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ADMIT PACKET – EVANGELINE OAKS 
 

1. RECORD OF ADMISSION FORM (To be completed by Facility Representative) 
2. ADMISSION AGREEMENT (Requires Resident/Responsible Party Signature)  
3. ADMISSIONS WAIVER & FINANCIAL AGREEMENT (To be completed by Facility 

Representative.  Requires Resident/Responsible Party Signature) 
4. PAYMENT STATUS OF RESIDENT (To be completed by Facility Representative. Requires 

Resident/Responsible Party Signature) 
5. SOCIAL SECURITY FORM TO HAVE CHECK MAILED (Requires explanation and 

encouragement to sign this form) 
6. EYEGLASS, HEARING AIDS, DENTURES FORM (Requires Resident/Responsible Party 

Signature) SELECTION OF PHYSICIAN, PHARMACY, HOSPITAL, MORTUARY (Requires 
Resident/Responsible Party Signature) 

7. RESIDENT/FAMILY APPLYING FOR MEDICAID (Requires Resident/Responsible Party 
Signature) 

8. PRIVATE PAY RESIDENTS (RESPONSIBILITIES) (Requires Resident/Responsible Party 
Signature)BUSINESS HOURS & PERSONAL AND BUSINESS MAIL FORM 

9. AUTHORIZATIONS, CONSENTS, AND RELEASES (Requires Resident/Responsible Party 
Signature) 

10. BED HOLD POLICY (To be completed by Facility Representative.  Requires 
Resident/Responsible Party Signature) 

11. PHARMACY CONTRACT (Requires Resident/Responsible Party Signature. A copy must be 
sent to Pharmacy.) 

12. X-RAY CONTRACT (Requires Resident/Responsible Party Signature. A copy must be sent to 
X-ray) COPY OF SURVEY FORM (Requires Resident/Responsible Party Signature)  

13. ACKNOWLEDGEMENT OF ALLOWABLE & NON-ALLOWABLE ITEMS (Requires 
Resident/Responsible Party Signature and a copy of allowable and non-allowable given to 
Resident or Responsible Party.) 

14. ELECTRONIC SUBMISSION FORM (Requires Resident/Responsible Party Signature) 
15. RESIDENT TRUST FORM (Requires Resident/Responsible Party Signature) 
16. JOINT TRUST FUND FORM (Requires Resident/Responsible Party Signature) 
17. AUTHORIZATION TO HANDLE TRUST FUNDS 
18. SMOKERS AGREEMENT FORM (Signature only required if Resident is a smoker) 
19. RELEASE OF INFORMATION FORM (Requires Resident/Responsible Party Signature) 
20. AUTHORIZATION TO USE AND/OR DISCLOSE HEALTH INFORMATION AND 

PERSONAL IDENTIFYING INFORMATION 
21. RESTRAINT POLICIES AND CONSENT FORMS (Requires Resident/Responsible Party 

Signature)(1 copy for SS file and 1 copy for chart)ADVANCED DIRECTIVES CHECKLIST (l 
copy for SS file and 1 copy for chart) 

22. RESUSCITATION DESIGNATION (l copy for SS file and l copy for chart) 
23. EMERGENCY TRANSFER FORM (Requires Resident/Responsible Party Signature) 
24. EMERGENCY TRANSPORT FORM (Requires Resident/Responsible Party Signature) 
25. SITTER POLICY (Requires Resident/Responsible Party Signature)SERVAILANCE CAMERA 

POLICY (Requires Resident/Responsible Party Signature)SERVAILANCE CAMERAS PAGE 
 

 
 
 
 
 
 



 

Pa
ge

2 

PAPER WORK THAT NEEDS TO BE GIVEN TO RESIDENT AND/OR RESPONSIBLE PARTY. 
 

1. BILL OF RIGHTS 
2. ARTICLES ALLOWED AND NOT ALLOWED 
3. PROCEDURE FOR FAMILIES 
4. CHOICES IN LONG TERM CARE 
5. LIVING WILLS 
6. RESIDENT PHONE USAGE 
7. CARE PLANNING MEMO 

                         AND ATTENDS/DIAPER  
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                          RECORD OF ADMISSION
                             EVANGELINE OAKS GUEST HOUSE
NAME DATE OF ADMIT #OF ADMIT CLIENT# HEALTH REC#

ADDRESS GENDER         D.O.B. AGE MARTIAL STATRACE

RELIGION CITIZENSHIP

DAY PHONE#

EVE PHONE# OCCUPATION EDUCATION

CEL PHONE#
PAY TYPE SOC. SEC. # PRIMARY LANGUAGE

MEDICARE SPEAKS ENGLISH WELL:

MEDICARE PART A & B MEDICAID ELILGABLE: ____ TRANSFERRED FROM:

______YES   _____NO STATE:_________

MEDICAID NUMBER:

RESPONSIBLE PARTY:           RELATION NEXT OF KIN: RELATION

DAY PHONE# DAY PHONE#

EVE PHONE# EVE PHONE#

CEL PHONE# CEL PHONE#
NEXT OF KIN:          RELATION NEXT OF KIN:               RELATION

DAY PHONE# DAY PHONE#

EVE PHONE# EVE PHONE#

CEL PHONE# CEL PHONE#
PRIMARY PHYSICIAN: INSURANCE INFORMATION

HOSPITAL: PREVIOUS ADDRESS:

RENT OWN
PHARMACY: ARE YOU ON THE MEDICAID WAVIER PROGRAM _YES___NO

NOW,NOW FUND, CHILDREN'S CHOICE, ADHC, 

SUPPORTS WAIVER, ROW, OR

MORTUARY:
COMMUNITY CHOICES (CIRCLE ONE IF YES)

LOCATION:
INCOME INFO:       DO YOU RECEIVE VA CHECK:

ALLERGIES OTHER
    YES ______           NO _______

ADMITTING/SUBSEQUENT SOC SEC
    (IF YES)  IS IT FOR HOME CARE

DIAGNOSES: SSI _____Y  ______N

OPTIONAL INFORMATION DO YOU HAVE MEDICARE PART D
NAME OF CARRIER:

DISCHARGE: DISCHARGE TO: REASON:
DISCHARGE DIAGNOSES:

NAME:
CURRENT LOCATION: HEALTH RECORD#

CLIENT#

EVANGELINE OAKS  
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ADMISSION AGREEMENT 
_____________________________________________________ 
Print Name of Resident 
___________________________________________________ 
Print Name of Responsible Party and Relationship to Resident 
 
I hereby agree to the following arrangements provided for the medical, nursing and personal care of the 
resident. 

NURSING HOME AGREEMENT 
To furnish room, board, linens, bedding, nursing home care, and such personal services as may be required for the health, 
safety, good grooming, and well being of the resident. 
 
To obtain whenever necessary the services of a licensed physician of the resident’s choice, or the services of another 
licensed physician, if a personal physician has not been designated, as well as such medications as the physician may 
order. 
 
To arrange for the transfer of the resident to the hospital of the resident’s choice, when this is ordered by the attending 
physician, and immediately to notify the responsible party of the transfer. 

AGREEMENT OF RESIDENT & RESPONSIBLE PARTY 
To provide for the personal clothing and effects as needed or desired by the resident. 
 
To be responsible for hospital charges, if hospitalization of the resident becomes necessary, and transportation. 
 
To be responsible for physician’s fees, medications, and other treatments or aids ordered by physician. 
 
To pay standard rate agreed upon with nursing home at specified intervals, in the event any payments required under this 
agreement are not paid when due, the responsible party agrees that the resident shall, at the sole option of the nursing 
home, be transported to responsible party’s home, or other such place as designated and responsible party agrees to accept 
physical custody of the resident and pay all transportation charges as well as all past due charges to the nursing home.  If 
the responsible party refuses to take responsibility for the resident under any instances as outlined above, it is agreed that 
the resident will be transported to and placed in the nearest public institution for the care of the aged and inform the 
responsible party. 
To notify the nursing home in advance of resident’s contemplated discharge not due to any emergency. 
 
To help with their family member (resident) during times of emergency evacuations (Hurricanes, etc.).  If the family 
member (resident) is capable of being evacuated by the family, the Facility will contact the responsible party 48 to 72 
hours in advance, depending on the type of emergency, to make arrangements for the family to pick up the resident and 
transport to a safe area until the emergency situation is ended. 
 
To help transport and stay with family member on appointments outside of the facility. 
 
__________________________________  ______________________ 
Signature of Resident     Date 
 
__________________________________  ______________________ 
Signature of Responsible Party and   Date 
Relationship to Resident 
 
__________________________________  ______________________ 
Signature of Administrator    Date 
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EVANGELINE OAKS ADMISSION AGREEMENT 
 

STANDARD ADMISSIONS WAIVER 
 
 
The management of this home has agreed to exercise such reasonable care toward this person as his or her 
known condition may require, however, this home is in no sense an insurer of his/her safety or welfare and 
assumes no liability as such. 
 
The management of this home will not be responsible for any valuables or money left in the possession of this 
person while he/she is a resident of this home. 
 

FINANCIAL AGREEMENT 
 
The resident or responsible party agrees to pay the rate which is determined by DHH.  This payment is subject 
to change.  Resident or responsible party also agree to have all resident resources assigned to the facility.  Rent 
is due by the 5th of each month. 
 
Resident resources include the following: 
 
 Social Security Check: ______________________ 
 
 Supplemental Social Security Check: _____________________ 
 
 Other (Private Insurance, VA, Private Pay, Pension, Retirement, etc.) 
  
 _________________________________ 
 
If the resident receives Title SVIII or Title XIX, the rates will agree with the States determination.  Also, the 
resident or responsible party agree to supplement all amounts up to and equal to the rate per day not covered by 
Title XVIII or Title XIX. 
 
__________________________________  _______________ 
Signature of Resident     Date 
 
__________________________________  _______________ 
Signature of Responsible Party   Date 
 
__________________________________  _______________ 
Signature of Administrator    Date 
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PAYMENT STATUS OF RESIDENT 
 
 
Medicaid Only _________________________________________________ 
 
 Private Liability __________________________________________ 
 
 Need to apply for Medicaid Effective Date _____________________ 
 
Medicare with Medicaid Co-Pay ___________________________________ 
 
Medicare with Supplemental Insurance Co-Pay _______________________ 
   
 Supplemental Insurance Co. _________________________________ 
 
Medicare with Private Pay Co-Pay _________________________________ 
 
 Responsible Party _________________________________________ 
 
HMO for SNF Services _________________________________________ 
  
 Name of HMO ___________________________________________ 
 
Private Insurance ______________________________________________ 
 
 Name of Ins. Company ____________________________________ 
 Facility will file monthly 
 
Private Pay ___________________________________________________ 
 
 
____________________________________ ___________________ 
Signature of Resident     Date 
 
____________________________________ ___________________ 
Signature of Responsible Party    Date 
 
____________________________________ ___________________ 
Signature of Facility Representative   Date 
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Social Security / SSI Report of Change 
Report to:                    Ph (888) 655-6481 Name and Address of Reporting Facility: 
SSA Office   Evangeline Oaks Guest House   
  Social Security Administration   240 Arceneaux Rd.   
  106 Corporate Blvd.   Carencro, LA 70520   
  Lafayette, LA  70508   Phone (337) 896-9227   
  Fax (337) 261-0587   Fax (337) 896-0801   

Name of Beneficiary    
    SSN                                     DOB   

Type of Benefits:  Check each that applies       Social Security [     ]             SSI  [    ] 

  Report of Event  
Admission Date:  ______________  New Phone Number: (337) 896-9227 

Beneficiary New Address:    
        Evangeline Oaks, 240 Arceneaux Rd., Carencro, LA 70520   

Does the beneficiary wish to continue receiving benefits by direct deposit?  
Yes [ X ] No [  ] Not Applicable [ ] Checking ___X_______Saving__________ 

Bank Routing Number __265270413__Account Number __2200000219____ 

   Is the beneficiary capable of directing the use of their own benefits? Yes [  ] No [ ]  
   If no who would be the best payee?_______________________________ 
___________________________________________________________ 

Admitted from a:   Facility [  ]    Residence [  ]  
Facility Name:_______________________________________________________________ 

Discharge Date__________Facility or Residence Address:_____________________________ 
     
Discharge Date______________________________________________ 

Date of Death _____________Funeral Home:___________________________ 

If the beneficiary receives SSI and this is a new admission, is Medicaid expected to pay more 

than 50% of the cost of care for all months?   Yes  [  ]     No  [  ]  

If "no", List the expected source of payment and each month Medicaid will not cover 50% __ 
___________________________________________________________________________ 

Do you expect to discharge this SSI beneficiary within the next 90 days?  Yes [  ] No [  ]  
If Yes, please complete page 2.    
Facility Representative   Beneficiary (Capable beneficiaries must also sign) 

Name/Title (print)_________________________ Name print)_______________________ 

Signature_______________________________ Signature_________________________ 
Date _______________________________ Date ___________________________ 
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Eyeglasses – Hearing Aids – Dentures 
 
 

Evangeline Oaks Nursing Home is not responsible for the loss or misplacement of resident’s, family 
member’s or visitor’s Eyeglasses, Hearing Aids, or Dentures.  Upon learning of the disappearance of any 
of these items, EOGH will investigate and search for the missing item.  It is the responsibility of the 
Resident or Responsible Party to label or engrave the identification of the resident on each of these items.  
 
It is recommended that the Resident or Family Member purchase insurance for any of these items. 
 
Inventory: 
 
____ Eyeglasses………..Description:  _______________________________________ 
 
                                                                _______________________________________ 
 
____ Dentures………….Description:  _______________________________________ 
 
                                                                 _______________________________________ 
 
____ Hearing Aids……..Description:  _______________________________________ 
 
                                                                 _______________________________________ 
 
 
Verification Form: Selection of Physician, Pharmacy, Hospital, and Mortuary 
 
 
Physician: ___________________________________________ 
 
Pharmacy: ___________________________________________ 
 
Hospital:  ____________________________________________ 
 
Mortuary:  ___________________________________________ 
 
 
_____________________________________________  ______________ 
Resident/Responsible Party      Date 
 
 
______________________________________________Witness 
 
 
______________________________________________Witness 
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For All Residents/Families Applying for Medicaid 
 
 

It is the responsibility of the Resident, Family Member, or Responsible Party, to make sure that the 
Medicaid Application is completed in a timely manner. if Medicaid has not contacted the appropriate 
Party within 7 days after being admitted to EOGH, it is the responsibility of this Party to initiate 
communications with Medicaid and EOGH to assure prompt and timely completion of the application. 
 
EOGH will not be responsible for incomplete applications, missed deadlines, or unsigned documents 
related to any aspect of the Medicaid Application Process. 
 
Any denied or rejected applications will result in the conversion of the payment source here at EOGH to 
Private Pay status. Thus, any delays, which have as the result, any missed Medicaid payments to EOGH, 
will be the financial responsibility of the Resident or Financial Responsible Party. 
 
 
 
______________________________________                   _______________________ 
Resident or Financial Responsible Party                           Date 
 
 
 
______________________________________                     ______________________ 
Witness                                                                                   Date 
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PRIVATE PAY RESIDENTS 
 

For a Private Room (The WHOLE ROOM to one resident), the Resident/Responsible Party agrees to pay 
the rate of $500 additionally per month above the standard rate. 
 
_______Yes, I want the whole room at $500.00 per month additionally. 
 
_______No, I do not want the whole room. 
 
Private Pay Residents/Responsible Parties are responsible for the cost of all medicines, physician visits, 
hospital stays and charges, ancillary charges, ancillary charges (Lab, XRay, etc.), transportation and any 
other charge that is not covered in the Nursing Home Agreement. 
 

Business Office Hours 
 
Resident/Responsible Party 
 
The Business Office is open Monday through Friday 8 am to 5 pm.  Money is available to resident at the 
orange station on weekends. 
 

Receipt of Personal Mail Procedure 

 
1 All personal mail addressed to the Residents will not be opened by Evangeline 

Oaks Guest House staff.  Authorization is hereby granted that all personal 
mail is to be given to the Resident 
___Yes                                                                                                                                                                       
All personal mail is to be held at the front office for pick-up ___Yes  

 
2 Authorization is hereby grant Evangeline Oaks Guest House office and/or 

social service employees to open all business mail for this Resident. 
 
 
____________________________________           ___________________          
Signature of Resident     Date 
 
____________________________________ ___________________ 
Signature of Responsible Party   Date 
 
____________________________________ ___________________ 
Signature of Facility Representative   Date 
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PROFESSIONAL PRINTING FORM 498604WA 
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BED HOLD/READMISSION POLICY 
 
 
THE FACILITY BED HOLD POLICY IS AS FOLLOWS: 
 

A. The resident is allowed 7 days hospital stay, on the 8th day the bed will be held  
      for the resident during his/hers absence from the facility as long as the  
      resident and/or responsible party agrees to pay daily amount covered by  
     their private liability. 
 
B. If the resident and/or family member or legal representative decides to  
      discontinue payment or the State Plan expires, all personal belongings,  
      furnishings, etc., must be removed from the room. 
 
C. It is the responsibility of the resident and/or family member to notify facility if  
     he/she does not wish to hold bed after (7) seven days and pay bed hold fees. 
     all personal belongings must be removed at this time.  If the resident and/or 
     family member does not notify the facility of their decision it will be  
     determined that you have accepted full responsibility for bed hold fees and      
     will be held liable for payment.  
     
 
D. Upon notice of plans for discharge from the hospital, completion of a therapeutic leave, or other 

placement outside the facility, the facility will make the first available bed open to the resident 
provided he/she requires that services provided by the facility and/or is eligible for Medicaid nursing 
facility service. 

 
E. Residents have 15 days (24 hrs.) per calendar year for home leave. 
 
 
______________________________  _______________ 
Signature of Resident     Date 
 
______________________________  _______________ 
Signature of Legal Guardian    Date  
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PHARMACY CONTRACT 
MELANCON PHARMACY INC 

FAX TO 896-4654 (MELANCON PHARMACY) 
 

 
DATE OF ADMISSION: _______________________ 
 
PATIENT NAME: ___________________________             DATE OF BIRTH_________________ 
 
WING & ROOM #:__________________      FACILITY: EVANGELINE OAKS GUEST HOUSE 
 
DRUG & ALLERGIES _________________________________________________________ 
 
STATUS>   Insurance  Medicare D  Medicaid  Medicaid  Pending (please notify us when approved)      
                          Skilled              Other ___________________________ 
 
     Please fax copies of insurance cards front and back to pharmacy along with this form. 
 
************************************REQUIRED*************************************** 
 
RESPONSIBLE PARTY INFORMATION                NEXT OF KIN (DIFFERENT THAN RESP. PARTY) 
 
NAME _______________________________ NAME ___________________________________ 
 
ADDRESS _____________________________ ADDRESS ________________________________ 
 
______________________________________            _________________________________________ 
 
HOME PHONE # _______________________ HOME PHONE # __________________________ 
  
WORK PHONE # _______________________ WORK PHONE # __________________________ 
  
CEL PHONE # _________________________ CEL PHONE # ____________________________ 
 
 SS # __________________________________     
  

 
As Responsible Party, I authorize MELANCON PHARMACY INC. to provide medications for this resident.  
MELANCON PHARMACY INC. may bill Medicaid, Medicare or any other insurance for any medications 
ordered for this patient.  
 I UNDERSTAND THAT I WILL BE RESPONSIBLE FOR CO PAYS, DEDUCTIBLES and NON-
COVERED MEDICATIONS. ADDITIONALLY, I UNDERSTAND THAT I NEED TO CONTACT 
THE PHARMACY SHOULD THERE BE ANY CHANGES TO THE INFORMATION PROVIDED 
HERE. 
 
 
Responsible Party Signature______________________________ Date ___________ 
 
Witness ______________________________________ Date ________________________ 
 
Please list any Medicaid or Insurance information here: 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
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SITTIG MOBILE X-RAY & CARDIOLOGY, INC. 
 

 
PATIENT’S NAME: ______________________________________________________ 
 
DATE OF ADMISSION: __________________________________________________ 
 
 
I hereby authorize the use of my legal signature below on any and all insurance forms.  I authorize payment 
directly to Sittig Mobile X-Ray & Cardiology, Inc., on any insurance 
Or Medicare benefits.  I authorize Medical information to be released to the Health Care Financing 
Administration and its agents any information needed to determine these benefits or the benefits payable for 
related services. 
 
______________________________________  ______________________ 
Patient’s Signature      Witness’s Signature 
 

                                               LA DHH Annual Survey 
 
Pursuant to Act 295 of the 2004 Regular Session of the Louisiana Legislature, I acknowledge that I have been 
advised of the opportunity to be provided the most recent annual survey conducted the Louisiana Department of 
Health and Hospitals on Evangeline Oaks Guest House. 
 
________ I requested and was provided a copy. 
 
________ I declined a copy. 
 
_________________________________________ 
Resident/ Responsible Party 
 
 

ACKNOWLEDGEMENT 
 

I WAS PROVIDED WITH A LIST OF THE THINGS THAT ARE ALLOWED 
AND NOT ALLOWED IN MY ROOM.   A CLEAR EXPLANATION WAS 
GIVEN AS TO WHY THIS IS NECESSARY.  I UNDERSTAND THAT THESE 
ITEMS ARE POSTED ON THE BACK OF MY ROOM DOOR. 
 
 
__________________________ 
       Signature of Resident 
 
__________________________ 
              Date Signed 
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SERVICES AND SUPPLIES 

 
The families are to be informed that the standards for payment, according to the Department of Health and 
Hospitals, does not require a nursing home to use ATTENDS, or any other disposable diaper or under pads.  
EVANELINE OAKS, in an effort to minimize odor in the facility and also enhance the care of our residents, 
has elected to set forth in our policies and procedures the use of disposable diapers. 
 
However, once the monthly allotment for the facility is utilized we will convert to the cloth diapers. 
 
The nursing facility shall be responsible for providing the following services, supplies, and equipment to 
Medicaid residents. 
 

1. Room, board, and therapeutic diets 
2. Food supplements or food replacements, including at least one brand of each type (i.e., regular, 

high fiber, diabetic, high nitrogen) 
 
Note:  This does not include enteral/parental nutrients, accessories and/or  
           supplies 
 
3. General Services as listed below: 

A. Professional nursing services 
B. An activity program with daily supervision of such activities 
C. Medically-related social services 
D. Other services provided by required staff in accordance with the plan of care. 

 
4. Personal Care Needs---The facility shall provide personal hygiene items and services when 

needed by residents to include: 
 
 *hair hygiene supplies   *comb 
 *brush      *bath soap 
 *disinfecting soaps or specialized cleaning agents when indicated to treat      special skin 
problems or to fight infections 
 *razors     *shaving cream 
 *toothbrush    *toothpaste 
 *denture adhesive   *denture cleaner 
 *dental floss    *moisturizing lotion 
 *tissues    *cotton balls 
 *cotton swabs    *deodorant 
 *incontinence supplies  *sanitary napkins/related supplies 
 *towels    *washcloths 
 *hospital gowns   *hair and nail hygiene services 
 *bathing    *basic personal laundry 
 *incontinence care 
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Note:  Special hair cuts, permanent waves, and other such services, which are provided by a licensed 
barber or beautician at the request of the resident shall be paid directly by residents from their 
personal funds, or by their legal representatives or sponsors, unless provided as a free service by the 
facility. 
 
5. Drugs 
 
 Over the counter drugs are part of pharmaceutical services that the nursing  
 facility is responsible for providing when it is specified in the resident’s  
 plan of care.  If the prescribing physician does not specify a particular  
 brand in the written order, a generic equivalent is acceptable.  If the  
 physician specifies a particular brand; the nursing facility would have to 
 incur the cost of providing that drug.  If the physician does not specify a 
 particular brand, but the resident insists on receiving a particular brand, 
 the nursing facility is not required to provide the requested drug. 
 However, if the facility honors the resident’s request, it may, after giving 
 appropriate notice, make a charge to the resident’s funds for the difference 
 between the cost of the requested item and the cost of the generic item. 
 
I fully understand the services and supplies provided by the facility, however, I may, at any given 
time, regarding any particular item, may choose to purchase supplies and items of my preference. 
 
 
_______________________________________ 
Resident Signature   Date 
 
_______________________________________ 
Responsible Party Signature  Date 
 
_______________________________________ 
and/or Legal Representative Signature Date 
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THIS IS TO INFORM ALL RESIDENTS AND FAMILY MEMBERS THAT 
EVANGELINE OAKS GUEST HOUSE IS NOW ELECTRONICALLY 
TRANSMITTING MDS’s. 
 
THIS IS BECAUSE THE DATA WILL BECOME A PART OF A FEDERAL 
DATABASE, “a system of records” AND ARE THERE FORE SUBJECT  TO THE 
TERMS OF THE PRIVACY ACT OF 1974. 
 
 
 
________________________________________ 
Resident or Family Member 
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RESIDENT TRUST FUND POLICY 
 
Residents shall be allowed to select how he/she will manage their personal financial affairs or to designate someone to assume this 
responsibility for them.  They shall be permitted to spend their personal funds as they desire unless interdicted and/or under a curator 
ship.  There shall be no limitations on the use of personal funds so long as the funds are not used to pay for anything covered by the 
Medicaid Program.  If he/she chooses to deposit personal funds with the facility, the funds will be held, safeguarded and managed as 
follows: 
 

1. Once the facility receives the written authorization from the resident, it must  
       safeguard and account for such personal funds under a system established 
      by the facility.  Current facility records shall reflect if residents handle their  
      own funds or the names of parties designated to handle their personal funds.     
 
2. Funds are placed in the Residents’ Fund account which is separate from the facility funds.  Resident’s Funds are not 

commingled with any other than that of the resident.  All funds in excess of $50.00 will be placed in an interest bearing 
account that is separate from any of the facility’s operating accounts. 

 
3. The facility shall assure a full and complete separate accounting of each such resident’s personal funds, maintain a 

written record of all financial transactions involving the personal funds of resident deposited with the facility and afford 
the resident (or legal representative of the resident) reasonable access to such record.  The facility shall ensure the 
soundness and accuracy of the resident fund account system. 

 
4. The facility will notify each resident receiving medical assistance under the Medicaid Program State Plan when the 

amount in the resident’s account reaches $200. less than the dollar amount of resources allowed under SSI policy and the 
fact that if the amount in the account (in addition to the value of the resident’s other non-exempt resources) exceeds the 
SSI resource limit the resident may lose eligibility for such medical assistance or for benefits under Title SVI (SSI) and 
Medicaid. 

 
5. The facility shall be responsible and liable for any loss of resident funds deposited with facility.  The facility shall 

purchase a surety bond to assure the security of all personal funds of residents deposited with the facility.  
 

6. Upon the death of a resident or the closing of a resident with such an account, the facility will convey promptly the 
resident’s personal funds and a final accounting of such funds to the individual administering the resident’s estate.  
However, the resident may choose to have their personal representative share joint ownership of their personal fund 
account under the provisions set forth for joint ownership and signed by both parties. 

 
7. If any unclaimed personal funds remain with the facility, the facility will notify the Secretary of the Department of 

Revenue and Taxation, Unclaimed Property Section.  The notice shall provide detailed information about the decedent, 
his next of kin, and amount of funds.  The facility shall retain the funds for 5 years, thereafter, delivering the unclaimed 
fund to the Secretary of Revenue and Taxation 

 
My signature is to certify that Evangeline Oaks has provided me with a copy of their policy on Resident Funds. 
 
______________________________________________  _____________ 
Resident or Responsible Party      Date 
 
______________________________________________ 
Administrator 
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PERSONAL TRUST FUND 
JOINT OWNERSHIP 

 
 

I _________________________________, choose to have my Personal Representative, 
 
 ___________________________________,  share the joint ownership of my Evangeline 
 
 Oaks Trust Fund.  We fully understand that this decision to share joint ownership 
 
includes our understanding of the following: 
 

1. The funds in the account shall be jointly owned with the right of survivorship; 
 
2. The funds in the account shall be used by, for, or on behalf of the resident. 

 
3. The resident or the joint owner may deposit funds into the account; and  

 
4. The resident or the joint owner may endorse any check, draft or other instrument to the order of any 

joint owner, for deposit into the account. 
 

5. Because of this agreement, upon the resident’s death, the nursing facility shall transfer the funds to 
the surviving joint owner within 30 days of the resident’s death.  This provision only applies to 
personal fund accounts not in excess of $2000. 

 
 
________________________________                       __________________________ 
Patient Signature         Date 
 
 
________________________________     __________________________ 
Responsible Party Signature       Date 
 
 
________________________________     __________________________ 
Facility Representative       Date 
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AUTHORIZATION TO HANDLE PERSONAL FUNDS 

 
Authorization is hereby granted ________ not granted _______ to the facility to maintain a trust account on my 
behalf during my stay in this facility and if authorized, the funds will be maintained at a local financial 
institution.  (The facility recommends that the residents keep only a minimum of cash on his/her possession.)  
My responsible party, legal representative, myself, and/or the following persons listed below are the only 
persons allowed to withdraw money from my account or to authorize payment of any charges from my account.  
The facility will supply a monthly statement.  Interest will be credited to my account automatically and funds 
will not be commingled.  I hereby authorize _________, or do not authorize ____________ the facility to make 
deposits to pay legitimate expenditures from my personal account. 
 
 
________________________________________________ 
Resident Signature    Date 
 
________________________________________________ 
Responsible Party Signature   Date 
 
________________________________________________ 
and/or Legal Representative’s Signature Date 
 
The following persons are allowed to withdraw money from my account or to authorize payment of any charges 
from my account. 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
 

I, ______________________,  do not wish to have my resources sent directly to 
this facility.  I or my responsible party will take care of all my expenses.           
 
_________________________________ 
Resident Signature or Responsible Party 
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SMOKERS AGREEMENT 
AS SET FORTH BY 

EVANGELINE OAKS GUEST HOME 
 

 
PROCEDURE: 
 

A. Residents are not allowed to smoke in non-smoking areas:  non-smoking areas  
 include resident rooms, hallways, bathrooms and the Activity Room. 
 
B. Residents are not allowed to leave the smoking area with cigarettes or lighters,  
 to keep cigarettes or lighters on their person while inside or outside the  
 designated smoking area, or to store cigarettes and lighters in their rooms. 
  Designated area for unsafe smokers: 

  The designated area to smoke for all unsafe smokers is the smoking 
  lounge located on the blue side directly across from the nurse’s  
  station. 

C. Smokers will be allowed only one cigarette at a time while in the designated  
 smoking area.  Cigarettes are to be lit by the cigarette aide monitoring only! 
D. The Activities Department is to hold all resident cigarettes under lock and key. 
 The Activities Department is to distribute one pack of cigarettes in the morning 
 and one pack in the afternoon to the cigarette aide monitoring. 
E. Cigarettes are to be held by and distributed by the cigarette aide monitoring who  
 must be in the designated smoking area at all times between 7 AM and 10 PM. 
 The smoker’s room is closed from 11:00 AM to 12:00 PM for lunch and from 
 4:30 PM to 5:30 PM for dinner. 
F. Cigarette aides are to obtain cigarettes from the Activities Department each 
 morning to be distributed to the resident smoker in the designated smoking area 
 between 7 AM and 10 PM. 
   
 SYSTEM OF MONTORING 
 All safe and unsafe smokers’cigerettes have been confiscated and are now kept 
 in a secure place and supervised by the cigarette aide.  A cigarette aide will be 
 available in the smoke lounge from 7am to 10pm to dispense cigarettes as needed   
 to all smokers.  The cigarette aide will also monitor all unsafe smokers to  make  
 certain that the unsafe smokers do not jeopardize themselves.  The smoking aide  
 will have a station located in the smokers lounge to distribute cigarettes and watch 
 for the safety of all smokers especially the unsafe smokers.  The cigarette aide  
 will also make sure that no one takes these unsafe smokers to unsafe areas such as 
 the front porch or the back patio.  They will also make sure that the smoking   apron is on all unsafe 
smokers who need to wear one and that it is properly  applied according to manufacturers instructions.  
Cigarette aides and other staff 
 that will be helping to observe the procedure will be in-serviced on the proper  
 application of smoking aprons and the new smoking procedure.  All new cigarette 
 aides will be in-serviced on the procedure before being assigned the duty. 

 
 
 



 

Pa
ge

22
 

 
 
 
 

G. Families or guests who bring in cigarettes for residents, or residents purchasing 
 cigarettes on their own outside of the facility are to deliver these to the activities 
 department between  7 am and 5 pm.  Outside of these times cigarettes brought 
 in by residents, families or guest are to be brought to the nurse’s station and  
 placed in the resident’s box in the medicine room. 
H. Each morning, the Activates Department is to collect cigarettes delivered to the 
 the nurse’s station after hours by families and guests. 
I. Only the cigarette aide monitoring is allowed to distribute cigarettes.  Staff at  
 the nurse’s station can never distribute cigarettes or lighters to residents. 
J. Ashtrays must be used when smoking. 
K. Residents must not give cigarettes to other residents and/or to any employees. 
L. Each resident is responsible for supplying their own cigarettes. 

 
 
 
I, _________________________________________________, being a smoker, agree to the above terms as 
described.  I further understand and agree to the following: 
 

1. The first violation of this agreement will result in a warning. 
2. The second violation of this agreement will result in my being allowed 
       one cigarette per half hour. 
3. The third violation will result in a loss of all smoking privileges. 
 
 
 
_____________________________________  _______________ 
Signature of Resident     Date 
 
 
______________________________________ 
Witness Representative of Evangeline Oaks 

:  
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AUTHORIZATION FOR RELEASE OF INFORMATION 
 
 

I ______________________________________________________ give permission to  
 
_____________________________________ to release the medical records requested 
 
for ____________________________ to Evangeline Oaks Guest House. 
 
 
 
 
___________________________________ 
Patient/Responsible Party 
 
 
 
___________________________________ 
Witness 
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AUTHORIZATION TO USE AND/OR DISCLOSE 
PERSONAL IDENTIFYING INFORMATION 

 
 
I, (name of resident) _____________________________, authorize Evangeline Oaks Guest House to use and/or 
disclose my personal identifying information as identified below for the following purpose(s). 
 
By initialing the spaces below, I specifically authorize the use or disclosure of the following personal 
identifying information and/or records, if such information and/or records exist: 
_________ Facility photographs taken at/or during functions/activities/events for internal facility use. 
___________ Facility photographs taken at/or during functions/activities/events for external use. 
___________ Facility video filming taken at/or during functions/activities/events for internal facility use. 
___________ Facility video filming taken at/or during functions/activities/events for external use. 
___________ Name, age and birth date for internal facility use, (i.e. birthday celebrations, door decorations, 
                       facility directory, internal facility newsletter, bulletin boards, etc.) 
___________ Name, age and birth date for external facility use, (i.e., community newsletter, community 
                        newspaper, local/state radio & TV announcements/coverage of special events, resident  
                        outings, church/service club’s gifts/volunteer services, pastoral/church care/support, etc.) 
___________ Other __________________________________________________________________ 
 
Except to the extent that action has already been taken in reliance upon this authorization, I understand that I 
may revoke this authorization at any time by giving written notice to Evangeline Oaks Guest House.  Unless 
revoked earlier, this authorization will expire one year from the date of signing or upon (insert applicable date or 
event of expiration). ______________________________________________________________________________________ 
 
I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to 
obtain treatment, payment, enrollment/eligibility for benefits, or participate in any facility 
activities/events/functions.  I may inspect a copy of my information to be used or disclosed under this 
authorization. 
 
I also understand that, if the person or entity receiving this information is not a health care provider or health 
plan covered by federal regulations, the information described above may be redisclosed and no longer protected 
by these regulations.  However, the recipient may be prohibited from disclosing my health information under 
other applicable state or federal laws and regulations. 
 
___________________________________________ ________________________ 
Signature of Resident or Responsible Party    Date 
 
____________________________________________________ ____________________________________ 
Print Name of Responsible Party (if applicable)   Relationship of Responsible Party to Resident 
 
A copy of this signed form will be provided to the resident and/or Responsible Party. 
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AUTHORIZATION TO USE AND/OR DISCLOSE HEALTH INFORMATION 
 
I, (name of resident) ________________________________________, authorize Evangeline Oaks Guest  
 
House to use and/or disclose my health information as identified below to (name and address of recipient) 
 
______________________________________ for the following purpose(s):  (describe each purpose; if  
 
requested by patient and no purpose is identified, then may state “at the request of the individual :) 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
By initialing the spaces below, I specifically authorize the use or disclosure of the following health information and/or records, if such 
information and/or records exist: 
 
___________ Please send the entire medical record (all information) to the above named recipient. 
___________ All hospital records (including nursing records & progress notes) 
___________ Transcribed hospital reports 
___________ Medical records needed for continuity of care 
___________ Most recent five-year history 
___________ Emergency and urgent care records 
___________ Clinician office chart notes 
___________ Dental records 
___________ Laboratory reports 
___________ Pathology reports 
___________ Diagnostic imaging reports 
___________ Billing statements 
___________ Other  _____________________________________________________________________ 
 
 
 
 
* The following items must be initialed to be included in the use or disclosure of other health information: 
 
___________ HIV/AIDS related health information and/or records 
 
___________ Mental health information and/or records 
 
___________ Genetic testing information and/or records 
 
___________ Drug/alcohol diagnosis, treatment and/or referral information (Federal regulations require a  
 
          description of how much and what kind of information is to be disclosed.  Federal law  
 
                        prohibits the re-disclosure of such information) ___________________________________ 
 
                        _________________________________________________________________________ 

 
_________ *Psychotherapy notes (If this authorization is for the use and/or disclosure of  
                     psychotherapy notes, then it cannot be combined with any other  
                     authorization.) 
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Except to the extent that action has already been taken in reliance upon this authorization, I understand that I 
may revoke this authorization at any time by giving written notice to  
(identify the person/entity to which written notice of revocation must be given) _____________________. 

Unless revoked earlier, this authorization will expire 180 days from the date of signing or upon (insert applicable 
date or event of expiration). 
 
I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to 
obtain treatment, payment, enrollment or eligibility for benefits.  I may inspect or copy any information to be 
used or disclosed under this authorization. 
 
I also understand that, if the person or entity receiving this information is not a health care provider or health 
plan covered by federal privacy regulations, the information described above may be redisclosed and no longer 
protected by these regulations.  However, the recipient may be prohibited from disclosing my health 
information under other applicable state or federal laws and regulations. 
 
I further understand that the person(s) I am authorizing to use or disclose my information may received 
compensation (either directly or indirectly) for doing so. 
 
_____________________________________ __________________ 
Signature of Resident or Responsible Party   Date 
 
____________________________________________ ___________________________________ 
Print Name of Responsible Party (if applicable)  Relationship of Responsible Party to Resident 
 
 
A copy of this signed form will be provided to the resident and/or responsible party. 
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PHYSICAL RESTRAINT INFORMED CONSENT (printed 2-part form from Briggs) 
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EVANGELINE OAKS GUEST HOUSE 
240 Arceneaux Road 
Carencro, LA   70520 

318-896-9227 
 
 

RESIDENT’S RESTRAINTS 
PHYSICAL AND CHEMICAL 
 
 
____________________________________________  __________________ 
Resident’s Name       Date 
 
 
 
I have read these policies, and I agree to the physical restraint by the attending physician, for the protection of 
the resident and/or others.   The attending physician must be notified by the most expedient means and he will 
determine if the restraints are needed. 
 
I have read these policies, and I agree to the chemical restraint.  These are medications prescribed by the 
physician as needed for occasions when a resident becomes agitated, emotional, or likely to injure 
himself/herself or others.  Charge Nurse is responsible to administer medication and monitor residents. 
 
 
__________________________________________ 
Resident or Responsible Party 
 
__________________________________________ 
Relationship to Resident 
 
__________________________________________ 
Administrator 
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RESIDENT RESTRAINTS POLICY 
 
 
PURPOSE:  To outline the use of physical and chemical restraints and to define 
   the mechanism for monitoring and controlling their use. 
 
AUTHORITY: Section 249.12(a)(2) – CFR Vol. 39, No. 12 
 
 
PHYSICAL RESTRAINTS: 
 
Except in an emergency physical restraints may be applied only on the order of an attending physician. 
 
In an emergency, physical restraints may be used for the protection of the resident and/or 
others.  The attending physician must be notified by the most expedient means and he will determine if 
restraints are necessary. 
 
Physical restraints include hand, wrist, and body restraints, as well as mechanical restraints such as bed rails and 
geriatric handrails. 
 
Restraints will be used under the supervision of nurses or nurse’s aides.  They shall be checked regularly, and 
any unusual circumstances reported to the nurse on duty.  Restraints shall be released every two hours and 
resident’s position changed.  Charge nurse is responsible for monitoring. 
 
CHEMICAL RESTRAINTS:  
 
These are medications such as “tranquilizers” ordered by a physician as needed (PRN) for occasions when a 
resident becomes agitated, emotional, or likely to injure themselves or others.  These should not be confused 
with the ones ordered routinely as therapy.  They are never given without an order from a physician, and they 
should not be used for the convenience of the staff, as punishment, or as a substitute for a program.  Chemical 
restraints should be given as directed and monitored by the nurse on duty according to current medical practice. 
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UNDERSTANDING RESTRAINT USE 
 

In order to protect our residents from harm or to promote them to a higher level of independence, it is sometimes necessary for us to 
use a physical restraint. 
 
Physical restraints are any manual method, physical or mechanical device, material or equipment attached or adjacent to the resident’s 
body.  Examples include leg restraints, arm restraints, hand mitts, soft ties, vest restraints, lap buddies, lap trays, wheelchair safety 
bars and geri chairs.  These devices are NEVER used as a disciplinary action or for the convenience of the facility to control behavior. 
 
Restraints  are initiated only after less restrictive measures, such as positioning pillows, pas, wedges, removable lap trays couples with 
appropriate exercises, or other “enabling” equipment have been demonstrated to be insufficient.  The lease restrictive device would be 
then implemented following a consultation with an appropriate health professional (i.e., physical or occupational therapist), and with a 
specific doctor’s order. 
 
Side rails sometimes restrain residents.  The use of side rails as restraints is prohibited unless they are necessary to treat a resident’s 
medical symptoms.  As wit other restraints, for residents who are restrained by side rails, it is expected that the process facilities 
employ to reduce the use of side rails as restraints is systematic and gradual to ensure the resident’s safety while treating medical 
symptoms. 
 
The following is a comparison of potential BENEFITS and RISKS of restraint use. 
 
 POTENTIAL BENEFITS    POTENTIAL RISKS 
Prevention of falls which might result in injury Accidental injury from the restraint. 
Protection from other accidents or injuries  Increase incidence of falls or head trauma 
Medical treatment allowed to proceed without Chronic constipation 
resident interference.     Incontinence 
Protection of other residents/staff from physical Pressure sores 
harm.       Loss of muscle tone 
Increased feeling of safety and security.  Loss of balance 
       Reduced appetite, dehydration 
       Loss of or decline in independent mobility  
       or ability to ambulate. 
       Increased agitation or delirium 
       Loss of autonomy, dignity and self-respect 
       Symptoms of depression, withdrawal 
       Contractures 
       Reduced social contact 
       Increased incidence of infections 
 
____________________________________ _______________________ 
Signature of Resident or Responsible Party  Date 
 

 
Our signature validates that the potential benefits and risks associated with restraint use have been explained 
to us.  It also validates the fact that neither the facility nor your physician will be held liable for adverse 
outcomes related to your decision. 
 
 
 
 
 
 
      
 

 
 
 



 

Pa
ge

31
 

 
 

ADVANCED DIRECTIVE CHECKLIST 
 
 
 

 
NAME: ___________________________________  SOC. SEC. #_____________ 
 
DATE OF BIRTH: __________________________ 
 
MEDICAID # ______________________________ MEDICARE # ___________ 
 
PLEASE READ THE FOLLOWING STATEMENTS, CHECK WHERE APPROPRIATE, SIGN AND DATE 
BELOW: 
 

1. I have been given written material that explains my rights to accept or        
refuse medical or surgical treatment. 

2. I have been advised of my rights to formulate Advance Directive or to   
initial a Living Will. 

3. I understand that it is not necessary to have formulated an Advanced  
Directive to receive treatment at this facility. 

4. I understand that the terms of any Advance Directive that I have executed  
will be followed by personnel of this facility, my care givers and my 

                        family to the extent permitted by law. 
 
PLEASE CHECK THE APPROPRIATE BOX BELOW: 
 
 I have executed an Advanced Directive.     
 
 I have not executed an Advanced Directive.    
 
 I do not wish to execute an Advanced Directive.   
 
 
______________________________________________  __________________ 
Signature        Date 
 
______________________________________________  __________________ 
Witness        Date 
 
_______________________________________________  __________________ 
Witness        Date 
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RESUSCITATION DESIGNATION 

 
The following policy has been established to clarify this Health Care Center’s position when a Patient/Resident 
suffers cardiac or respiratory arrest. 
This Health Care Center will consult with each Patient/Resident and/or his designated  
surrogate or appointed proxy as to whether or not he/she desires extraordinary measures 
such as CPR (Cardiac Pulmonary Resuscitation) to revive him/her if he/she suffers cardiac or respiratory arrest. 
Furthermore, if the Patient/Resident does not desire extraordinary measures, the Health 
Care Center will obtain a written doctor’s order concurring with Patient’s/Resident’s  
wishes. 
In the event that there is no written order by the physician in Patient’s/Resident’s medical  
records and no decision has been made regarding this issue, the Health Care Center staff will respond to 
medical emergencies with CPR measures an a full code will be instituted. 
 

PATIENT/RESDIENT STATEMENT OF UNDERSTANDING 
 
I, ___________________________________, have read and understand this Health Care 
Center’s policies regarding the action to be taken if at some time while under where care my respirations cease. 
 
I  [   ] DO   [   ] DO NOT desire cardiopulmonary resuscitation to be performed at this  
Health Care Center if I suffer cardiac or respiratory arrest. 
 
Patient/Resident Signature: ________________________________________________ 
 
Date: ______________ 
 
Witness: ______________________________________ 
 
Witness: ______________________________________ 
 

PATIENT/RESIDENT DESIGNEE STATEMENT OF UNDERSTANDING 
 
As the Patient/Resident designee for ________________________________________, I wish to make it known 
that this Patient/Resident has made it clear to me that he/she: 
[  ] DOES     [  } DOES NOT desire cardiopulmonary resuscitation to be performed while at this Health Care 
Center if he/she suffers cardiac or respiratory arrest. 
 
Patient/Resident Designee Signature ____________________________________ 
 
Date __________________________ 
 
Witness ______________________________________ 
 
Witness ______________________________________    
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           TRANSFER FORM 
 
 
 

 
In the event of an emergency which necessitates the evacuation of EVANGELINE  
 
OAKS OF CARENCRO, I  ___________________________________________ 
    Name of Resident’s Physician 
 
hereby authorize the Medical Director or his designee at the receiving/host hospital the  
 
right to order the continuation of care for  
 
___________________________________________________________________ 
Name of Resident 
 
provided the host hospital has the physical and staffing capabilities to admit the  
 
evacuated nursing home patient. 
 
 
___________________________________  ________________ 
Resident/Patient’s Physician    Date 
 
___________________________________  ________________ 
Medical Director of Nursing Facility   Date 
 
___________________________________  ________________ 
Resident/Patient or Legal Representative  Date 
or Responsible Party 
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RESIDENT’S NAME _____________________________________________ 
 
 
In the event of an emergency which necessitates the evacuation of EVANGELINE 
 
OAKS OF CARENCRO, I ____________________________________________ 
 
agree to recover and/or transport _______________________________________ 
 
when called. 
 
 
 
____________________________________________  ______________ 
Responsible Party /Family Member     Date 
 
 
_____________________________________________ 
Relationship to Resident 
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WE DO NOT ACCEPT SITTERS AT EVANGELINE OAKS 
NURSING HOME. 
 
 
THIS IS TO INFORM ALL RESIDENTS AND FAMILY MEMBERS THAT THIS 
FACILITY IS UNDER 24 HOUR ELECTRONIC VIDEO CAMERA SERVAILANCE.  
PLEASE UNDERSTAND THAT THIS IS TO UPHOLD THE QUALITY OF CARE 
AND SAFETY FOR YOUR LOVED ONE. 

 
 
Any furniture brought to Evangeline Oaks for a resident must be vinyl or 
leather. 
 
 

Surveillance cameras will be utilized at times to 
accomplish investigations due to improprieties on 
this facility campus. 
 
 
________________________________                                _____________ 

                  Resident                                                Date 
 
 
________________________                        __________ 
         Responsible Party                                        Date 
 
 
 

______________________________   
 Administrator 
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RESIDENT BILL OF RIGHTS 
1. The resident has a right to a dignified existence, self-determination and communication with and access to persons and 

services inside and outside this facility.  He/she may exercise his/her rights as a citizen or resident of the United States. 
 
2. The resident has the right to be free of interference, coercion, discrimination or reprisal from this facility in exercising his/her 

rights. 
 
3. In the case of a resident adjudged incompetent under the laws of this state by a court of competent jurisdiction, the rights of 

the resident are exercised by the person appointed under State law to act on the resident’s behalf. 
 
4. The resident is informed both orally and in writing in a language that the resident understands of his/her rights and all rules 

and regulations governing the residents conduct and responsibility during the stay in this facility.  This notification is made 
upon admission and updated as changes occur during the resident’s stay.  All updates and amendments will be made in 
writing and require a written acknowledgment by the resident or legal guardian. 

 
5. The resident may inspect and purchase photocopies of all records pertaining to his/her care upon written request and 48 hours 

notice to the facility. 
 
6. The resident will be fully informed in language he/she can understand of his or her total health status, including but not 

limited to his/her medical condition. 
 
7. The resident may refuse treatment and refuse to participate in experimental research. 
 
8. The resident who is eligible for Medicaid benefits is fully informed in writing at the time of admission to the nursing facility 

or when he/she becomes eligible 
for Medicaid of all items and nursing facility services under the State plan for which he/she may not be charged; and of those 
services which may be charged and the amount of each charge.  Changes made in rates and charges are sent to the resident as 
timely as possible. 

 
9. All residents will be informed at time of admission and periodically during his/her stay of services available in the facility 

and of charges for those services, including services not covered under Medicare or by the facility’s per diem rate. 
 
10. Upon admission, the resident is provided a copy of the facility’s resident fund policy. 
 
11. The resident is informed in writing of how he/she may file a complaint with the state survey and certification agency 

concerning resident abuse, neglect and misappropriation of resident property while in the facility. 
 
12. The resident is informed of the name, specialty and way of contacting the physician responsible for his/her care during 

his/her stay in this facility. 
 
13. Except in a medical emergency, or when the resident is incompetent, the Facility consults with the resident immediately and 

if known, the resident’s legal representative or interested family member within 24 hours when there is: 
a. An accident involving the resident which results in injury; 
b. A significant change in the resident’s physical, mental or psychosocial status; 
c. A need to alter treatment significantly; or 
d. A decision to transfer or discharge the resident from the facility; (All transfers or discharges will be made in accordance 

with the Transfer/Discharge procedure.  A copy of this procedure is furnished to the resident upon admission. 
e. A change in room or roommate assignment; (These changes are made in accordance with the Transfer/Discharge policy.) 
f. Any change in the resident’s rights under Federal or State law or regulations.  The facility keeps an updated record of the 

address and phone number of the resident’s legal representative or interested family member. 
 

14. The resident has the right to manage his or her financial affairs and the facility does not require the resident to deposit their 
personal funds with the facility.  If the resident chooses to deposit their personal funds with the facility they are kept in an 
account separate from facility funds.  The individual financial record is made available to the resident or his legal guardian 
upon request. 
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RESIDENT BILL OF RIGHTS 
15. The resident may choose and retain his/her own attending physician, subject to that physician’s compliance with the facility’s 

policies for physician practice. 
The resident is kept informed in advance about care and treatment and of any changes in that care or treatment that may 
affect his/her well-being.  Unless adjudged incompetent or otherwise found to be incapacitated under the State laws, the 
resident participates in planning care and treatment or changes in care and treatment. 

 
16. The resident’s records of his/her medical and personal care will be treated with confidentiality and not discussed with others.  

The resident may approve or refuse the release of personal and clinical records to any individual outside the facility except in 
the following: 
a.   The resident is transferred to another health care institution; or 
b.   Record release is required by law or third-party payment source. 

 
17. The resident may voice grievances with respect to treatment or care that is or fails to be furnished, without fear of reprisal 

discrimination for voicing the grievance.  This facility will make prompt efforts to resolve the grievance, including those with 
respect to the behavior of other resident. 

 
18. Results of recent survey are posted by this facility on the Administrator’s office door.  All residents have the right to examine 

these results and to review any plan of correction in effect. 
 

19. Each resident may receive information from agencies acting as client advocates and may contact these 
agencies at any time. 
 

20. The resident is not required to perform service for the facility.  Where applicable, he/she may choose to participate in work 
activities when the following have been met: 

a. The plan of care documents the need or desire for work, the nature of the service performed and whether the 
services are voluntary or paid; 

b. Compensation for paid service is at or above prevailing rates; and 
c. The resident agrees to the work arrangement described in the plan of care. 

 
21. The resident may send and receive mail promptly that is unopened; and have access to stationery, postage and writing 

implements at his/her own expense. 
 
22. The resident may communicate and visit privately with persons of his choice except when these visits interfere with 

his/her own care or treatment or with the treatment and care of other residents.  These visits and communications include the 
following: 

a. Any representative of the Secretary; 
b. Any representative of the State; 
c. The resident’s individual physician; 
d. The State long term care ombudsman as established under section 307(a) (12) of the Older Americans Act of 1965; 
e. The agency responsible for the protection and advocacy system for developmentally disabled individuals as 

established under part C of the Developmental Disabilities Assistance and Bill of Rights Act. 
f. The agency responsible for the protection and advocacy system for mentally ill individuals as established under the 

protection and Advocacy for Mentally Ill Individuals Act; 
g. Immediate family other relatives of the resident’s choice; 
h. All others who are visiting with the consent of the resident; 
i. All entity and/or individual that prove social, legal, or other services to the resident subject to his/her consent at the 

time. 
 

23. The resident or his/her legal representative may grant permission to representative of the State Ombudsman to examine his/her 
clinical records. 

 
24. The resident has regular access to the patient’s telephone.  Assistance will be provided upon request. 
 
25. The resident may retain and use his/her personal clothing and possessions including some furnishings as space permit unless to do 

so would infringe upon the rights or health and safety of other residents. 
 

26. The resident may share a room with his/her spouse when married residents live in the same facility and both spouses consent to 
the arrangement. 
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RESIDENT BILL OF RIGHTS 
 

27. The resident or his/her legal representative may grant permission to representative of the State Ombudsman to examine his/her 
clinical records. 

 
28. The resident has regular access to the patient’s telephone.  Assistance will be provided upon request. 
 
29. The resident may retain and use his/her personal clothing and possessions including some furnishings as space permit unless to do 

so would infringe upon the rights or health and safety of other residents. 
 
30. The resident may share a room with his/her spouse when married residents live in the same facility and both spouses consent to 

the arrangement. 
 
31. The resident has the right to remain in the facility and not be transferred or discharged except in the following: 

a. The transfer or discharge is necessary for the resident’s welfare and the resident’s needs cannot be met by the facility. 
b. The transfer or discharge is appropriate because the resident’s health has improved sufficiently so the resident no 

longer needs the services provided by the facility. 
c. The safety of individuals in the facility is endangered. 
d. The safety of individuals in the facility would otherwise be endangered. 
e. The resident has failed after reasonable and appropriate notice to pay for a stay at the facility. 
f. The facility ceases to operate. 
 

32. The resident has the right to be notified in writing 30 days before transfer or discharge except as follows; 
 

a. The health and/or safety of individuals in the facility would be endangered. 
b. The resident’s health improves sufficiently to allow a more immediate transfer or discharge. 
c. An immediate transfer or discharge is required by the resident’s urgent medical needs. 
d. The resident has not resided in the facility for 30 days. 

 
33. The resident will be free from any physical restraints imposed or psychoactive drug administered for purposes of discipline or 

convenience and not required to treat the resident’s medical symptoms. 
 

34. The resident will be free from any verbal, sexual, physical or mental abuse, corporal punishment, and involuntary seclusion. 
 

35. The resident may choose activities, schedules, and healthcare consistent with his/her interests, assessments and plan of care; 
he/she may interact with members of the community both inside and outside the facility, and make choices about aspects of 
his/her life in the facility that are significant to him/her. 

 
36. The resident may organize and participate in resident groups which may be the Resident Council as  described in the Resident 

Council Procedure; or may meet with the families of other residents in the facility. 
 

37. The resident may participate in social, religious and community activities which do not interfere with the rights of other residents 
in the facility. 

 
38.   The resident may reside and receive services in the facility with reasonable accommodation of individual needs and preferences, 

except when the health or safety of the individual or other residents would be endangered. 
 

39. The resident in semi-private rooms will receive notice before the resident’s room roommate in the facility is changed. 
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ARTICLES ALLOWED 
VICKS 

EFFEREDENT (CREAM OR POWDER) 
SHAVING LOTION 
ELECTRIC RAZOR 

ELECTRIC TOOTHBRUSH 
SHAMPOO (NON MEDICATED) 

NON AERSOL PRODUCTS 
PERSONAL CARE ITEMS 

VINYL OR LEATHER COVERED CHAIRS 
 

ARTICLES NOT ALLOWED 
BENGAY 

HAIR COLOR/DYE 
EFFERDENT TABLETS 

SMALL ELECTRICAL APPLIANCES 
 ABRASIVE CLEANING AGENTS 

INSECTICIDE/PESTICIDE/CLOROX 
FERTILIZER 

EXTENSION CORDS 
NAIL POLISH REMOVER 

ASPERCREAM 
AEROSOLS OF ANY KIND(HAIR SPRAY/ 

AIR FRESHENER 
SHOE POLISH 

ALCOHOL/PEROXIDE/HAIR OIL 
MATCHE/LIGHTERS/CIGARETTES 

MEDICATIONS: i.e. 
PAIN PILLS, VITAMINS, SUPPOSITORIES, ANTIOBIOTIC CREAMS, NOSE SPRAY OR DROPS, 

CORN MEDICATIONS, LAXATIVES, COUGH SYRUP, HEMOROID MEDS, EYE DROPS, 
CHLOROSEPTIC SPRAY 

SHARP OBJECTS: i.e. 
SCISSORS, NAIL FILES, KNIVES 

FOOD 
FOODS NOT IN SEALED CONTAINERS 

FOODS NOT ALLOWED ON SPECIAL DIETS 

FURNITURE 
CLOTH COVERED FURNITURE 

 
 

ABSOLUTELY NO  
“ALCOHOLIC BEVERAGES” 
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EVANGELINE OAKS GUEST HOUSE 
240 Arceneaux Road 
Carencro, LA  70520 

337-896-9227 
 

Administrator 
 
 

PROCEDURES FOR FAMILIES AND VISITORS 
 

This facility was planned, designed and built to provide efficient and comfortable care for its residents.  Since 
for most of the residents this is their home.  We have attempted to create the home atmosphere as much as 
possible and still provide excellent nursing care.  Our staff and employees are selected for their intelligence, 
ability, character and willingness to help other people.  We feel that we have been successful in obtaining 
people who fill all of these requirements, in most cases. 
 
Although the employees and staff of this facility will make every effort to give each resident the care and 
understanding that he or she may need to make them happy and content, it will require the help and 
understanding of the residents and their families.  So that there will be no misunderstanding in the future, and in 
order to provide the best resident care possible, the following procedures are in effect for the family and 
visitors: 
 

1. Designate one family member to handle business matters, request and complaints.   Business matters 
should be discussed with the Administrator.  Requests and/or care of the resident are to be taken up 
with the nurse in charge of the area. 

 
2. On admittance, every resident must have an examination by his/her doctor and       have an up-dated 

chest x-ray. 
 

3. We reserve the right to move a resident to another room when there is personality conflict or if the 
resident is disturbing to other residents.  We will strive to have everyone in a room with someone 
they will be compatible with.  Residents may also be moved for medical reasons. 

 
4. The resident’s will normally need the following: 

 
       A. Approximately six changes of clothing, if ambulatory. 
 

B. Six or more gowns or pajamas. 
 

C. Two or three pairs of shoes or slippers and six pairs of socks. 
 

D. Personal effects, toothbrush, toothpaste, powder, lotions, etc. 
 

E. All items should be clearly marked with resident’s name. 
 

F. Plain drip dry clothing can be folded and placed in drawers. 
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5. Basic fee includes laundry that can be washed by machines.  Hand laundry and dry cleaning will 
have to be sent out at resident’s expense.  

 
6. Every effort will be made to avoid loss of personal belongings.  However,         labels sometimes 

are illegible and identification is then impossible.  Please mark all personal belongings in an 
inconspicuous place as regulations do not allow names to be noticeable.   Also we would like to 
point out that we use commercial equipment which does an excellent job of cleaning, but will 
shorten the life of the average clothing.  Therefore, the facility cannot be held responsible for 
unavoidable loss or damage due to the use of our laundry department.  

 
7. Our beautician comes every week and is available for any type of beauty shop work at very 

reasonable fees.  The Barber is also available for haircuts once a month.   
 

8. The resident should keep only a small amount of money with them.  The nurse in charge and/or the 
Business Office will be happy to lock up any valuables or money.  The facility can not be held 
responsible for any valuables or money not deposited in safe keeping. 

 
9. Absolutely no food is to be brought in except fruits, nuts, cookies or candies, and these must be kept 

in a closed container.  Bring only what they can eat during the visit.  PLEASE DO NOT BRING 
FOOD TO RESIDENTS ON SPECIAL DIETS. 

 
10. Under no circumstances should alcoholic beverages be brought in.  No drinking of alcoholic 

beverages will be tolerated by anyone on these premises, whether it is visitors or residents.  
Violation of this procedure could result in a thirty day notice of discharge and/or possible criminal 
charges being filed.    The administration of this facility will not allow Doctor’s orders for alcohol 
consumption on these premises. 

 
11. Meals are served in the dining room; however, for those that are unable to come to the dining room, 

meals are served by tray in the resident’s room.  Help with feeding is given to those that need it.  We 
may suggest no visiting during meal time, as we have found through our experiences the resident 
does not eat well.   

 
 BREAKFAST 7:00-7:30AM  LUNCH 11:00-11:30AM  DINNER 5:00-5:30PM  
 
12. Do not bring the resident medicine of any kind to be kept in the room.  Our           licensing law 

requires that all medicines are to be kept by and administered by       the nursing staff. 
 
13. Sitters are not allowed at Evangeline Oaks Guest House. 

 
14. Visiting hours are:  9 am to 12pm and 1pm to 8pm, however, we would like          to point out that 

some hours of the day are busier than others and the residents         usually like to take a nap after 
lunch.  Visit resident as often as possible within       the established visiting hours.  Encourage 
residents to participate in facility           activities.  In case of illness, the family may visit at any time.  

 
15. Doctor’s orders for the residents will be carried out by the nursing staff.  If members of the family 

feel that these orders are not in the best interest of the resident, they will have to discuss this with the 
doctor.  Please cooperate with the facility staff in making the best possible resident care plan.  Never 
advise residents contrary to instructions given by the nursing staff.  They are following doctor’s 
orders.  
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16. All payments are due in advance.  No refund will be made unless the nursing home is notified ten 
(10) days in advance. In case of a State recipient, we can not refund until state shows payment first, 
then refund is figured by a formula and mailed to the family. 

 
17. If you have any suggestions, please feel free to talk to any of the Administrative staff.  We are 

always looking for ways to improve our services and we welcome any suggestions.  Register 
complaints calmly and factually.  Use no abusive language, threats, or other form of intimidation on 
facility staff.  They will hear your complaints and try to correct any action that is detrimental to the 
resident care.  

 
18. Some medications are not covered under Title XIX and the druggist will call the family. 

 
19. Visiting hours will be enforced.  Especially in the evenings.  Please keep in mind, the aged needs 

more rest. Also, for their protection, we would like to close the doors no later than 8pm.  
 

20. ADMISSION:  It is best to admit the resident on weekdays between 9am and 3pm.  To ensure 
continuity of good resident care, it is best to tell the resident that he/she is going to be admitted to the 
home before actual admission.  This aids in resident overall adjustment. 

 
21. Insure that visitors to your resident are aware of these procedures and that they abide by them.   

 
22. All patients, visitors and family members will be treated with kindness and respect at all times.  No 

individual within this facility is to be mistreated, abused, coerced, intimidated or punished for any 
reason.  Similarly, no resident, family member or visitor is to mistreat verbally, or otherwise abuse, 
coerce, intimidate or threaten any employees of the facility.  If a resident and/or family are not 
satisfied with the facilities efforts to provide services, they may register formal complaints with the 
charge nurses and/or the Administrator.   Conscientious effort will be made to rectify a justifiable 
complaint.  If a resident and/or family are still not satisfied with services, the resident may be 
removed without giving prior notice.  

 
23. Personal lounge chairs are allowed however, these must be LEATHER OR VINYL ONLY.  No 

cloth chairs will be allowed in the facility. 
 
If the resident, family, and/or other visitors to a resident do not abide by the notices and procedures of this 
facility concerning personal conduct toward the staff, the resident will be administratively discharged after 
five (5) days notice.    
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CHOICES IN LONG-TERM CARE 
 
 

The Louisiana Department of Health and Hospitals (DHH) in its continued 
commitment to foster informed choice and to provide choices in long-term 
care, offers home and community-based waiver services to eligible individuals.  
Medicaid Home and Community-Based Waiver Services (HCBS) are 
administered by the Louisiana Department of Health and Hospitals (DHH), 
Bureau of Community Supports and Services (BCSS). 
 
Home and community-based waiver services offer choices in long-term care by 
providing supplemental supports and services to eligible elderly, and/or 
disabled adults in a home and community-based setting.  HCBS allow people 
the choice of living in the community near family, friends and the things they 
enjoy while fostering independence and enhancing quality of care.  These 
services supplement natural supports (family, friends, community resources, 
etc.) by providing assistance with everyday activities of daily living such as 
bathing, dressing, grooming, eating, toileting and other services to eligible 
persons who would otherwise require a nursing home level of care. 
 
Individuals interested in participating in these programs must meet age, 
disability and nursing facility level of care admission criteria, as well as 
Medicaid financial eligibility requirements.  If you would like more 
information to see if HCBS waiver services are the right choice for you, or 
would like to request HCBS Waiver Services, please call the BCSS Statewide 
Toll Free Helpline at 1-800-660-0488 for assistance, or visit the following BCSS 
HOME web address: http://www.dhh.state.la.us/BCSS/Index.htm. 

BCSS Statewide Toll Free Helpline:  1-800-660-0488 
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LIVING WILLS 
 

WHAT ARE THEY? 
 

HOW DO I PREPARE ONE? 
 
A “LIVING WILL”, according to a 1994 Louisiana law, allows competent adults to decide whether or not 
they want medical treatment or life sustaining procedures withheld or withdrawn under two circumstances: 
 

1. IF THE PATIENT SUFFERS FROM A TERMINAL AND IRREVERSIBLE CONDITION, OR  
2. IF THE PATIENT IS IN A CONTINUAL PROFOUND COMOTOSE STATE WITH NO 

REASONABLE CHANCE RECOVERY (deep coma). 
 
No one is required to have a Living Will.  It is voluntary; however, if you want to make sure that medical 
treatment or life sustaining procedures will be withheld or withdrawn in either of the two circumstances listed 
above, you should have a LIVING WILL. 
 
LIVING WILLS may be written, or non-verbal.  A written declaration may be made at any time.  This 
recommended so that there will be clear proof of your decision.  Give copies to your doctor and close friend or 
family member. 
 
If you are diagnosed with having a terminal and irreversible condition, then you may make an oral or non-
verbal declaration.  It, too, must be included in your medical record. 
 
IN ORDER FOR YOUR LIVING WILL TO BE FOLLOWED: 
 

1. YOUR CONDITION MUST BE CERIFIED, IN WRITING, BY TWO PHYSICIANS; ONE OF 
WHOME MUST BE YOUR TREATING PHYSICIAN. 

2. THE DECLARATION MUST BE WITNESSED BY TWO COMPETENT ADULTS, NEITHER OF 
WHOM MAY BE ENTITLED TO ANY PART OF YOUR ESTATE AT YOUR DEATH. 

3. THE DECLARATION MUST BE MADE PART OF YOUR MEDICAL RECORD. 
 
It is important that you discuss your decision with your doctor and family members so they will know what you 
want.  You may change your mind and revoke the LIVING WILL at any time; however you must advise your 
doctor so that he/she can note this in your medical record. 
 
The law does not require any particular form or language.  Attached is an ADVANCED DIRECTIVES 
CHECKLIST, please complete and return form to the Social Worker or drop it off at the front office.  Living 
wills are available here and are valid under the Louisiana law as it was revised to include items (i.e., 
tissue/organ donation, your wishes regarding withholding/withdrawal of food and water) or to choose someone 
else to make the decision for you.  You may wish to seek legal advise about these options.  LIVING WILLS 
are available; please see the Social Worker and he/she will discuss the different types of living wills with you. 
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Resident Phone Usage 
 
 

There is a phone located in the activity room for use by all residents. The 

 activity room is located on the blue side or the left side of the facility from the entrance in the 

main hall. There is also a cordless phone located at the blue nurses station for use by residents 

who are bed bound. If the resident is bed bound, and would like to use the phone they will call 

the nurse’s station and the phone will be brought to them. The phone will be signed in and out 

by the nurse on duty. 
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CARE PLANNING MEMO 
 
 

Care Planning is a meeting to discuss resident care and concerns and is held on Tuesdays for certain 
residents.  You are notified by mail and telephone and it is listed on the Resident’s Newsletter.   We 
strongly encourage resident and family to participate. 
 
If you have a concern or a problem, please know that our staff is available 24 hours a day (7) seven days a 
week to address your concerns.  Please be a Team member in care and allow facility staff to address any 
issues or concerns you may have. 
 
 

ATTENDS / DIAPERS 
 
 

The families are to be informed that the standards for payment, according to the Department of Health 
& Hospitals, does not require a nursing home to use ATTENDS, or any other disposable diaper or under-
pads. 
 
Evangeline Oaks Nursing Home, in an effort to minimize odor in the facility and also to enhance the care 
of our residents, has elected to set forth in our policies & procedures the use of disposable diapers. 
 
However, once the monthly allotment for the facility is utilized we will convert to the cloth diapers. 
 
As an added benefit, if the family wishes to purchase disposable diapers, they may order through the 
facility at the whole sale price.  
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AUTHORIZATION TO RELEASE INFORMATION TO COX 
 
 
 

I ________________________________________________ give permission to  
 
the office staff or Social Services at Evangeline Oaks Guest House to get and/or give   
 
information requested by COX for changing service, discontinue service, or  
 
speaking to someone at COX about problems on the residents monthly bill. 
 
 
 
 
_______________________________________________________________________ 
Resident’s Name and/or Name on Account and Account Number 
 
 
 
___________________________________ 
Patient/Responsible Party 
 
 
 
___________________________________ 
Witness 
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