








Menu of Long-Term Care Room Types and Rates

Hebrew Rehabilitation Center now offers long-term care services in two locations:
our original location in Roslindale and on the campus of NewBridge on the
Charles in Dedham. At either location, residents and families can expect the same
quality of care that Hebrew Rehabilitation Center has been offering since 1903.

Residents can choose from a menu of room types and rates at both locations.
= Rates are on a per-day basis by room type, and offer options for MassHealth
Roslindale  members and those paying privately for their care. NewBridge

Campus on the Charles
Campus

For more information, contact the Admissions Office at 1-877-822-4722.

Roslindale
Room Type with Shared Bath
Traditional LTC Memory Support
Private Room Daily Private Room
Daily Rate Supplement Rate Supplement
Semi Private $410 $0 $435 $0
Private $440 $15 $465 $30
Room Type with Private Bath
Traditional LTC Memory Support
Private Room Daily Private Room
Daily Rate | Supplement Rate Supplement
Small Private $455 $25 $480 $40
Preferred Private $465 $35 $490 $50

NewBridge on the Charles

Room Type with Shared Bath

Traditional LTC Memory Support
Private Room Private Room
Daily Rate Supplement Daily Rate Supplement

Private $460 $0 $470 $0

Room Type with Private Bath

Traditional LTC Memory Support
Private Room Private Room
Daily Rate | Supplement Daily Rate | Supplement

Private $500 $40 $525 $55

Prices are effective on 10/1/2011 and are subject to change.

MassHealth covers Semi-Private accommodation; however, a MassHealth member who \o\.\ Hebrew

wishes Private accommodation may have a third party pay the daily Private Room Supple- N« Rehabilitation Center
ment. If a private pay, private room resident converts to MassHealth and would like to Hebrew Seniortife

remain in a private room, third party payment of the Private Room Supplement is expected.
If the resident declines to pay the Private Room Supplement, the resident will be placed on
a waiting list for the next available Private Room with a shared bath or Semi-Private Room.

2] Affiliated with
Harvard Medical School




HebrewSenior Life - Long-Term Care FINANCIAL GUARANTY

In consideration of the admittance of , hereinafter called "RESIDENT", to
HebrewSenior Life health centers (HSL), I hereby guarantee full payment, exclusively and solely from
RESIDENT’s available funds, for any medical, physician, or ancillary services not reimbursable by
RESIDENT’s insurance coverage(s) or benefits, until medical assistance “MassHealth/Medicaid” coverage is
necessary. | further acknowledge that I may not misuse or transfer any Resident’s funds or countable assets that
could otherwise be available for Resident’s medical care, and that in the absence of said misuse or transfer will
not be responsible for any medical payments on behalf of RESIDENT from my personal funds or resources.

Further, | as the Responsible Party or Authorized Agent agree to act in good faith with HSL on financial matters,
and to cooperate with HSL and the Division of Medical Assistance in the completion and filing of an application
for Long-Term Care Medicaid when necessary, and agree to cooperate with any additional Medicaid re-
determination compliance or ongoing MassHealth actions.

HSL’s private pay bills are payable in advance, starting on the day of admission and due the first of each month
thereafter. Please see included room rate sheet. HSL reserves the right to change its rates as it deems necessary,
in which case we shall provide you with at least sixty (60) days advance notice in writing, sent to the
undersigned at the address printed below, or to such other address as the undersigned may submit in writing to
HSL.

The Responsible Party also guarantees full payment of any non-medical services (such as personal needs items

and beauty parlor/barber charges) provided at the request of RESIDENT or guarantor.

Resident: X Date: / /
(Signature)

Resident's Agent: X Date: / /
(Signature: Responsible Party or Authorized Agent)

Resident/Agent: X

(Please Print Name)

Address:

Witness: X Date: / /
(Signature)

(Please Print Name)
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\\o\b HEBREW SENIORLIFE

\ 1200 CENTRE STREET | BOSTON, MASSACHUSETTS 02131
Hebrew PHONE 617-363-8372 | FAX 617-363-8914

SeniorLife

APPLICATION FOR ADMISSION

APPLICANT INFORMATION FOR LONG-TERM RESIDENCE

[ ] Hebrew Rehabilitation Center [ | NewBridge on the Charles

Applicant Name (First, Middle, Last)

Gender

M [F

Street Address and Apt. #

City

State

Zip

Residence Type:

[ House [ Apartment O With Family [0 Senior Housing [ Assisted Living [ Nursing Home [ Other

If at a temporary location (e.g. hospital or rehab setting) please provide name and location:

Social Security Number Phone Number
( )
Date of Birth Age Birthplace US Citizen
1Yes [1No
Ethnicity

[] African American [] Asian [ Caucasian [] Hispanic [] Native American [ Other

Religion Primary Language

Marital Status
[JSingle [ Married [JWidowed LI Divorced LI Separated

Spouse’s Name (if applicable)

Name of person completing this application

Relationship to applicant

How did you learn about HSL?

Office Use Only
Date rec’d: SW:

Applicant #:

Copy to Fiscal: ) MCD packet [ MCD Transition Forms [J G&R Form  Date:




MEDICAL INFORMATION
Please provide name, address & phone numbers of applicant’s medical care providers:

PHYsICIAN NAME SPECIALTY ADDRESS/ZIP PHONE NUMBER

Primary Care

Does the applicant have a pacemaker? [1Yes [1No
If yes, please indicate physician managing pacemaker:

PHYSICIAN NAME ADDRESS/ZIP PHONE NUMBER

Please list any hospital admissions in the past 5 years, including psychiatric and nursing home
admissions:

ADDRESS/PHONE REASON FOR

HOSPITAL (IF NOT IN BOSTON) HOSPITALIZATION




Health Insurance Information
You must submit copies of all health insurance cards including Medicare, Medigap (Medex, AARP,

etc.), MassHealth, HMOs, other insurance, and notices of eligibility for state or federally funded
programs.

MEDICARE INFORMATION

Medicare Number Are you enrolled in a Medicare HMO (e.g. Secure

Horizons, First Seniority)?
1Yes [1No

Do you have Medicare Part A? [1Yes [INo | Do you have Medicare Part D? 1Yes [INo

Insurance |.D.#
Part B? 1Yes [1No BIN #: PCN #:

Group No.#: Effective Date:

If you are not eligible for Medicare, please explain:

SUPPLEMENTAL INSURANCE
Plan Name (e.g. Medex Bronze): Policy #

Company Name, Address and Phone Number (e.g. Blue Cross of Massachusetts):

Who is the insured? Name on Policy (if other than applicant)
1 Patient [] Spouse

Policy Type Group Name (if applicable) Group # (if applicable)
1Individual [ Group

MASSHEALTH / MEDICAID
MassHealth Number RID Number Suffix Code

Date Medicaid Application Filed Location Filed

(1 Revere []Taunton [ Springfield [ Tewksbury [ Other
I am not already enrolled on Medicaid, but I believe | may be eligible for Medical Assistance/Medicaid
JYes [1No




FINANCIAL INFORMATION
(CONFIDENTIAL)

INCOME MONTHLY AMOUNT

Social Security $

SSI $

Pension $

Trust $

Other Monthly Income | $

ASSETS DESCRIPTION AsS OF (DATE) VALUE \

Real Estate Owned $
Savings Account $
Checking Account $
Retirement Account $
Stocks and Bonds $
Other Assets $
Total Assets: Submit verification/s (recent statements) for above | $

Transferred Assets: Have you transferred any assets in the past 60 months? O Yes, Date: _ / /[0 No
If “Yes”: Submit Verifications with this application.

Long Term Care Insurance OYes ONo (if yes, please provide copy of policy)

Pre-Need Burial Contract or Trust established 0 Yes 0O No

Person responsible for the applicant’s financial matters:
Name

Address

Phone

Relationship to Applicant

IMPORTANT, PLEASE READ CAREFULLY: MEDICARE Part A and Part B does not pay for
“long-term care, such as custodial care in a nursing home.” Room and board long-term care is paid
with private assets and income, long-term care insurance benefits, and/or MassHealth/Medicaid. We
must know in the source of payment in advance of admission. As an applicant, if you think you may be
eligible for Medicaid on admission or within six months after admission, it is Hebrew Rehabilitation
Center policy that you complete a Masshealth Senior Medicaid Request application prior to admission.
If you need a LTC Masshealth/Medicaid application, please let us know and we will provide one for
you.
For assistance regarding MassHealth eligiblility, please call the Admissions Coordinator in Financial
Services at (617) 363-8415 for additional assistance.




CONTACT INFORMATION

Please list the names and addresses of family members and friends who should be contacted with information and/or in
case of an emergency. We will be using this information both pre-admission and once the applicant has been admitted.

Contact Name

[ Mr. [0 Mrs. [ Ms.

CONTACT #1

Street Address and Apt. #

City

State

Zip

Relationship to Applicant

Role(s) Check all that apply

[ Accountant [ Attorney [1Durable Power Of Attorney [ Elder Advocate [1Health Care Proxy [ Trustee
[J Legal Conservator [ Legal Guardian [ Power of Attorney [ Paralegal [ Temporary Guardian

Home Work
( ) ( ) Ext.
Cell Pager
( ) ( )
Fax Email
( )
SEASONAL ADDRESS (IF APPLICABLE)
Address
City State
Dates From / To / Phone ( )

Contact Name

[ Mr. [0 Mrs. [ Ms.

Street Address and Apt. #

City

State

Zip

Relationship to Applicant

Role(s) Check all that apply

0 Accountant [ Attorney [ Durable Power Of Attorney [ Elder Advocate [ Health Care Proxy [ Trustee
[ Legal Conservator [1Legal Guardian [1Power of Attorney [1Paralegal [1 Temporary Guardian

Home Work
( ) ( ) Ext.
Cell Pager
( ) ( )
Fax Email
( )
SEASONAL ADDRESS (IF APPLICABLE)
Address
City State
Dates From / To / Phone ( )




Contact Name

[ Mr. [0 Mrs. [ Ms.

CONTACT INFORMATION CONTINUED

Street Address and Apt. #

City

State

Zip

Relationship to Applicant

Role(s) Check all that apply

[1 Accountant [ Attorney [1Durable Power Of Attorney [ Elder Advocate [1Health Care Proxy [1 Trustee
[] Legal Conservator [1Legal Guardian [1Power of Attorney (1 Paralegal [1 Temporary Guardian

Home Work
( ) ( ) Ext.
Cell Pager
( ) ( )
Fax Email
( )
SEASONAL ADDRESS (IF APPLICABLE)
Address
City State | Zip
Dates From / To / Phone ( )

Contact Name

[ Mr. [0 Mrs. [ Ms.

Street Address and Apt. #

City

State

Zip

Relationship to Applicant

Role(s) Check all that apply

[ Accountant [ Attorney [1Durable Power Of Attorney [ Elder Advocate [1Health Care Proxy [ Trustee
[J Legal Conservator [ Legal Guardian [ Power of Attorney [ Paralegal [ Temporary Guardian

Home Work
( ) ( ) Ext.
Cell Pager
( ) ( )
Fax Email
( )
SEASONAL ADDRESS (IF APPLICABLE)
Address
City State | Zip
Dates From / To / Phone ( )




