[image: image1.jpg]T iiﬁi
CCARER (540) T22-573
ENTE (540) 5?0-2263

here for you!

115 WOLFE STREET
WINCHESTER, VA 22601 D e
EMAaIL
adultcare@ntelos.net ’v

www.adultcarecenter.net (4 ”e





Enrollment Package
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Note:
The Physician’s Report Form is a separate document.
Enrollment Information
The Adult Care Center is a licensed adult care facility located in Winchester and serving the Northern Shenandoah Valley.  It is a day program for adults who are coping with physical and/or cognitive challenges, and require supervision and assistance.

Care is provided by trained and qualified personnel.  A registered nurse is on staff and monitors each participant’s health and well-being.

A variety of therapeutic, mentally stimulating recreational activities are planned and executed by our professional team daily.

In addition, the Adult Care Center offers:

· Individualized care plans for each participant based on the medical, health, and social needs of each

· Care for incontinent participants

· Consistent medical monitoring and documentation by our registered nurse

· Supervised administration of medication

· Monthly check of weight, blood pressure, pulse, and respiration rate.

· Therapeutic walking assistance

· Glucose monitoring

· Assistance with personal care needs

· A healthful and balanced lunch is served each day

· Nutritious snacks are provided at mid-morning and mid-afternoon breaks
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Participants served by the Center include:

· Adults with memory loss and varying forms of dementia

· Adults with early-onset, mild, and later stages of Alzheimer’s Disease

· Adults with physical limitations due to stroke or simply advancing age

· Adults with Parkinson’s Disease

· Adults who may require supervision with daily medications and personal care needs

· Adults who may benefit from a safe and engaging environment, in a warm and encouraging setting

Hours of Operation

In our effort to accommodate the hectic schedules of caregivers, the Adults Care Center operates a ten-hour day, five days a week.

Monday through Friday:   7:30 am to 5:30 pm
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Primary Activities Offered to our Participants

Aromatherapy with Aroma Therapy Garden



Culinary Activities

Recreational Therapy Events





Group Music Therapy*

Therapeutic Arts Activities





Horticulture Therapy

Intergenerational Events





Spirituality Sessions

Weekly Film Matinees





Themed Luncheons

Holiday Celebrations






Promotion of Socialization

And More!

*Under the direction of Tara Lescalleet, B.A. Music Therapy
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Fee Schedule

All participants are required to pay for a minimum of two (2) days per week.  The daily rate is $52.00 and a discount is offered for three (3) or more days per week.

	Number of Days
	Daily Fee
	Weekly Fee

	2 days
	$52.00
	$104.00

	3 days
	$50.00
	$150.00

	4 days
	$50.00
	$200.00

	5 days
	$48.00
	$240.00


Payments are due in advance of service.  All payments must be made by personal check, money order, or credit card (Visa and MasterCard).

Invoices are prepared by the 20th of the month prior to service.  One-half of the total bill is due by the 1st of the month of the month of service, and the balance is due by the 15th of the month of service.

A 10% late fee is added if the first half of the payment is not received by the 8th of the month, or the second half is not received by the 22nd of the month.
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Adult Care Center of the Northern Shenandoah Valley, Inc.
__________________________________________________________________

Application for Enrollment

Full Name:  _____________________________________________   Age:  ________________

Preferred Name:  _________________________________________  Birthdate:  ____________

Address:  _______________________________________________   Phone:  ______________

                _______________________________________________  Birthplace:  ___________

Directions from Center to home:  __________________________________________________
_____________________________________________________________________________
Present Living Situation:  ________________________________________________________

Name(s) of Caregiver(s):  ________________________________________________________

SSN:  ____-____-_______                                 Medicaid #:  _____________________________

Other Insurance Company:  _______________________________________________________

     




(Specify company name and policy number)

Marital Status:   S   M   W   D            Name of Spouse:  _________________________________

Church:  ______________________________________________________________________

Former Occupation:   ____________________________________________________________

Education Level:  _____________________    Veteran?   Y    N     War:  ___________________











(Branch of service)
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Nearest Responsible Relative/ Relationship:  _________________________________________

Address:  _____________________________________________________________________

Phone:  Home:  __________________   Work:  _______________   Cell:  _________________

If Employed, Where:  ____________________________________   Phone:  _______________

Power of Attorney:  ___________________________    Guardian:  _______________________

Advanced Directives:  ___________________________________________________________




(If DNR order is in effect, an original must be on file at the Center)

List the Names of Two Persons Who May be Contacted in the Event of an Emergency:


Name


Address

Relationship

Phone (H, W, C)

1.  ___________________________________________________________________________

    ____________________________________________________________________________

2.  ___________________________________________________________________________

     ___________________________________________________________________________

Primary Physician:  ______________________________________  Phone:  ________________

Address:  _____________________________________________________________________

Hospital Preference:  ________________________________   Date Last Admitted:  _________

Other Physicians Rendering Care:

Name



Type of Care



Phone:

1.  ___________________________________________________________________________

2.  ___________________________________________________________________________
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Other Services Currently Being Received (give agency name):          Needed in Day Care?

Physical Therapy:  ___________________________________          ______________________

Speech Therapy:   ___________________________________           ______________________
Occupational Therapy:  _______________________________          ______________________

Dental Care: ________________________________________          ______________________

In-Home Care:  ______________________________________          _____________________



(personal care, nursing, home health agency, etc.)

Social Services:  _____________________________________          _____________________

Contact Name:   _____________________________________          ______________________

Planned Days of Attendance:

M
T
W
Th
F

Hours of Attendance:  ____________          Full Days

When would you like to start?  _______________________________

Transportation to Center by:          Family

Other:  _____________________________









       (CNA, Para Transit, etc.)

Signature of Person Completing this Application:  _____________________________________

Printed Name of Person Signing:  __________________________________________________

Best Time to Schedule Assessment Interview and Visit:  ________________________________

Thank you for your time and interest in the Adult Care Center.  Please return this form to us and we will schedule an assessment interview.  We look forward to talking with you soon.
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Hon. Frank R. Wolf, U.S. Congress, Linwood DeHaven, Tom Malcolm, Mary Nordman, Julie Read United Way
BoARD oF DIRECTORS
Jean Lee, President; Debbie Walker, Vice-President; Diane Shipe, Ph.D., Secretary; Kerri Burkhart, CPA, Treasurer
Jennifer Bousquet, J.D., Mariecken Fowler, MD, Charles B. Harris, Kevin Justice, J. Douglas McCarthy, Attorney,
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