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NOVA SCOTIA
Finance Canadian Banking

Direct Deposit Authorization for Electronic Funds Transfer (EFT)

Use this form to
O Start direct deposit payments

O Change information previously submitted. Effective date: / /

Contact information

Name of company or person to receive payment:

Contact person: Phone:

Title or position: Fax:

Confirmation of Deposits
Your statement of account from your bank will show payments from The Province of Nova Scotia.
If you give us your e-mail address, we will send you e-mail confirmation whenever we deposit a payment to your account.

E-mail address for confirmation of deposit:
OR
O | do not wish to receive confirmation.

Bank Account Information for Deposits

Please attach a blank cheque with your bank information on it. For accounts without cheques, have your bank complete
Write void across the front. the following:
— | EXAMPLE | Name of bank or other financial institution:

00

P.O. Box Cheque No.

City, Canada HOH OHO ‘

Address of branch where account is held:
Pay to the order of

Dollars

— Transit No.: Institution No.
ignature

“000" “00000” 000 0000 000

Account No.:
Cheque No. Transit No.  Institution No. Account No.
. . Teller Stamp:

Authorize Electronic Funds Payments
lauthorize the Department of Finance to deposit, by electronic fund transfer,
payments owed to me by the Province of Nova Scotia and, if necessary,
to debit entries and adjustments for amounts deposited electronically in
error. The department will deposit the payments in the banking account
designated above. | recognize that if | give incomplete or inaccurate
information on this form, payments may be made to the wrong account.
Authorized signature: Printed name:
Title: Date:

Fax or mail completed form and voided cheque to
Attention: Vendor Master Fax number: (902) 424-8601
Mailing address: Department of Finance, 5th Floor, Government Accounting, PO Box 187, Halifax, NS B3J 2N3

QuestlonS? Call (902) 424-5998 or e-mail remittance@gov.ns.ca
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NOVA SCOTIA

Department of Health and Wellness

Insert Today's date Reset | Print |

Insert client's name and address

Health CardNumber: [ | || [ | [ | Jl | [ LI

Dear

(insert client's name):

Effective February 1, 2009, all financial documentation regarding the Self-managed Care Program will be dealt with by our
office. This change will provide better service and response to your financial questions. In your area, all future correspondence
and questions will goto:  (select below for appropriate name / address)

Should you have any questions or concerns regarding your self managed care payments or reconciliation documents,
please do not hesitate to contact me. | look forward to serving you.

Yours truly,

Financial Services Officer
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NOVA SCOTIA

Department of Health and Wellness

To:

Contact Name, DOH Finance
From:

FSO Name and District
Date:

Re: Self Managed Care Client

Insert FSO Address Information Above

| Reset I Print

Client's Name

Please SMC monthly payments to

to

per month effective Client's Name

Date - usually start of month

Please advise if you need anything further in order to

Thanks,

FSO Name

these payments.
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NOVA SCOTIA

Department of Health and Wellness

Insert Today's date

Insert SMC Continuing Care Coordinator Address Above Under Logo

| Reset | Print

Insert client's name and address
Dear

It is the responsibility of Self Managed Care clients to submit quarterly reconciliations on the following dates:
March 315t June 30th, September 30th and December 315t
The information to be submitted has been updated as outlined below and must include:

1. Monthly bank statements for the reconciliation period.

2. Record of Caregiver Payment Form (attached) needs to be completed and submitted. Name of caregivers,

hours of work, rate of pay and signature of caregiver for receipt of payment is required.

3. Breakdown of payments made to CRA by CPP, El and WCB.

4. Copies of cancelled cheques (both sides). If employees are being paid by direct deposit a receipt of
payment should be obtained from the employee and submitted (employee's signature on the Record of

Caregiver Payment Form is acceptable).

5. Completed Self Managed Care Financial Reconciliation Report (attached)

Once completed, please send reconciliation to:

Please be reminded that the Self Managed Care Funding can only be used for payment of caregivers, bank charges

on program account and up to $40.00/month towards book keeping services.

If you have any questions concerning the above please do not hesitate to contact your Care Coordinator or FSO.

Sincerely yours,






NOVEC TIA SELF MANAGED CARE

ORIENTATION FORM
Department of Health and Wellness

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week

| Reset I Print
To Be Completed By Continuing Care Coordinator
Client / Applicant Name: NS Health Card Number:
Identified Orientation Learning Needs:
Please Indicate District:
[ ] Auditory Aids [] Interpreter (select from drop-down menu)

[] Visual Aids [ ] Large Print
[ ] Wheelchair Accessible

Continuing Care Coordinator's Signature Date:

To Be Completed By Self Managed Care - Continuing Care Coordinator

SMC - Continuing Care Coordinator's Name: Contact Number(s):

Scheduled Orientation Date: Date Applicant Notified:

Date Orientation Completed:

Self Managed Care Application Form Provided to Client Following Completion of Orientation? (~ YES C NO

Number of Participants Attending Orientation: Numeric Field

Name of Care Manager (if applicable):

Did Care Manager Attend (if applicable): C YES C NO

SMC-0001 - Self Managed Care - Orientation Form - April 2013
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NOVA SCOTIA FACILITATOR'S CHECKLIST

Department of Health and Wellness =~ CLIENT ORIENTATION
TO SELF MANAGED CARE

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week | s

Print

Date:

Location:

Time:

Number of Participants:

Special Needs & Accessibility Considerations:

Equipment / Materials Needed:

[]  LCDProjector

[] Facilitator's Slide Presentation & Notes

[ ]  ClientHandouts

SMC Slide Presentation Loaded On Computer or Printed On Overhead Transparencies
SMC Fact Sheets

SMC Policy

Client/Care Manager Guide (CD Format or Printed)
Client Self Assessment Form For Self Managed Care
Proposed Client Care Plan Forms

SMC Application Forms

SMC Agreement

Ddodooodd

Evaluation Forms

Other:

SM-0002 - Facilitator's Checklist - April 2013






7& Self Managed Care
NOVA SCOTIA Proposed Client Care Plan

Department of Health and Wellness

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week | B3 I P

Health Card Number:

Name:
ame | I

1. Summary of my situation, current supports and needs:

2. My Goals of Care

[] toremainat home

[] tomanage myown home

[] toliveindependently

[] other

SM-0003 - Self Managed Care Proposed Client Care Plan - May 2012





Name:

Health Card Number:

3. Care Plan Activities

Request

Review

Personal Care

Hours per

Day

Week

Month

Meal Preparation

Hours per

Day

Week

Month

Housekeeping / Laundry

Hours per

Day

Week

Month

Transportation / Shopping

Hours per

Day

Week

Month

Other

Hours per

Day

Week

Month

Total Hours Per Month

Hours per

Month

SM-0003 - Self Managed Care Proposed Client Care Plan - November, 2009






Name:

Health Card Number:

4. Specialized Equipment That | Use
[] Lift
[ ] Braces
[ ] Walker
[] Bath Chair
[ ] Wheel Chair
[] Transfer Board
[ ] Other:

5. Back Up / Contingency Plan

Signature:

Date:

Signature:

Date Revised (If Applicable):

SM-0003 - Self Managed Care Proposed Client Care Plan - November, 2009
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NOVASC TIA SELF-MANAGED CARE
Department of Health and Wellness APPLICATION FORM

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week | Reset Print
Applicant's Name: Health Card Number:
Mailing Address: Contact Number(s):
Care Coordinator's Name: District Number:
Mailing Address: Contact Number(s):

I have completed the Client Orientation for the
Applicant's Name:

Self-Managed Care Program on

Date

| have reviewed the Self-Managed Care Guide: For Continuing Care Clients Receiving Self-
Managed Care Services and | understand my responsibilities as a Client who receives the
Self-Managed Care Service Option.

| would like to proceed with my Self-Managed Care Application.

Applicant's Signature Date

| confirm the above applicant completed the requirements of the Client Orientation for the
Self-Managed Care Program.

Continuing Care Coordinator Signature Date

SM-0004 - Self-Managed Care - Application Form - August 2013






> Self Managed Care
NOVA SCOTIA Funding Status Form

Department of Health and Wellness

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week Reset Print
To Be Completed By SMC Continuing Care Coordinator
Client Name: Health Card Number:
LI e e e |
District Client Fee Category:
SIN: .

[[] New SMC Funding Request
[[] OtherRequests
[] Extend Current Funding For Another Year

[] Increase [[] Decrease [] Hold [] Restart [] Terminate
Approved Monthly SMC Funding Amount S
Client Fee (Based On Client Fee Category) S

Cost of HCNS Nursing Services (If Applicable) S

SMC Monthly Deposit S
Signature of SMC Continuing Care Coordinator Date (mm/dd/yyyy)
Signature of SMC Supervisor (Required for New SMC Funding Only) Date (mm/dd/yyyy)

To Be Completed By Financial Services Officer

Self Managed Care Funding Start Date

Date (mm/dd/yyyy)
or [] Placed On Self Managed Care Funding Waitlist

Information To Clients RE: Financial Report Due Dates

Financial Report Due Dates For Each Fiscal Year Please Send To:
(For New Clients, Start On Next Closest Date. Due Dates Are Then Ongoing) |FSO:

March 31st

June 30th Address:
September 30th

December 31st

Signature of Financial Services Officer Date (mm/dd/yyyy)
SM-0005 - Self Managed Care - Funding Status Form - May 2012
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NOVA SCOTIA Self Managed Care

Department of Health and Wellness

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week

Client Financial Checklist

Reset

| Print

The following checklist represents the required documentation that all Self Managed Care clients are required to maintain.

Description

Client Initials

Separate chequing account (name of financial institution, branch number and
account number) with a bank or financial institution located in NS which can
not be accessed by an automatic banking machine or banking card

Void Cheque provided to Continuing Care to initiate the start of the automatic
deposit process

Pertinent records regarding your Self Managed Care Agreement such as;
original receipts, administration cost, employment records, cancelled cheques,
and bank statements

Canada Revenue Agency (CRA) Business Number

Relevant documentation such as; Employee SIN number, confirmation of WCB
coverage for caregivers, confirmation of Home Insurance Policy coverage for
resident employee, caregiver contact information and back-up contact information

Employer records such as; employee deductions (date, time worked, rate of pay -
regular, holiday or vacation) and employer remittance sent to CRA, employee time
sheets, statement of employee earnings and payroll deductions, employee earning
records, payroll register, expenditures and receipt journals, TD4 forms submitted to
CRA, TD4 forms given to employees, criminal check(optional), valid work permit (if
applicable), TD1 and TD1AB as well as Record of Employment (if applicable)

Payroll records such as; employee earning record (pay period identifying earning
as regular or holiday or vacation, gross earnings, deductions i.e. El, CPP, Income
Tax, and Total as well as net pay and cheque number), payroll registry (employee
earnings, deductions, net pay, total employer portion, amount remitted to CRA,
total submitted to CRA), and record of caregiver payments (month, date of
payment, caregiver name, hours worked, hourly rate of pay, total amount paid,
careqgiver signature and total paid out of SMC funds)

Expenditure and Receipt Journals containing information such as; year, month,
and date of transaction, amount, cheque number, identification of receipt or
expenditure, description, category and amount of transaction, and balance

Self Managed Care Interim Financial Reconciliation Report
( Appendix C of the Self Managed Care Agreement)

10.

Self Managed Care Final Financial Report and Reconciliation ( Appendix D of the
Self Managed Care Agreement)

SM-0006 - Self Managed Care - Client Financial Checklist - May 2012
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NOVA SCOTIA SELF MANAGED CARE
Department of Health and Wellness ~DECISION FORM

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week | Reset I Print

To Be Completed By Self Managed Care Continuing Care Coordinator

Client Name: Health Card Number:
HEN e
District Mailing Address
SN L e T
SMC Continuing Care Coordinator Contact Number (s):
Name:
Recommend for Self Managed Care Funding:  (YES ONoO
If No, Explain:
Attached:

[] Self Managed Care Proposed Client Care Plan
[] Self Managed Care Agreement
[] Self Managed Care Exceptional Request Form (if applicable)

SMC - Continuing Care Coordinator Signature: Date (mm/dd/yyyy)

To Be Completed By SMC Supervisor

Self Managed Care (SMC) Funding Decision:

Funds/Month S
[ ] Approved Monthly SMC Funding

[ ] Approved With Exception Until (Date)

[ ] Deferred [ ] Denied

Comments:

Supervisor Signature Date (mm/dd/yyyy)

SM-0007 - Self Managed Care - Decision Form - Revised April 2013







Self-Managed Support-Care Agreement

(“hereinafter and commonly referred to as the “Self-Managed Care Agreement”)
THIS AGREEMENT BETWEEN:
HER MAJESTY THE QUEEN in the right of the Province of Nova Scotia, represented in this behalf
by the Department of Health and Wellness, Continuing Care Branch,
(hereinafter referred to as the “Department of Health and Wellness”)

OF THE FIRST PART

- And -

District Health Authority, Continuing Care, (hereinafter referred to as the “District Health Authority”)
OF THE SECOND PART

- And -

(hereinafter referred to as the “Client”)
OF THE THIRD PART

- And -

(hereinafter referred to as the “Care Manager”)
OF THE FOURTH PART
WHEREAS the Department of Health and Wellness wishes to provide funding to individuals so that

they may directly purchase Support Services with or without the assistance of a Care Manager as
designated by the Client.

WITNESSETH that in consideration of the mutual covenants herein contained, the parties hereto
agree as follows:

SM 0008 - Self Managed Care — Agreement — April 2013





1.0 DEFINITIONS

Administration: Any task associated with administering a payroll, Employee deductions,
remittances to government (federal, provincial or municipal), and keeping of the records required by
the Self-Managed Care Agreement.

Applicant: A person who applies to the District Health Authority for Self-Managed Care services.

Approved Care Plan: A Care Plan that has been approved by the District Health Authority and
approved for funding by the Department of Health and Wellness.

Approved Setting: Settings approved by the District Health Authority where Support Services are
delivered; may include the Client’'s home and/or residence or a location where the Client attends for
volunteer, social, educational or employment purposes.

Assessed Needs: The Applicant’s requirements for Support Services, as determined by a
Continuing Care assessment and outlined in a Care Plan.

Care Manager: An unpaid individual who is appointed by the Client to manage, on behalf of the
Client, the Client’s care and/or manage the administrative aspects of the Client’s participation in
Self-Managed Care services.

Care Plan: A document completed by the Client, in conjunction with the Continuing Care
Coordinator, identifying the Client’'s assessed needs, Support Services being requested, and the
anticipated health outcomes of the provision of those services.

Care Provider: A person hired as an Employee, by the Client or the Care Manager, to provide the
funded Support Services.

Case Management: The process of providing assessment, coordination, monitoring, follow-up and
evaluation of services provided by and through the District Health Authority. This process involves
the Client and their support network, Care Coordinator and Care Manager.

Care Coordinator: A person employed by the District Health Authority who is responsible for
assessments, referrals, service planning, resource allocation and Case Management of Clients.

Client: An Applicant who has been approved to receive Self-Managed Care services funding, is
the direct recipient of the funded Support Services, and employs their Care Provider(s) and who, for
the purposes of this Agreement, is

Name:

Address:

SM 0008 - Self Managed Care — Agreement — April 2013





Employee: Qualified Care Provider paid (including statutory benefits) by the Client to provide the
Support Services as articulated in the Approved Care Plan.

Family Members: Relations through blood, marriage or adoption and other relatives living in the
same household as the client. Family members include: spouses or partners living together in a
spousal relationship; parents, parents, step-parents and adoptive parents; grandparents, step-
grandparents and adoptive grandparents; children, step-children and adopted children; grand-
children, step-grandchildren and adopted grandchildren; step-siblings and adopted siblings; aunts
and uncles (including step-aunts and step-uncles); parents-in-law, sons/daughters-in-law and
brothers/sisters-in-law; nephews and nieces.

Fiscal Year: The period covering April 1st of one year to March 31st of the next year.

Home Support: Services that assist Clients with homemaking in their own homes and includes
light housekeeping, meal preparation and laundry.

Personal Care: Those services that assist the Client with hygiene, toileting, dressing, undressing,
feeding and mobility.

Self-Managed Care Agreement: The contract between the Department of Health and Wellness,
the District Health Authority, the Client and the Care Manager (if applicable) which governs the
terms and conditions of the funding.

Self-Managed Care: A service option through which funds are provided to a Client in the
community to directly employ a Care Provider(s) to deliver Support Services as articulated in an
approved care plan. Self-Managed Care services are authorized by the District Health Authority
and funded by the Department of Health and Wellness.

Support Services: Assistance with the routine activities of living, as determined by the Continuing
Care assessment and provided by a person hired by the Client or Care Manager. This may include

assistance with Personal Care activities and Home Support activities necessary to maintain hygiene
and safety in the home.

2.0 TERM OF AGREEMENT

2.1  This Agreement comes into effect on (the “Commencement
Date”) and shall continue in full force and effect thereafter from year to year, unless
terminated under Section 11.0.

3.0 PAYMENT

3.1  All payments by the Department of Health and Wellness under this Agreement are subject
to, and conditional upon, the funds required for this Agreement being duly

SM 0008 - Self Managed Care — Agreement — April 2013





3.2

3.3

3.4

3.5

3.6

3.7

3.8

appropriated by the Legislative Assembly of Nova Scotia for the Fiscal Year in which the
payments are to be made.

All payments to the Client or Care Manager shall be for expenditures that are pre-approved
by the District Health Authority as part of the Client’s Approved Care Plan and which shall be
arranged for, obtained, coordinated and managed by the Client or the Care Manager.

The funds provided by the Department of Health and Wellness to the Client or Care
Manager shall be an amount based on the Approved Care Plan as determined by the District
Health Authority and shall be paid in accordance with the terms and conditions set out in the
document entitled “Self-Managed Care Funding Payable to the Client” and attached hereto
as Appendix “A”, which is incorporated into and forms part of this Agreement.

The amount, terms and conditions set forth in Appendix “A” may be changed by the
Department of Health and Wellness from time to time and in accordance with changes to the
approved Care Plan, as determined by the District Health Authority. The Client or Care
Manager will be provided with thirty (30) days written notice of the intended change or
changes. Any change to Appendix “A” shall be deemed to automatically form part of
Appendix “A”.

The Client or Care Manager shall manage the funds provided to pay for the Approved Care
Plan. If a surplus of funds should accumulate with the Client over the Fiscal Year, the
Department of Health and Wellness will make an adjustment at the end of the Fiscal Year to
leave only a surplus amount equal to the amount of funds provided to the Client or Care
Manager for one month. This amount shall be applied to services in the next Fiscal Year.

The Client (or the Client and the Care Manager) shall open a separate account with a bank
or other financial institution located in the Province of Nova Scotia to deposit all funds paid
hereunder by the Department of Health and Wellness. The Client or the Care Manager,
whatever the case may be, shall disburse from such account all payments for services
properly incurred and the required remittances therefrom to the relevant government
authority as and when they become due.

All funds provided under this Agreement shall be used only to purchase and pay for Support
Services in accordance with the Approved Care Plan of the Client. A portion of the Client’s
Self-Managed Care funding, up to a maximum of $100 per month, may be used for
bookkeeping fees resulting from the Client’s participation in the Self-Managed Care program.

Monthly service cost calculations for Support Services shall include the cost of all Continuing
Care services provided to the Client for home care, except for costs

SM 0008 - Self Managed Care — Agreement — April 2013





3.9

3.10

associated with Home Oxygen Services, nursing services through the Home Care Program,
Personal Alert Assistance and Caregiver Benefit.

The account into which the funds for Self-Managed Care are transferred for Administration
by the Client/Care Manager shall not be accessed by an automatic banking machine or
banking card.

The client shall submit financial statements to the District Health Authority in the format and
at the frequency indicated in the Self-Managed Care Policy and the Self-Managed Care
Agreement.

4.0 RESPONSIBILITIES OF THE CLIENT/CARE MANAGER

4.1

4.2

4.3

4.4

The Client is responsible for:

4.1.1 Accepting the risk inherent in and associated with the self-management of Support
Services and liability issues for Self-Managed Care services;

4.1.2 Delegating a Care Manager, if desired by the Client. The Client must ensure that if a
Care Manager is delegated, he/she is at least 19 years of age and is adequately
trained and qualified to manage the care, administrative and/or financial requirements
of Self-Managed Care Services on behalf of the Client.

The Care Manager, appointed by the Client, is responsible to:

4.2.1 Act on behalf of the Self-Managed Care Client;

4.2.2 Manage the care of the Client and fulfill the financial/administrative requirements of
Self-Managed Care as they relate to the Client; and

4.2.3 Fulfill the duties outlined under sections 3.3 and 3.4 of the Self-Managed Care Policy
and the terms of the Self-Managed Care Agreement.

During the term of this Agreement, the Client or the Care Manager, as the case may be,
shall be solely responsible for arranging for, obtaining, coordinating, and managing the
required Support Services in accordance with the Approved Care Plan of the Client.

Without limiting the generality of the foregoing, the Client or the Care Manager, as the case
may be, understands and agrees that he/she is responsible for:

4.4.1 recruiting, screening, interviewing and hiring the required Care Provider(s);

4.4.2 ensuring that the Care Provider(s) selected is adequately trained and qualified to
provide the Support Services in accordance with the Client’s Approved Care Plan;

SM 0008 - Self Managed Care — Agreement — April 2013





4.4.3 establishing and retaining proof of the qualifications of the Care Provider(s) hired and
monitoring and reporting on (as required) the quality of the care provided (in relation
to meeting the health outcomes as articulated in the Approved Care Plan);

4.4.4 providing initial and ongoing training, supervision and direction for Care Providers
and terminating Care Providers, as appropriate;

4.4.5 ensuring compliance with the Self-Managed Support-care Act, the Self-Managed
Care Policy and the Self-Managed Care Agreement;

4.4.6 accepting case management services from the District Health Authority;

4.4.7 providing the District Health Authority with information regarding the Care Manager,
as requested, if applicable;

4.4.8 negotiating appropriate terms and conditions of employment with the Care
Provider(s) selected;

4.4.9 paying the salary and any required benefits of the Care Provider(s) providing the
Support Services;

4.4.10 making any deductions, required by law, from the salary of the Care Provider(s);
4.4.11 regqistering and enrolling for coverage with the Workers’” Compensation Board;
4.4.12 registering with the Canada Revenue Agency as required by status as an employer;

4.4.13 complying with any applicable employment and labour laws, and occupational health
and safety laws including (without limitation) laws relating to wages, hours of
employment, vacation time and occupational health and safety;

4.4.14 ensuring that an emergency back-up service plan is in place and that such
emergency services are available to the Client as required. The use of other
programs and services funded by the Department of Health and Wellness, Continuing
Care Branch, as the back-up service plan is not permitted. This includes, but is not
limited to, the Home Care Program;

4.4.15 maintaining and keeping all records related to the Self-Managed Care funds received
including, but not limited to: bank statements establishing all deposits and payments;
cancelled cheques; original receipts; time sheets and invoices; records of the dates
and number of hours of service provided; proof of payment to the Care Provider(s);
and employment records;

4.4.16 completing a financial reconciliation report, prepared in accordance with “Appendix
C”, “Self-Managed Care Financial Reconciliation Report”, which is
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incorporated into and forms a part of this Agreement, within ninety (90) days of the
commencement date of this Agreement, at the first calendar date from the following:
March 31st, June 30, September 30w, and December 31st, and thereafter on an
ongoing basis following the same sequence of dates, and return completed interim
reports to the District Health Authority; and

4.4.17 within thirty (30) days of the termination of this Agreement, submitting:

i. a Self-Managed Care Financial Reconciliation Report, prepared in accordance
with Appendix C.

ii. a final reconciliation report, prepared in accordance with Appendix “D,” “Self-
Managed Care Final Financial Report and Reconciliation” attached hereto and
forming part of this Agreement; and

iii. a cheque or money order, made payable to DHW FINANCE DEPT —
CONTINUINING CARE, ACCOUNTS PAYABLE, for any funds not expended by
the Client for the provision of Support Services.

4.5  The Client or Care Manager shall ensure the Care Coordinator is advised of any of the
following circumstances no later than 24 hours after it occurs:

4.5.1 the Client is admitted to an acute care facility;

4.5.2 the Client is admitted to a long-term care facility;

4.5.3 the Client’s health care status affects Support Services;

4.5.4 the Client’'s Support Services are interrupted for longer than 14 consecutive days;

4.5.5 the Care Manager who signed the Self-Managed Care Agreement will no longer be
acting on behalf of the client; or

4.5.6 thereis a new Care Manager designated by the Client and a new Agreement must be
signed

5.0 RESPONSIBLITIES OF THE DISTRICT HEALTH AUTHORITY

5.1  Without limiting the generality of the foregoing, the District Health Authority is responsible to:
5.1.1 provide access to Self-Managed Care for eligible residents of Nova Scotia;
5.1.2 provide Self-Managed Care services that are compliant with the Self-Managed

Support-Care Act, the Self-Managed Care Policy and the Self-Managed Care
Agreement established by the Nova Scotia Department of Health and Wellness;
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5.1.3 assess the eligibility of Applicants for Self-Managed Care services, using standard
assessment tools, which have been approved by the Nova Scotia Department of
Health and Wellness;

5.1.4 determine the Client’s obligation to pay Self-Managed Care fees, in accordance with
the policy and procedure established by the Nova Scotia Department of Health and
Wellness, and to notify the Department of Health and Wellness when the Client’s
Self-Managed Care funding is to be adjusted accordingly;

5.1.5 ensure that all Clients approved for Self-Managed Care are oriented. This includes
the identification of financial reporting requirements, the regulatory obligations of
employers, the provision of useful contact information, as well as any other
requirements related to Self-Managed Care;

5.1.6 provide Case Management services for Self-Managed Care Clients;

5.1.7 ensure that a legally binding Self-Managed Care Agreement, governing the terms
and conditions of funding, is completed for all Clients of the program. The terms of
the Self-Managed Care Agreement must include, but are not limited to:

i. the amount of the approved funding and a schedule for transfer of funds;
il. Client/Care Manager responsibilities;

iii. provisions related to financial accountability and reporting;

iv. liability agreement; and,

V. terms under which the Agreement can be terminated;

5.1.8 establish any district level policies and procedures necessary to support the delivery
of Self-Managed Care;

5.1.9 notify the Department of Health and Wellness when the Self-Managed Care
Agreement/Client funding are to be terminated and also when Client funding is to be

temporarily placed on hold, as indicated in the Self-Managed Care Agreement;

5.1.10 review Clients’ reconciliation reports and other relevant financial documentation to
ensure Clients’ expenditures are in keeping with their approved care plans;

5.1.11 forward Clients’ financial statements to the Department of Health and Wellness as
requested; and

5.1.12 collect and track information regarding Self-Managed Care usage and provide this
information to the Department of Health and Wellness as requested.

6.0 RESPONSIBLITIES OF THE DEPARTMENT OF HEALTH AND WELLNESS

6.1  Without limiting the generality of the foregoing, the Department of Health and Wellness is
responsible:
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7.0

7.1

8.0

8.1

8.2

6.1.1 to establish provincial program policy, congruent with the Self-Managed Support-care
Act, for the delivery of Self-Managed Care services;

6.1.2 to establish the funding rate for Self-Managed Care and the monthly maximum
amount of funding which is available to a Client through Self-Managed Care. The
Department of Health and Wellness may revise the funding rate and the monthly
funding limit on November 1st of each year;

6.1.3 to set Self-Managed Care service fees and to establish policy and procedures related
to the determination and collection of these;

6.1.4 to provide funding directly to the Self-Managed Care Client/Care Manager for
authorized Support Services;

6.1.5 to develop accountability measures, performance measurements and reporting
requirements that the District Health Authorities are required to meet; and

6.1.6 for auditing reviewed Self-Managed Care Clients and/or Care Managers for
compliance with provincial program requirements.

ADJUSTMENTS OF PAYMENTS

If at any time the Client is hospitalized or, for any other reason, has not required, or does not
require, Support Services for any period exceeding one month, the Department of Health
and Wellness, in consultation with the District Health Authority, may:

7.1.1 make such adjustments to payments otherwise due under this Agreement, as are
appropriate, including the Client portion paid towards the cost of Support Services,
taking into consideration the services provided and the amount of funds allocated; or

7.1.2 deduct any amount or amounts received by the Client, or Care Manager, for Support
Services with respect to such period from future payments; or

7.1.3 require repayment of any amount or amounts, received by the Client or Care
Manager for Support Services with respect of such periods.

CLIENT RECORDS

The client or Care Manager shall ensure that records are kept satisfactory with respect to
Support Services. This includes a cheque register, receipts journal, invoices, Employee time
records, copies of Revenue Canada T4 summaries and related T4 slips, bank statements
and any other records and documents related to Support Services as may be requested by
the District Health Authority and/or the Department of Health and Wellness.

The Client and the Care Manager agree that the District Health Authority and/or the
Department of Health and Wellness may inspect and copy all records and documents of
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the Client and/or Care Manager relating to this Agreement. The Client and Care Manager
agree to provide any clarification requested with respect to these records and documents.

8.3  The District Health Authority and/or the Department of Health and Wellness may audit the
books and records of the Client relating to this Agreement at any reasonable time and the
Client and Care Manager shall cooperate with any auditor appointed by the District Health
Authority or the Department of Health and Wellness.

8.4  The Client or Care Manager, as the case may be, agrees to provide the District Health
Authority and/or the Department of Health and Wellness, as requested and identified, such
information and documents as are, in the opinion of the District Health Authority and/or the
Department of Health and Wellness, necessary to assist in reviewing and evaluating the
effectiveness of this Agreement or Self-Managed Care.

9.0 LIABLITY

9.1 The Department of Health and Wellness’ obligation under this Agreement is limited solely to
providing funding for Self-Managed Care in accordance with the terms and conditions set out
in this Agreement.

9.2  Without limiting the generality of the foregoing, neither the Department of Health and
Wellness nor the District Health Authority shall be liable for:

9.2.1 any failure of the Client and/or the Care Manager, as the case may be, to ensure that
the Support Services received by the Client are appropriate;

9.2.2 injury (including death) to the Client, Care Manager or any person employed or
providing Support Services to the Client, or on behalf of the client, including a Care
Manager,

9.2.3 any economic loss suffered by, or damage to, or loss of property of, the Client or any
person employed by or providing services to the Client or on behalf of the Client,
including a Care Manager; or

9.2.4 any failure on the part of the Client, or the Care Manager, to comply with applicable
laws; and

9.2.5 any failure on the part of the client, or the Care Manager appointed by the Client, to
make any required deductions or remittances.

10.0 INDEMNIFICATION BY CLIENT AND INSURANCE REQUIREMENTS
10.1 The Client shall be solely responsible for those matters set out in Articles 9.2.1 to 9.2.5 and

for any act or omission of the Client or any person employed by or providing Support
Services to the Client or on behalf of the Client, (including the Care Manager when
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10.2

11.0

111

11.2

11.3

11.4

11.5

designated), and shall save harmless and indemnify the District Health Authority and
Department of Health and Wellness, their officers, staff and agents from and against all
claims, liabilities, and demands arising with respect thereto.

While this agreement is in effect, the Client, and/or Care Manager, shall comply generally
with the Workers’ Compensation Act of Nova Scotia and, in particular, will obtain and
maintain coverage under this Act of any Employees and will, upon request by the District
Health Authority, provide particulars of such coverage.

TERMINATION

The Department of Health and Wellness, the District Health Authority, the Client or the Care
Manager, on behalf of the Client, may terminate this Agreement at any time by giving thirty
(30) days’ notice, in writing, to the other parties.

In addition to its rights under subsection 11.1 and without restricting any other remedies
available, the Department of Health and Wellness and/or the District Health Authority may
terminate this Agreement without notice if, in its sole discretion, the Department of Health
and Wellness determines that:

11.2.1 the Self-Managed Care funds are not being used to purchase the Support Services
as set out in Client’s Approved Care Plan;

11.2.2 access to Self-Managed Care records is not provided to the Department of Health
and Wellness and/or the District Health Authority upon request;

11.2.3 the Client and/or the Care Manager is otherwise in breach of a term or condition of
this Agreement; or

11.2.4 the Client is insolvent or has declared bankruptcy pursuant to the Bankruptcy Act
(Canada).

Upon termination of this Agreement, the Department of Health and Wellness shall be under
no obligation to the Client, or the Care Manager, other than to pay, upon receipt of evidence
satisfactory to the Department of Health and Wellness, such amounts as may have been
incurred by the Client with respect to the Approved Care Plan of the Client up to the date of
termination.

The termination of this Agreement does not preclude the Client from receiving other
Continuing Care services in accordance with the current guidelines, procedures and policies
of the Department of Health and Wellness.

Upon termination or expiration of this Agreement, any unexpended funds pertaining to the
Client’s Support Services in the Client’s bank account shall be returned to the Department of
Health and Wellness.
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12.0

12.1

13.0

13.1

13.2

13.3

13.4

13.5

13.6

13.7

13.8

14.0

14.1

PAYMENT OF FAMILY

Payment of Family Members to provide Support Services to the Client is not permitted,
except as may be allowed in accordance with the terms and conditions set out in the
document entitled “Self-Managed Care, Approval to Pay Family Members,” attached hereto
as Appendix “B”, which is incorporated into and forms part of this Agreement.

GENERAL PROVISIONS

This Agreement does not create the relationship of employer and Employee, or of principal
and agent, between the Department of Health and Wellness and the Client or between the
Department of Health and Wellness and any person or agency employed by, or providing
Support services to the Client or on behalf of the Client, including the Care Manager.

This Agreement does not create the relationship of employer and Employee, or of principal
and agent, between the District Health Authority and the Client or between the District Health
Authority and any person or agency employed by, or providing Support Services to the Client
or on behalf of the Client, including the Care Manager.

The Client, or Care Manager, shall not incur any expenses or debts on behalf of, nor make
any commitments for, the Department of Health and Wellness or the District Health
Authority, outside the terms and conditions of this Agreement.

The Client, or Care Manager, shall not assign or transfer this Agreement or any of the rights
or obligations under this Agreement, with the exception of payroll management services.
The Client may appoint a Care Manager in accordance with the terms and conditions set out
in the Self-Managed Care Policy.

Articles 9 and 10 shall survive the termination or expiration of this Agreement.

Subject to Article 3.4, no amendment or change to, or modification of this Agreement shall
be valid unless it is in writing and signed by all parties to this Agreement.

By entering into this Agreement, the Client and the Care Manager, if there is one,
acknowledge that neither of them shall financially benefit, directly or indirectly, through the
process of managing the Self-Managed Care funds.

The Client, and the Care Manager, acknowledge that they have read all of the terms,
conditions and provisions of this Agreement and understand all provisions hereof and agree
to be bound by them.

NOTICES

All notices under this Agreement shall be deemed given and received on the occurrence of
one of the following: on delivery if the notice is delivered by hand; or three days after
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posting the notice if the notice is sent by registered mail, with receipt requested; or to a third
party at the address as identified below. Nothing in this section shall prevent notice from

being given by any other means.

Department of Health and Wellness

District Health Authority

Insert Address Insert Address
Care Manager Client
Insert Address Insert Address

15.0 GENDER

15.1 The reference to the masculine gender contained herein shall be deemed to include a

reference to the feminine gender.

16 GOVERNING LAWS

16.1 The Agreement shall be construed in accordance with the laws of the Province of Nova

Scotia.

IN WITNESS WHEREOF the parties have caused this Agreement to be executed on the last date

set out below.

SIGNED, SEALED AND DELIVERED
in the presence of

Witness
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HER MAJESTY THE QUEEN in right of
the Province of Nova Scotia as represented in this
behalf by the Department of Health and Wellness

Name:
Title:

Date






DISTRICT HEALTH AUTHORITY

Witness Name:
Title:

Date

CLIENT

Witness Name:
Title:

Date

CARE MANAGER

Witnhess Name:
Title:

Date

Alternate Contact Person / Designate (Responsible to notify Financial Services Officer if any
changes in Client’s status or if Client moves)

Phone Number Name (Please Print)
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APPENDIX “A”

SELF-MANAGED CARE
FUNDING PAYABLE TO THE CLIENT

The Department of Health and Wellness will provide funding to the Client on a monthly
basis, for the Client to arrange, obtain, coordinate and manage the Support Services that are
part of the Approved Care Plan. The AUTHORIZED MONTHLY PAYMENT

specified in this Appendix is paid to the Client in advance of the purchase of Support
Services for which it is intended.

$ CARE PLAN AMOUNT*
Minus $ CLIENT FEES**
= $ AUTHORIZED MONTHLY PAYMENTS
The first authorized monthly payment shall be for the month of 20

*CARE PLAN AMOUNT: Attach Proposed Client Care Plan (Signed & Dated)

**CLIENT FEES: In accordance with the Self-Managed Care Policy and based on the
information provided during assessment, a Client fee may be assessed for each funded
hour of service. Client fees, up to a monthly maximum, are based on income and family
size and will be deducted from the Authorized Monthly Payment amount.
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APPENDIX “B”

SELF-MANAGED CARE
APPROVAL TO PAY FAMILY MEMBERS

This Appendix acknowledges the exemption of the Client from the provisions of the
Department of Health and Wellness Self-Managed Care Policy which relates to hiring of
family as paid Care Providers. This exemption will be reviewed on a quarterly basis by the
District Health Authority to determine that there is no other realistic alternative to the hiring of
the designated Family Members as paid Care Providers.

By this exemption the Client is permitted to hire the following Family Members as paid Care
Provider(s) under this Agreement.

Name

Address

Name

Address

Name

Address

Name

Address

Manager, Liaison and Service Support Date
Department of Health and Wellness
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APPENDIX “C1”

SELF-MANAGED CARE
FINANCIAL RECONCILIATION REPORT

This financial Reconciliation Report is being submitted under the Agreement between the
Department of Health and Wellness, the District Health Authority, the Client and the Care
Manager (if applicable) and:

Client (Print Name in Full)

for the Period: to

NOTE:

e This Financial Reconciliation Report must be submitted quarterly within ninety (90) days
of the Commencement date of this Agreement at the first calendar date from the
following: March 31st, June 30w, December 31st and thereafter on an ongoing basis
following the same sequence of dates or, if this Agreement has been terminated, within
thirty (30) days of the termination date.

e A detailed accounting of all expenses supported by copies of the monthly bank
statements and receipts must be included with this Reconciliation Report.

Unexpected Funds Brought Forward Add $ (A)
Total Self-Managed Care funds (including interest)

received this period. Add $ (B)
Total Self-Managed Care funds spent for Support Services

(attach supporting documents). Subtract $ ©
Unexpended Funds (A+B + C Equals $ (D)
Amount equal to funding for 1 month. Subtract $ (E)
Amount to return with reconciliation (D-E) Equals $ (F
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APPENDIX “C1” (continued)

SELF-MANAGED CARE
FINANCIAL RECONCILIATION REPORT

Client (Print Name in Full) Phone (Home)
Address

Client Signature Date

Witness (Print Name) Signature

Return this Financial Reconciliation Report along with all supporting documentation to the
appropriate regional office listed below:

Districts 1,2 & 3
Financial Services Office
Continuing Care

South Shore Regional Hospital

90 Glen Allen Drive
Bridgewater, NS B4V 3S5

District 4

Financial Services Officer
Continuing Care

797 Prince Street

Truro, NS B2N 1G7

District 5

Financial Services Officer
Continuing Care

71 Victoria St. East
Amherst, NS B4H 1X7

District 6

Financial Services Officer
Continuing Care

835 East River Road

New Glasgow, NS B2H 3S6
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District 7

Payroll/Finance Clerk
Continuing Care

39 James Street, PO Box 610
Inverness, NS BOE 1NO

District 8

Financial Services Officer
Continuing Care

Heath Park

45 Weatherbee Road, Suite LLO2
Sydney, NS B1M 0Al

District 9

Financial Services Officer
CDHA, Continuing Care
3825 Joseph Howe Drive
Halifax, NS B3L 4R6





APPENDIX “C2”

SELF-MANAGED CARE - CLIENT DECLARATION

, the Client under this Agreement, declare that | have:

a) retained all Self-Managed Care funds received pursuant to this Agreement in a separate
bank account;

b) retained in my possession all records and all other information regarding the provision of
the Support Services provided under this Agreement;

c) kept all payments up to date with respect to the Self-Managed Care funds received from
the Department of Health and Wellness and all payments required for the provision of the
Support services; and

d) accounted for any commissions, surcharges or rebates and that all Self-Managed Care
funds provided by the Department of Health and Wellness, have been truly spent in
accordance with this Agreement and that, there has been a full disclosure of the use
made of all Self-Managed Care funds received.

e) kept all payments up to date with respect to the Self-Managed Care funds received from
the Department of Health and Wellness and all payments required for the provision of the
Support Services; and

f) accounted for any commissions, surcharges or rebates and that all Self-Managed Care
funds Provided by the Department of Health and Wellness have been truly spent in
accordance with this agreement and that there has been a full disclosure of the use made
of all Self-Managed Care funds received.
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APPENDIX “D”

SELF-MANAGED CARE
FINAL FINANCIAL REPORT AND RECONCILIATION

This Final Financial Report and Reconciliation is being submitted under the Agreement between the
Department of Health and Wellness, the District Health Authority, the Client and the Care Manager
(if applicable) and:

Client (Print Name in Full)

for the Period: to

NOTE:

e This Final Reconciliation Report must be completed and returned within thirty (30) days of
the termination of the Agreement.

e A detailed accounting of all expenses supported by copies of the monthly bank statements
and receipts must be included with this Final Reconciliation Report.

e Any unexpended Self-Managed Care funds in the control or possession of the Client at the
time that this Final Reconciliation Report is submitted must be enclosed with this Final
Reconciliation Report in the form of a cheque or money order made payable as set out
below.

Total Unexpended Funds Brought Forward Add $ (A)

Total Self-Managed Care Funds (including interest)
received from Continuing Care this period Add $ (B)

Total Self-Managed Care funds spent for
Support Services (attach supporting documents) Subtract $ ©

Equals: Unexpected Funds (A + B - C), and
amount to be returned to Continuing Care Equals $ (D)

I, , the Client under this Agreement, certify that | have:

a) retained all Self-Managed Care funds received pursuant to this Agreement in a separate
bank account;

b) retained in my possession all records and all other information regarding the provision of the
Support Services provided under this Agreement.
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>

NOVA SCOTIA SELF MANAGED CARE
Department of Health and Wellness EXCEPTIONAL REQUEST

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week

Reset

Print

Client Name: Health Card Number:

District Client Fee Category

Exceptional Request:

[ ] Greater Than Self Managed Care Service Maximum Costs

[] Family as Care Providers for short term

[ ] Other
Services Plan:
1. Monthly SMC Funding Amount

2. Cost of HCNS Nursing Service (monthly)

3. Combined cost of line 1 and 2

Home O2  (OYES ONO

Review Date:

Rationale for Exception:

SMC- Continuing Care Coordinator Signature

Date

Exception Recommended by:

SMC Supervisor

Exception Approved by:

Date (mm/dd/yyyy)

Service Delivery Coordinator

Conditions of Approval:

Date (mm/dd/yyyy)
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> CLIENT SELF ASSESSMENT FORM
NOVA'SCOTIA .
Department of Health and Wellness SELF MANAGED CARE

Continuing Care 1-800-225-7225 toll free across Nova Scotia 8:30 a.m. to 4:30 p.m., 7 days a week

| Reset Print

The following form:

= |s completed by the client wishing to pursue an application for Self Managed Care
following completion of the Client Orientation to Self Managed Care and the
recommendation of the Care Coordinator for the Self Managed Care Program

* Will assist the client in consultation with the Care Coordinator for Self Managed Care to
develop a Proposed Client Care Plan

To complete this form please identify the following:

1. NEEDS
¥ Describe what you require.
3. Use one-word cues (e.g., to do your fingernails - "cut"”, "manicure”).

2. HOW OFTEN
> Specify the number of times per day, week, or month (e.g., 2/day, 1 week,
3/month).

3. HOW LONG
3 Specify time frames in five-minute increments.
5 Place the total time per day, week, or month in the appropriate D = Daily, W =
Weekly, M = Monthly columns (e.g., for a transfer taking 10 minutes each time
it is done and done 3 times per day you would put 30 in the D column).

4. TIME OF DAY
* Later, you will use this column to help you organize your schedule so that there
is reasonable time for each of your needs to be met, without rushing you or
compromising your lifestyle
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CLIENT SELF ASSESSMENT FORM
FOR

SELF MANAGED CARE
A. MOBILITY SELF-ASSESSMENT CHART

ASSESSMENT AREA NEEDS HOW OFTEN HOW LONG TIME
MOBILITY/
TRANSFERS D w M

1. POSITIONING

- chair

- bed / turning

- other

TOTAL HOURS

2. RANGE OF
MOTION EXERCISES

- upper body

- lower body

TOTAL HOURS

3. TRANSFERS

- bed

- vehicle

- Hoyer lift

- other

TOTAL HOURS

4. TRANSPORT

- driving

- pushing chair

- other

TOTAL HOURS






B. DAILY LIVING SELF-ASSESSMENT CHART

ASSESSMENT AREA NEEDS HOW OFTEN HOW LONG TIME
DAILY LIVING
D w M
1. DRESSING/
UNDRESSING

- assistance (partial/
complete/be specific)

- assistive Devices
(braces / splints, etc.)

TOTAL HOURS

2. EATING

- assistance (set up /
feeding / be specific)

- care of special
devices

TOTAL HOURS

3. MEDICATION/
TREATMENTS

- assistance (opening
bottles / administration /
procedures / be specific)

TOTAL HOURS

4. BLADDER CARE

- condom drainage

- in-dwelling

- ilio conduit

- leg bag drainage

- clean equipment

TOTAL HOURS






B. DAILY LIVING SELF-ASSESSMENT CHART

ASSESSMENT AREA NEEDS HOW OFTEN HOW LONG TIME

DAILY LIVING

5. BOWEL CARE

- suppositories

- digital stimulation

-enema

- ostomy

- clean equipment

TOTAL HOURS

6. TOILETING

- bed pan

- urinal

- commode

- toilet

TOTAL HOURS






C. PERSONAL HYGIENE SELF-ASSESSMENT CHART

ASSESSMENT AREA

NEEDS

HOW OFTEN

HOW LONG

TIME

PERSONAL HYGIENE

w

1. ORAL CARE

- brush teeth

- floss teeth

- mouthwash

- denture care

- Waterpik

- other

TOTAL HOURS

2. GROOMING

- wash hands / face

- make-up

- deodorant

- shave

- wash hair

- set hair

- cut / trim hair

- ear care

- nail care

- peri-care

- menstrual care

- other

TOTAL HOURS






C. PERSONAL HYGIENE SELF-ASSESSMENT CHART

ASSESSMENT AREA

NEEDS

HOW OFTEN

HOW LONG

TIME

PERSONAL HYGIENE

w

3.BATHING

- sponge / bed bath

- tub bath

- shower

- whirlpool

- other

TOTAL HOURS

4. SKIN CARE

- skin breakdown
preventative

- identification

- treatment

TOTAL HOURS

D. HOME MAKING

ASSESSMENT AREA

NEEDS

HOW OFTEN

HOW LONG

TIME

HOME MAKING

w

1. MEAL PREPARATION

- special diet

- breakfast

- lunch

- dinner

- snacks

- clean up above

TOTAL HOURS






D. HOME MAKING

ASSESSMENT AREA NEEDS HOW OFTEN HOW LONG TIME
HOME MAKING w

2. CHORES

- change & make bed

- sweep / vacuum

- wash / dry, put away
dishes

- dust / clean furniture

- wash floors / walls

- clean stove / fridge

- scour tub / sinks / toilet

- wash windows / mirrors

- clean cupboards

- clean closets / drawers

Other

TOTAL HOURS

3. LAUNDRY

-sort

- handwashing

- wash / drying

ironing / mending

TOTAL HOURS






D. HOME MAKING

ASSESSMENT AREA

NEEDS

HOW OFTEN

HOW LONG

TIME

HOME MAKING

w

4.SHOPPING

- groceries (list)

- personal (clothes, etc.

- errands

- other

TOTAL HOURS

E. MISCELLANEOUS NEEDS

ASSESSMENT AREA

NEEDS

HOW OFTEN

HOW LONG

TIME

MISCELLANEOUS NEEDS

w

1. COMMUNICATION

- telephone

- writing letters

- other

TOTAL HOURS

2. FINANCES

- paying bills

- banking

- budget preparation

other

TOTAL HOURS






E. MISCELLANEOUS NEEDS

NEEDS HOW OFTEN HOW LONG TIME
MISCELLANEOUS NEEDS w
3. ESCORTING
-school/ job

- social activities

- other activities

TOTAL HOURS

4. OTHER

- pets

- plants

- yard work

TOTAL HOURS






F. SUMMARY SHEET

ASSESSMENT AREA DAY WEEK TIME

MOBILITY

1. Positioning

2. Range of Motion Exercises

3. Transfers

4. Transport

TOTAL HOURS

DAILY LIVING

1. Dressing / Undressing

2. Eating

3. Medication / Treatments

4. Bladder Care

5. Bowel Care

6. Toileting

TOTAL HOURS

PERSONAL HYGIENE

1. Oral Care

2. Grooming

3. Bathing

4. Skin Care

TOTAL HOURS






F. SUMMARY SHEET

ASSESSMENT AREA

DAY

WEEK

TIME

HOME MAKING

1. Meal Preparation

2. Chores

3. Laundry

4. Shopping

TOTAL HOURS

MISCELLANEOUS NEEDS

1. Communication

2. Finances

3. Escorting

4. Other

TOTAL HOURS






