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ASPEN SPECIALTY





ASSISTED LIVING/RESIDENTIAL CARE APPLICATION

APPLICANT

	Name of Facility:
	     

	
	

	1. Address: 
	     

	
	

	2. City:
	     
	State:
	     
	Zip:
	     

	
	

	3. Telephone Number: 
	     

	
	

	4. Website: 
	     

	
	

	5. How many years has the business been in operation?
	     

	
	

	6. How many years has the business been under present ownership? 
	     


GENERAL INFORMATION

1. Applicant is:  (Please check all appropriate categories)

 FORMCHECKBOX 
 Individual ownership


 FORMCHECKBOX 
 Governmental
 FORMCHECKBOX 
 Partnership



 FORMCHECKBOX 
 Licensed by State*



 FORMCHECKBOX 
 Corporation



 FORMCHECKBOX 
 Not for Profit
 FORMCHECKBOX 
 Charitable



 FORMCHECKBOX 
 Operated for Profit
*If licensed, please attach a copy of the most recent state license and most recent      state surveys for the past two (2) year, including recommendations and responses.  Also include a copy of all complaints (file with the state) with responses for the past two (2) years.

2.  
Have you or any other associated entity had a license suspended, revoked or 


placed under probation by any government-licensing agency?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	If yes please explain:
	     


3.
Is any part of your business operated/leased by a management corporation ?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	If yes please explain:
	     


4. Residential Care/Assisted Living Services


Such as those that care for residents who are ambulatory with possible minor medical 
disorders.  They provide protective environments, meals and planned programs for social 
and/or spiritual needs.  Residents are eligible for incidental health care services, including 
assistance with medications.

	
Number of Alzheimer Residents:
	     

	

	
Number of Non-Alzheimer Residents:
	     



Who provides the nursing services in the residential care or assisted living service 
facility?

 FORMCHECKBOX 

Employees

 FORMCHECKBOX 
 Subcontracted staff

 FORMCHECKBOX 
 Arranged by resident



5. Independent Living Services



Such as those that care for residents who are retirement age and in good health, 
occupy apartment, condominium, or dwelling units that normally including 
cooking facilities.  Residents do not receive any health care services or assistance 
with medications.

	
Number of Residents:
	     


RESIDENT ASSESSMENTS

	1. Who completes your admission assessments?
	     

	     

	2. Is assessment nurse a RN or LPN or other?  If other please describe
	     

	     

	     
	

	3. Have you denied any possible admissions due to vision problems?  How many in the last two years?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	     

	4. If so what were the conditions that lead you to deny them?
	     

	     

	5. Do you conduct pre-admission assessments in person?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	6. How often do you reassess your residents?
	     

	7. What system do you use to ensure reassessments are timely?
	     

	     

	8. What is the system for identifying when a resident needs to be transferred to 
another level of care (i.e.-nursing home)
	     

	     


ELOPMENT

	1. Do you conduct wandering risk assessments upon admission?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	2. Does your facility have a policy clearly identifying the level of dementia residents your staff is capable of providing care to?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	3. Are all exit doors at all locations alarmed?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	If no please explain:
	     

	4. Does your wandering risk assessment include a cognitive assessment?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	     

	5. Does your facility have a locked units(s) for residents prone to wandering?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	If yes, what is in use?
	     

	6. How many residents have eloped from your facility in the last 3 years?
	     

	7. What is the protocol or criteria for placing an arm bracelet on a resident?
	     

	     

	     

	8. Is the family notified of the placement of an alarm bracelet on a resident?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No



STAFFING


1. Which of the following evaluation factors do you use when hiring applicants to provide resident care services at the facility (check all that apply)


  FORMCHECKBOX 
 Educational background

                FORMCHECKBOX 
 Previous employer’s reference

 FORMCHECKBOX 
 In writing

 FORMCHECKBOX 
 By telephone

                FORMCHECKBOX 
 Personal References



 FORMCHECKBOX 
 In writing

 FORMCHECKBOX 
 By telephone


 FORMCHECKBOX 
 Criminal Background




 FORMCHECKBOX 
 Drug Screening


 FORMCHECKBOX 
  Abuse Registry


 FORMCHECKBOX 
  Any pending license suspensions or revocations, or any pending disciplinary 
 
 
actions?

2.  Is the State nurses aid registry checked for new hires?                                FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

3.  Are drivers’ licenses checked for anyone who transports residents?          FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

4.  Do you provide monetary incentives for continuing education?
           FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

5.  Do you conduct formal, ongoing skill assessments and training for all staff providing       resident care?







           FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

     If yes:

	(a) How often is this done?
	     

	(b) How is this documented?
	     

	(c) How many hours of training are provided to CNA’s?
	     


	*Staff All Locations (Indicated Numbers)
	1st Shift
	2nd Shift
	3rd Shift

	RN
	Employees
	     
	     
	     

	
	Independent Contractors
	     
	     
	     

	LPN
	Employees
	     
	     
	     

	
	Independent Contractors
	     
	     
	     

	Nurse Aids

(Personal Care)
	Employees
	     
	     
	     

	
	Independent Contractors
	     
	     
	     


* Number of full time, on duty (not on call)

CONTRACTUAL AGREEMENTS

Identify all contracted medical professional services performed for your facility and indicate the minimum medical professional liability insurance limits required.

	Type of Service
	Required Limit
	
	Type of Service
	Required Limit

	
	
	
	
	

	 FORMCHECKBOX 
 Pharmacy
	$     
	
	 FORMCHECKBOX 
 Therapy
	$     

	 FORMCHECKBOX 
 Physical Therapy
	$     
	
	 FORMCHECKBOX 
 Laboratory
	$     

	 FORMCHECKBOX 
 Respiratory Therapy
	$     
	
	 FORMCHECKBOX 
 Radiology
	$     

	 FORMCHECKBOX 
 Speech Therapy
	$     
	
	 FORMCHECKBOX 
 Other (List)
	$     


POLICIES AND PROCEDURES

1.
Do you have a written emergency evacuation plan?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

2.
Are evacuation plans posted in all parts of the facility?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

3.
Does your staff orientation plan include a review and “walk through” of any 
disaster Plan?






 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

4. How often are evacuation/fire drills conducted each year for each shift?

	     


5.
Do all residents have their own attending physicians? 
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No


If “No”, who performs the role of attending physician?

	     


6.
Are written orders from an attending physician required for:


a)  All drugs and medications


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No


b)  Special dietary requirements

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No


c)  Any other specific therapy/treatment
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No


d)  Restraints




 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No


e)   Facility or hospital transfers

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

7.
Is a comprehensive nursing assessment conducted for new residents?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No


How frequently is it repeated?    FORMCHECKBOX 
 Monthly     FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Other (list):

	     


8.
Is inventory taken of residents’ personal belongings on admittance with a copy 
maintained in the file?     





 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

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

10.  Do you have a “Do Not Resuscitate” policy in place?

              FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No                 

11.
Who determines if a resident must be transferred to another facility for further medical diagnosis or treatment?

	Name:
	     
	Position/Job Function:
	     


12. How often do nurses perform total body skin assessments?

	     


13.
Do you transfer patients with Stage III or IV decubitus ulcers to another facility 
providing a higher level of care for treatment, or do you provide treatment?

 FORMCHECKBOX 

Transfer to another facility

 FORMCHECKBOX 
 Treat at this facility

14.  Do you photograph all decubitus ulcers and include them in the residents’ medical 
record?  






         FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No 

15.  Do you have a policy regarding the use of physical and chemical restraints? 








                                    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No    


(a) If yes, please attach a copy


(b) Are the physicians’ orders verified as to restraints
                       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No     

16.  Do you have a written policy/procedure to investigate alleged resident abuse and 
neglect?  If, yes please attach a copy



         FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

17. When and how often are fall risk assessments done?

	     


18,  Are there procedures in place for informing guardian or family member of any 
noticeable general function or medical change?

         FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No       

19.  Are there sign out procedure stating with whom the resident may leave the 
premises?






         FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No                 

20.  Is smoking prohibited in resident’s rooms?
                                   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No 


(a) Are there written smoking procedure’s?

                      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No                                
(b) Are smoke detectors in common areas and resident’s rooms?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

21.  Do bathtubs and showers have non-slip surfaces?                             FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No   


(a) Are handrails required in bathrooms?

                      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No      

RISK MANAGEMENT

1. Do you have a formalized risk management program?                      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No   

2. Who coordinates your risk management activities? 

	     


SECURITY AND LIFE SAFETY

1.  Is smoking permitted in residents’ rooms?

                  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No 

2.  Is smoking permitted in common areas?


     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No  


(a) Describe rules applicable to smoking:

	     


3.  Are there any alarms on exit doors to alert the staff that residents may be leaving the 
building?






      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No                 

a) How often are residents checked and by whom?

	     


b) How is this documented?

	     


4.
Are handrails provided in hallways and bathrooms?
                     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No                 


5.
Are bathtubs/showers equipped with non-slip surfaces?
        FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

PHYSICAL PREMISES

	1.  Address: 
	     

	

	2. Year built:
	     
	Number of Stories:
	     
	Area (Sq Ft):
	     

	Construction:
	     


3.
Was the building originally designed and constructed for its current use?                                          








            FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No 

4.
Does the building meet applicable life safety code?
                         FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No   

5.
Smoke Detectors?





            FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No  

 FORMCHECKBOX 

None


 FORMCHECKBOX 
 Hallways


 FORMCHECKBOX 
 Patient or resident rooms

 FORMCHECKBOX 

Entire Facility

 FORMCHECKBOX 
 Common Areas



 FORMCHECKBOX 
 Other (list):

	     


6.
Common Sprinkler System?




             FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No 


Areas protected by approved automatic Sprinkler System:

 FORMCHECKBOX 
None


 FORMCHECKBOX 
 Common Areas
       
  FORMCHECKBOX 
 Patient or resident rooms

 FORMCHECKBOX 
Entire Facility

 FORMCHECKBOX 
Soiled Linen chutes/rooms
 

 FORMCHECKBOX 
Hallways 

 FORMCHECKBOX 
Trash collection area

 FORMCHECKBOX 
 Other (list): 

	     


FRAUD STATEMENT

I DECLARE THAT STATEMENTS MADE IN THIS APPLICATION ARE COMPLETE AND TRUE.

Any person who, with the intent to defraud or knowing that he or she is facilitating a fraud against an insurer, submits an application or files a claims containing a false or deceptive statement may be guilty of insurance fraud and subject to fines and/or imprisonment.  Any changes must be reported to your agent.

___________________________________________________________________________

Signature of Applicant


Title



Date

   ___________________________________________________________________________

Signature of Producing Agent





Date        

 ___________________________________________________________________________

Agent Name and Address
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