CENTERPOINT

INSURANCE GROUP
3800 E. Mexico Avenus, Suite 850

Danver, Colorado 80210

COMMUNITY BASED/ASSISTED LIVING RESIDENTIAL CARE APPLICATION

APPLICANT

1. Legal name of fackity:

2. Address:

3. City: State: Zip:

4, Talephone Number:

5. Website; . E-mail Address:

6. How many years has the businesg been in gparation?

7. How marty years has the business been under present ownership?

8. Please list all affiliates and subsidiaries to which this insurance will apply. Include a compiete description of the
operations of each affiliate/subsidmry and ite relationship to the Applicant, (Please note that coverage s not
autormatically provided, the terms and conditions of the Policy, If issued, will determine actual coverage.)

9. Total number of beds: MNumber of medicare beds: Number of medicaid beds;

DESIRED TERMS AND CONDITIONS

1. Lirndt of liakslity desired.

o $100,000/5200,000 o $300,000/4600,000 o $500,000/4%1,000,000
o $1,000,000/81,000,000 o Other
2. Physical Abuse or Molestation :
o $25,000/$50,000 o None
3, Effactive date desired:
GENERAL INFORMATION
1. Applicant s; (Please check all appropriate categories)
o individual owrmrship o Governmertal o Not for Profit
o Partnership o "Licensad by State o Oparated For Profit
n Corporation o Medicare Cerlitied
o Charitable o Medcald Certifled

*if leensed, please attach a copy of the most recent state license and most recent state surveys for the past two
{2) years, including recommendations and responses. Also include a copy of all complaints (filed with the state)
with responses for the past two (2) years.

2. Have you or any other associnted entity had your Medicak] or Madicare certification limited, suspended or
revoked within the last five (5) years? o Yea a No
H yes, please axplain:

3. Have you or any other associated entity had a license suspended, revoked, or placed under probation by any
government-icensing agency? o Yes o Np _
if yes, please explain:

4, Have you aver flled bankruplcy? o Yes o No
if yes, please explain:

5. |sany part of your business operated/eased by a management coporation? o Yes o No
ifyes, please explain;

€. Do you have any plans for mergers, acquisitions, new services, sale of assets or business, of any similar
corporate plans within the next twelve (12) monthe™ o Yes o No
If yes, please explain;
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DESCRIPTION OF SERVICES

. Residentinl Care / Assisted Living Services
Such as those that care for residents who are ambulatory with possible minor medical disorders. They are

provide protective environments, meals and planned programs for social and/or spiritual needs. Residerts are
eligible for incidental health care services, including assistance with medications.

Number of licensed beds Number of ovocupled beds

Yho provides the nursing services in the residential care or assisted living service facility ?
o Employees o Sub-contracted staff o Amanged by regident

Independent Living Services

Such aa those that care for residents who are retirement age and In good health, eecupy apartment,
condominiurm, or dwelling units that normally include cocking faclities. Residents do not recetve any health care
services of assistance with medications.

Number of licensad bads Number of occupied beds

RECREATIONAL FACILITIES

Are there any recreational facilities provided? If so please indicate.

Number Number
Swimming Pool Exerctse / Welght Room
Sauna / Hot Tub Other
Termis or Racquetball Court Other
RESIDENT ASSESSMENTS

N ooms

Who completes your admission aseessmants?
Is assessmant nurea a RN or LPN or other? If other please describe

Have you denied any possible admissions due to vision problems? o No o Yes — how many In the last two
years?

If s0, what were the conditions that led you to deny them?

Do you conduct pre-admission assesaments in parson? o Yes o No
How often do you reassess your residents?
What system do you use to ensure reassessments are timely?

What )is the systern for identifying when a resident needs to be transferred to another level of care (i.e. — nursing
home :

ELOPMENT

' N bk W M=

Do you conduct wandering risk assessments upon admission? o Yes o No

Does your facllity have a policy clearly ldentifylng the level of dementia residents your stafT is capable of praviding
carato? o Yes o No

Ara g1l exit doors at all locations alarmed? o Yes o No
if no, please explain
Does your wandering risk assessment Include a cognltive assessment? o Yes o No

Does your facility have a locked unit{s) for residents prone to wandering? o Yes o No
If yes, what system is in use? ‘
How mary regloents have eloped from your facility in the last 3 years?
Yvhat is the protocol or griteria for placing an alarm bracelet on a resident?

Is the family notified of the placement of an alarm bracelet on a resident? o Yes c No
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RESIDENT CENSUS

Number of licensed beds

Locatlon 1 Location 2

Location 3

Number of occupled beds

Number of dernantia residents (inciuding Alzheimer’s)

Number of mantally fully functional residents

Number of residente who are independently ambulatory

Number of residents ambulate only with assistanca

Number of residents in a wheelohair all or most of the day

How many residents are bedridden

Minimum number of staff oh duty during the third shift

Aga Group Average Dally Number of Residents Percent Bedridden
65 and under

Over 65

Razident Profile — Residents under the age of 66

Agn

Diagnosis If Damentia
Gender {List detalls — If mental Mness provide diagnosis) what stage?

Ambulatory
Yas/No

State percentage of paymentirelmbursement in each category:

Medicare: Medicaid: Frivate Pay:
Othey:

If other, list payment source:

Resident Conditions — Indicate the number of residents in each category.

Residents with HIV or AIDSs Alzheimer Regidents
"Short Temm" or "Recovery” Residents Ambulatory (including walkers)

Non-Ambiatory Confined to bed

Decubitus Requires Tubs Feeding

Number of patients restrained and type of restraints used:

Are there any non.ambulatory residents above the first floor? o Yes o No
If yes, how mary?

STAFFING

RS

Which of the following evaluation factors di you use when hiring applicants to provide resident care services at

the facility {check all that apply):

o Educational background

o Previoug employer's referance o Inwriting o By telephone

u Personal references o Inwriting o By telephone

o Criminal background

o Drug screening

0 Abuse registry

0 Ary pending license suspensions or revocations, or any pending disciplinary actions?
Is the State nurses ald registry checked for new hires? o Yes o No

Are drivers' licenses checked for anyond who transports residerms? o Yes o No
Do you pravide monetary Incentives for continuing education? o Yes o No

Do you conduct formal, angoing skill assesaments and training of all staff providing resident care? 0 Yes o No

if yes:
(a) How often is this dona”?

(b) How Is this documented?

(v) How many houre of training are provide to CAN'S'
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6. Are Licensed medical staff required to have thelr own professional liability coverage? o Yes o No

if yag, what limits are required?

Schedule of Physicians (smployed or contracted):
Voluntaser, Has Malpractice
HoursWesk | Contrectad Insurance
Name & Speclaity Board Certified | Board Eligible Worked or Employsd
o Yes o No o Yes o No D Yes o No
B Yes 0o No o Yes o No o Yes o No
o Yes o No o Yes o No o.Yes o No
Schedule of professional eamployses;
Professions! Professional Name of Insuranca
Name of Employse | Designation | Liability Coverage Limit Company
0 Yes g No
o Yes o No
o Yes o No
o Yex o Ne
o Yes o No
o Yes o No
pn Yes g No
o Yes o No
D Yes 0 No
o Yes o No
Staff All Locations (Indicate Numbars) T 8hin 2 Shift 3" Shift
MD | Employee
| Indapendent Contractor
RN Emplo
| Indepandent Contractor
LPN Employea
Independent Contractor
Nurse Alds Employes
indepandent Contractor
Psychologists | Emplo
independent Contractor
Nurse Aids Employea
Indeperdert Contractor
Psychologist Employee
Independent Contractor
Counselor E )
Indepandent Contractor
[Therapists Enployee
| _ Independent Contracior
Other (specify} | Employee
Independent Cortractor
CONTRACTUAL AGREEMENTS

Icertify ail contracted medical professional services porformad far your facility and indicate the minirmum medical
professioral Hablity Insurance limits required,

Typa of Sarvice

o Pharmacy

o Physical Therapy

0 Respiratory Therapy
o Spesch Therapy

Required Limit

1
$
5

Type of Sarvica Raquired Limit
o Occupatioral Therapy 4
o Laboratory 3
o Radiclogy $
o Other (List) 5
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BED SORE INFORMATION

Bed Sore State Acquired in Facility | __Inherited From Anothar Location
Stage |l
Stage |l
Stage [V
POLICIES AND PROCEDURES

I o e

8.
8.

10.
.

12
13

14.
15.

16.

17.
1a.

19.
20

21.

Do you have a written emergency evacuation plan? o Yes o Ne

Are evacuation plans posted In all parts of the faciity? o Yes o No

Does your staff orientation plan include a review and “walk through® of any disaster Flan? o Yes o No
How often are evacuation /fire drilla conducted each year for each shift?
Do all residents have thelr own attending physician? a Yes a No

If "No,* wha performs the role of attending physician?
Are wiitten orders from an attending physician required for:

a) Al drugs and medicatione o Yes o No

b) Special detary requirements . o Yes o No

¢) Any other epecific therapy / treatment o Yes o No

d) Restraints o Yes o No

e) Facility or hospital transfers n Yes o No

Is 8 comprehersive nursing assessment conducted for new residents? o Yes o No
How frequently is it repeated? o Monthly o Weekly o Other (list)
Is an irventory taken of residents’ parsonal belongings on admitiance with a copy maintained in

the file? o Yes n No

Do you obtain advance written consent fram the resident or guardian that allows the facility to provide emergency
medical care when it is needed? o Yes o No

Do you have a “Do Not Resuscitate” policy in place? o Yea o No

Wno determines If a resident must be transferred to anather facility for further medical diagnosis or treatment?
Narne: poeitionjob function
How often do nurses perfonm total body skin assessrmernts?

Do you transfer patients with Staga 1l or IV decubitus ulcars to ancther facility providing & higher level of care for
treatment, or do you provide treatment? o Transfer to another facility o Treat at this facility

Da you photograph all desubitus ulcers and include them in the residents’ medical record? o Yes a No

Do you have a policy reparding the use of physical and chemical restraints? o Yes o No

a) Ifyes, please attach a copy.

b) Are physicians’ orders verifiod as to restrainis? o Yes o No

Do you have a written palicy / procedure fo investigate alieged resident abuse and neglect? n Yes o No

if yes, please attach a copy.

When and how cften are fall riek assessments done?

Are there procedures in place for informing guardian or family member of any noticeable general function or
medical change? o Yes o No
Area there sign out procedure stating with whoem the resident may leave the premises. o Yes o No

Is smoking prohibited in resident's rooms. o Yes o No

a) Are thare written smoking procedures? o Yee o No

b) Ara smoke detectors in all common areas and residents rooms? o Yes o No

Do bathtubs and showers have non-5lip surfaces? o Yes o No

a) Are handrails required in bathrooms.

RISK MANAGEMENT

it

Do you have a formalized risk managemert program? o Yes o No
Who coordinates your risk management activitiea?
Does the risk management progrem incluce the following:
a) Incidentreporing o Yes o No

b) Tracking and trending of incidents at the

- Cofporate Level o Yes o No
- Faility Level o Yes o No
d) Patient complaint / grievance procedures o Yes o No
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SECURITY AND LIFE SAFETY

Is smoking permitted in residents’ roOME? o Yés o No

Is smoking permitted in common areas? o Yes o No

a) Darcribe rules applicable to smoking:

Are there ary alarrrs on exit doors to alert the staff that residerts mey be leaving the building? o Yes a No

a) How often are the residents checiced and by whom?
by How is this documented?

4. Are handralls provided in haliways and bathrooms? o Yea o No
5. Are bathtubs / showers equipped with non-sllp surfaces? o Yes o No

PHYSICAL PREMISES

B M-S

m

Address:

Year buit:
Construction

Number of stories:

Area (square feet)

Was the building originally designed and conetructed for its current uee? o Yee o No
Does the building meet applicable current life safety code? o Yes o No

Smoke detectors o Yes o No
Locations of smoke detectors

o Noneg
o Entire facility

Complete sprinkler systenm? o Yes o No

o Haliways o Patient or residert rooms

o Common areas o Other (list):

Areas protactad by approved automatic Sprinkler system:

o Nore
o Entire facility
o Halways

o Cormmon arees
o Soiled liren chutes and rooms
o Trash collection area

a Cther (List):

a Patient or resident rooms

GCOVERAGE

Cutrent General Liabllity and Professional Liability coverage:

carrar;

Policy Period:

Limits of liability:

Leductible / Retenticn;

Present coverage is: o Qoourence

MISSOURI APFLICANTS, DO NOT ANSWER THIS QUESTION
Has insurance of this type been cancelled, refused, or nonrenewed by any company during the past 3 years?
o Yes o No If yes, give name of company, date and reason.

o Claims-made © Inciudes genaral Ilublllty

Enter all clalms of Josses irogardln: of fault and whather or not insured) for the prior § years.

[~ Date of Amount | Amount Description of Losses Clalm Status
Occurrence | Fnaid | Ressrved {Use separate sheet if nacessary) Opan | Closed
PRIOR CARRIER INFORMATION FOR THE PAST THREE YEARS :
Yair Carrler Policy Number Coverage Check if Premium
Claims-Made
[=]
[n]
=)
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FRAUD STATEMENT

| DECLARE THAT THE STATEMENTS MADE IN THIS APPLICATION ARE COMPLETE AND TRUE,

Ary parson wha, with the intent 1o defraud or knowing that he or she is facilitating a fraud against an insurer, submite an
application or flles a claim containing a false of deceptive staternent may be guilty of insurance fraud and subject to fines
and/or imprisonment. Aty changes in your operation must be reported to your agent.

“Honalure of Applicant e Date
"Gignature of Froducing Agomt Date
Agent Namw and Address

Page 7 of 7



