resident that
specify the relevant scope of zuthority, If a resident’s designated representative signs this agreement, a copy of the signer’s wiitten
authority i to be maintalned In the resident’s file at the AFC home.

+ A resident shall be provided care and servicas as staled in this resident care agreemant and the resident's assessmeant plan.
This agreemeant constitutes the fae policy statement requirad by Family Home Rule 400, 1407{11), i applicable.

RESIDENT OR DESIGNATED REPRESENTATIVE CHECK ALL BOXES BELOW THAT APPLY:

I have received 2 copy of the house fules (if apniicabls) and agraa to follow them.
! agree o provide all required resident information to the licansee, including a current hea'th care appraisal, at the time of admission,
annually and as the resident's condition changes.
] agree o participate in all required fire and emergency dills, as determined by BCAL and the licensee.
{71 | have signed and received a copy of the home's rafund agreement, {CROUP HOMES ONLY)
| have receivad a topy of the hams's dischaige policy and agree to foliow those procedures. {GROUP HOMES OhLY)
{7 lagree [0 1danot agree to raceive assistance in bathing, dressing, or personal hygiene by a staff rmember of the opposite
sex, if amember of the sams sox is hot available,
[ tagree [ 1donotagres to entrust the following fo the license for safelkaeging, If this option is available:
Funds {7 valusbles (specify) Resident Funds not to exceed §200
(] 1agreeto have te licenses manage funds and account for financial transactions on my behall. Expenditures of my personat funds cver
the amount of $ require my prior writien approval.
I agraes to pay the licensee the agreed upon fees for the services designatad.
{1 1agree to pay the asic fee of § 896.50 ona Monthiy kbasis.

daily, week or monthly
The basic fae includes the following basle services:

Room and Boaxd, Medication Managment, and Coordination with appolntwents

and are further described in the resident’s assessment plan, and attachmani , if appiicabie.

1 The basis fees do nat include eny fransportation services.

The basic fees include the following ransportation services.
No fee for local uxansportation

{71 Transportation fess are charged as follows:

Current mileage rakte, pius staff time for transportation outside of the Iocal area.

and are fuither axplainad in attachment  none , if applicable,

BOAL-3766 (Rev, 10-13) Previous editions obsoleta. MS Word

-



| sgres ta %zdditionai services according ta the fee schedule contained in a'ttachment.- Pex CMH Quntragt . Such addittonal
services m_fay include but are.not imited to;

i ) ) ) -
Case Management, psythicatry, Therapy, ect. Pzr Piem Rate will be paid by the CMH,

If soclicable, | have read the atachments relating to fess and agree with the terms and conditions astablished therein, | further
acknowledge that addiional services are available for additlonal fees as described In altachment Daily rate/GHMH Contract
;
1
BY MY SIGNATURE BELOW, | AFFIRM THAT:

This home is licepsad by the Depariment of Hutnan Services lo provide foster care to-adulls.
I'have provjded the resident with a copy of iie AFC Resldent Rights and agres {o réspect and salaguard these rights.

i hav;a provided the resident with a capy of the hame's discharge polley and procedures and zgree lo follow them, (AFC Graup Homes
only.

t have provided the resident with a signed copy of the home's refund agreement, {AFG Group Homes only.)
[ agres to provide parsonal care, supevision, and protection, in additlon ko ream and heard, and to assure the availability of

transportation services as Indleated In this agreement, the resident's wrilten zssessment plam, and the resident’s health care sppraisal,
as defined n the act.

A capy of this resident care agreement is required to ba provided to the resident's g'uardian or reskdent’s designated
rapresentative and also be malntalned in the rasldent's fife at the ARG home.

Attachments to this Resldent Care Agraemant and any other agreements or contracts with this licensee may not have heen
revlawed and/or approved by the department. if any contractual provision contalned In an atiachment conflicts with the Adult
Foster Cark Faclilly Licensing Act andlor administrative rules, the act and rules wouid prevall and the spacific provision Is not

hinding.
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éaﬁ;‘p}imenls; commenia andfir complalnts about this licensed facility can be mada by calling the lcensing consultant, or at
www.michigan.goWiafchfa, Additional information regarding adult foster care s also availabla al this websia,
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s

Complaints (onlyYcan also be.made by calling toll-free; 1-866-866-0426,
; Dapadment of Human-Servic?s oS 3 ﬁr;illi hot discr{mtnala} agalnub’l any
: . individual or group because of sace. re  llglon, age, nallonal etigin, color,
AUTHORITY: 1979 PAZIA helghl, weight, marital stalus,  ss%, sexval oifs nlatlon, gender ldeqtily or
COMPLETION:  Mandatory axpresslan, poilical beliéfs or disability. IF vau need halp wilh reading, weillng,
PENALTY: Vivlation of Adutt Foster Cate Adminlsiralive Rule hesdng, elo., unter the Amercans with Disabilies Acl, you are invlled to
make your needs known le a OHS ofifce In your area,
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