POST-DISCHARGE PLAN OF CARE

The following discharge information is to help you maintain your health and independence.

You are being discharged: U home Jto a residential care facility (see facility name and address below).
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NOTICE OF TRANSFER OR DISCHARGE
To: Name: Date of Notice_ 0 /<{p /Y
Address:
City/State/Zip:
Dear: *;"ﬂigt’m\‘; iy DY -

As per thie admission agreement, the facility shall transfer/discharge a resident, when the facility
determines that such action is appropriate in order to meet the resident’s needs for health care
services. This is to inform you that

Want- Dawi 0 - will be transferred/discharged
Name of Resident Y .
to__ Moy Pty A\ 1 L e OB amp40 -

Name of Institution or Re‘iidence Address City/State/Zip
on_ ¥ [ 3%/ ¥ ‘forthe following reason(s):

Q The transfer or discharge is necessary for the resident’s welfare and the resident’s needs
cannot be met in the facility.

a ,The resident’s health has improved sufficiently that the resident no longer needs the services
provided by this facility.

O The safety of individuals in the facility is endangered by the resident’s being here.

U The health of individuals in the facility would be endangered by the resident’s being here.

Q The resident has failed, after reasonable and appropriate notice, to pay for (or has failed to have
Medicare or Medicaid pay for) this stay at the facility.

Q Facility ceases to operate.

You have the right to appeal this decision to the appropriate state long term care agency at the
address shown below. In addition, you may.wish to contact the state long term care ombudsman or
the state agencies responsible for the protection-and advocacy of developmentally disabled (DD
Agency) or mentally ill (MI Agency) individuals (shown below if applicable). g (
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VERIFICATION OF RECEIPT OF NOTICE
Thissacknowledges that | received a copy of this Notice of Resident Transfer or Discharge.
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