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The Lexington

You're home.

5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.4484x|402.48.4441 | wwwthelexington.com

Thank you forchoosingThe Lexington Assisted Livirigr your new home

As you begin t@reparefor your move, let us know if you hageiestions or eed a

floor plan for room measurement3.he Lexington hebeenlong-standing members

of the College View Neighborhoadthe Lincoln communitgnd we ardocated on

the Star Tran Southpointe #53 bus routeS QNB K S NB Bdlo® is & I8tfol.] & 2 «
suggestd items to brimg with you to make your movas smoothand as comfortable

as possible.

1. Shower curtain to help personalize your bathrodinyou bring a bath mat, be sure it is slip
resistant Showers are standard size and are walkNe. suggest you useshower chair
during showers.

2. Two (2) sets of sheets. Wdanchange and launder the sheets weekly. Resideah have
assistance with bathing twice a week and laundry once a week.

3. Two (2) sets ofdth towes, hand towels and washcloths so that you havesartlket when
the other set is being laundered.

4. Personal toiletriesThe General Store also carries pamnabcare items you can purchase

such asailet paper, Kleenex, paper towels, etc.

5. Light bulbs for personal lamps. We furnish and replace bulbi&built-in light fixtures in
the apartment

6. Curtains for the windows. We suggest a tension rod so you can hang curtains right away.
We provide the blinds for the windowgVindows measure48é ¢ A BB && IK P

We appreciate your interest in The Lexington Assdit.iving and we look forward to the
opportunity to be of service to youf you have any questions about the application packet or
our admission paties and procedures, please dotin@sitate to contact me.

Sincerely
Candice Herzgod\dministrator



FEDERAL CIVIL RIGHTGINE OF NGDESCRINMIATION
(APPLICANT COPY)

The Lexington Assisted Living Centamplies with
applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national
origin, age, disability, or sex. Thexington does

not exclude people or treat them differently
because of race, color, national origin, age,
disability, or sex. The Lexington provides free aids
and services to people with disabilities to
communicate effectively with us, such as Qualified
sign language interpreters, Written information in
other formats (large print, audio, accessible
electronic formats, other formats) and Provides
free language services to people whose primary
language is not English, such as Qualified
interpreters and information written in other
languages. If you need these services, contact
Candice Herzog, Administrator. If you believe that
The Lexington has failed to provide these services
or discriminated in another way on the basis of
race, color, national origin, ageisdbility, or sex,
you can file a grievance with:

o Candice Herzog, Administrator

o 5550 Pioneers Blvd, Lincoln, NE 68506
o Phone: (402) 48@1400 orFax: (402) 48@441
o Email: Candice@TheLexington.com

You can file a grievance in person or by mail, fax, or
emai. If you need help filing a grievance, Candice
Herzog, Administrator, is available to help you. You
can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office
for Civil Rights, electronically through the Office fo
Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or

by mail or phone at: U.S. Department of Health and
Human Services 200 Independence Avenue, SW
Room 509F, HHH Building, Washington, D.C. 20201
1-800-368-1019, &0-537-7697 (TDD) Complaint
forms are available at
http://www.hhs.gov/ocr/office/file/index.html
ATTENTION: If you speak another language,
language assistance services, free of charge, are
available to you. Calll-308-9954493 (TTY:-800
8337352).

Language Assistance Taglines

State of Nebraska
Language -
Ranking] In-Language Translation
%[:a:%il]l ATENCION: si habla espaiiol, tiene a su disposicién servicios gratuitos de
‘51) asistencia lingiiistica. Llame al 1-308-995-4493 (TTY: 1-800-833-7352).
"T‘l";:f':/‘f:t" CHU Y: Néu ban n6i Tiéng Viét, c6 céc dich vy hd tro ngdn ngir mién phi danh
(‘3) : cho ban. Goi s6 1-308-995-4493 (TTY: 1-800-833-7352).
gy | CER USSR - D RS RO, - B
) ?3) 1-308-995-4493 (TTY : 1-800-833-7352) -
Arabic Ol el 8 o5 4 salll saelusall chlaad ld (dalll S3 Chaati i€ 1Y) dds gala
A 28 Jas
4) .(4493-995-308-1 1284l 5 amall Cuila o8 ) 7352-833-800-1
Kuanlign OSORISOSDJ:— ;.@Smo%l mé’ (‘fiﬁ@b\%. @OI%%SG’DCOSG'[011(\)100(\)187&5(\)1%0.)1 $O’_)L’)1Z)’J5(){J§‘§ (\0)1. (7%:

(5) 1-308-995-4493 (TTY: 1-800-833-7352).


http://www.hhs.gov/ocr/office/file/index.html

Language
(Ranking)

Nepali
SAqTelr
(10)

Russian
Pycckuii

(11)

Laotian
WIFIA0
(12)

Kurdish
BT
(13)

Persian (Farsi)

4
(14)

Japanese
B&EE
(15)

English

Karen
unD

&)

French
Francais

(6)

Cushite (Oromo)

Oroomiffa

(N

German
Deutsch

®)

Korean
stz of
9

Language Assistance Taglines
State of Nebraska

In-Language Translation

amﬁ@m:mmwmmmwm
YaTe® fo:¢och FIAT 3UTH & | Bl I 1-308-995-4493 (fefears:
1-800-833-7352)

BHUMAHMUE: Ecnu Bbl rOBOpUTE HAa PYCCKOM SI3BIKE, TO BaM JIOCTYITHBI

OecrutarHble yciryry nepesoza. 3soHute 1-308-995-4493 (reneraiin: 1-800-833-
7352).

{U0QIL: 11799 VIVCDIWIFTI 290, NIVVINIVROVCTDNIVWITY, LOBV
3309, cconBwoLlnIv. Ins 1-308-995-4493 (TTY: 1-800-833-7352).

(Ol sHa )l (84 ) ) s )3 (S Autd (538 (e 4 S 15 )laBL
TTY (1-308-995-4493) 1- 800-833-7352 42 (5o gy A%uod Ay § 31 ¢ ol 334
A5G

OB @ sm (Al DOt i€ o SIK ol gLy S e
S (TTY: 1-800-833-7352)4493-995-308-1 L . 28L (o« aal 58 Ladi (6] p

Z

RIPYN

AREEIE BABZFEINDEE. BHOSEXEZ CRAWCE
(TF 9, 1-308-995-4493 (TTY:1-800-833-7352) E£T. BEEEIZCTZ
ERLEESL,

ATTENTION: If you need language assistance services, it is available to you free
of charge. Call 1-308-995-4493 (TTY: 1-800-833-7352).

()8:)12508332— @@ﬁmo‘r’n (T)&9 (7%83’308. <§@1§$j83’30)ﬁ@1®11(\)100(\)183&50018@1 $O’Jé1®§3\?%§ C\%L 09):
1-308-995-4493 (TTY: 1-800-833-7352).

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-308-995-4493 (ATS: 1-800-833-7352).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltiidhaan ala, ni argama. Bilbilaa 1-308-995-4493 (TTY: 1-800-833-7352).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-308-995-4493 (TTY: 1-800-
833-7352).

Fo|: B0 E MEdtAlE 82, 80 XI& MEIAE 222 0| E6HA =
USLICH 1-308-995-4493 (TTY: 1-800-833-7352) B12 2 M3tolf =& AIL.



Please usé&3LACK INK ONLY!

This application contains information that we need in order to serve you best. It is important that you
complete the application in its entirety. If a form does apply to you, please write N/A in the upper
right-hand corner. If you have questions, please call!

[LEFBide of folder] Please complete, sign and date all forms in bold.

1 ___Applicationfor Residency 11. __ HIPAA Notice of Privacy Policy
2. ___Apartment Cable Verification 12. __ Pharmacy Privacy Notice
3 ___ Consent to Relase Medical 13. __ Pharmacy Financial Agreement
Information 14. __ Pharmacy Repackagy
4, ___Consent to Release Medications Agreementdgnly
Photo/Signature Authorization needed if medications are received
5. ___ Consent for Criminal through the VA or viamail order)
Background/Sex Offender 15. Pharmacyinformation(your copy)
Investigation Report 16. Letter from our Administrator (your
6. ___House Rules (witlrcopy for you) copy)
7. ___Residen Rights(with copy for you) 17. Admission& Discharge/Transfer Policy
8. ___Emergency Services Policy (your copy)
9. __ Disaster Information Policy 18. ¢ KS [ SEA Y JIRbiy(ypar t N ¢
100 _t KeaAOAlyQa a52 b2 wdpgyphzaOAdGl S
hNRSNE 0O05bwo 19. Nondiscrimination Notice (your copy)
[RIGHTSIde of folderc Medicaid and tebe-Medicaid Applicants]. Please complete, sign and date.
1. Instructions for Completing 5. ___Social Security Benefits
Income and Asset Verification Verification (Please provide most
2. ___Unemployed Affidavit recent benefit letter indicating
3. __ Annual StudentCertification 0KS OdzNNByid &SI NI
4. ___Income and Assets List

Please complete address and phone number in top section, sign and tese verifications

6. ___Checking Accounts 10. __ Annuities

7. ___Savings Accounts 11. _ Life Insurance

8. __ Pensionor 2 NJ Saddp Q 12. __ Real Estate

9. ___Mutual Funds/Stocks/Bonds 13. __ Retirement Savings Plan

Please provide copiesf the following:

1 Insurance Carddviedicare Supplemd; 1 Power of Attorney documents
Medicare D; VA Insurance, if applicable; 1 Social Security Beneficiary Notice
Medicaid Card, if applicable) (current year) if Medicaid

1 Social Security Card 1 Value of any owned asset (home, care,

1 Picture ID land, etc.) if Medcal



The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.44k#x|402.48.4441 | wwwthelexington.com

Application for Residency

GENERAL INFORMATION Date
Name Phone ( )
Address

City, State, Zip

Date of Birth / / Age Socia Security # - -

Gender CM CF Marital Status:C Single C Married C Widowed C Divorced
Ethnicity: C Hispanic or Latino ¢ Non-Hispanic or Latino

RaceC Caucasia C African AmericanC Hispanc C Native AmericanC Asian C Other:

Disabled:YesC NoC U.S. CitizenyesC NoC Student:YesC NoC
Present Living Arrangement§ House C Apartment C Alone C With Relativés)

Primary Contact for Application Process

Name Relationship

Address City, State, Zip

Phone Work

Email

*FinanciaPower of Attorney *Medical POA

*GuardianshipName: Phone: C NA
*ConservatorshipName: Phone: C NA

*PLEASE ATTACH COPIES OF POA, GUARDIANSHIP, AND/OR CONSERVATORSHIP, IF APPLI

Who will receive the bill each month?  Prefer bill to be € Emaiéd C Mailed

Name Address (ty, State, Zip

Phone Work

Email

1| Applicationfor Residency to The LexingtAssisted Living



Application for Residencycontinued)

Emergency Contacts
Please list below, in the order you want us to contact them, the names of individuals you want us to contact it
case you experience an emergency while livingra Lexington.

1st Contact Name: Relationship

Address City/StateZip

Home Work C | consentto receive text notifications.
Email C | consentto receive email notifications.

Release Confidential Medical Information tt>"Contact Ye$ NoC

2nd Contact Name: Relationship
Address City/StatelZip
Home Work C | consentto receive tet notifications.
Email C | consentto receive email notifications.

Release Confidential Medical Information @& Contact Ye€ NoC

Physician Information

Primary Car&linic

Primary Care Provider: NPI:
Address City/State/Zip
Phone Fax

SrecialtyPhysiciar& Clinic

Address City/StatelZip
Phone
Living Wil YesC NoC Do Not ResuscitattdbNR)Order. YesC NoC (If yes, please attach)

Durable Medical Power of Attney. YesC NoC (If yes, please attach)

Insurance Information

Medicare # Medicaid #

If on Medicaid, Case Worker Phone
Medicaid Waiver Coordinator Phone
+SHSNI yQa | Rivapphcable)i NI G A2y |

Supplemental Health Insurance Carrier Policy#
Religious Preference Clerg\Name Phone
FuneraHome Address

Hogital Preference

Diagnoss

Allergies

2| Applicationfor Residency to The Lexingtassisted Living



Applicationfor Residencycontinued)

II. PHYSICAL STATUS

1. Are you able to walk without assistanc¥®sC NoC

Cane:YesC NoC  Walker YesC NoC Wheelchair YesC NoC  Power @Qair: YesC NoC
Explain difficulties
2. Are you able tbathewithout assstance? YesC NoC

Explain dficulties

3. Are you able to dress without assistance?esC NoC

Explain difficulties

4. Are you able to eat without assistance¥esC NoC
Explain difficulties

5. Are you able to handle all of your toileting needs without asst&@an YesC NoC
Explain difficulties

6. Other information regarding physical status:

FINANCIALOTHERNFORMATION

1. Do you have any outstanding debts that exceed $509@8sC NoC
Please explain

2. Have you ever been evicted2sC NoC
Please explai

3. Have you ever been convicted of a felonggsC NoGC
Please explain

| hereby ertify that all information contained on this application is correct and complete to the best of my

knowledge and that any misrepresentation of material will result in my being ineligible for admission
possibleeviction after admission agree to givdhe Lexington Assisted Living Center the authority to
investigate any income and/or asset sources necessary to determine eligibility and to verify the above stated

information.
Applicant Responsible Partly OASignatue Date
kkkkkkkkkkkkkkkkkhkkkkkkkkkkhkkkhkkkkkkkkkkkk *kkkkkkkkkkk kkkkkk kkkkkkkkkkkkkkkkkkhkkhkkkkhkkhkkkkkk

It is illegal to discriminate against any person(s) based on race, religger, national origin,
familial status or handicap.

=

EounL nouse
SRRaRTURITY

3| Applicationfor Residency to The Lexingtassisted Living



The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.44k#x|402.48.4441 | wwwthelexington.com

Apartment Cable Verification

The Lexington Assisted Living Centarchases a bulk rate faable We pass orthe reduced rate of$30.00to
Residents who would like to receive the cable service for their TV. Residents choosiGglitgwill have the
rate added to the monthly statemen€Cable rates arsubject to changevith notice. The facility will alert
Residents when cable rates will chani®e will connect cable and program the remote for you.

Please check the appropriate box indicating your choice.

C | WANTcable services in my apartment. Apartment#

C I do NOTwant cable services in my apartment.

If youdo not wantcable services you will need to purchase an analog converter for your television if you DO
NOT have an HD television.

If you want the cableTVservice billed to someone else, please provide the following information.

Print Name:

Address: City: tSte: Zip:

ApplicantResponsible Party/PO8ignature:

Date:

1/2020

4| Applicationfor Residency to The Lexingtassisted Living



The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 24186.4400 |Fax 402.48.4441 | wwwthelexington.com

Resident name: (PR)NT

Consent to Release Medical Information
| hereby authorize any physician, clinic, hospital, healthcaosider, or related entity to answer fully any
request from The Lexington Assisted Living Center for medical or psgchad information concerning me
while | am an applicant for residency, or while | am a resident at The Lexington Assisted Living Center.

ApplicantResponsible Partly OASignatue Date

Date of Birth Social Security Number

Photo Release
| give my consent to The Lexington Assisted Living Center to take photographs of me and, in such cases, use
them for advertisement purposes which may include but moé necessarily limited to magazines,
newspapers, brochures, and The Lexington Assisted Living Center welds#teebook page

ApplicantResponsible Partiy OASignatue Date

A photograph of the Resident will be taken for the chart and medication records.

Signature Authorization
| give my consent to The Lexington Assisted Living Center to allow staff to sign for dedindriben delive
the appropriate package and/or supply to the Resid®Hdliveries may includigowers, mail and/or packages,
Federal Express and UéSiveries, oxygen and/anedical supplies, and medications that need to be signed
for to show that delivery has been madlelivery drivers donotdelyNJ 12 (GKS wSAARSYy (G Q&

Applicant Responsible Partliy OASignatuie Date

TelehealthAuthorization

| consent to the delivery of healthcaservices vid elehealth originated by my licensed providetieu of
32Ay3 G2 GKS LINE JA RS NID-publg fading @Bcte chmmdryc&tiGnNsEnat BvdilRble(i K |-

telehealth cannot be used.

Applicant Responsible Parfly OASignatue Date

5| Applicationfor Residency to The Lexingtassisted Living



The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.4400 | Fax 402.486.4441 | www.thelexington.com

Resident Consent to Release Medical Infornmat

| hereby authorize any staff member of The Lexington Assisted Living Center to release my condition to the
following peoplelF THEY CALL AND/OR STOP BY TO INQUIRE ABOUT MY HEALTH STATUS

NAME RELATIONSHIP
1.

2.

10.

Print Name Apt. #

Signature Date

*FORADDITIONACONTACT PLEASE USE THE BACK OF THIS FORM.

6| Applicationfor Residency to The Lexingtassisted Living



The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486044kax 402.48.4441 | wwwthelexington.com

Direction of Health Maintenance Activities

I (please print mareed) the unlicensed staff of The Lexington
Assisted Living Center to perform the following health mamaince activities during my residence:

______Vital signs (monitored and performed at least monthly or as ordered by physician).
______Weight checks (monitored and performed at least monthly or as ordered by physician).
___ Glucose monitoring (as directey physician).

_______Skin monitoring (monitored on a daily basis by medication aides and/or resident assistants).
_____Application of TED hose/compression stockings, leg wraps.

__ Assist with filling of oxygen tanks/CPAP

______ Other

ACCEPTANCE OF DIRECTION AND MONITORING

Direction and monitoring means the ACCEPTANCE OF RESPONSIBILITY for observing and taking appropri
action regarding desired effects, side effects, intei@ts, and contraindications associated with medication.
Direction and Monitoring can be done by:

a. Recipient with capability to make informed decision about the medications for himself/herself.

b. Recipient; specific caretaker

c. Licensed Healthcare Professional

d. The person taking responsibility for providing direction and monitoring of my medication will be:

Self (resident)

Care Taker

Licensed Healthcare Professional

Applicant/Responsible Party/POA Signature Date
Facility Representative (signature and title) Date
Rev.1/2019

7| Applicationfor Residency to The Lexingtassisted Living



The Lexington Assisted Living
5550 Pioneersligd. | Lincoln, NE 68506 | 402.486.4406dx 402.48.4383 | wwwthelexington.com

Consent for Criminal Background Investigation Report

| understand that as a condition of mgmissiona criminal backgrounednd sex offendemnvestigation shall
be competed. My name will be checked against law enforcement or related entity registries. A check of
these registries is necessary to ensure that | meet provider standards.

To the best of my knowledge, | do not have any misdemeanor or felony convicticrsy prior criminal
history; nor have | been convicted otame involving moral turpitude or a crime of sexual offense.

| hereby state the information contained below is acdaraAdditionally, | authorizehE Lexington Assisted
Living Center to obtaia criminal backgroundnd sex offendehistory as well as authorize any and all law
enforcement or related agencies to release such information to:

The Lexington Assisted Living Center
5550 Pioneers Blvd
Lincoln, NE68506
(402) 4864400 Phone
(402) 4864383 Fax

USE BLACK INK ONLY

PRINTFull Name of Applicant

Date of Birth

Social Securitijumber

SIGNATUREpplicantResponsible Partiy OA Date Signed

Request authorized byEldonna Rayburmarketing Director

Signature: DateSubmitted

*** PLEASE RETURN RESPONSE VIA FAX TO 402.486.4383 ***

8| Applicationfor Residency to The Lexingtassisted Living



The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.44kdX |402.48.4383 | wwwthelexington.com

The LexingtorHouse Rule®folicy

. Apartmentsare unfurnished except for carpet, winddvinds mini refrigerator/freezer, microwave oven
and the anergency call system receiv&esidents are encouraged to furnish atetorate their
apartments. Families are responsible fétagement of wall hangingdaintenance can assist witieavy
itemsthat need to be anchored, i.e. mirrors, etldO NAILS IN THE DOORSstick hooks or door
hangers may be used offee maker ad toasterare allowed irthe apartment if they are in excellent
working order If these appliances are older than one (1) year, we \wipect them.

. Cable Apartments are equiped withcable T\hook-ups offered at a bulk rateResidents subscribing to
this service will be billed rmhly by The LexingtorPlease be considerate of your neighbors by keeping
your volume at a moderatlevel If the volume is todoud for the comfort of Bsidents, you will be asked
to use a headseflhe Lexington will handle ¢hcable installationUpon moving out, the cable box and
remote must be left in the apartment orite Resident will be billed for replacement.

. Phone Apartments havénook-ups for a lanéine phone This is an optional service and tResident must
contactalocal carrier for servicel.elephonesn common areasre available for local callat no charge.
Direct, long-distance calls cannot be madrom the common area phone€ollect calls can be made.

. Video, Photograply Or Otherlmaging Due to the Healthnformation Portability and Accountability Act
(HIPAA), photography or other means of imaging is prohiblfethe Lexington becomes aware of the
presence of video cameras or any other reting devices being placedinadfR Sy 4 Qa | LJ NI Y S
the Regentorthe B A A RSy (1 Qa NI aicdanyist Be pdstSd oudbiodihéSRE A RE\ G Qa | L.
to notify staff and visitors of the presence of a recording device.

. Overnight Visitor.Overnightvisitors are allowedfor up to three(3) nightsduring athirty (30) day period

The visitormust comply with alfules and regulations arsubmitl Yy & h @ Giditdf Prenk(Resident
Handbookor Receptionfor each stayPleasenotify the Receptiornof the visitand meal order 24 hours

prior to the stayandsign h and out & ReceptionThe visitor will be required to pay for their mealhe

visitor can join the Resident in the Dining Room or reserve the private dining room, if available. If a room
tray is preferred, the visitor must pick up and return the roomytto the Resident Dining Room.

6. Security The front doors loclB:00 pmto 7:30am. Staff are available to allow entry outside thdsrirs.

7. Leaving the buildingAll Residents should sign out at tiiReceptionwhen leaving the building and sign in

when retuming. Also, all visitors arequiredto sign inat Receptioruponarrival.

. Mealswill beserved at the following timedreakfast at 8:0@m; the noon meal at 12Bpm and the
evening meal at ®0 pm. Snacks will be available during morning hours in2idloor Activity Room and
evening hours after supper in the front lobby area. Coffee will be available bet®88am and 4:0(pm.
It is necessary to notifiReceptiorwhen you are planning to be absent for a méatcept for holidays,
visitors can jai the Resident for a meal. See the Reception Desk for meal costs.

. Meal Srvices. Residents are expected to eat meals in tResidentDiningRoom unless theyre not
feeling wellor are quarantined to their apartmentf you are not feeling well, please Istaff know and we
will bringa ésick tray to your apartment.If you are in quarantine, we will bring you a regular méfajlou
choose to eat mealin your apartmentobtain your meal that has been prepared for yiauhe Dining
Room and wdl box it up foryouto take back to your apartmentf you request the meal to be delivered
to your apartment, you will be charged $3.00 fee per deliveryhat is added to your monthly bill

9| Applicationfor Residency to The Lexingtassisted Living



The Lexington House Rules Policy continued

10. Biquette. Please usgood manners that your Grandmother would approveabéill times. 2 y Qi dza S
phonesduring mealskeep wices at a conversational level; if you must disagree, béepa@a peck on the
cheekor holding hands are acceptable forrasconsensual public affection; wear appropriate attire,
especiallyduring mealsand, keep grooming behaviors in your apagnt.

11.ThePrivate Dinng Roomis available for usbyreservation, &cept on holiday weekend¥ou can bring
foodinor2 NRSNJ FNRY (KS [SEAyYy3Il2y S5AyAy3a w22YQ4 YSy«
event We requirea severday noticein order to have the amount of food you requestd®lease contact
Receptiomat least seven (7Qlaysprior to your evento make arrangementand for meal costs

12.Foodkept in apartments must be kept in covered metal, plastic or glass containers.

13.Smoking The Lexington providessmokefree environment for ResidentsSmoking cigarettes, cigars,
pipes, or any other smokindevice such as vapingby any peson is permittedONLYat the northeast
gazebo located in the Courtyar&moking is notg@rmitted in Resident apartments or while oxygen is in
use.Oxygen tanks must not go outside with the Resident to smAkg.violation of the smoking policy is
grounds for immediate termination of residency.

14.Petsare not permitted tolive with the ResidentPets arevelcome for visits with a current vaccination
record providedo the Receptionist on duty.

15. Laundry articles (clothing and linens) must be labeled with apartment number at tinmeasfe in.
Clothing brought tdresident after move in must be labeled before being sent to our laundry for cleaning.

16.Valuables & Money The Lexington will not be responsible for handlanymoneybelonging to esidents.
For your safety and security, it is recommended that residents not bring expensive jewelry, large
amounts of money, or other personal valuables into the flty. The Lexington does not accept
responsibility for lost or stolen items.

17.Solicitation. The Lexington has a policyrad solicitation No organization or individual is allowed to
distribute literature within thebuilding or canvas doeo-door.

18. Nursingintervention. Effective June 1, 2019tfzoughauthorized by state law, the policy of this Facility is
not to provide parttime or intermittent Complex nursing interventions by facility staff.

19.Billing. The Lexington will submit to each resident or respblesparty, a bill for the monthly rent, board
and services, including spectdlargeshrough the 2% of the previous monthBills are duén full on the
first of each monthRent, board and services are paid in advaidispecial chargesuchasroomtray
service or purchases in the @aral Store will appearonthelRa A RSy (1 Qa Y 2 Beén#tyf/Barbex G | {
Shop charges will be handled directly with the Beauty Shop Opevattite day of service

20.Parkingspaces are available f&esidents and guests in the parking lot betfront of the building. Fire
lanes are clearly marked, and no cars are to be parked in these lanes at any time.

21.Vehicle AResidenisallowed to have one (Mehicle in the parking lot witacurrentR NA @GS NR & f A C
insuranceand registration. Theeahiclemust be inrunning orderandbe moved at least once a weeind
driven by he ResidentThe Resident must notify The Lexington prior to moving in if she/he intends on
parking their vehicle in the parking lot if the Resident plans on obtaing a véicle after movinglf The
Resident is not following this policy, a warning will be given. If after 30 days the Resident is still non
compliantfollowing the warning The Resident will be given a-A8ur notice to comply or the vehicle will
be towed and inpounded at expense of The Resident.

22.Transportationto medical appointmentss provided with a 4&our notice, Tuesday through Friday. Up to
five (5) trips per months are allowddr medical appointments
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The Lexington House Rules Policy continued

23.If Residents usalcohol (in apartments only, other than at a Lexingtspon®red Happy HourYobacco or
other legal drugs appropriate uses expected at all times. Smoking is only permitted in designated areas
(see #2). Abuse of angubstancas not acceptable and maye cause for termination of residency.

24.1n the event of saousiliness The Lexington will call for emergency services, and then call the family. In
the event ofdeath, The Lexington will immediately call the coroner @imen contact the family.

25.Each unit hadire sprinklersand smoke detectorghat must not hae anything hanging on it or attached.
No open flames are allowed.

26.WalkerwSaARSyGa GKIFG dzasS F g f 1 SN I NBubbeBdptdZRhisBels (i 2
with mobility. The Lexington can install the skis at a nominal fee, whichecadded to the monthly bill,
or the skis may be purchased form a medical supply company where they can be installed.

27.Wheelchairs Manual wheelchairs are permitted. Motorized wheelchairs/scooters must be approved by
management accompanied by a signed Safaptract.

28. Lifts/Transfers.The Lexington is ao-lift facility. Residents musivalkindependently to all areas of The
Lexington (using a walking aid if necessary) and to perform all transfers (in and out of chairs, bed,
transportation vanetc.) independentlylndividuat with a history of falls shall nbe admitted In the
event of a fallstaff will call911 for pammedics to evaluate and liftlResident who has fallen.

29. Arial personal emergency devices are used by Residents during their stay at TigtdreXi the Resident
should lose an Arial, he/she will be charged a $200 replacement fee.

30. Quarantind Infection Gontrol. In the event of a pandemic or like event, Residents must follow precautions
established by the community. Failure to do so could result in immediateitetion of residency.

31.Moving out. A daily ient charge (approximately $35 per day for a standard apartmewi)l continue to
be charged untilALLbelongingsare removed from the apartmentln addition, a fee of $100 will be
charged ifthere is any trash, blongingsor furniture left in the apartmentor at the outside trash
dumpster. Please see Moving Out instructions availableRé&ception Employees are not allowed to
accept domations of furniture, etc, fromResidents or families.

32.Discrimination The Lexigton does not allow and shall not discriminate in regards to residents and staff
on the basis of race, color, religion, gender, gender expression, age, national origin, ancestry, disability,
marital status, sexual orientation or military status in anyt®fictivities or operation. These activities
include, but are not limited to, hiring and firing staff, selection of vendors and provision of services. We are
committed to providing an inclusive and welomg environment for all

| have read and understath The Lexington Assisted Living Center House RREEY.

Print Name Apt. #

Applicant/Responsible Party/POA Signature Date Rev. 6/2020

11| Applicationfor Residency to The LexingtAssisted Living



wSaARSY(iQa wA3IKGA

The individual residing in an Assisted Living Facility in the State of Nebraska shall have the right to:

1. Be treated with dignity and provided care by competent staff.

2. Be an equal partner in the development of the resident serageement, while retaining final
decisionmaking authority.

3. Be informed in advance about care and treatment and of any changes in care and treatment

GKFG YIFE& | FFSObeingKS NBEaAaARSyidQa ¢St

Be informed in writing of the pricing structure and/or ratesatiffacility services.

Seltdirect activities, participate in decisions which incorporate independence, individuality,

privacy and dignity and make decisions regarding care and treatment.

Choose a personal attending physician.

Voice complaints and grievaes without discrimination or reprisal and to have those

complaints/grievances addressed.

8. Examine the results of the most recent survey of the facility conducted by representatives of
the Department.

9. Refuse to perform services for the facility.

10.Refuse to prticipate in activities.

11.Privacy in written communication including sending and receiving mail.

12.Receive visitors as long as this does not infringe on the rights and safety of other residents of
the facility.

13.Have access to the use of a telephone with karyi aides where calls can be made without
being overheard.

141 I @S (KS NARIKG (G2 KFEIGS F G§SEtSLK2YyS Ay KAAK

15.Retain and use personal possessions, including furnishings and clothing, as space permits,
unless to do so would irifige on the rights and safety of other residents.

16.Share a room with a person of his or her choice upon consent of that person.

17.Seltadminister medications if it is safe to do so.

18.Be free of chemical and physical restraints.

19.Exercise his or her rights asesident of the facility and agtizen or resident of the United
States.

20.Form and participate in an organized resident group that functions to address facility issues.

21.Review and receive a copy, within two working days, of their permanent records, a®cd:fe
in 175 NAC-006.12.

22.Be free from abuse, neglect, and misappropriation of their money and personal property and

23.Be free from involuntary transfer or discharge without@@ys advance written notice except
in situations where the transfer or discltgr is necessary to protect the health and safety of
the resident, other residents or staff.

a s

N o

(print ndwmed read andyi RS NE G YR (GKS &S daw

ApplicantResponsible Party/POA Date:
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The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.44k#x|402.48.4441 | wwwthelexington.com

Emergency Services Policy

It is the policy of The Lexington Assisted Living Centiittate the emergency service response system
(contact 911) for any resident experiencing an emergent situation such as signs and symptoms of a heart
attack, stroke, loss of consciousness, profuse bleeding, or any other medical event that is deemezhemerg
by the administrator, resident services director, or other management personnel in the absence of the
Administrator.

If a resident refuses treatment due to religious beliefs, cultural beliefs, or any other related oeladed
beliefs, The LexingtoAssisted Living Center will still initiate the emergency service response system (contact
911) to assess and/or provide emergency treatment and/or transportation to the nearest medical facility.

I PRINTNAMB have read and understand The
Lexington Assisted Living Center Emergency Services Policy.

ApplicantResponsible Partly OASignatue Date
Resident Services Director Date
Administrator Date
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The Lexington Assisted Ligin
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.44k#x|402.48.4441 | wwwthelexington.com

Disaster Information

In the event that The Lexington suffers an internal (flood, electrical, etc.) or an external (tornado, wind
damage, fire, etc.) daster, all reasonable attempts will be made to make the Resident comfortable and
appropriately housed.

Ly GKS S@Syi (GKIFI4d GKSNB Aa |y Oldat SYSNHSyOe:
member or representative.

We also ask at thigme in the event of an emergency, and there is not placement available in another facility,
would a family member be able to accommodate the Resident?

In the event of an emergency:
YesC NoC My familywould be able to accommodatae at my home or at another family home.

YesC NoC Ifthere is an emergency that we can keep our Residents in house, would the Resident be
willing to temporarily share his or her apartment?

YesC NoC Ifthereis a citywide evacuation from another facility, would you be willing to share your
apartment temporarily?

Print Name:

Applicart/ Responsible Partly OASignatue:

Date:
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The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.44k#x|402.48.4441 | wwwthelexington.com

Advan@ Directivelnformation

In Nebraskaadults who are capable of making heathr NS RSOA&aA2ya 3ISYSNIffe KI
Gy2¢ G2 YSRAOFIT GNBFGYSyidiod ¢KSe | a2 Aan®ePiretdtikeS NI
This document tellsvhat medical treatment the individual would want in the event he/she is unable to
communicate that decision due tbhess or injury. Every healthre provide is expected to honor that

decision. This means an individual can sign a legally binding dotwhah identifies exactly what a

healthcare provider is to do if the inddual is in a terminabr vegetative sate from which there is no hope of
recovery.There are two common types of Advance Directives:

1. Living Will states the kind of medicahre the individual wants or does not want if he/she becomes unable to
makehis/herown decision.
2. Power of Attomey for Health Care Decisioneames someone else to make those decisions if she/she becomes
unable to makehis/herown decisions.
1 AnAdvance Directivgenerally takes effect only after the individual is no longer able to make decisions.
1 Aslong as the individual is able to make personal decisions, the healthcare provider will rely on him/her, not the
Advance Directive.
1 The document can be changed @nceled at any time.
1 An Advance Directive is not required for admission to this facility. The facility does, however, request to be informe
about any directivethat do exist.

Resuscitation Preference

Please check one of the following:

C | DO haveanAdvance DirectiveA copy is filed with:
C 1 do NOT have an Advance Directive and would like more information about them.
C 1 do NOT have an Advance Directive and do not want one.

No Heartbeat and/or NoBreathing:What would you like us to do in the event facility staff find you without a
heartbeat and/oryou arenot breathing?

C | WANTfacility staff to begin CPR (Cardiopulmonary Resuscitation) and/or call 911.
C IdoNOTwant the facilitystaff to begin CPR.

Print Name:

Facility:The Lexington Assisted Living Center

Applicant Responsible Partliy OASignatue: Date:
Physician Signature Date:
Faclity Representative: Date:

Make a copy of this signed document and give a copy to the Resident.
File theORIGINAIN the Resident chart.
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The Lexington Assisted Living

5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.44k#x|402.48.4441 | wwwthelexington.com

Policy:

Procedure:

Grievance/Complaint Policy

It is thepolicy of The Lexington Assisted Living Centg@rowide quality care and immediate
response to all Resident, family and employee complains and concerns. The
Grievance/Complaint Report on the next page will be used to document any problem
experienced along with all documentation in the Resident chadtber supplementary
information received and reported.

Any Resident, family or staff concern should be documented on a Grievance/Complaint Report
form and brought to the attention of the Administrator immediately. Reporting forms are
availableat the Reception Deskh& Administrator will investigate the complaint by intemie

the parties involved for further information. Documentation will include individuals in
attendance, action taken to reve the concenm, results of action taken, update plans of

care, disciplinary action if necessary and methods used to notify the party with the
grievance/complaint.

Employee concerns may also be brought to the attention of the Administrator using the same
form. The same procedure will be followed witbcumentation being place in the appropriate
personnel files.

| have read and understand the procedure of the Grievance/Complaint Policy.

Print Name:

Signature:

Date:

1/2020
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THE LEXINGTON ASSISTED LIVING
Grievance/Complaint Report
This form shall be utilized to provide written documentation of any concern expresseesiyeat or resident
representative and to record the follaw action taken and results thereof.

RECEIPT OF GRIEVANCE/COMPLAINT
Date reeived

Individual initiation complaint:c Resident ¢ Resident representative; relationship:

Print indi vidual 6s name:

Concern reported to:

Describe concern using factual terms:

Complaint Signature:

DOCUMENTATION OF F ACILITY FOLLOW -UP

Individual(s) designated to take action on this concern:

Dateassigned:

Was group meeting held? Yes If yes, identify all individuals in attendance. c No

Results of action taken:
Plan or Care Updated> Yes ¢ No Date:
Staff Member:

Name and Title

RESOLUTION OF GRIEFANCE/COMPLAINT
Was grievance/complaint resolved Yes, describe resolution. ¢ No, explain why not.

Identify the method(s) used to notify the resident and/or resident representative of the resolution:
¢ Written notification ¢ Phone conversation ¢ Oneto-one discussion
Date of notification:

This form was completed by:

Signature and Title Date
08-09-19kfa
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The Lexington Assisted Living
5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.44k#x|402.48.4441 | wwwthelexingbn.com

HIPAA Notice of Privacy Practices
Effective April 14, 2003

Information about your health and your health care is very personal and should be protected against
unnecessary use and disclosurss you would expect, The Lexington receives, createsn@aintains health
care information about you while you live her&/e need this information in order to provide you the quality
care you deserveHowever, we are required to use that information for limited purposes, unless we get your
permission otherwse.

This notice applies to all the records of your health care that we have, and it describes the ways we us
that information and how we disclose it to other partieBhis notice also describes your right to get copies of
the health care information @ have about you, and describes certain obligations we have regarding the use
and disclosure of your health care informatioRinally, this notice describes how you can amend your health
care information and your right to submit a complaint if you feet Tlxington has violated its duty to keep
your health care information private.

We are required by law to:

1 Maintain the privacy of your covered health care information

1 Provide residents and their personal representatives with this Notice of Privacydesact

1 Abide by the terms of this Notice

The following categories describe different ways we might use your health care information and reasons
we would disclose your health care information to other third parties without getting your consent first:

For Treément: We use your health care information to help us decide which services you need while at
The LexingtonThe information would be the basis for your care plan that describes the services we will
provide for you.We could also use that information tmordinate with your doctors, nurses, or other medical
service providers who provide medical care to you.

For Payment:We may use and disclose your health care information so we can receive payment for the
services we provide youror example, we mayave to provide an insurance carrier or a governmental agency
with information about the services you receive so they can authorize payment to us.

For Health Care Operation¥Ve may use and disclose your health care information so we can conduct
studiesabout our services in an effort to improve the service to our residews. need to do this to
continually evaluate the performance of our staff in meeting the needs of our residévsuse and disclose
the information to computer software designers wigreate database software for us to help us track and
monitor our care plans.

Other Uses of Your Health Care Informatidinere are several other broad categories in which we might
use or disclose your health care information:

1. Under rare circumstargs we might participate in research projects that would require use and disclosure of
the information. For example, we might be involved in a study to determine if exercise in our wellness center
AYLINRGSE (GKS fSy3aak 27F § aaveSould livel& aihe ReSingion; 6 A G Kt | NJ
2.1f we were required by law i.e., a lawsuit in which you were a party, we might have to use or disclose your
information;

3. If disclosing your information to a third party would be helpful to prevent a serious threhetgeneral

health or safety of the community, we would make that disclosure;

4.1f you are a military veteran, we might have to release your information to the Veterans Administration;

52 S YAIKG KI @S (G2 NBtSFasS e2dzedchaywF 2NXY I GA2Yy Ay |
6. We might disclose your information to public health agencies to help address public health risks or to
comply with audits by the state agencies; and

7.We might contact you to remind you of appointments.
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HIPAA Notice of Privacy Practices conted

Consent Required for Other Uses or DisclosuFas: any uses or disclosures other than those listed above, we
will first obtain your written authorization before engaging in such uses or discloswesnust comply with
the terms of that authorizabn, and you may revoke the authorization in writing at any time.

You have the following rights regarding your health care information that we maintain about you:
1. You have the right to request restrictions or limitations on the health information seear discloseWe
may not agree with the limitations if they would negatively impact the care we provide to you;
2.You have the right to receive confidential communications from us about your health informatan.
must tell us in writing what itemsoy want confidential, and how that confidentiality is to be accomplished;
3. You have the right to have access to your health care information that we have;
4.You have the right to request an amendment to your health care information that we have ifiydutthe
information is incorrect.We will review the requested amendments with you and other care providers, and
determine if the amendment is appropriate; and
5. You have the right to request an accounting of any disclosures of your health care indormeathave
made to anyone.

You or your personal representative may complain to The Lexington or to the Secretary of Health and
Human Services (DHHS) if you believe your privacy has been viodatgdime you intend to enforce one of
your rights listed bove (including the right to lodge a complaint), you must do so in writing, addressed to
Administrator, The Lexington Assisted Living Center, 5550 Pioneers Boulevard, Lincoln, Nebraska 68506,
phone (402) 48&1400.

The Lexington reserves the right to amakeor change the terms of this Notice, or to make a new Notice
at any time in the future.

| have read and understand the information contained within this notice. | further understand a copy of this
notice will be made available to me upon my request.

Print Name Apt. #

Applicant Responsible Partly OASignatuie Date

Name and Title of Facility Represeiat Eldonna Rayburrilarketing Director

CFrOAfAGE WSLINBAaASYUGl 0A@SQa { A AWded dzNBS
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The Lexington Assisted Living
5550 Pioneers Blvd Lincoln, NE 68506 | 402.486.440F4x 402.48.4441 | wwwthelexington.com

Admission and Discharge/Transfepkcy

Project Specific Requirementsfhe Lexington Assisted Living Center (The Lexington) provides living
arrangements which integrate shiet and services for elderly persons. An elderly person is a household
composed of one or two persons at least one of whom is 55 years of age at the time of initial occupancy and
who need assistance with Activities of Daily Living. To that end, Thelaxprovides the following primary
functions and/or services:

9 Safe physical and social environment.

1 Three meals dalily.

1 Personal care assistance.

1 Housekeeping and laundry assistance.

1 Medication administration

Income Limits: Social Security Numbers; Citizeip RequirementsThe Lexington participates in the federal
f2g AyO2YS Kz2dzaAAy3 GFE ONBRAG LINPINIY ONBTFSNNBR
of the Residents at The Lexington will be required to meet income eligibility reqeires (such residents are
NEFSNNBR (2 a4 04awSAGNROGSR LyO2YS ! LILIX AOFyGago
not exceedb0% of the Area Median IncomEhe Restricted Income Applicants must provide authorization
permitting the fadiity to obtain third partyverification of their incomeThis occurs with some of the Restricted
Income Applicants pricto moving into the facilityHowever, it also applies to some current residents who did
not qualify for the Restricted Income Prograrhem they initially moved into the Facility, but can qualify after
living here for some period of time. Restricted Income Applicants must disclose social security numbers so
their social security benefitan be verified by the facilityAll other residentgprovide their social security
numbers along with their itial application for residencyAlthough we do not have a citizenship or residency
requirement, if we chose to have one, we could check the Social Security Administration to make sure the
social seurity number the resident submitted to us actually belongs to that resident.

Preferences:

Payment Source Preferencéhe Lexington has 98 apartments, 94 of which are one bedroom, and the other

4 are two (2) bedroom. Our HUD loan documents require Thimgii®n to have at least 25 one bedroom
apartments occupied by individuals who are on the Nebraska Medicaid Waiver program (referred to as
GaSRAOFAR 2 AGSN)I wSaARSydasdos yR G2 YIN]JSG GKS
well (but we a&e not required to hold the two bedroom apartments solely for Medicaid Waiver Residents).

Our Restricted Income Program documents require the facility to have at least 52 apartments occupied by
NEaARSylia o6K2 YSSi (GKS NBIUWARBYBYZES 2WSAKREY L2 @
apartments are available for eligible elderly applicants regardless of their income (these are referred to as
Gal N]SG wliS wSaARSyilasdoo la f2y3 a ¢S KIF@S (K
Regricted Income Residents, we will give preference for available apartments to Market Rate Residents. The
' RYAY A a&aidNI G2NJ ACEf O2y Aydz2zdzat e Y2yAG2N) GKS T OA
Waiver Residents and Restricted Income Resglaantd will make the final admission decision after

considering the Payment Source Preference.

| OGAPGAGASE 2F 51 Af & [ A@AryordertfoNad hdviditalytcoBalify farthe MeditallS F
Waiver Program, he or she must be frail enotglouality for nursing home placement under the Medicaid
Program, but Medicaid officials must determine that he or she will be able to function well enough to live in
the assisted living setting. That is, he or she does not need 24 hour nursing carerthinly cannot live
independently any longer. Therefore, since Medicaid Waiver Residents qualify for nursing home placement,
they are as a general rule usually more frail than Restricted Income Residents or Market Rate Residents, anc
therefore require a higher level of aawhich results in heavier staffing requirements. Consequently, as long

Initial
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Admission and Discharge/Transfer Policgntinued

as we are meeting the required number of Medicaid Waiver ResidamdsRestricted Income Residents, we

will give preference for available apartments to applicants who are less frail than others on the Wait List,
regardless of Payment Source and regardless of the date the applicant with the ADL Preference goes on the
Wait List. The Healthcare Coordinator is responsible to conduct a physical evaluation of each applicant to
RSGSNNXYAYS 020K GKS LI AOlIyiQa LIKeaAOlt StAIAOACL
gAtt O2y UAYydz2 dza f &aff elyredessiNy tdl pkoBide The ©duited I&vel€ai cark o current
residents, and will make the final admission decision for applying the ADL Preference.

Procedure for Accepting Applications and Selecting From Waiting lAgiplicants who are elderlgnd need
assistance with Activities of Daily Living malyrsit an application for residen@t The Lexington.

Applications may be mailed if requested by the Applicant, or may be obtained &icitigy. When the
application has been properly completeddareturned to the facility, the Applicant will be scheduled for a
physical evaluatin. Based on the physical evaluation, the applicant may be placed on the Wait List if he or
she requests. In the event an applicant is approved for residency, but thergéavacant apartments, the
applicant will be placed on a wait list.

A prospective Resident will be added to our Prospect Wait List when the Resident submits a completed
application to The Lexington. The application will be date stamped and that chageytll establish the
LINPALISOU QA LIRaAdA2y 2y (GKS gl AG tAa0 6AGK ISYSNI
date given highest priority. However, the administrator can give preference to a prospect who pays privately
and for a pospect based on health care requirements. In addition, a prospect may be advanced ahead of an
earlier prospect if the advancing prospect fully completes the admission process before the earlier prospect.

If the facility has a suitable apartment immediatelvailable, the Applicant could be accepted into residency

at The Lexington (after application of the Payment Source Preference and/or the ADL Preference) on a first
come firstserve basis without regard to race, color, religion, gender, creed, anceskyal orientation,

marital status, veterans or military status, or disability (so long as the facility is able to accommodate the
disability under the existing facility staffing and the regulations governing the operation of assisted living
facilities inthe State of Nebraska as determined by the Department of Health and Human Service System
Licensure and Credentialing).

Applicants placed on the Wait List will be contacted in order of their placement on the Wait List (after
application of any applicable &erence). In the event an applicant is unable (for any reason other than
subsequent ineligibility) to move into the facility at such time as a unit becomes available, the next applicant
on the list waiting for the particular size unit will be contactekhy applicant who is unable to move in as
vacancies occur (for any reason other than subsequent ineligibility) will remain in his or her respective place
on the Wait List and will be contacted accordingly as units come avaiRdrigons may be placed time Wait

List at any time; however, the facility will contact those applicants on the existing Wait List monthly to
determine continue interest and eligibility. The Wait List will not be closed.

Screening CriteriaAll applicants will be evaluated ngj a standard functional test to determine if the criteria

for admission are met. Periodic-evaluations will be done to determine if The Lexington can continue to

YSSUG GKS FLIWX AOFydiQa FyRk2NJ NBAARSY( Qatreffath R & @ C

residency at The Lexington, the following criteria must be met (but the Administrator may waive or modify the

criteria as necessary so long as the facility still complies with applicable regulations for licensing):

1. Must have the ability to amilate independently in their apartment (using a walking aid if necessary) and
to perform all transfers (in and out of chairs, bed, etc.) independently. Individuals with a history of falls
shall not be admitted to this facility. Those individual requigngsistent and/or longerm assistance
shall be evaluated for continued residency.

2. Must have the ability to dress independently with assistance with zippers, buttons, shoelaces, etc.
Additional minor dressing assistance may be provided.

3. Must have the aliity to bathe and complete personal care independently or with limited supervision and
assistance getting in and out of the shower.

Initial
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4.

5.

Admission and Discharge/Transfer Policy continued

Must have the ability to take care of all keting needs without assistar@nd maintain a sanitary, odor

free environment and person. This includes the ability of the resident to manage incontinent products.
Must have the ability to selidminister medications or be willing to have both prescaptand non
prescription medications administered by staff of The Lexingtonregitientsshall be evaluated for self
administration of medications. Those residents who are competent and physically capable of self
administration of medications shall be&uated for continued seidministration on an annual basis.
OnePerson Transfert KS [ SEAY 30 2 y-LISING 2 yVINE Bl K & FieAgpsvataday G | y
residents for an addition charge. This service is limited both to the number of iesie can assist for
staffing reasons, and to the payment source for those residents since Medicaid prohibits charging
Medicaid residents for additional services. This service is also limited to residents whose bodyweight doe
not exceed 225 pounds foafety reasons (both to the resident and the staff). If a private pay resident
who is receiving the one person transfer assistance gains weight in excess of the 225 pound limit while
receiving this service, then that resident will be discharged from Thadt®n. If a private pay resident

who is receiving the one person transfer assistance eventually goes onto the Medicaid program, we will
continue to provide the one person transfer to that person but in no event will we provide the service to
more thanfive (5)residents.

A Resident wilbe considered no longer appropriate for residency for any of the reasons listed above as well a
any of the following reasons:

a. Falsified information was provided on the application or any other pertinent documents used to

determine admission eligibility at The Lexington.

Nornrpayment of rent, board, and service charges.

¢KS [SEAy3AG2y Aa y2 f2y3ISNIIFotS (2 YSSi GKS N

Failure of the resident to comply with written policies and/or rules oéigion at The Lexington.

A resident exhibits behavior which poses a physical threat to self, other residents, staff members,

volunteers, or guests, including violent, abusive, and/or disruptive behavior.

A resident participates in verbally, abusive, intating or other inappropriate behavior toward

another resident or staff members.

g. Aresident requires tray food service on a continuous basis due to inability or refusal to come to the
dining room for meals.

cooo
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The Lexington will not admit or retain an appint and/or resident who:

a. Is consistently and uncontrollably incontinent of bowel or bladder unless able to take care of all needs
independently and maintain an odor free environment and person.

b. Is bedfast for a period of longer thainree 3) days.

Requires skilled nursing care on more than an intermittent basis.

Has a communicable disease or infection unless the Resident is receiving medical or drug treatment ft

the condition.

e. Is consistently disoriented to time, person, and place to such a degree &REegabes a danger to self

or others, including wandering. Individuals eloping from the facility shall not be retained after one (1)

elopement episode. If the resident does not have the capability of understanding the situation and

creates an unpleasamtmosphere for staff and residents, the situation will be evaluated and resident

removed from the incident. Family will be notified to assist with possible solutions.

Requires chemical or physical restraints as treatment for a disease.

Has difficulties vih mobility that require assistance from staff of The Lexington.

Is unwilling and/or unable to abide by the smoking policy of The Lexington.

Any person on a special or therapeutietdorescribed by a physician (supplement, Ensure, excluded)

Insulindeperdent diabeticscan be admitted to The Lexington on a chyecase basis.

Qo
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Admission and Discharge/Transfer Policy continued

Residents requiring complex nursing interventions or whose conditions are not stable or predictable wi
not be admitted, readmitted, or retained unless:
a. The resident, if the resident has sufficient mental ability to understand the situation and make a
NI GA2ylf RSOAaAA2Y a (G2 KA& 2N KSNJ ySSRa 2NJ
physicianagree that admission or retention of the resident is appropriate;
b. ¢tKS NBAARSY(G 2N KAakKSNJI RSaAadaySS |aadzySa NB3
through appropriate private duty personnel, a licensed home health agency; and
c. ¢ KS NI sakeRdeynibt@a@mpromise the facility operations or create a danger to others in the
facility.
If The Lexington is unable to admit and/or retain a resident, every effort shall be made to refer the individual
to an appropriate facility.

Screening for Drug Buse and Other Criminal ActivityThe Administrator may deny admission to those

individuals who have engaged in illegal dretated and/or criminal activity. Specifically, those who may not

be admitted included:

1. Any individual who was evicted in the tidisree years from federally assisted housing for dratated
criminal activity. The facility may, but is not required to, consider two exceptions to this provision:

a. The evicted individual has successfully completed an approved, supervised drug ratiabilit
program; or

b. The circumstances leading to the eviction no longer exist (e.g., the household member no longer
resides with the applicant household).

2. A household in which any member is currently engaged in illegal use of drugs or for which the owner has
NBI a2y lFofS OFdzaS (2 o0StASOS (GKIFG Iy AYRAGARAZ f ¢
with the health, safety, and right to peaceful enjoyment of the property by other residents;

3. Any individual who is subject to a state sex offentifetime registration requirement; and

4. 1 ye& AYRAQGARdzZ f AF GKSNB Aa NBlFazylofS OFdasS (2
abuse of alcohol, may interfere with the health, safety, and right to peaceful enjoyment by other ressident
The screening standards must be based on behavior, not the condition of alcoholism or alcohol abuse.

5. Other criminal activityificluding but not limited to criminal background reports of a felony offense from
the Nebraska State Patrothat threatens tte health, safety, and right to peaceful enjoyment of the
property by other residents or the health and safety of the owner, employees, contractors, subcontractor,
or agents of the owner.

The Lexington reserves the right to transfer residents from onetarahother as appropriate under special

circumstances, i.e. death of a spouse, change in Payment source, or change in physical condition. IN the ev

vacancies occur within the facility, those individuals already in residence and awaiting the awadéhilit

different type of unit will be given preference.

Compliance with Civil Rights, Fair Housing and Section 504 of the Rehabilitation Act of THE3:
Administrator will be responsible for implementation of these laws, and will schedule appropriatgtrdor
staff to insure compliance.

Occupancy StandardsThere are three (3) apartment sizes: standard one bedroom, large one bedroom, and
two bedroom apartments. The one bedroom apartments are generally leased to individuals, but a couple
could easy live in a large one bedroom apartment. The standard one bedroom apartments are available for
Medicaid Waiver Residents, Restricted Income Residents and Market Rate Residents, depending on locatior
within the building. The large one bedroom apartments planned for two Medicaid Waiver Residents who

are either married or related or who request the two bedroom apartment. The Administrator may permit
modifications to this rental scheme as necessary to meet the needs of various residents and/or ttye facili

For example, a single applicant may lease a two bedroom apartment while waiting for a one bedroom
apartment to come available.

Initial
Rev. 04/01/2014
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rely

Your prescription for health

ApplicantAdmission Information  (Form A)

Print Name M/ F Birthdate:
Allergies:
Following Physician: Soci#tySecu
Community:The lexington Assisted Living Apt. #: Bed A/ B
Arrival Date: Arimeal

Responsible PartfOAName

Address: City:
State: Zip: Relationship to Resident:
Home Phone: Work Phone: @Il Phore:

If Insurance is Unavailabl€dCheckOne)

Send Medication an@harge the Patientash price for Medication

Do Not Send any Medicatioantil Insurance is provided

Insurance Information (Check all that apply

Medicaid Number:

Medicare Number: (send copy of card)
Medicare Part D Plan Name: (send copy of card)
Private Insuance Plan Name: (send copy of card)

Hospice Provider Name:

Facility will pay Patient Copays
Skilled Medicare
SelfPay

Staff Signature Date
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rely

r prescription for health

Privacy Notie (Form B)

Federal Government regulations require that we take additional measures to protect your personal health
information (PHI).

In short, our Privacy Notice states that:

1 We will not disclose your PHI for any reason other than your healthcare without your prior
approval.

1 You have the right to inspect and obtain a copy of your PHI.

You have the rightb restrict the uses and disclosure of your PHI at any time.

1 The only people who have access to your PHI are pharmacy employees, other healthcare
providers (i.e. doctors, nurses), and your insurance pairty.

1 We will disclose no more informatiohd&n necessary in order to protect your privacy
and provide you with the best care possible.

=

| authorize any physician, medical practitioner, hospital, clinic, other medical or medically related facility,
insurance company having informatiomaalable as to diagnosis, treatment and prognosis with respect to any
physical or mental condition and/or treatment of me and any other-noedical information of me to give to
pharmacy any and all such information.

| KNOW that | may request to receiveapy of the Authorization.
| AGREE that a photographic copy of this Authorization shall be as valid as the original.
| AGREE this Authorization shall be valid for the duration of my residence at this community.

A complete copy of th@rivacy Notice is aitable upon request from the pharmacy or may be found in the

t KIENYIFO& t NRPOSRA2NBE alydzZf G FRYAaaAzya 2N GKS y
copy of our Notice, please feel free to daké phone number listed abov@lease sigbelow stating that we

have informed you of our privacy practices aeturn this form to pharmacyThank you for your cooperation!

Acknowledgment/Good Faith Effort to Obtain Acknowledgme(@HECK ONE)

| certify that | am aware of the abowé | Y S R $Pyivack Nolic@ and that | have had an opportunity
to review this document and ask questions to assist me in understanding my rights relative to the
protection of my health information. | am satisfied with the explanations provided to me and | am
confidentthat the abovenamed entity is committed to protecting my health information.

Date: Resident Signature:

| certify that | am theauthorized representativef

Resident Name

| am aware of the abowf  YSR Sy A dieQa t NAGFOe b20A0S IyR K
R20dzySyd IyR a1l ljdzSadazya G2 Faarad YS Ay dzy
with the explanations provided to me and | am confitlérat the abovenamed entity is committed to
protecting health information.

Date: Authorized Representative Signature:

**Federal regulations require your signature acknowledging our privacy practites
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rely

Hnancial Agreement (Form C)

| Understand and Accept the Following Terms and Conditions

T
T

| agree that facility personnel are authorized to order purchases and charges on behalf of the belov
named resident.

| agree to pay all charges incurred for thddve named resident not paid for by the thighrty

Payees including Medicaid.

| will pay the entire amount due within 30 days of the statement date shown on the monthly billing
statement, either by Automatic Withdrawal from a checking account or Credit. Car

| agree in order to keep the account active, the account balance must remain current, any
delinquency of 30 days or more will incur a 1.5% late charge, pharmacy services will be stopped ot
any account 30 days delinquent.

| agree to pay a service feeammonth for repackaging medications obtained from another
pharmacy such as the VA or mail order pharmacies.

L FaNBS G2 LIe ff Ozada 2F O2tftSOGAz2y AyOfd
to collect any and all delinquent balances

| understand that the medications furnished to the below named resident are not packaged in child
proof containers.

Assignmentof Benefits of Medicare/Medicaid/Medigap/Supplemental/Commercial Insurance and Health Plan

Benefits

T

| request payment of authared Medicare, Medicaid, Medigap, Supplemental, Commercial
Insurance or any health plan benefits be made on my behalf directly to Provider for any services,
equipment, supplies, and/or medications furnished to me by provider.

Payment Options

l) Automatic Bark Withdrawal (Fill OutBelowor Attach a Voided Check in the space below)

Name: Date of Birth:
Address: Phone:
Name of Bank: Voided Check #:

Bank Routing #: Bank Account #:

2) Automatic Payment Via Credit Card ($5.00 Convenieneepier month)
Cardhdder: Credit Card Number: - - -

Exp Date

CVV Code

By signing below, | agree with all of the above Terms and Conditions.

Printed ApplicantName Printed Responsible Party/Guarantor Name

ApplicantSignature Date Responsible Ry/Guarantor Signature Date
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Packaging & Repackaging Agreement (Form D)

rely

ur prescription for health

(check oneMedications Provided By: Medications Start Date:

Pharmacy stock
1 Pharmacy will provide all medications
1 No repack fee to use up current supply of patient stock if applicable
1 If Using up At Home Medication
1 Will Need the medication 24 hours in advance to allow time for repackaging, otherwise
pharmacy stock will be utilized.
1 Will repackage one time up to 90 days of Prescriptions or OTC items, allowing at home
supplies to be used up at no cost.
1 No OTC items greater than 90 days will be accepted for repackaging
1 Specialty Items (not available at the pheacy) will be repackaged with a $5.00 monthly
fee
Patient V.A. and Mail Order Stock
1 VA or Mail order will provide medications and it will be ongoing
1 $5.00 per med/per month repacking fee
1 Will Need the medication 24 hours in advance to allow time for rkepgng

V.A. & Mail Order Please initial each of the following below:

)l
)l

| will allow pharmacy to order/receive all medications from V.A./Mail order providers.
(initial)
| have called the V.A./Mail Order Pharmacy and changed the mailing address

(initial)

RelyCare LTC V.A. Phone #: 1 (855) 54022
1219 N Cotner Blvd Mail Order Phone#: listed on the Prescription Bottle
Lincoln, NE, 68505

| will allow pharmacy to fill new, shtetm therapy medications, along with all items not

(initial)  supplied by the V.A./Mail order without verbal authorization up tmaximum amount per

order of $
| am aware of the repackaging fee of $5.00 per medication/per month for OTC

(initial) repack/VV.A./Mail order medications and the facility will order meds on demand.

| know I am responsible for the cost of any medication not supplied bkt and V.A.

(nitial)  (These medications need to be marked on the original médicdist)

Other information/requests | would like pharmacy to kmo
By signing below, | agree to with all of the above Terms and Conditions

Print ApplicantName

ApplicanfResponsible Party/PO8ignature Date
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\
~
The Lexington

You're home.

5550 Pioneers Blvd. | Lincoln, NE 68506 | 402.486.4484x|402.48.4441 | www.thelexington.com

Instructions For Completing Remaining Fagm
(APPLICANT COPY)

Please read carefulli’he remaining forms are incomand asseterificationforms. The incomeand asset
verification must be completegdrior to move-in and must be recertified on an annual bagibese forms must
be completed by th@pplicant and/or responsible party (PoweirAttorney ¢ EXCEPT for the Social Security
Verification form¢ see #6 belowand verified by a third partySpecific instructions related to these forms are
as follows:

1. Complete the name and address for the ihgion where income or assets are held.

2. If you bank with WELLS FARGiIkrase sign and date at the bottom of the VERIFICATION OF DEPOSIT
HOUSING ASSISTANCE AGENCIES form provided.

3. Complete the account type and amamt numbers where applicabl®0 NOT iclude amounts or

interest ratesg these items will be verified by the third party.

Include the name of recipient, social security number, and other identifying information as specified.

Sign and date the authorization to release information at the bottameach applicable verification

form.

6. LT | LI NIAOdz I NJ F2N¥Y R2Sa y20 | LILN/AInthedop figktS | LJ
hand corner of the formPages 3-44 apply to EVERYONE on Medicaid or applying for Medicaid.

/. THE SOCIAL SECURERIFICATION FORM
MUST BE SIGNED BY THE APPLICANT.

8. DONOTsigbelowii KS f AyS GxSNATFASR . & d¢ CKAA Aa F2NJ
9. When returning the application packet and income and asset verification forms, please include the
following if applicable:

l. Broker statements for stocks, bonds, or mutual funds.

Il. Appraisals for any property owned by the applicant.

[l Any documents proving asset value for any other assets not already addressed.

V. For income sources such as rent or loan payments, a copy of the lepsgnaissory note.

V. Copies of Medicare and other insurance cards.

a s

If you have any questions about any of the aforementioned forms, instructions, or retdtedhation, please
contact the Alministrator at (402) 4861400.
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UNEMPLOYEDHADAVIT

This Afidavit is to be signed by each individual 18 years of age and older when no employment income for
them is indicated on the Tenant Income Certification.

Check applicable statement:

c

| am not presently employed and do not anticipate becoming employidumihe
next twelve (12) months.

| am not presently employed, and not aware of an employment start date, but
anticipate becoming employed within the next twelve (12) months. Based on my past
work experiene, skills, and income history, | expect to earn $ lyear
when | become employed.

| am not presently employed, but am aware of an employment start date of
at$ per (If amount is hourly, pleasade number of hours

per week, ).

Under penalty of perjury, | certify that the information presented in this certification is true and accurate to
the best of my knowledge. The undersigned further understands that providing falsesegpations herein
constitute an act of fraud. False, misleading or incomplete information may result in the termination of a
lease agreement.

Print Name:

Applicant/Responsible Party/PCBgnature Print Applicant/Responsible Party/PCBignature

Date

Rev.12/14
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Effective Date:

ANNUAL STUDENT CERCARFION Move In Date:

(MM/DD/YYYY)
CKAA !yydzat {ddzRSYyd /SNIAFTAOFGAZ2Y A& 0SAy3d RStAQ
application/occupancy in the following aparent:
Head of Household Name: Unit Number:

THE LEXINGTON ALF BIN: NE00-01447

/ KSO1 !'Z .3 2NJ/ T (ldZR ShyLilgf MQTox td&R Sy A1KS aiSK [l 6y RA y 3 LJdz
middle or junior high schools, senior high schools, colleges universities, technical, trade, or mechanical schools, but do
not include those attendingrethe-job training courses):

A. X Household contains at least one occupant who is not a student and has not been/will not be a student
for five or more months out of the current and/or upcoming calendar year (months need not be
consecutive). If this item is checked, no further infation is needed. Sign and date below.

B. Household contains all students, but is qualified because the following occupant(s)
is/are PART TIME student(s). Verification of part time studen

status is required for aehst one occupant.

C. Household contains all FULL TIME students for five or more months out of the current and/or
upcoming calendar year (months need not be consecutive). If this item is checked, questions
1-5, below must b completed:

1. Are the students married and entitled to file a joint tax return? (attach marriage YES NO
certificate or tax return)

2. Is at least one student a single parent with child(ren) and this parent is not a deperfdent YES NO
another individual and the child(ren) is/are not dependent(s) of someone other than a parent?
6001 OK aiGdzRSydQa Y2aid NBOSyd GFE NBGdzZNY 2NJ / SNI A

3. Is at least one student receiving Temporary Assistance to Neaaijlies (TANF), formally YES NO
knownas Aid to Families with DepenateChildren (AFDC) (provide third party verification)

4. Does at least one student participate in a program receiving assistance under the Job YES NO
Training Partnership AcWorkforce Investment Act, or under other similar, federal,
state or local laws? (attach verification of participation)

5. Does the household consist of at least one student who was previously under foster YES NO
care? (Provide verification of ficipation)

Fulitime student households that are income eligible and satisfy one or more of the above conditions are considered eligible. If
guestions 15 are marked NO, or verification does not support the exception indicated, the household is edresideeligible
student household.

Under penalty of perjury, I/we certify that the information presented in this certification is true and accurate
to the best of my knowledge. The undersigned further understand(s) that providing false representation
herein constitutes an act of fraud. False, misleading or incomplete information may result in the termination
of a lease agreement.

All household members age 18 or older must sign and date.

Signature Date Signature Date

Signature Date Signature Date
Rev.12/16
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ANTICIPATED HOUSEHOLD INCOME:
PRESENT EMPLOYMENT AND OTHER INCOME RECEIVED BY HOUSEHOLDMEMBERS:

For the following indicate the amount afticipatedincome for alhousehold members (for minoranearned income amounts
only), during the 12 ranths period beginning this date. If you are uncertaihichtypes of income must be included or may be
excluded, please ask the management personnel for assistance.

Would you like management personnel to assist you in filling out this/these finana$foC Yes C No

Print Name:

YES NO Do you or anyone in your household have: Annual Amount

Wages or Salaries $
(include overtime, tips, bonuses, mmissions and payment receivatdgash)

Child Support,ifcludes child support you are entitled bt may not be $
receiving)

Alimony (includes alimony you are entitled to but may not be receiving)

Social Security

Supplemental Security Income (SSI)
Public Assistance (General Relief, and/or TANF/AFDC)
Veterans Administration Benefits

Pension Income

Unemployment Compensation

Income from Insurance Policies

Disability, Death Benefits and/or Life Insurance Dividends
2 2 NJ Sompeasation
Severance Pay

L R - R - - B - - N - N - R - ]

Net Income from a Business
(including rental property, land contracts or other forms of real estate)

Interest, Dividend & Other Income from Net Family Assets

Regular Contributions and/or Gifts from Person not residing at unit

Lottery Winnings or Inheritances (Paid as anuity)

All regular pay paid to members of the Armed Forces

Annuities
Retirement Savings Plans (IRA/401K/Keogh)
Required Minimum Distribution

Education Grants, Scholarships or Other Students Benefits

Self Employment
Other

R (<R - R R - N - - S - B -2 S - B 2

TOTAL

Are any of these incomes listed above being deposited onto gaie debit card (ReliaCard, Direct
Express, NSpend, Citi Bank, etc.) If so, please provide documentation so this may be verified.

Other $
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ASSET INCOME:

List all assets currently held by all household merstand the cash value of each. The cash value is the market value of the asset
minus reasonable costs there was, or would be, incurred in selling or converting the asset to cash.

YES

NO

Do you oriaygomdnousehold have:

Cash Value

A Savings Account?

A Checking Account?
Certificates of Deposit?

Money Market Account?

A Safety Deposit Box?

Money Held in Trust?

Any Stocks, Bonds Securities?

Any Treasury Bills?

I wWSGANBYSyd CdzyRK OLYyOf dzRSa Lw!$Qas YS23IK

Annuities?

A Pension Fund?

Lo B R - S - S - . N - ]

$

$

$

Have any Personal Property held as an Investment (this includes: paintings, artwork,

collectors or show cars, jewelry, coin or stamp collections, antiques etc.)

Other equity in real estate, rental property, land contracts/contract for deeds or

$

other real estate holding or other capital investments (this includes your personal

residence, mobile homes, vacant land, farms, vacatiomes, or commercial
property)? Market Value Less:

(&) Any unpaid balance on loans secured by peroperty, and (b) reasonable
costs that would be incurred in selling the assgenalties, broker fees, etc.

Received any Lump Sum Receipts?ekivh

(Include inheritances, capital gains, lottery winnings, insurance settlements and other claims)

Other Assets not listed?

$

$

Have you disposed ohg assets (e.g. real estate, cash, stock, etc.) in the past two years?

If yes, please describe:

$

(@

ForEachsource of income an&achsource of assets, complete the appropriate verification form (attached)
and return ALL of th&orms to The Lexington Assisted Living Center with your application.
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SOCIAL SECURITY VERIFICATION
THIS SECTION TO BE COMPLETEDABNTTEND EXECUTED BY MANAGEMENT

TO:
Name and Address of Social Security Administration Phone Number
Fax Number
RE:
PRINTApplicant/Tenant Name Social Security Number

Unit # (if assigned)

| hereby authorize release of my Social Security information.

*** Signature of Applicant/Tenarf** Date

The individual named directly above is an applicant/tenant of a housing program that requires verification of incomdorirtagiam provided
will remain confiéntial and will be used solely for the purpose of deterimgneligibility for occupancyYour prompt response is crucial and greatly
appreciated.

Signatureoh 6y SNR& wSLINBaSyidal GAgs
The Lexington Assisted Living Center
Return Form To: 5550 Pioneers Blvd., Lincoln, 88506
PH: 402486-4400 FAX: 40286-4441

THIS SECTION TO BE COMPLETED BY PENSION PROVIDER

¢ The gross amount of the monthly Social Security Benefit is (do not sabbtealicare deduction) $

The above amount became effective: /
Month Year
¢ The monthly payment of theupplemental Security Income payment is $
The above amount became effective: /
Month Year

¢ Other inbrmation needed:

Complete only if you are unable to verify information requested:
¢ Claim Still Pending

¢ No record based on identifying information

c Other

{20ALf {SOdNRi(G& hFFAOALT Qa { A BrftediNdzNeS Date

{20AFf {SOdNA(G& ! RYAYA&AUNI GA2yQa blYS |yR

Phone # Fax # EMail

NOTE: Section 1001 of Title 18 of the U.S. Code makes it a criminal offense to make willful false statements or mistiepseseany
Department or Agency of the United States as to amayten within its jurisdiction.

Rev.12/14
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BANK VERIFICATION

THIS SECTION TO BE COMPLETED BY TENANT AND EXECUTED BY MANAGEMENT

TO:
Name and Address of Financial Institution Phone Number
Fax Number
RE:
PRINTApplicat/Tenant Name Social Security Number
PRINTRpplicant/Tenant Name Social Security Number
| hereby authorize release of my asset information Unit # (if assigned)
Signature of Applicant/Tenant Date
Signature of Applicant/Tenant Date

The individuals) named directly above is an applicant/tenant of a housing program that requires verification of incoméragon provided
will remain confidential and will be used solely for the pase of determining eligibility fora@upancyYour prompt response is crucial and greatly
appreciated.

{A3ylI{idNB 2F hgySNRa wSLINBedexngidn &Sted Living Center
5550 Pioneers Blvd., Lincoln, NE 68506
Return Form To: PH: 402486-4400 FAX: 46286-4441

THIS SECTION TO BE COMPLETED BY FINANCIAL INSTITUTION

SAVINGS ACCOUNT: SAVINGS ACCOUNT:

Acct #: Acct #,;

Current Balance $ Current Balance $

Current % Rate Current % Rate

CHECKING ACCOUNT: CHECKING ACCOUNT:

Acct #: Acct #:

Average Balance for the Past Six Months: $ Average Balance for the Past$Six Months
Current Balance: $ Current Balance: $

Rate of Inerest: % Rate of Interest: %

Please list other asset acaas below (Certificates of Deposit, Money Market Accounts, etc.)

AccountNumber Balance Type ofAccount Rate ofinterest  Cash Value*
$ % $
$ $ %
$ % $

*NOTE: CASH VALUE IS THE CURRENT VALUE MINUS ANY PENALITIES FOR EARLY WITHDRAWAL.

Signature Printed Name & Title Date

Bank Name and Address

Bank Name and Address

Phone # Fax # EMail

NOTE: Section 1001 of Title 18 of the U.S. Code makes it a criminal offense to make willful false statements or miatemeseanyDepartment or Agency of the United States as to
any matter within its jurisdiction

Rev.12/14
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PENSION INCOME VERIFICATION

THIS SECTION TO BE COMPLETED BY TENANT AND BXBZANEGEMENT

TO:
Name and Adress Phone Number
Fax Number
RE:
PRINTApplicant/Tenant Name Social Security Number
Unit # (if assigned)

| hereby authorize release of my pension income information.

Signature of Applicant/Tenant Date

The indvidual(s) named directly above is an applicant/tenant of a housing program that requires verification of income. Theiorfgroeided
will remain confidential and will be used solely for the purpose of determining eligibility for occupancy. Yopt @sponse is crucial and
greatly appreciated.

{A3YyLFGd2NBE 2F hgySNRa wSLINBaSyidal adAagas
The Lexington Assisted Living Center
Return Form To: 5550 Pimeers Blvd., Lincoln, NE 68506
PH: 4024864400 FAX: 40286-4441

THIS SECTION TO BE COMPLETED BY PENSION PROVIDER

Pereiodic Payments Received: $ ¢ Weekly c¢ Monthly c Other

Effective Date: Ending Date, known:

Additional Remarks: (please indicate any anticipated changes)

Signature Printed Name & Title Date

Name and Address

Phone # Fax # EMail

NOTE: Section 1001 of Title 18 of the U.S. Code makes it a criminal offense to make willful false statements or mistiepseseany
Department or Agency of the United States asng enatter within its jurisdiction.

Rev. 12/14
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MUTUAL FUNDS/STOCK/BONDS VERIFICATION

THIS SECTION TO BE COMPLETED BY TENANT AND EXECUTED BY MANAGEMENT

s Name and Address of Financial Institution Phone Number
Fax Number
RE:
PRINTApplicant/Tenant Name Social Security Number
Unit # (if assigned)

| hereby authorize release of my asggormation.

{AIYLIGdz2NB 2F hgySNRaE wSLINBaSyidldags Date

The individual named directly above is an applicant/tenant of a housing program that requires verification of incomdorfrtatiam provided
will remain confidential and will be used solely for the purpose of determining eligibility for occupancy. Your prorapsessypcrucial and

greatly appreciated.

{A3YyLGd2NBE 2F hgySNRa wSLINBaSyidal adaas
The Lexington Assisted Living Center
Return Form To: 5550 Pioneers Blvd., Lincoln, NE 68506
PH: 4024864400 FAX: 40286-4441

THIS SECTION TO BE COMPLETED BY FINANCIAL INSTITUTION

Market Value: $ Cashuesl
Number of Units (i.e. shares): Owned: at$ r upé
Dividends Paid and/or Interst Rate (the includes reinvested interest/dividends): $ / %

(If varies, please use average dividend paid and/interest rate, or the rate at the close of businessygsterd

Frequency of Interest/Dividend paymentsc Monhtly c¢ Quaraterly ¢ Semiannual ¢ Annually ¢ Other

*Cash Value is the current value less the cost to turn the asset into cash.

Additional Remarks: (please indte any anticipated changes)

Signature Printed Name & Title Date

Financial Institution Name and Address

Phone # Fax # EMail

NOTE: Section 1001 of Title 18 of the U.S. Code makes it a criminal offense to make willful false statements or mistiopseseany
Department or Agency of the United States as to any matter within its jurisdiction.

Rev. 12/14
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ANNUITY VERIFICATION

THIS SECTION TO BE COMPLETED BY TENANT AND EXECUTED BY MANAGEMENT

TO:
Name and Address of Financial Institution Phone Number
Fax Number
RE:
PRINApplicant/Tenant Name Social Security Number

Unit # (if assigned)
| hereby authorize release of my annuity information.

Signature of Applicant/Tenant Date

The individual named directly aboweadn applicant/tenant of a housing program that requires verification of income. The information provided
will remain confidential and will be used solely for the purpose of determining eligibility for occupancy. Your prorapsesspcrucial and
gredly appreciated.

{A3ylI{idz2NB 2F hgySNDa wSLINBhedexingidn &ssisted Living Center
Return Form To: 5550 Pioneers Blvd., Lincoln, NE 68506
PH: 4024864400 FAX:. 402864441

THIS SECTION TO BE COMPLETED BY FINANCIAL INSTITUTION

Type of Annuity held: ¢ Fixed c Variable ¢ Hybrrid ¢ Immedicate ¢ Life c¢ Other

Current/Market Value:  $ Cash Value*: $

Does the applicant/tenant have access to the lump sumount in the annuity? ¢ Yes c No

Is the applicant/tenant receiving periodic payments Yes ¢ No If yes, what amount: $ Frequency:
Is the annuity earning interest and/or dividends? c Yes ¢ No Ifyes, what amount: Frequency:

(This includes reinvested interest/dividends)
*Cash Value is the current value less the cost to turn the asset into cash.

Additional Remarks: (please indicate amyicipated changes)

Signature Printed Name & Title Date

Financial Institution Name and Address

Phone # Fax # Email

NOTE: Section 101 of Title 18 of the U.S. Code makes it a criminal offense to make willful false statements or mistiepseteatsy
Department orAgency of the United States as to any maitathin its jurisdiction.

Rev. 12/14
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LIFE INSURANCE VERIFICATION

THIS SECTION TO BE COMPLETED BY TENANT AND EXECUTED BY MANAGEMENT

TO:
Name and Address Phone Number
Fax Number
RE:
PRINTRpplicant/Tenant Name Social Security Number
| hereby authorize release of my annuity information Unit # (if assigned)
Signature of Applicant/Tenant Date

The individual(s) named directly above is an applicant/tenant of a housing program that requires verification of incoméorgon provided
will remain confidential and will be used solely for the purpose of determining eligibility for occupancy. Your prompsegspcrucial and
greatly appreciated.

Return Form To:

The Lexington Assisted Living Center

{A3ylI {idz2NB 2F hgySNDRa wSLINESSGRioneérs BISd., Lincoln, NE 68506
PH: 4024864400 FAX:. 40236-4441

THIS SECTION TO BE COMPLETED BY LIFE INSURANCE PROVIDER

Dividend Paid and/or Interest Rate
(Thie includes reirestedd interest/dividents)

Policy Account# Market/Free Value Cash Surrender Vaslue 0abk! é AF y2 AyildSNH
$ $ $ /
$ $ $ I %
$ $ $ /

Does the applicant/tenant have access te famp sum amount? c Yes ¢ No

Is the applicant/tenant receiving periodic paymentsz Yes ¢ No If yes, what amount $ Frequency

Additional Remarks: (please indicate any anticipated changes)

Signature Printed Name & Title Date

Name and Address

Phone # Fax # Email

NOTE: Section 101 of Title 18 of the U.S. Code makes it a criminal offense to make willful false statements or mistiepseegeatsy
Department or Agency of the United Statesto any matter within its jurisdiction.
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REAL ESTATE VERIFICATION

THIS SECTION TO BE COMPLETED BY TENANT AND EXECUTED BY MANAGEMENT

TO:
Name and Address Phone Number
Fax Number
RE:
PRINTRpplicant/Tenant Name Social Security Number
PRINTApplicant/Tenant Name Social Security Number
| hereby authorize release of my real estate information. Unit # (if assigned)
Signature of Applicant/Tenant Date
Signature of Applicant/Tenant Date

The individual(s) named directly above is an apptitamant of a housing program that requires verification of income. The information provided
will remain confidential and will be used solely for the purpose of determining eligibility for occupancy. Your prompsegspcrucial and
greatly appreciatd.

{A3AylI{idaNB 2F hgySNRa wSLINEa Sy Tlhedexington Assisted Living Center
Return Form To: 5550 Pioneers Blvd., Lincoln, NE 68506
PH: 4024864400 FAX: 40286-4441

THIS SECTION TO BE COMPLETED BY COUNTY ASSESSOR/REAL ESTATE AGENT

Cash value: $ Market Value: $

Average Assessment Ratio: %

*Cash Value is the current value less the cost to turn the asset into cash.
Please provide documentation of cost incurred in converting this asset to cash.

Additional Remarks: (please indicate any anticipated changes)

Signature Printed Name and Title Date

Name and Address

Phone # Fax # -Mail E

NOTE: Section 1001 of Title 18 of the U.S. Code makes it a coffénak to make willful false statements or misrepresentations to any
Department or Agency of the United States as to any matter within its jurisdiction.
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RETIREMENRASINGS PLAN VERIFICATION
(401K, IRA, Keogh, etc.)

THIS SFECTION TO BF COMPI FTED RY TENANT ANBIFRFMIANAGFMENT

TO:
Name and Address Phone Number
Fax Number
RE:
PRINTApplicant/Tenant Name Social Security Number
I hereby authorize release of my annuity information. Unit # (if assigned)
Sgnature of Applicant/Tenant Date

The individual(s) named directly above is an applicant/tenant of a housing program that requifiesttien of income. The information provided
will remain confidential and will be used solely for the purpose of determining eligibility for occupancy. Your prompsegspcrucial and
greatly appreciated.

Return Form To:

The Lexington Assisted Living Center

{A3ylI {idz2NB 2F hgySNDRa wSLINESSGRioneérs BISd., Lincoln, NE 68506
PH: 4024864400 FAX:. 40236-4441

THIS SECTION TO BE COMPLETED BY FINANCIAL INSTITUTION

Does the lblder have access to the lump sum amount@ Yes ¢ No Type of Account:

(This includes funds available even if withdrawal would result in penalty)

CashVvalue*: $ Market Value*: $
Is the applicant/tenant receiving periodic payments? ¢ Yes ¢ No If yes, what amount: $ Frequency:
Is this savings plan earning interestdéor dividends? ¢ Yesc No If yes, what amount: %/$ Frequency:

(This includes reinvested interest/divideds

If the applicant/tenant is over 70 ¥2 Required Minimum Distributions (RMD) must be withdrawn froradhiend.

Is the applicant/tenant over 70 1/2?¢ Yes ¢ No If yes, what is the annual RMD am®unt:
*Cash Value is the current value less the cost to turn the asset into cash.

Additional Remarks (please indicate any anticipated changes)

Signature Printed Name & Title Date

Name and Address

Phone # Fax # Email
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