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The Joseph L. Morse Geriatric Center is a Not-for-Profit Voluntary Agency
that is a non-sectarian facility designed and dedicated to service the
specialized needs of the elderly. The Center is dedicated to serving the aged
in the community who have need of its services. The Center shall operate its
Culinary Department according to the tradition of Kashruth and religious
services according to Jewish customs and traditions. Residents admitted to
this facility are rendered services without distinction due to race, color,
national origin, or handicapping condition. Al applicants must be at least
sixteen (16) years of age. The facility complies fully with Title VI of the Civil
Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973 and The Age
Discrimination Act of 1975.

Morse Geriatric Center provides six levels of care for our residents. The
facility does have a waiting list for admission. A general statement regarding
the length of the waiting period cannot be given due to the many factors
determining into which segment of the waiting list each individual is placed.
Much consideration is given as to each applicant's needs physically as well
as emotionally to determine the proper level of care. It is the aim of the
Center to provide quality care for all our residents. Also, the accommodation
preferred by the resident, i.e., semi-private or private room, is a factor
concerning the waiting period.

Room rates effective 06-01-09 are as follows: Private room $310.00 per day;
Semi-private $255.00 per day. This room and board charge includes
personal care items, routine medical supplies, routine over-the-counter
medications, laundry, supportive devices and incontinency supplies.
Expenses not covered are private telephone (if desired), beauty shop, gift
shop, non-routine medical supplies and prescription drugs.

If you need assistance, please call the Admissions Office (561) 687-5755
Monday through Friday or at our e-mail address: admissions@ morselife.org.

Sincerely,

Beverly Speranza
Director of Admissions

Marilyn & Stanley M. Katz Seniors Campus

4847 Fred Gladstone Drive, West Palm Beach, FL 33417, tel: s6r-471-5111, fax: §61-683-4556
www.morselife.org
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PHILOSOPHY::

The Joseph L Morse Geriatric Center, Inc is a Not-for-Profit Voluntary Agency that is a non-
sectarian facility designed and dedicated to service the specialized needs of the elderly. The
Center shall operate its Dietary Department according to the tradition of Kashruth. Religious
services are conducted according to Jewish customs and traditions. Individuals who are accessed
to need rehabilitative or long-term care services will be considered for admission. Residents
admitted to this facility are rendered services with out distinction due to race, color, nation
origin, or handicapping condition. This facility complies fully with Title VI of the Civil Rights
Act of 1964, Section 504 of the Rehabilitation Act of 1973 and the Age Discrimination Act of
1975.

ELIGIBILITY:

A. Each individual will be assessed for the ability of the Center to meet his/her needs.

B. No resident who is suffering from communicable disease shall be admitted or retained unless
the medical director or attending physician certifies that adequate or appropriate isolation
measures are available to control transmission of the disease.

C. Residents may not be retained in the facility that require services beyond those for which the
facility is licensed or has the functional ability to provide as determined by the medical Director
and the VP of Clinical Services in consultation with the facility Administrator.

D. All applicants must be at least sixteen (16) years of age.

PROCESS OF ADMISSION:

Tour of the Center available at requested

Medical Information collected from Primary Physician and /or Hospital

Financial Information collected and verified

Completion of our application (Long Term-date received is the date used for waiting list)
Patient evaluation completed for level of care

Advanced Directive Information collected and kept in admission file

Patient admitted to appropriate floor or added to appropriate waiting list

ORDER OF ADMISSIONS:

Applicants will be offered admission by the appropriate bed availability.



FINANCIAL ARRANGEMENTS:

All residents receive the necessary care, service and room placements without regard to financial
status. All financial information relating to applicants and residents is kept strictly confidential.

When financial assistance is required, the resident, family or other responsible parties are
expected to provide a full disclosure of assets and to cooperate and start the application process
for financial assistance with the Department of Children and Families.

SPECIAL PRIORITY ADMISSIONS

Applicants who meet the Criteria for Special Priority Admission are residents on the Campus in
our Independent/Assisted Living or are Holocaust Survivors. These applicants will be considered
for placement and put at the top of the waitlist for the appropriate bed availability. We must be
able to meet all of the applicants needs for placement.

SEXUAL OFFENDER BACKGROUND CHECKS

In conjunction with the admissions process the Center will conduct a sexual offender background
check using the nation predator website (http:/www.nsopr.gov.) a copy of the findings will be
kept in the resident’s admission file prior to admission.




Instruction For Completion

THIS SECTION MUST BE COMPLETED IN FULL AND RETURNED TO THE
CENTER WITH THE FOLLOWING DOCUMENTATION:

Proof of residency: that is a copy of a driver’s license, tax assessment or
voter’s registration of either the family member or applicant.

Copy, front and back, of the following:
Medicare Card

Supplemental Insurance Card(s)
Social Security Card

Copy of all Advance Directive if completed by the applicant such as Durable
Power of Attorney, Living Will, and/or Health Care Surrogate Designation.
Please send Guardianship documentation if applicable.

Copies of bank statements such as CDs, Savings, Securities, Stocks,
Bonds, Money Markets, IRAs OR Copies of the two previous years’ Federal
Income Tax Returns.

Tax Assessment of all Real Estate held by applicant either jointly or singly.

If family will be assuming financial responsibility, we will need verification of
the source of payment.

Completion of medical information by applicant’s physician and nurse
enclosed. Also copies of History & Physical on record by the applicant’s
physician for the previous two years and Discharge Summaries if
applicable. We will not be able to advise you as to the position on the
waiting list until this information has been received.

IF YOUR APPLICANT IS CURRENTLY ON HMO INSURANCE COVERAGE:

We will advise you when to disenroll your applicant from this coverage and
re-enroll on the Medicare program when their position on the waiting list has
been determined. We will need a copy of the disenrollement form from the
HMO insurance carrier when this has been completed.




JOSEPH L. MORSE GERIATRIC CENTER
4847 FRED GLADSTONE DRIVE
WEST PALM BEACH, FL. 33417
561-687-5755 561-615-0949 (FAX)

APPLICATION FOR ADMISSION

Date Received in Admission Office Received by (Admission Personnel)

PLEASE COMPLETE ALIL INFORMATION BELOW IN TYPE OR PRINT

Last Name First Middle Race Sex Former Occupation

Current Address Street City State Zip Code County  Telephone #

Date of Birth Birthplace Citizen of What Country Military Service

Medicaid # - What State

Social Security # Medicare #

Marital Status Name of Spouse Applying Together - Yes or No

Address of Spouse Street City State Zip Code  Telephone #

Applicant's Father's Name Applicant's Mother's Name (Include Maiden)

Supplemental Insurance Co.  Address, Street - City tate Policy #

Highest Level of Education Physician Telephone #

Preferred Room Accommodations To be Admitted From



In Case of Emergency, Notify:

1.
Name/Relationship Telephone #
E-mail Address Cell Phone #
Complete Address and Zip Code

2.
Name/Relationship Telephone #
E-mail Address Cell Phone #
Complete Address and Zip Code

3.
Name/Relationship Telephone #
E-mail Address Cell Phone #

Complete Address and Zip Code

Yes No Yes No Yes No
Health Care Surrogate Durable Power of Attorney Living Will

If yes to any of the above Advance Directives, please return a copy to the
Admissions Office.

Applicant’s Religion Church/Synagogue Address Telephone #

Local Funeral Home Desired Address ' Telephone #

List Below all Previous Admisgsions to Hospitals, Mental Hospitals or
Nursing Homes Within the Previous Five Years

Institution Name Date (Adm/Disch) Reason for Admission
1.
2,
3.
4,
5.
Does Applicant Manage Own Finances? Yes No

If No, Name of Responsible Person Managing Finances.

Name Relationship

Street Address City State Zip Code




REQUIRED INSURANCE INFORMATION

Last Name, First : Middle

Blue Cross Blue Shied: Yes No

If Yes, What State:

Address ' ‘
Street : City State Zip Code

Group #

ID#

Other Insurance:

Name of Insurance Co.

Address

Street City State Zip Code

Group #

Policy #

i *Please Note*

Admission to the Joseph L. Morse Geriatric Center will not be granted under
any circumstances prior to the completion and submission of this form to the

Admissions Office.

Are you covered by any insurance plan for medications?

Yes No

If yes, please note name and address of Plan




THE JOSEPH I,. MORSE GERIATRIC CENTER, INC.
4847 Fred Gladstone Drive
West Palm Beach, FL 33417

(561) 687-5755
(561) 615-0949 FAX  —

FINANCIAL, DATA FORM

Last Name First Middle

Medicare, Part A (Hosp.) Yes or No Part B (Medical) Yes or No

ICP Medicaid # State Providing Coverage Initial Eligibility Date

If Medicaid Pending, Name, Address and Telephone # of HRS Payments
Worker

Does Applicant Currently Have HMO Insurance Coverage?. Yes __No

List Below All Monthly Income

Source Amount

1. Social Security

2. Railroad Retirement
3. Pension

4. Rental Income’

5. Interest Income

6. Annuity

Any Other Menthly Income

Source Amount
7.
8.
9.
10.

%
’.

REQUIRED INFORMATION FOR HCFA, PLEASE MARK BELOW

DOES APPLICANT RECEIVE SUPPLEMENTAL SECURITY INCOME (SSI)

YES . : NO

IF YES, AMOUNT MONTHLY




List below all Bank Accounts, Savings, Checking. IRA, etc.

Account # Bank Balance

L.ist Below all Securities, Stocks, etc.

Estimated Value

Type
1.
2.
3.
4.




List Below all Real Estate

DESCRIPTION, LOCATION ASSESSED VALUE ' MORTGAGE AMT
1.
2. -
3.
4.
5.
List Below All Life fhsurance

Yearly
Company Beneficiary Face Value Premium

1.
2.
3.
4.
5.

Funeral and Burial Arrangements

Arrangements Have Been Made Yes
If Yes, Paid in Full Yes
If No, List Amount Outstanding

No
No

Person(s) Completing This Form

Name

Address

Phone Number (s)

Relationship to Applicant



JOSEPH I.. MORSE GERIATRIC CENTER

FAMILY PROFILE QUESTIONNAIRE

TO BE COMPLETED REGARDING APPLICANT
1.

HOW MANY MEMBERS IN APPLICANT'S FAMILY (Siblings, Parents, Children)?

2. HOW MANY FAMILY MEMBERS RESIDE IN THE STATE OF FLORIDA?

(A) Please list Florida Residents Below:

NAME RELATIONSHIP ADDRESS/TELEPHONE NO.

OCCUP./TITLE BUSINESS ADDRESS/TEL.

3. HOW MANY FAMILY MEMBERS RESIDE OUT OF STATE?

NAME RELATIONSHIP ADDRESS/TELEPHONE NO. OCCUP./TITLE BUSINESS ADDRESS/TEL.

4. DESIGNATE FAMILY MEMBER(S) ASSUMING FINANCIAL LIABILITY FOR APPL.ICANT.

NAME ADDRESS, STREET CITY STATE ZIP CODE TELEPHONE NO.



Name:

Information Obtained From:

Date: ‘
Please circle the MOST appropriate answer or provide a brief answer

* Would you describe him/her as: Oufgoing, Quiet, Strongwilled, Meek,. Talkative

* Does he/she make friends easily? YES NO
* Does he/shé prefét to spenid most of their 1isuirs tiths alons or with others? Alone Others -

* Does he/she sleep well at night? YES NO

* _A‘pp;o}cim_ately what time does l}e/she like to go to b,_ed at night? -8:00, 9 :09’, IQ:OO, Later

* Does he/she like to listento: T.V., Radio, or Read at Night
* If he{she Watches .V, Whé.t type pf programming does he/she prefer? 4

* Would you describe him/her as a leader or more és one of the group? Leader, Group

# Is he/she very independent or does he/she need encouragement to do things for himself/herself? ;, E
e How does he/she prefer temperature of £‘0 om? - -

* Does he/she go to the bathroom a lot? Day: YES, NO Night: YES, NO

.. Do-you want a telephone installed in theroom? YES:.-NO:. .-

* Any additional comments:
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JOSEPH L. MORSE GERIATRIC CENTER

Authorization For Release of Information

Name: Last First Middle

8.

| hereby consent to the release of confidential medical/social information requested by the
Joseph L. Morse Geriatric Center. | acknowledge that this authorization may be a copy in lieu
of the original.

| hereby consent to the release of confidential financial information to the Joseph L. Morse
Geriatric Center. | acknowledge that this authorization may be a copy in lieu of the original.

| understand that by state law, | must be advised that the information | authorize for release
may include information that could be considered information about mental illness, the use of
drugs, medications or alcohol, communicable or venereal disease which may include, but are
not limited to, disease such as Hepatitis, Syphilis, Gonorrhea and Human Immunodeficiency
Viruses also known as Acquired Immune Deficiency Syndrome (“AIDS”), and sexual abuse.

| authorize any holder of medical or other information about me to release to Medicare, its
intermediaries or carriers, or other medical plans, any data required for claims.

| consent to the release of information, medical or otherwise, to any professional person or
government agency without prior approval of the resident, legal guardian, or health care
surrogate, if any.

Certain government agencies have authority to review resident’s records without authorization
from resident. | hereby authorize the examination of the resident as may be required by either
state or federal governments without prior approval of the resident, legal guardian or health
care surrogate.

| understand that | may revoke this authorization at any time by notifying the facility in writing,
but if | do, it will not have any effect on any actions taken prior to receiving the revocation.

This authorization will expire 30 days after discharge.

Purpose for which records will be used: To continue treatment of resident.

Signed:

Resident or Responsible Party

Witness

Date

Reviewed & Revised: 10/31/2008







