Department of Veterans Affairs

DEPARTMENT OF Michael J. Fitzmaurice South Dakota Veterans Home
VETERANS 2500 Minnekahta Avenue
Hot Springs, SD 57747
AFRS Phone 605.745.5127
e Fax 605.745.5547

Hello;

| hope this letter provides you useful information about our facility and our application process. | realize this
process can be daunting and | will do everything | can to assist in making it as easy as possible.

Room availability is ever evolving. We may have room availability at one point, and then we may be at full
capacity for another period of time. All rooms are single occupancy with a private bathroom and shower. The
exception is a couple’s room which is only available in our Independent Living area. Each household also has
a whirlpool bath available for those residents who are unable to use a shower or prefer a bath.

Our staffing ratio for our 78 nursing care residents during the day and in the evening is 4-5 Certified Nursing
Assistants (CNA) and 1 Nurse to 26 residents. At night there are 3 CNAs and 1 nurse to 26 residents.

Please be advised that we are required to maintain a census of 75% Veterans. Non-Veteran, (i.e., widows or
spouses), applications will be processed and if approved, actual admission will depend upon if our current
Veteran percentage is at 75% or higher. Also, surviving spouse and Veteran must have been married at least
one year prior to date of the death of the Veteran. Surviving spouse must not have remarried, must have
attained the age of 60 years and must have been a South Dakota resident for the period of one year preceding
the date of the application per South Dakota Codified Law 33A-4-27.

Completing the application can take some time, so we strongly encourage Veterans to complete the
application process so that it is complete and ready for review for any openings that occur. If the Veteran is
unable to complete an application, the application may be completed by a Power of Attorney (POA) or Legal
Guardian if the POA submits paperwork verifying they are the Veteran’s POA or Legal Guardian. If a Veteran is
completing the application and there is Power of Attorney paperwork available, please submit with the
application so that in the event the Veteran is unable to make their own decisions in the future, we then have
healthcare POA documentation readily available. We also need verification of military service with honorable
discharge, i.e., DD214 or other documentation showing merits or awards.

The two types of services we offer are RLS (Residential Living Services) also known as independent living and
nursing care. RLS residents must perform all Activities of Daily Living (ADLs) i.e., bathing, dressing, eating,
transferring, toileting, walking, etc. independently as well as manage their medications without assistance to
reside in independent living/residential living services households.

As of this writing, we are unable to offer any type of Assisted Living services. Applicants are applying for either
Residential Living Services/Independent Living or Nursing Care. If a Veteran is admitted and resides in
Residential Living but then starts to decline, all efforts will be made to transfer the Veteran to a nursing bed as
soon as it becomes available. However, if there are no open nursing beds available and the Veteran needs full
nursing care, the Veteran may be required to relocate to another facility. Additionally, if a Veteran in
Residential Living is no longer truly independent and needs some daily assistance but does not meet nursing
care criteria, the Veteran may be required to relocate to another facility that provides Assisted Living.

Here is a brief overview of our admission process.
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Full application completed with all required attachments are returned to me. Please note that applications
cannot be processed if page 4-Authorization for Financial Verification is not signed and notarized.

Financial portion of the application is given to the business office to review. Release of information forms are
submitted to the VA and/or any private provider outside of the VA to obtain medical records

Medical records received and reviewed by a member of our nursing staff

If medical records indicate we can provide the appropriate level of care, an interview is set up with a member
of our nursing staff

A nursing staff member who is also a Veteran or a nursing staff member and another staff member that is a
Veteran conducts a face-to-face interview with the resident in a follow up review of the medical records.

If admission is approved by our nursing team and the business office, a form called a Preadmission Screening
and Resident Review (PASRR) is submitted to the South Dakota Department of Health. Obtaining a PASRR
prior to being admitted to a long-term care facility is a federal requirement. They make the final determination
whether individuals meet the nursing facility level of care criteria. The nursing facility level of care process
assesses the Veteran’s medical and physical condition to determine whether he/she requires long term nursing
facility care. Adult Services and Aging staff goals are to keep individuals in the least restrictive environment
possible to meet their needs.

If SDASA determine the Veteran does not meet the criteria for long term nursing facility care, we are unable to
admit the Veteran to our facility.

Once all required paperwork is complete, our Superintendent and/or Deputy Superintendent; Business
Manager and Director of Nursing will review and make the final authorization for admission. They will notify me
of the final decision, and | will contact the Veteran or their family with the final decision. If approved, | will begin
setting up an admission date and time.

| am happy to schedule a tour of our facility to applicants and/or their families. | am available for tours on
weekends or evenings if needed. You can also take a virtual tour of our facility as well as view additional
information about our facility by logging on to;

https://vetaffairs.sd.gov/veteranshome/VetHomeFinalEdit.mp4

If you are not taken directly to the video site, press on the control key on your keyboard and then click on the
link. It may take a few minutes to load.

If you have financial questions, | will assist you to the best of my abilities. For detailed financial questions,
please feel free to contact our Business Manager, Pam Horton at 605-745-5127 Ext. 1500114.

You are not required to have a financial power of attorney or a healthcare power of attorney, although we
strongly encourage everyone to have both.

| realize | have shared a lot of information with you and processing all the information and completing the
application can be overwhelming, but please do not hesitate to contact me for assistance. Thank you.

Sincerely,
Lisa A. Woeppel, Admissions and Health Information Coordinator/CPC OFFICE: 605-745-5127 EXT:
1500115 —Fax; 605-745-5507 — Cell: 605-891-8800
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Required Documentation Checklist for application to the Michael J. Fitzmaurice SD Veterans Home

Please review the below required document checklist to ensure all items are included with the application.
Missing items may delay the processing of the application. Please keep the originals for your records and
submit copies only. Thank you.

Applicant Name:

Not

Applicable

Included

Required Documentation

Previous three (3) months of bank statements

Any “other” income documentation

Iltems above are NOT required if you have a 70% or higher Service Connection Rating
if you are applying for nursing care. They are required if you are applying for
Independent Living

L]
—

VA form 10-5345 Authorization to release health information (VA medical records)

Release of Information for any NON VA provider you receive healthcare from

DD-214

Most Recent Social Security Award Letter | | Most recent VA Award Letter [ ]

Medicare Card Part A[ |Part B[ ] Part D (Prescription) | |

Supplemental Insurance Card

Medicaid Card

L[]

Driver’s License or ID card - if applicable and still driving please include copy of
current Auto Insurance

[]

L | oA O

Funeral Arrangements. Yes |:| No[_]Prepaid trust/plan. Yes|:| No |:| If you do not
have any plans in place, you are required to list the name and number of the
funeral home you wish to have us contact.

Funeral Home Name and Phone Number:

Healthcare Power of Attorney - If you do not have one, do you wish to
receive information on how to obtain one? Yes [ ] No[_]

Financial Power of Attorney — If you do not have one and wish to have one, please
contact an attorney

Release of Information for Medicaid

Are you an Organ Donor? Yes |No |:|
If no, do you wish to become one? Yes [ No|:|

EpEpEIEnE

EEpEIEN

Advanced Directive- Our provider will review Advanced Directives with you or your
representative during your admission history and physical the day after your
admission. | understand if | do not have an Advanced Directive prior to or upon
arrival, my status will be considered Full Code until otherwise established with the
provider. You or your healthcare representative signature here indicates your
understanding. Date:




MICHAEL J. FITZMAURICE SOUTH DAKOTA VETERANS HOME  xscf3anuary 4, 2022

APPLICANT INFORMATION
Veterans Name:

Date of birth: SSN: Phone:

Physical address:

City: State: Zip:

Mailing address:

City: State: Zip:

Married Single Divorced Widow/Widower Never Married Separated

Spouse Name:

Date of Birth: SSN:

IN CASE OF EMERGENCY CONTACT INFORMATION

Name:
Relationship:

Address:

Home Phone: Cell Phone:

LEVEL OF CARE/MEDICAL INFORMATION

Level of Care Sought (select one): Residential Living (Independent) Nursing Care

Criteria for Residential Living: Criteria for Nursing Care:

¢ General health status is stable and does not require frequent medical ¢ The applicant requires nursing care 24 hours per day.

Interventions for a Physician, Physician Assistant, or Certified NursePractitioner ¢ The applicant requires nursing staff to manage, observe, and evaluate care.
* Free of communicable disease ¢ The applicant requires supervision or monitoring to ensure his or her safety.

¢ Residential living requires that potential residents have total independence ¢ The applicant may require nursing restorative services and / or therapy
with personal care needs; such as, bathing, dressing, eating, ambulating rehabilitation services.

(walking), toileting, transferring, etc. « Applicants who have a diagnosis of alcohol or substance abuse must

e Applicants who have a diagnosis of alcohol or substance abuse must have have twelve months of documented sobriety before being accepted to
twelve months of documented sobriety before being accepted to the SDVH the SDVH.

e PASRR (Pre-Admission Screening and Resident Review) Required

List all major medical conditions:

Cost of Care for the Michael J. Fitzmaurice South Dakota Veterans Home

Residential Living (Independent) Nursing Care

Assets above $50,000 rate is $203.75 per day (Approximate Cost: $6,197.40 per $360.00 per day (Approximate Cost: $10,950.00 per
month based on Calendar Year 2022 rates) month based on Calendar Year 2022 rates)

Assets below $50,000 is 50% of total income (single) 55% of total income (couple)
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MICHAEL J. FITZMAURICE SOUTH DAKOTA VETERANS HOME

APPLICANT INFORMATION
Veterans Name: Preferred Name:
Mother’'s Maiden Name:
Birth Sex: Male Female
Are you Hispanic or Latino: Yes No
What is your race? (You may check more than one): Asian American Indian or Alaska Native Black or African American
White Native Hawaiian or other Pacific Islander
Birth City: Religion:
MILITARY SERVICE INFORMATION
Last branch of Last Entry Date Last Discharge Date
service
Discharge Type Military Service # if known

Military History (select those that apply):
Are you a Purple Heart Recipient?

Are you a former prisoner of war?

Did you serve in a combat theater of operations after 11/11/98?

Were you discharged or retired from military for a disability incurred in the line of duty?

Are you receiving disability retirement pay instead of VA compensation?

Did you serve in SW Asia during the Gulf War between August 2, 1990 and November 11, 1998?

Do you have a VA Service-Connected Rating? If yes, what percentage? %

Did you serve in Vietnam between January 9, 1962 and May 7, 1975?

Were you exposed to radiation while in the military?

Did you receive nose and throat radium treatments while in the military?

Did you serve on active duty at least 30 days at Camp Lejeune from August 1, 1953 through December 31, 1987?

Signatures

I certify that the information contained above is true and correct to the best of my knowledge. My signature, or the signature of my
representative, signifies my interest in admission to the Michael J. Fitzmaurice South Dakota Veterans Home. I agree to cooperate fully with
providing additional admissions documentation that is necessary prior to admission to the Michael J. Fitzmaurice South Dakota State Veterans
Home.

Signature of Applicant or Representative (required): Date:

Signature of Spouse (if applicable): Date:
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AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
TO FAMILY AND FRIENDS

Name Date of Birth

| hereby authorize the Michael J. Fitzmaurice South Dakota Veterans Home at 2500 Minnekahta Ave., Hot Springs, SD 57747
to release my Protected Health Information as described below:

Name Relationship to Phone Number Mailing Address Email address
(please print) Resident (if applicable)

Information to be released (check each requested item):

O History and Physical O Progress Notes O Social Worker Notes
O Laboratory Reports [0 Radiology Reports [0 Other (see below)
Other is specified as:

The following information will not be released unless you specifically authorize it by checking the relevant box(es) below:
[ | specifically authorize the release of information pertaining to drug and alcohol abuse diagnosis or treatment.
O | specifically authorize the release of information pertaining to mental health diagnosis or treatment.

The purpose of this release is (check one or more):

O Continuity of care or discharge planning

O At the request of the resident / resident’s representative
[0 Other (state reason)

Expiration of Authorization: Unless otherwise revoked, in writing, this authorization expires at the time | am on longer a resident
at the Michael J. Fitzmaurice South Dakota Veterans Home.

Signature of Resident or Resident Representative Date

Printed Name Resident Representative Relationship

NOTICE: The Michael J. Fitzmaurice South Dakota Veterans Home (MJFSDVH) and many other organizations and individuals,
such as physicians, hospitals, and health plans are required by law to keep your health information confidential. If you have
authorized the disclosure of your health information to someone who is not legally required to keep it confidential, state or federal
confidentiality laws may no longer protect it.

MY RIGHTS:

e | understand this authorization is voluntary. Treatment, payment, enrollment or eligibility for benefits may not be
conditioned on signing this authorization except if the authorization is for 1) conducting research-related treatment, 2)
obtaining information in connection with eligibility or enrollment in a health plan, 3) determining an entity’s obligation to
pay a claim, or 4) creating health information to provide to a third party. Under no circumstances, however, am | required
to authorize the release of mental health records.

e | may revoke this authorization at any time, provided that | do so in writing and submit it to the MJFSDVH at 2500
Minnekahta Avenue, Hot Springs, SD 57747. The revocation will take effect when the MJFSDVH receives it, except to the
extent that the MJFSDVH or others have already relied on it.

e | am entitled to receive a copy of this Authorization.
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AUTHORIZATION FOR FINANCIAL
VERIFICATION

| HEREBY AUTHORIZE THE VETERANS ADMINISTRATION AND ANY BANK,
SAVINGS AND LOAN OR OTHER FINANCIAL INSTITUTION TO RELEASE TO ANY
AGENT OR REPRESENTATIVE OF THE MICHAEL J. FITZMAURICE SOUTH DAKOTA
VETERANS HOME A FINANCIAL STATEMENT OR OTHER FINANCIAL
INFORMATION REGARDING ALL ASSETS, INCLUDING PROPERTY, ACCOUNTS,

LOANS, AND INVESTMENTS, IN WHICH | OR MY SPOUSE HAVE AN INTEREST.

e SUCH AUTHORIZATION 1S CONTINUING AND WITHOUT
LIMITATION FROM THIS DATE.

DATED THIS DAY OF 20

(APPLICANT SIGNATURE)

(NOTARY PUBLIC SIGNATURE)

SEAL COMMISSION EXPIRES
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The following summary is provided to help you understand the laws that
refer to disposition of assets while residing at the South Dakota Veterans
Home.

e There often is a difference between what you will pay as your monthly maintenance rent and the actual full cost of care.
South Dakota Codified Laws provide for a claim against your estate up to the amount of that difference.
The specific laws are reprinted below. We recommend that you share a copy of this information with your next of kin.

e If you have any questions, please feel free to contact the Veterans Home Business Office at (605) 745-5127.
SDCL 33A-4-16. Distribution of assets of deceased member. If any member of the State Veterans' Home dies without
legal dependents, the member's property shall be distributed to the South Dakota State Veterans' Home as sole heir for the sole
use and benefit of the home. The member may, by will, dispose of the member's estate subject to the preferred claim provided in
88 33A-4-17 to 33A-4-20, inclusive. A spouse residing at the home is considered as a legal dependent for the purpose of this
section.
SDCL 33A-4-17. Authority to turn deceased member's property over to department--Subsequent claim for
property. If a member of the State Veterans' Home dies, leaving at the home cash or other personal property of value, the
superintendent of the home may turn over the cash, property, or its proceeds to the Department of Veterans Affairs for the sole
use and benefit of the home, without administration. The cash, property, and proceeds are subject to refund within three years
to any creditor, legal dependent, or heir, if the deceased member left a will, and if the creditor, legal dependent, or heir
establishes a right to the cash, property, or proceeds or any portion of the cash, property, or proceeds. The attorney general,
upon being satisfied that a claim out of the cash, property, or proceeds is legal and valid, may certify the claim to the secretary
of veterans affairs, and the secretary of veterans affairs shall satisfy the claim.
SDCL 33A-4-18. Claim for maintenance of deceased member--Disposition of funds. If an estate is left by a deceased
member of the State Veterans' Home leaving no surviving spouse or dependent, the state home shall file a claim against the
estate of the deceased member in the amount of the full maintenance charge for each month the member was in the home,
retroactive from the date of admission with proper credits allowed to the estate of the deceased member for any payments
made by the member. However, the credits may not include any allowances of the state government. Any such money received
from the deceased member shall go to a capital fund of the state home for repairs, equipment, improvements, or construction.
SDCL 33A-4-19. Claim against estate of deceased spouse or dependent. If a deceased member of the State Veterans'
Home leaves a spouse, or other dependent, the member's estate is payable to the spouse, or other dependent. Upon the death
of the spouse or other dependent, the state home shall file a claim against the estate of the deceased spouse or other
dependent for any claim against the estate of both the deceased husband and wife as provided in § 33A-4-18. The claim is a
preferred claim against the estates.

SDCL 33A-4-20. Transfers to avoid state's claim. Any transfer of property to avoid the payment of a claim of the State

Veterans' Home shall be voidable.

SDCL 29A-6-107 Payment to surviving party from multiple-party account -- Liability for debts and expenses of
administration -- Procedure -- Liability of financial institution. No multiple-party account is effective against an estate of
a deceased party to transfer to a survivor sums needed to pay debts, taxes, and expenses of administration, including statutory
allowances to the surviving spouse, minor children and dependent children, if other assets of the estate are insufficient. A
surviving party, P.O.D. payee or beneficiary who receives payment from a multiple-party account after the death of a deceased
party shall be liable to account to his personal representative for amounts the decedent owned beneficially immediately before
his death to the extent necessary to discharge the claims and charges mentioned above remaining unpaid after application of the
decedent's estate. No proceeding to assert this liability may be commenced unless the personal representative has received a
written demand by a surviving spouse, a creditor or one acting for a minor or dependent child of the decedent, and no
proceeding shall be commenced later than two years following the death of the decedent. Sums recovered by the personal
representative shall be administered as part of the decedent's estate. This section does not affect the right of a financial
institution to make payment on multiple-party accounts according to the terms thereof or make it liable to the estate of a
deceased party unless before payment the institution has been served with process in a proceeding by the personal
representative.

| hereby acknowledge that | have received a copy and understand the provisions of SDCL 33A-4-16, 33A-4-17, 33A-4-18,
33A-4-19, 33A-4-20 and SDCL 29A-6-107 regarding the state’s preferred claim for maintenance payments of deceased members.

Applicant’s Signature Date

Signature of Next of Kin/Witness Date
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1. SPOUSE INFORMATION (whether or not spouse is moving in):

Spouse's Name Birth date Sex SSN
2. INFORMATION ON DEPENDENTS:
Dependents Name(s) Birthdate(s)

3. LIVING ARRANGEMENTS: Check the box that describes current living conditions

Self: Own Home

Renting

In someone else’s Home

Other (describe)

Spouse: Own Home

Renting

In someone else’'s Home

Other (describe)

4. INFORMATION ON MEDICARE:

Attach copies of Medicare card(s), front and back, if you or your spouse have Medicare.

Do you have Medicare?

Effective date(s) Medicare ID Number
Yes No Part A PartB  PartD
Does your spouse have Effective date(s) Medicare ID Number
Medicare?
Yes No| part A PartB PartD

5. INFORMATION ON MEDICAID:

Attach copies of Medicaid card(s), front and back, if you or your spouse have Medicaid.

Medicaid "JYes No

Do you have Medicaid? Medical Long Term Care Effective date(s) Medicaid ID Number
‘:_I Yes No
Does your spouse have Medical Long Term Care Effective date(s)

Medicaid ID Number

6. INFORMATION ON ALL OTHER INSURANCE: If you have other insurance, please complete the following

information and provide copies. This includes health, long term care, and prescription medication coverage. Attach
another sheet if more room is needed.

Insurance Provider
Name and Address

Annual
Premium

Type: Hospital,
Medigap, Rx, etc.

Effective
Date(s)

Policy Number

Self

Spouse
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*This page is NOT required if you have a 70%, or higher, Service Connection and are
applying for nursing care. Required if you applying for Independent Living*

7. INCOME AND EARNINGS:

List all types of earnings and income that you, your spouse, or dependents receive.
List the income amount before deductions (such as taxes and insurance) are taken out.
Include proof of all income (check stubs, bank statements, benefits letters, etc.)

Make copies, do not send the Original Documents.

Examples of income include:

*Social Security *Social Security Income *Wages/Self Employment *Annuities
*Railroad/Retirement Benefits *Veterans Benefits *Trust or Annuity Payments *Long Term Care Benefits
*Pension/Retirement Benefits *Rental Income *Qil Royalties/Mineral Rights *Disability Income
Who Receives Income Type of Income Amount Source of Income How often ID Number
Self/Spouse Received? (if Req)

8. ALL ASSETS:

Do you or your spouse own all or part of any Real Estate? Yes No
If yes, please complete the following for each piece of real estate.
Address Value Amount Owed

Do you or your spouse, own a Car, Truck, Motorcycle, Boat trailer, or other vehicles?

Yes

No

If Yes, please complete the following information about each vehicle

Owner(s) Year Make Model Value

Amount Owed
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*This page is NOT required if you have a 70%, or higher, Service Connection
and you are applying for Nursing Care. Required if you are applying for Independent Living*

9. ALL ASSETS:

List all types of assets owned by you or your spouse. Include any accounts or properties on which your name or your
spouse's name appears. Include verification (such as copies of your most recent bank statement, trust fund statements, etc.)

of all resources. Examples of resources:

* Checking accounts * Funeral plans/burial arrang
* Savings accounts * Burial Plots

* Government bonds * Stocks and Bonds

* Trust funds * Certificates of Deposit

Attach additional pages if needed.

* Cash on hand *Annuities

* Safety Deposit boxes * Life Insurance
* Retirement Funds

* Other Income, Resources

Type of Resource Account/Policy #

Value

Name & Address of Bank, Insurance Company or
other Financial Institution

10. STATEMENT OF PROPERTY TRANSFERS:

I have (or) have not sold, transferred or conveyed any property or other assets within the last five (5) years

If so, to whom:

Name:

Address:

Phone #:

Description of the property or assets:

Value of the property or assets:

Amount received:

Disposition of the proceeds:
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11. APPLICANT'S STATEMENT OF UNDERSTANDING AND AGREEMENT: | understand that, by signing this
application, 1 am agreeing to a review of my eligibility by state officials. This may include inquiries of employers, medical
providers, financial institutions, and other business and professional persons and review of any agency records. | also agree
that my application authorizes these agencies to release to this agency the information needed to determine my financial
information. | agree to provide the documents necessary to establish eligibility. If documents are not available, | agree to
give the name of the person or organization from which this agency may obtain the necessary verification. | authorize the
use of my (our) Social Security Number's) for such purposes as identification, program reviews or audits, and computer
matching with other agencies and institutions such as banks, saving and loan associations, and other government agencies,
including Internal Revenue Service, to verify my financial status.

12. OPTION TO PAY FULL COST OF CARE: | hereby choose and agree to pay the full cost of care in lieu of providing
my financial information and documentation. | further understand that the current maintenance rent for the proposed level
of care is currently per month, and that this is recalculated on an annual basis according to the
Administrative Rules of South Dakota. (Further details provided upon request) Full signature is also required below.

13. APPLICANT(S) OR REPRESENTATIVE MUST READ AND SIGN: State law provides for fine, imprisonment, or
both for any person who withholds or gives false information. | understand the questions on this application, and I certify,
under penalty of perjury, that the information given by me on this form is correct and complete to the best of my
knowledge. | also agree that during my stay at the Home neither | nor any agent of mine will transfer any of my assets to
avoid payment for my care, or if any amount is still owed based on the full cost of my care at the time of my death. | agree
to notify the SDVH of changes in my income, resources, or assets which might affect my maintenance rent at the MJ
Fitzmaurice SD Veterans Home.

14. MEDICARE PART B & D: If I do not have Medicare part B and D upon admission, | agree to apply for both during
the next open enrollment period.

15. MEDICAL RECORDS: Medical records will be obtained via the attached medical records Release of Information
(ROI) forms on pages 13-15. If your received records do not contain a History & Physical or annual exam within the last 60
days proceeding the date of the application you may be required to schedule an appointment with your primary care
provider for a History & Physical or annual exam.

Signature of Applicant or Representative (REQUIRED) Date

Signature of Applicant’s Spouse Date

The MJF S.D. Veterans Home Nursing Care Units and Special Care Units operate under Medicaid Guidelines. The Independent
Living Households operate under South Dakota Veterans Affairs Administrative Rules defined by South Dakota Codified Laws
which determine your monthly fee. It is important to remember that this fee is reviewed annually and can change based on
changes in your gross income and asset status, operating cost of the MJF S.D. Veterans Home and changes in administrative
rules. Initial maintenance rent will be based on current income (and assets), or an adjusted gross income from your prior year's
federal income tax return (and assets), whichever is greater. Annual updates to your financial statement may be required.
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AUTHORIZATION FOR RELEASE OF HEALTH
INFORMATION ***Please do not use this form for VA
Medical Records. It is only for providers, clinics, hospitals
outside of the VA***

Name Date of Birth

Medical Record Number SSN

| hereby authorize (name of person or facility sending information)

to release my health information to the Michael J. Fitzmaurice South Dakota Veterans Home at 2500 Minnekahta Ave., Hot
Springs, SD 57747.

Information to be released (check each requested item):

O History and Physical [ Progress Notes [ Social Worker Notes
O Laboratory Reports [JRadiology Reports O Entire Record
Other (please specify):

The following information will not be released unless you specifically authorize it by checking the relevant box(es) below:
[ | specifically authorize the release of information pertaining to drug and alcohol abuse diagnosis or treatment.
O | specifically authorize the release of information pertaining to mental health diagnosis or treatment.

The purpose of this release is (check one or more):

O Continuity of care; Assessment for admission; Treatment; Discharge planning
O At the request of the resident / resident’s legal representative

O Other (state reason)

Expiration of Authorization: Unless otherwise revoked, in writing, this authorization expires at the time | am on longer a resident
at the Michael J. Fitzmaurice South Dakota Veterans Home.

Signature of Resident or Legal Representative Date
Printed Name Legal Representative Relationship
Witness Date

NOTICE: The Michael J. Fitzmaurice South Dakota Veterans Home (MJFSDVH) and many other organizations and individuals,
such as physicians, hospitals, and health plans are required by law to keep your health information confidential. If you have
authorized the disclosure of your health information to someone who is not legally required to keep it confidential, state or federal
confidentiality laws may no longer protect it.

MY RIGHTS:

e | understand this authorization is voluntary. Treatment, payment, enroliment or eligibility for benefits may not be
conditioned on signing this authorization except if the authorization is for 1) conducting research-related treatment, 2)
obtaining information in connection with eligibility or enroliment in a health plan, 3) determining an entity’s obligation to
pay a claim, or 4) creating health information to provide to a third party. Under no circumstances, however, am | required
to authorize the release of mental health records.

¢ | may revoke this authorization at any time, provided that | do so in writing and submit it to the MJFSDVH at 2500
Minnekahta Avenue, Hot Springs, SD 57747. Any information disclosed prior to receipt of written revocation of this
authorization shall not be a breach of confidentiality. A photocopy of this authorization is as effective as the original.
Unless otherwise agreed in writing, information be disclosed under authorization in any form or medium including oral,
written, or electronic transmission.

e | am entitled to receive a copy of this Authorization.
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REQUEST FOR AND AUTHORIZATION TO

\_‘va Department of Veterans Affairs RELEASE HEALTH INFORMATION

PRIVACY ACT AND PAPER WORK REDUCTION ACT INFORMATION: The Paperwork Reduction Act of 1995 requires us to notify you that this
information collection is in accordance with the clearance requirements of section 3507 of the Act. We may not conduct or sponsor, and you are not required to
respond to, a collection of information unless is displays a valid OMB number. We anticipate that the time expended by all individuals who must complete this form
will average 2 minutes. This includes the time it will take to read the instructions, gather the necessary facts and fill out this form. The execution of this form does
not authorize the release of information other than that specifically described below.

The information requested on this form is solicited under Title 38 U.S.C. The form authorizes release of information in accordance with the Health Insurance
Portability and Accountability Act, 45 CFR Parts 160 and 164; 5 U.S.C. 552a; and 38 U.S.C. 5701 and 7332 that you specify. Your disclosure of the information
requested on this form is voluntary. However, if information needed to locate records for release is not furnished completely and accurately, VA will be unable to
comply with the request. The Veterans Health Administration may not condition the provision of treatment, payment, enrollment in the VA Health Care Program, or
eligibility for benefits on the signing of an authorization, except for research-related treatment where an authorization for the use or disclosure of individually-
identifiable health information for such research is required. VA may disclose the information that you put on the form as permitted by law. VA may make a
"routine use" disclosure of the information as outlined in the Privacy Act system of records notices identified as 24VA10A7 "Patient Medical Record - VA",
08VAOQS5 "Employee Medical File System Records (Title 38)-VA" and in accordance with the Notice of Privacy Practices. VA may also use this information to
identify Veterans and person claiming or receiving VA benefits and their records, and for other purposes authorized or required by law.

TO: DEPARTMENT OF VETERANS AFFAIRS (Name and Address of VA Health Care Facility)

VA Black Hills HCS Sioux Falls VA HCS OR Please indicate VA facility you received
500 N. 5th Str. 2501 W. 22nd Str. care at:

Hot Springs,SD 57747 Sioux Falls SD 57105

Fax: 612-725-1329 Fax: 612-725-1355

LAST NAME- FIRST NAME- MIDDLE NAME DATE OF BIRTH (mm/dd/yyyy)

PATIENT'S MAILING ADDRESS (including City, State and Zip Code)

NAME AND ADDRESS OF ORGANIZATION, INDIVIDUAL, OR TITLE OF INDIVIDUAL TO WHOM INFORMATION IS TO BE RELEASED
Michael J. Fitzmaurice South Dakota Veterans Home

2500 Minnekahta Ave.

Hot Springs, SD 57747

Medical Records contact: 605-745-5127 Ext. 1500115- Medical Records Fax: 605-745-5507

PURPOSE(S) OR NEED: Information is to be used by the requestor for:

TREATMENT [ | BENEFITS [ | LEGAL [ | EMPLOYMENT OTHER (Please specify) Admission Assessment

INFORMATION REQUESTED: Check applicable box(es) and state the extent or nature of information to be provided:
HEALTH SUMMARY (Prior 2 Years)

INPATIENT DISCHARGE SUMMARY (Dates): Last 2 and last 2 H&P and last 2 annual exams
PROGRESS NOTES:

SPECIFIC CLINICS (Name & Date Range): A1l Clinics to include mental health providers (MPH)

SPECIFIC PROVIDERS (Name & Date Range): A1l providers to include mental health providers

DATE RANGE: Six months all providers & clinics;One year all mental health providers

OPERATIVE/CLINICAL PROCEDURES (Name & Date): Last 2
LAB RESULTS:

SPECIFIC TESTS (Name & Date): A1l
DATE RANGE: Tast six

RADIOLOGY REPORTS (Name & Date): Last 3

LIST OF ACTIVE MEDICATIONS: Please include any allergies to medications

FLU VACCINATION (Dose, Lot Number, Date & Location): Please include all immunizations in my record
If Covid vaccinated please include type of vaccine, Moderna, Pfizer, etc.

OTHER (Describe): Demographics sheet, Power of Attorney, Advanced Directive

becores 10-5345 o



LAST NAME- FIRST NAME- MIDDLE NAME DATE OF BIRTH (mm/dd/yyyy)

SENSITIVE DIAGNOSES: REVIEW AND, IF APPROPRIATE, COMPLETE WHEN RELEASE IS FOR ANY PURPOSE
OTHER THAN TREATMENT.

| request and authorize Department of Veterans Affairs to release the information pertaining to the condition(s) below for the non-treatment purpose(s)
listed in this authorization.

D DRUG ABUSE D ALCOHOLISM OR ALCOHOL ABUSE D SICKLE CELL ANEMIA

D HUMAN IMMUNODEFICIENCY VIRUS (HIV)

| understand that information on these sensitive diagnoses may be released for treatment purposes without me checking the above boxes, and will be
released even if the boxes are unchecked unless | indicate by checking the box below that | do not want this information released for this specific
disclosure.

D | do not want sensitive diagnoses released for treatment purposes under this specific authorization. | realize this does not impact
other future requests unrelated to this authorization.

AUTHORIZATION: I certify that this request has been made freely, voluntarily and without coercion and that the information given above is
accurate and complete to the best of my knowledge. I understand that I will receive a copy of this form after I sign it. I may revoke this
authorization in writing, at any time except to the extent that action has already been taken to comply with it. Written revocation is effective upon
receipt by the Release of Information Unit at the facility housing records. Any disclosure of information carries with it the potential for
unauthorized redisclosure, and the information may not be protected by federal confidentiality rules.

I understand that the VA health care provider's opinions and statements are not official VA decisions regarding whether I will receive other VA
benefits or, if I receive VA benefits, their amount. They may, however, be considered with other evidence when these decisions are made at a VA
Regional Office that specializes in benefit decisions.

EXPIRATION: Without my express revocation, the authorization will automatically expire (select one of the following):
D AFTER ONE-TIME DISCLOSURE, IF ALL NEEDS ARE SATISFIED

D ON (mm/dd/yyyy) (enter a future date other than date signed by patient)

UNDER THE FOLLOWING CONDITION(S): Upon written revocation or discharge from the Michael J.
Fitzmaurice South Dakota Veterans Home

PATIENT SIGNATURE (Sign in ink) DATE (mm/dd/yyyy)
LEGAL REPRESENTATIVE SIGNATURE (if applicable) (Sign in ink) DATE (mm/dd/vyyy)
PRINT NAME OF LEGAL REPRESENTATIVE RELATIONSHIP TO PATIENT

FOR VA USE ONLY

TYPE AND EXTENT OF MATERIAL RELEASED

DATE RELEASED (mm/dd/yyyy) RELEASED BY:

VA FORM 10-5345, DEC 2020 015



Authorization
to Release
Information is
optional. This is
used when you
want us to
communicate

This form allows our staff to contact Medicaid in the event you are applying for Medicaid
or need to apply for Medicaid in the future.
Signing up to vote _ Optional
Applying to register or declining to register to vote will not affect the amount of assistance that you will be provided by
this agency.
If you are not registered to vote where you live now, would you like to apply to register to vote?

|:| Yes |:| No

If you checked yes, the Department of Social Services will send you a voter registration form. Return the completed
registration card to the County Auditor in your county of residence or to your local Department of Social Services office,
Department of Human Services office, WIC office or military recruitment office. The deadline for registration is 15 days
before any election.

If you did not check either box, you will be considered to have decided not to register to vote at this time.

Please note that the information and office to which application was made will remain confidential and be used for voter

registration purposes. If you would like help filling out the voter registration form, we will help you. The decision whether

with others
to seek or accept help is yours. You may fill out the application in private.
about your
L. If you believe that someone has interfered with your right to register to vote, your right to privacy in deciding whether to
application or ) . ) . . - -
register or in applying to register to vote, or your right to choose your own political party or other political preference,
case.

you may file a complaint with the:
South Dakota Secretary of State, 500 E Capitol, Pierre SD 57501, (605) 773 3537

EA Authorization to Release Information

I, , authorize the Department of Social Services (DSS), Division of Economic
Assistance (EA) to disclose my protected health information to the following individual/facility. My date of birth is

. - . . . South Dakota Veterans Home/Business Office Personnel
Individual/Facility and Name of Facility Person to Receive Information:

Address: 2500 Minnekahta Ave. Hot Springs, SD 57747
Phone Number: (605)745-5127 Fax Number: (605)745-5547
This authorization is for the time period from: to . If left blank, this

authorization shall expire 1 year from the date of execution.

| allow DSS-EA to release only the following checked information to the above strategy: (check all that apply)
D Copy of Application/Renewal Form Dated: Month(s) _ Year(s) |:| Address an File
|:| Copy of Notices from DSS-EA Relating to Application/Renewal Form Dated: Month(s) Year(s)
[ ] Copy of Verification Checklist Form (EA-300) Dated: Month(s) Year(s)

Purpose of this disclosure:

I understand if this information is released to a third part, the information may be released by the person or entity that receives
that information may no longer be protected by federal or other applicable privacy regulations.

I understand that I may revoke this authorization, except to the extent that staff has already taken action upon it, by sending
written notice to the Department of Social Services, Division of Economic Assistance, 700 Governors Drive, Pierre, SD 57501.

I understand that | am under no obligation to sign this authorization. If the information requested is necessary to determine if |
am eligible to enroll in benefits available through the South Dakota Department of Social Services or to determine if another
medical program can pay for my health care, | understand that if | choose not to authorize the disclosure and use of this
information, I may not be able to show that I qualify.

Signature Printed Name Date

Address of Individual Signing City/State/Zip Phone

If signed by someone other than Applicant/Recipient indicate relationship (check appropriate box)

[l Spouse ] Parent (if for child under 18) ] Power of Attorney L] Legal Guardian

016



How do I create a durable power of attorney for health
care or living will?

Durable powers of attorney for health care and living wills
are not simple documents. They should include your
special wishes and should be tailored to meet your needs.
You should consult with a lawyer. You should visit with your
physician before or during the time when you are having
the document prepared.

What should | do once | have signed a durable power of
attorney for health care or living will?

Once you sign a durable power of attorney for health care,
you should discuss it with the agent you have selected.

No matter which document you have chosen, inform your
physician, and your family. You may also want to give
copies to each person but be careful to keep a list; in case
you should later decide to revoke your durable power of
attorney for health care or living will, you will want to ask
for those copies to be returned to you.

What if | change my mind after I've created a durable
power of attorney for health care or living will?

You can amend or revoke a durable power of attorney
for health care or living will at any time while you are
still capable of making decisions.

If I should be hospitalized or enter a nursing home, how
do | know whether the hospital or nursing home will
honor my durable power of attorney for health care or
living will?

Federal law requires that hospitals, nursing homes,

home health agencies and hospice programs provide
their patients and residents with written information on
their policies with respect to durable powers of attorney
for health care and living wills. Most hospitals and nursing
homes will provide this written information during the
admission process. You should carefully consider the
questions and information set forth in this pamphlet prior
to your admission to a hospital or nursing home.

Do it today!

Durable powers of attorney for health care and living wills
are like fire insurance. You must do it before the fire. You
have the right to have either or both document(s) as long
as you are capable of making decisions for yourself. Once
you are incapable of making your own decisions, you lose
the opportunity to choose someone to speak for you or to
make your wishes known about future health care decisions.
If that should occur, the health care decisions made for you
may not be those that you would choose for yourself.
Please don’t delay. Do it now.

What happens if | do nothing?

In the absence of a durable power of attorney for health
care or living will, and in the event it is determined you are
incapacitated or incapable of giving informed consent to
make health care decisions, then those health care decisions
may be made by family members in the following order:
your spouse unless you are legally separated; an adult child;
a parent; an adult sibling; a grandparent or an adult
grandchild; an adult aunt or uncle, adult cousin, or an adult
niece or nephew; a close friend. Any person authorized to
make a health care decision shall be guided by your express
wishes, if known, and shall otherwise act in good faith, in
your best interests, and may not arbitrarily refuse consent.

This brochure is based on South Dakota law and is designed
to inform, not to advise. No person should ever apply or
interpret any law without the aid of an attorney who knows
the facts and may be aware of any changes in the law. To
find an attorney licensed in South Dakota, contact the State
Bar Association: www.statebarofsouthdakota.com

Contact Us

South Dakota Department of Human Services
Division of Long Term Services and Supports
3800 E. Hwy 34 c/o 500 E. Capitol Ave.

Pierre, SD 57501
605.773.3656 or 1.866.854.5465
dhs.sd.gov/Itss

August 2017 | Quality Quick Print
6,000 copies | $0.08 per copy | BRO/LTSS10

Planning for Health
Care Decisions

Your Right to
Choose

DEPARTMENT OF HUMAN SERVICES
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Your Right to Choose

Have you ever thought about what would happen if you
suddenly became incapable of making your own health
care decisions? Who would make the decisions for you?
What decisions would be made?

Patients who are capable of making their own health

care decisions have the right to consent, to reject, and to
withdraw consent for medical procedures, treatments or
interventions. They may say yes, no, or “I will think about
it.” For patients who are incapable, someone else must
make decisions for them. For many patients, this possible
loss of control is a concern. Should they try to speak in
advance for themselves? Should they try to designate
someone else to speak for them? How do they effectively
transfer their right to choose to a person whom they know
will speak their mind and heart?

Those concerns can be addressed by preparing an advance
directive--a document that sets out guidelines for your
future care. The two most common types of advance
directives are the durable power of attorney for health
care and the living will. The purpose of this pamphlet is

to describe the durable power of attorney for health care
and the living will based on current South Dakota law and
medical practice.

Frequently Asked Questions

Durable Power of Attorney for Health Care and Living Will

What is a durable power of attorney for health care?

A durable power of attorney for health care is a document
whereby you, the “principal,” appoint another person, the
health care “agent” or “attorney in fact,” to make health
care decisions for you should you become incapable of
making decisions yourself.

What is a living will?

A living will is a document where you give instructions
to your physician and other health care providers as to
the circumstances under which you want life sustaining
treatment to be provided, withheld or withdrawn.

Are durable powers of attorney for health care and living
wills recognized in South Dakota?

Both are recognized in South Dakota. See South Dakota
Codified Law (SDCL) 59-7-2.1 for durable power of attorney
for healthcare, and SDCL chapter 34-12D for living will.

Which should | have—a durable power of attorney for
health care, a living will or both?

It depends on the circumstances. A living will is directed
to your physician. It informs your physician of the
medical treatment you wish to either receive or not
receive in the event you are in a terminal condition and
unable to participate in your own medical decisions. You
can also direct whether you want nutrition and hydration
(food and water). It becomes effective when your
attending physician determines that you are in a terminal
condition, death is imminent, and you are no longer able
to communicate decisions about your medical care.

A durable power of attorney for health care can be
broader in scope than a living will. For example it can
authorize your agent to make “all” health care decisions.
It can include decisions related to what type of health care
facility you wish to reside in, if and when the time comes,
the types of medical treatment you wish to receive or not
receive, and can authorize others to complete paperwork
related to insurance, claims, eligibility for financial
assistance and related items. Plus, it can include all of the
directives contained in a living will.

You can have both a durable power of attorney for
health care and a living will. Copies of the living will
should be given to the hospital and doctor or medical
clinic. Your agent should be given a copy of your durable
power of attorney.

If | choose a durable power of attorney for health care,
whom should | select as my agent?

First, you need to think carefully about who you know and
trust the most and who will best be able to speak for you
on health care matters. For many, this will be a spouse

or a child, but you may name anyone, including a friend.
Second, you should consider where the person lives and
whether that person could be present when health care
decisions need to be made for you. Finally, youshould

consider naming a second person to act as an agent in the
event that your first choice is unavailable or is unwillng to
make the decision.

What should I tell the person | have selected?

Ask if he or she is willing to accept the responsibility of
being your health care agent. If the person you have
selected accepts the responsibility, discuss the various kinds
of health care decisions that may have to be made in your
future and what your wishes are.

Can my agent make a decision against my wishes or proper
medical practice?

No. The agent must follow your wishes and must consider
your physician’s recommendations. A decision by your
agent must be within the range of accepted medical
practice.

Is there an approved form for a durable power of attorney
for health care or living will?

There is no approved form for a durable power of attorney
for health care. Professional legal assistance should be
sought in all instances. The South Dakota living will statute
(SDCL 34-12D-3) contains a sample form which may be
used. You should obtain assistance prior to signing the living
will form if you do not understand the form or language.

Can | use a power of attorney or living will form which |
found in a book or which a friend sent me from another
state?

There is nothing to prevent you from using other forms,
but those forms may not take into account South Dakota’s
special requirements. If you have a power of attorney and/
or a living will, those documents should be reviewed by a
licensed attorney to ensure that they reflect current laws.

What are South Dakota’s special requirements?

The most important requirement relates to what is
known as artificial nutrition and hydration. If you want
your agent or physician to have authority to direct the
withholding or withdrawal of artificial nutrition and
hydration (food or water), you must say so in your
durable power of attorney for health care or living will.
There also are special provisions relating to withdrawal
of treatment from pregnant women.
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