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Gnvemmant'pf #he District of Columbla
Departm(mt of Health Gare Finance
Division of Lcmg.-Term Cara

‘.
*
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Page:176

Pian of Care for Medlcaid Personal Care Alde {PCA). Home Health Aide and/or Skilled Nursing Services

To be complsted by the Licenzed Home Health Agency (DC Medicald Provider). Please print clearly
and complets all sections. If you have questions about this form, please call DHCF at {202) 724-4282,

Date; _Z_I_Z.-if_g

{ ] Recertification
[] Personal Care Alde Hours

Hama Qf Home Health Agency; T & N RELIABLE NURSING CARE, LLG
Address: 3800 1Bth ST NE , Washingion, BC, 20044~
Phone {202) 529-6510 Fax {202) B28-8570
Slgnature of RN complating form: &La. @ P v | 2
Btart of Cara date: 813/2013 r
Plan of Care Certification Peradt From: 8M%2012  To: 91272014 [f] Initial
This Plan of Care Is for (chesk): ([ Mome Heaith Vishs ff Home Health Hours
(7} Name of Benscficlary . .
First Name Widdle initial Last Name

(2) Fermanent Adgress; 225 B8TH PL NE, Wathingtan, BC. 20018

(3) Phone Coemeg {4) Dato of Birthy (6) Sex
(6) 88 {7) Meticare # : (8) Madlcaid #
{8) Contact Information for Next of Kin/Responsible Party an@e /A If applicablo):
ROBEMARY OGBENA .
Firat Neme Middle Inltic . <yast Name i
{10) Permanent Address re

(11) Phone  (202) 445-7786

{12) Doscribe the hom@ Environ
Gllent Mr. . - home enviranms 7 amanged, safe and meets his needs

-

pport syatem (family and communlty resoweas)

Rovized February 13, 2012
Pagefefd
Board of Zoning Adjustment
District of Columbia

CASE NO.18820
EXHIBIT NO.21
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25-SEP-2@13 15:27 From: 2825184635

Paee:B/6
Namo of Medicald Reneficiany: 5
' Medicald ID: ™"
(43} Ciapnesis(es) vausing patient's disabllity{ies) and othor pertinent dlagnoses ar surglcal procedures:
_, Schizephrenia-205.9; Hypertension-401.9; MOOD DISORDER-298.83; Migh Chotestorol448.0; <= 3 =
{14) FUNCTIONAL LIMITATIONS: ) ACTIVITIES PERMITTED:
() Bathing ] Bedrest (3 craiches
2| Tolisting [ Cemplste Bodrest Cane
¥ Draszing {dBRe [ wheslichalir
[ Eating £} Up As Talarated (0 walker
{1 Gelting In and out of ked [0 Transter BadiChalr [ Mo reswictions
Taking medicetlon presoribed for sell adminlstration ] Tellet Invepundently
[ omer (specliy] ] Tranzfer Bod/Chalt
7] TeMat with assistance
7 othar (spestly)
(18) Allergies: ] Yes, please explaln 7] No

{46) Medication{s) (dose, routs, frequencyl
MEDICATIONS Masuged by VA Nursy

{17} Skliled Nursing Servics(s] Orderad Epoclly anounyirequencyiduration. If nono, siate hane):
BN vish evar%monlh and gs nosded for a periad & months for assessment of all systams and supervision of Home Meaith Aldes.
Call MO for BP>160/90=90/60, pulse>100<Al, Raspr24<14, Temp>100.5<96.6
If BS>250 cliant Famlly/nurse to administer insulin ae erdered, of If <60 giva any julca avellable and cafl MD.
Irstried cfiant on safety maasures, fall pracautions and gmergency protocol.
All T&N etafiffambyiclient 1o Innittate 811 for any life threatoning emergancy and protocol

(18) Persanal Cave AldafHome Health Alde Services Ordered {Specify amountfrequensy/dumtlon. If none, stite none
Bhra dafly X 7 deys 2 week for 8 monthe

Revigod Fahvuary 13, 2012

Page 2 of 4
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E5-SEP-2013 15:27  From:2BR5184635 Paoe: 36
Name of Medicald Beneficlary: rrsTe T
Madicaid tD: YT Tes

{18} Does tha patient have a 24-hour maragoment plan? {i.e, a p!an of carg of home health serviceslpersana! care a.!de
services are not In the homa)

/) Yes, please explain [ dto, RN documents recommendations

Gllent has Ms. Rosemary Ogbana who I his maln support system. Resemary will be avajlable to assist in ADLz when PCA services ra not
avallable. Cliant has a phene to call In case of emergengy.

{20} Nutritions] Raquirements:

Yes, a specific diet is required. Explain below (1 Me. Indteate 'None' below

Slow selt diet, Low fat
{21) Safaty Measuras: .
Usa of assistant devico when ambulating W
Cicar pathwaye of &l obstructions L umadin precauBans
7] support during tranafsr and Hitiny Gilent cannot be left unsttendad
[0 No smoking or open flemas In vicinity of oxygen - L Keep sidn calis-up-pt-alf-imes
] Keep hard candy on patient at'all times [ other :_(:g?_llfm _ B
() wash hands befors and after wound care T
{22) Mental Btatus:
7] Orlented {7 Comatose A Forgartu [ pepressed
(] pisoriented [ Lethargis {7 Agitataa {1 Other {specify)
{23} Goals

Patient will ba mairrtained In a ¢afe end comrortably anvironment with PCA BATVICHS,
Patlent /Caregiver(s) will ba knowlgdgeable phd eompotant in all aspects of:

[ dietary reginion 82 medication regimen {3 wound care parformance and management
dizsase process ] diabotic regiman [ uze of glucometar

[ Insulin praparetion and adminlstrstion {3 coudmadin/O2issizire pregautions

{3 Pelsylsupstpublefcondem satheter cars and maEnagement 2 N& @-Tuha care end managoment

Patient will achiove maximum leve! of functioning in ;as_ weehe, Carcgiver(s) will demanstr

competancy in patient cars in F ) . waeks.
{24)HHAIPCA Goals: :

Client will be free from {ails and Injury, Cllant will aghere to medication and dietary regimen, Cliant will ba discharged when goals are mel,

Reviged February 13, 2012
Page 3 of 4



£5-GEP-2B13 15:27 From: 2825184635

Name of Medicald Bensficiary:

Mediceid 10z
~— {26} Prognosis: ] Poor {7 Guarded Fair O Gond
{26) Rehab Potentlal: (] Poor [0 Guarded R Paly [ Goud

(27) Distharge Plans: Patientwill ba discharged to card aof aalficaregiven@D whem
Patient reeds sikilled care and goals are met.

{T] Patiant s referred to outputiont servicas. .
Patient/family membens are able to providn care.

Page:4/6

R gl

[0 Exceliont
[ excanent

[Jother (Specity) § .

Contect Informatien for RN sompleting form:

(28) Name of RN: i/i@ 5 éﬁ {ﬂﬁ(

practitionar approving Plan af Carg!
(28) Neme of Physitcian/Nursa Practitionen VAN MONSERRATE, MD

(30} Addrese 5O IRVING BT NW, WABHINGTON, B¢ 284

1) Phone  (202) 745-8377 - fBayFad . (202) 746-2209
T PhysicianfNurse Praciitioner Signature: ez 7 A
’ , . F

Reviaed Februery 13, 2012
Page 4 of 4
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Governmant of the District of Columbia
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Plan of Care for Msdicaid Personal Care Aide (PCA), Home Health Aide and/or 8killagd Nursing Services

To be completed by the Licensad Home Health Agency (DC Medicald Provider). Please print clearly
and cotriplate all gections, if you have questions about this form, please call DHCF af {202) 724-4282.

Namag O Home Health Agency: T & N RELIABLE NURSING CARE, LLE
Addrean; 3500 18th 5T NE , Washington, DC, 20018-

Phona (202) 5206640 Fea (202) 5296670 */

Bignature of AN compilating form: AA& Date: _ﬁg&)ﬁ

Start of Care duta; sR201
Plan of Care Certifization Perlod: From: 11/21/2013  To: gr2ar2014 [ initial Recartification
This Plun of Care is for {ehicukl [T} Moma Heatth Visits ] Home Hasmn Hours Pergonal Care Alde Hours
(1} Name of Bonoficlary [ SR
Fieet Name Middia Initial Lasi Nama
{2) Permanent Arddresy; . 22306THPLNE, WASHINGTON, BC 20019
(%) Phone s . {4) Duta of Birth 7 {5)8ex F
(8) 88# : (7) Medicare @ () Madicaid #  ~"~"4703
{0) Contact information for Niext of Kin/Responaible Party (Indicate N/A if applicable):
_ ed
Elrai raamio Middls Initial Last Nama
(10) Permanant Adaress

{1} Phone  (202) 300.7509

(12} Deacribe the home onvironment akd putionr's gupport system (family uod 26mmunity rasouresa):

Prsu?n;yﬂvu wiith othars in & group home, Heme is sdeuately fumished, claan, sefe and meets her naeds, She hos two ctildron who vist har
1CQulay,

Rovised February 18, 2012
Page 1 of 4
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EATS 03 defd-NHal
Nama of Medionid Beneficiary:
Medlgaid ID: 70881207

W« 220001080 Faed' 2

Wwodd WdiE:dR CTB2-p-d35
anings

(13) Disgnasle(es) causing pationts disabhity(ies) and othor pertinent dingnoses er surpical procedures;
Ganeralized Wetkness-T28.8T; c:unmsiah-ma.z; Hypertenaion-401.9; Hyparchologutolemia-272.0; Ganatiprtion-564.00; Acid Reflux-

430,815 - a

(14} FUNCTIONAL LIMITATIONS:
[0 Bathing
{71 Telating
Urétsing
7 enting
7] Gatting In and out af st
¥ Taking medication preseritnd for self administration
] other (speclty)

(18 Allorgise: (] Yo, please explain B no

{16} Medication(s) (domc, rauts, frequoncy);

ACTIVITIES PERMITTED;

O Bedrest

[J complete Bedrest

] BrP

Up As Toleraton

O Transter Bed/Chait
{# Teuet indepundently
[J Trunsfer Bed/Chalr
] Taliet with assletanca
] Other (speeity)

[} Grutches

(v Core

] wnewohalr
Walker

[ Ho restrictiona

lose 104m/1 511 by mnth daily
Pt W 8.6/50mg (Mab) by mouth aally
Vﬁn]uglipine 8 MG (luab) bry mquth daily
| Tovaglatin 20M (Ltab) BY MOUTH aightly
£, Aggrawx 200-28mg (1tb) by mowth twice dally
/ \/ E’“‘“‘“‘“R 20mg (ltub) by mouth daily
j "LISINOPRAL 40 MG (11ab) by mouih asily L

{17) Skitlad Nursing Service(s) Ordorod {Specity amountifrequency/duration. if none, state nonek

RN visit every month morih and a3 acoded for a period of 8 months for assessman of all eysiems and supervision of Homa Health Aidey.
CGan MD for BP>160/90+30/60, pulse 10080, Fleap»24=14, Tompr100,5<06.5

I BS¥250 oliont /Family/nurse 16 administer Inaulin 25 ordered, or if <40 give any juice swuitsbls and call MD.

Instruct Gltant on safely measures, fall precautlons and emergency protosel.
Al TAN Rta#amity/olient fo lnitfote 811 for any fifé thremtening emergency and protocol

{18} Porsonal Gare AjdefHoma Heslth Alde Servieas Ordored (Spaclly smounti{roquency/duration. If NenB, stats none):

12hrs daily X 7 days a week for 8 manths

Reviged February 18, 2012
Poge 3 of 4
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PUTS d3W deds-rH:aI SAd  WIBEIE ST2-pE-u3S
Name of Medicald Bonaflcind! nge

Medigald 10:

%{19} Dou= the patlent have » 44-hour management plan? {l.0, & plan of care af homo haalth eervices/porgonal car aide
services arg not in tha home)

Yos, nlanse explein {1 no, RN documente reaommeandations
Patlsnl ivea In & group home with athara and It is staffod for 24bus & day.

{20) Nutrilonal Reguircments:

Yas, a spacific diet is roquirad, Explain below [ No. Indlicata 'Nona' below

Low salt Diet, low fof dinl

{21) Bafoty Meesures:
Uso of anglstant device when anbulating L| ulzure precautions
Clear pathways of all obsvruetions: [ Goumadin pmcautions
D Suppert during tranafer and Titting [ ciant eannot be left inattended
{"] Mo amgking or open flameg in vicinity of oxygen [ Kawp sida rails up at il tmas
[7) Maop hard candy on patient ot 3M timee [ Other iecif)
] Wash hands before and after wound care {

(22) Mental Status:

] oriented 3 commtena O Forgetiut (3 Doproszaa

Disorlonted [ Letharyle O Agitaten A Other (spactry)  confused

(23) Goal
Patlent will b maintuined In 3 gafe and comforiable envinanmaent with PCA setvices,
atiant /Caregiver(s) will be knowledgoable and campatent In ull népocts of:

. diniary ragimen modication regimen [[] wound care patformancn arat menagemont
[ disoase process ) diabtic vegimen [ uzo of glucometor
[ insulin preparation and sdministration ] eoudmadin/D gsizure procautions
[ rolcylsuparpuble/sendom estheter sare and managamant (] NG G-Tuba care and managrment
Patiant will achleve maximum invel of imetioning In ~ [26  wecks, Caregiverts) will demenstr
competendy in patient ¢are In 54—_“-' weoks,
{2)HHA/PCA Goals:

Clignt will s fres from falls and Injury, Cliant will adhere o madication end distary ragimen. Client will be dischargad when yuals are met,

Rovised Fabruury 18, 2012
Patjc 5 of 4
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HETS O3W ddd-NH:0IL . 12P £TPR-pE-dI35
Name of Medicpid Benefictary: s
Modicald 1x
(25) Pmgnosin [ poor O Guanded Puir [ Goed [ Excallent
(26) Rohab Potentiat:  [[] Paor O quarded & Farr 3 6ood ] Exosllent

(27} Dicsharge Flans: Putiont will ke discharged to caro of gatfloursglvers)MD whon!
Pationt naads skilad care and goals are met.

(0 eatient is wotorred to outpatient Eervicet.
Patfentifesmily mambers are able to provido care, ) -
CJother  (Specity) |

Comact infermation for RN complofing form!

(@) Namo of RN: /g, D82 K. (

Practitinner approving Plan of Garct

129) Name of Physician/Murae Pragiitioner Qbirasan. MD

(30) Address  Howard Unlversity Hospital, Washinglon, DC

(31 Phone  (202) 8855281 shesx (00 / / // P,
& / g

{34) Dt /

(33) Physioion/Nures Practifiancr Sighnbure:
The proctitioner must slyn the form within 30 days of ita dovei

Revived February 13, 202
Page 4 of 4



12/86/2813 17:58 Bl KBC NURSING AGENGCY PAGE B4/87

(4NN

Govermnment of the District of Columbia DHCF
Department of Health Care Finance

B
S e Divigion of Long-Term Care

Pian of Care for Medicaid Personal Care Aide (PCA), Home Heaith Aide and/or Skilled Nursing Services

Ta ba completed by the Licensed Home Health Agency (DC Medicaid Provider). Pleage print clearly and complate all
sections. If you have any questions about thiz form, please call DHCF at (202) 724-4282.

Name of Home Health Care Agency XBC HOME HEALTH CARE Prov. No. 036304400
Address 7506 GEORGIA AVENUE, NW WASHINGTON DC 20012 1608

Phone 202-291-6973 Fax 202-281-7012 NPl 12748348692

Signature of RN Campleting for?@ﬂ al ,A/l/' %ﬁ/- ¥ A’ . ﬁfiat;: & i

-

Start of Gare Date: 10/01/2011
Plan of Care Certlfication Period: From: 10/031/2013 Te:r 04/01/2014 [ Initial B Recaertification
This Plan of Care is for {check): [ Home Health Visits O Home Health Hours Personal Care Aide Hours

{1} Name of Beneficiary: p

(2) Permanent Address: 225 56TH PLACE NE , WASHINGTON, DG 20019
(3) Phone: {4) Date of Birth: 10/06/1249 (5) Sex: M
(6) SS# (7) Medicare # (8) Madicaid T

(9) Contact Information for Next of Kin / Responsible Party (Indicate N/A If applicable)
ROSMARY Relation: CM

(10) Permanent Address ¥ F

{11) Phone:

(12) Describe the home environment and the patient's support system (family and community)
Patient lives in a group home which is maintained without safety hazard. Client i3 forgetful
and hes difficulty ambulating snd performing his ADL's. He is at risk for zelf naglect 50 he
naeds PCA assistance with hisz ADL'‘s/personal care. .

PCN: 00000608878 Paga10fd



12/86/20813 17:55 al KBC NURSING AGENCY PAGE B©5/87

Name of Medicaid Beneficlary: M. - o
Medicaid 1D:

(13) Diagnoszis(ee) causing the patient's disability(ies) and other partinent diagnosis or surgical procedures

Diagnosis: 4019 HYPERTENSTON NOS, 29592  SCHIZOPHRENIA NOS-CHR
(14) Functionai Limitations: Activities Permitied:
Ambulation, Dygpnea With Minimal Exerticn Up As Tolerated, Cans
(15) allergles: O Yes, please explain No.
NKDA
{16) Medication(s) (dose, route, and frequency): @ 0 Mfm {
TAXID LoUMG VR — B O T H Q
Start 10/01/2011 .D{ % ¢
ABILIEY 20MG DAILY BY MOUTH
Start 1L0/01/201) .
HYDROCHLOROTHIAZ IDE 25MG DAILY BY MOUTH @ X
Stazt 10/01/2011 Simastocivs
ASPIRIN Bl MG 1 TAB. EVERY DAY BY MOUTH Y] -1\1\,3 KuwS
Start 10/01/2011

~ e ’ -~ = — »
SALCIUM + VITAMIN D 500MG/ 2000 2X DAY BY MOUTH WWW

Start 10/01/2011
0.C AN Q>
(17) Skilled Nursing Sarvice(s) Ordared (Specify amountffrequancy/duration. If none, state nona.L

Wound Care Assessment: include stages of tissue destruction, location, size, drainage and depth of impaired skin integrity

§N: 1-2% month x 6 months and PRN . Assess clinical status, vital signs and responsa to
medications, raview diet and instruct on medicationa, assess medication and diet compliance,
instruact and supervise personal care aide to assist client with personal care and ADL's.

PCA: fhours daily = Tdays x 6 months to assist with personal care and ADL'S: complete bakh,
cate of hair/nails, oral hygiene, foot care, assist w/ dressing/grooming, make bed/change
linens. Asslist with feeding, encourage fluida, change pt's position as needed, remind pt to
take medications, supervise pt, straighten pt's room. PCA may accompany Lo MD appts,
Househnld Activities: Light laundry., grocery shopping, meal preparation, light housekeeping.

MSW: 1-2 » m x A months prn ta 1link tTco community resources 2nd long term planning.

(18) Personal Gare Aide/Home Health Aide Services Ordered (Spacify amount/frequency/duration. if none, staie none.)

8hours dalily x 7davs x 6 months to assist with personal care and ADL's: complete hath, care
of hair/nails, oral hygisne, fool care, assist w/ dressing/grooming, make bed/change linens.
Assist with feeding, =ncourage fluidsg, change pt's position as needed, remind pt to take
medications, supervise pt, straighten pr's room. PCA may accompany to MD appts, Household
Activities: Light laundry, grocery shopping, meal preparation, light housekespling.

(19) Does tha patiant have a 24-Hour management plan? (i.e., a plan for care when home health services/personal care aide)
services are not in the homa)

Yes, please explain [l No. RN documents recammendations

Staff. matient and caregivers have been instructed to call 211 and family member, !
' L case 0f An emergency

PCN:! 000Q00B8879 Paga 2 atd



12/86/2813 17:55 81 KBC NURSING AGENCY PAGE BB/@7

Name of Medicaid Beneficiary:
Medicaid 1D

(27) Discharge Plans
Patient will be discharged to care of selffcaregivers(s)/MD when:

O Patient needs skilled care and goals are met
[ Patient is referred to outpatient services
Patlent/family members are able to provide care.

Other:
Contact Information for the RN eompleting form:

(28) Name of RN:

REGINA ANYIKENG
Practitioner approving Plan of Care:

(29) Name of Physician/Nurse Practitioner:
CAITLIN CROWTHER LIC: NPI: 15586522202

(30) Address WASH DC VA MEDICAL CENTER, NW, WASHINGTON DT 20422

{31) Phone 202-745-B445 { Fax 202-518-4635

(23) Physician/Nurse Practitioner Signature: “}\\ OL"M’W\ Az {34) Date: W)U

The practitioner must sign the form within 30 days of its development

For Division of Lang-Term Care use only

Approved for { ) Disapproved
Approval Paried

PCN: 00D0DOBATY Pago 4 of 4
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* % Govermnment of the District of Columbia
Department of Health Care Finance
Division of Long-Term Care

Eean
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Plan of Carg for Moedicaid Parsonal Care Alde (FCA), Home Health Aide and/or Skilled ' lursing Sewicw

To be completed by the Licensed Home Health Agency (DC Medigald Provider). Plea e print clearly
and complete all sections. If you have questions about this form, please call DHCF & (202) 724-4282.

Name OF Home Health Agency: T & N RELIABLE NURSING CARE, LLG
Address; 3500 18th ST NE , Washington, DC, 20018

Phone (202) 526-8510 ' Fax (202) 5256570

Signature of RN aomplating form: ’z&\/

Start of Care data: 1212212008

Plan of Care Certification Pariod: From: 817013 Te: Jerzota ] initel
_This Plan of Case is for {check): [J Home Health Visits l‘_'} Home Health Hours

i & 0l %

Recerifical in

) Persone Gare Alde Howrs

{1} Name of Beneficiory
k Fitst Name Middia Initiel Lret Name

(2) Permanent Addrese: 225 S6TH PLNE,  Washington, DG 20019

- (3} Phone (. 7 (4) Date of Birth (8} Hox

(€)sse (7) Madicare & (8) Medicand &

(9) Contact information for Noat of KinRusponalble Party (indicate NiA if applicable):
~ ROSEMARY OGBRENNA ;
First Nama iiddla Inftisl Laat Neme

{10) Bermanent Address i

(11) Phone  (202) 445-7706

(12) DaBcribe the homae snvironment and patient’s support cyztom (family and communlty resources):

Patiant Jivag In 3 group home that is staffed al all times. Home i well mamtalned snd meets his needa.

Re ‘ued February 13, 2012
LT AR



Name of Medicaid Beneficiary: (AN
Medicaid ID: g

(13) Diagnosis(es) causing patient's disability(les) and other pertinent diagnoses or surgical procedures:

Schizophrenia-295.9; Bipolar Disorder-296.8; -; -; - ~ 1 =

{14) FUNCTIONAL LIMITATIONS: ACTIVITIES PERMITTED:
Bathing [T] Bedrest ] Crutches
[] Toileting ] Complete Bedrest {"] cane
Dressing ] BRP [J Wheelchair
] Eating Up As Tolerated [] walker
(] Getting in and out of bed [C] Transfer Bed/Chair [] No restrictions
Taking medication prescribed for self administration Tollet Independently
[] other (specify) (] Transfer Bed/Chair

] Toilet with assistance
[] other (specify)

(15) Allergies: Yes, please explain [ No
Seasonal

{16) Medication(s) (dose, route, frequency):

Ducosate sodium 200mg by mouth daily
Abilify 15mg by mouth daily
Diphenhydramine 25 MG by mouth at bedtim
Trazadone 50 MG by mouth at bedtim

{17) Skilled Nursing Service(s) Ordered {Specify amount/frequency/duration. If none, state none):

RN visit every month and as needed for a period of 6 months for assessment of all systems and supervision of ‘ lome Health Aides.
Call MD for BP>160/90<90/60, pulse>100<60, Resp>24<14, Temp>100.5<96.5

If BS>250 client /Family/nurse to administer insulin as ordered, or if <60 give any juice available and cali MD.

Instruct client on safety measures, fall precautions and emergency protocol.

All T&N staff/family/client to innitiate 911 for any life threatening emergency and protocol

(18) Personal Care Aide/Home Health Aide Services Ordered (Specify amount/frequency/duration. If non ., state none):

8hrs daily X 7 days a week for 6 months.

C_Wé@ resSs

Revised February 13, 2012
Page 2 of 4
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Name of Medicald Beneficiary:
~ ’ Medicald Ib: sl
-
)Kus) Doas the patient have a 24-hour management plan® (I.0. 2 plan ot carg of hama kankk gerVICeB/parson | care gide
sevloes are not In the home)
- N ] Yos. please oxplain {7 No. RN dotumenta recommendations
: Petiant ves in o group home thet iy stafled at all times,
© (20) Nutiitionel Requirements:
Y03, & spueific diet s required. Explain balow ] Mo indicate 'None' balow
low guedium
' {29) Sarety Measures!
B4 Une of ssvistant dovice when ambulating [ Seizure precautions
%)) Ciaar pathwaye of all obstructions [ Goumadin procautions
(2} Support during transfer and fitting {7 client cannot be lef unsttended
| No smoking or opan flamos In visinity of oxygen [[] Keap sida ralls up at all thmes
'] Keep hard canay on petiont at sl times Rlothor  (Spesif)
~. [7] Wash hands before and atter wound care il 871 for life threatening smergenc
{22) Mental Status:
] Orlented M comatoss () Forgettul [ pepressed
[ pisoriented [ Lethargic (3 Agrtated [ other (speaity)
- _{25) Goals |
Patient will be mainteined in a safe and cemforiahla environment with PUA sorvigog,
2 Patient ICaregiver(s) will be imowledgeabls and compatant in all Bapocts af:
AT ) dietary reglmen ] medication regimen 0 wounu care pertormanes and m nagement
ok  disoase procose §2) diabetio regimon 2] uno of glucometar
e [ msulln proparation and administration [ coudmadin/2izstzure provaul 1a
: "] Foleylauperpubicicondom eatheter care and mensgame (O NG &-Tube care and manageme 1
Patlant will achleve maximum level of functioning in Y wenks, Carogiven(s) will dumonstr
competancy in pationt gore in T B weoks,
W o {28)MHAIPCA Goula:
e Glient will be frea fram falls and Injury, Client wil adhere fo medication and dietary regimen. Client will be discharge - when goals are met.
T

Re need February 13, 2012
| age 3ot 4
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THELTCWLY KWOe LY UL

Name of Medicald Benoficlary:

Medicald (D:
(25} Prognosls: O poor O Guarded Falr L] Good
(26) Rehob Potential:  [] Poor [ Gyarded Falr [ Good

{27) Discharge Plans: Patient wiil be discharged to gare of Golfiogarogivor(cMD when:
Patlant neada skilled care and gonly are met.

[ Pationt is referied Lo outpstient servicen.
&7 Patientfamily members are able to provide czes.

TS
(] Bxoolk
[ Excsls ®

[ othar  (Spoclly) J

Contact Information for RN esmpleting form:

(28) Namo of RN: Ug 4 Q%a:i

U DOUD LU Fa2” 2

Practitioner approving Plan of Cara:
{28) Hame of Phyricisn/Nuren Praciitionen THOMAS QB[SESAN, MD

{30) Address HOWARD UMIVERSITY HOSPITAL, WABHINGTON, DC 2
(31) Phone  (202) BES-U2u0 (32 Fax  (202) 86 g
| 138) PhysiclanfNuree Protitioncr Signature:

A ' 7
e practitioner muat sign th form within 20 deys of its developmept /
S
4

/

Re' 1860 Fabruary 13, 2012
P gedofd




g Héfh/J fsk
11-0CT-2913 14:19 From: 20925184690

Page: 25

*

4 * Government of the District of Columbia
Department of Health Care Finange
Division of Leng-Term Care

Plan of Care for Medicald Personal Gare Alde (PCA), Home Health Alde and/or Skillod Nursing Services

To be completed by the Licensed Home Health Agency (DC Medicaid Provider), Please print clearly
and complete all sactions, If you have questions about this form, please call DHCF at (202) 724-4282,

Name Of Home Health Agency: T & N RELIABLE NURSING CARE, LLG
Addroas: 3500 18th ST NE , Washington, DG, 20018
Phona (202) 525-5510 Fax (202) 529-a570

Signature of RN completing form: ]A{ﬂ /%V\r {j’ . k"v Date: i}éb _[_f

Start of Caro date: 11f12/2009

Plan of Care Certification Perlod: From: 114372013 Ta: &/12/2014 [7] Initial W] Recertification
Thie Plan of Care is for (chack): (] Home Health Vighs ] Home Health Hours 541 Porsenal Care Aldo Hours
{1) Name of Beneficlary s A e

First Name Middle initial Last Namg

(2} Permanent Address: 4810 18T STREET NW, Washingtan, DG 20011
(3) Phona ) Dateof Blrth -~ - (6)8Bex M

e

(6) &8¢ ) (7) Medicare # (8) Medlcald #

e

(8) Contact information for Naxt of Kin/Raspanaible Parly (Indicete N/A if appiigable):

* Rosem:
£lrst Neme Middle Initial Last Nama

(10) Parmanent Address e

(11) Phone  (202) 445-7788

{12) Describo the home environmont and patient’s support systom {farnily and community resources);
Patient lives in a group home, Home snvironment i§ tloan, safe, well aranged and meats his needs,

l Revized February 13, 2012
Pagre 1 of 4



11-0CT-2813 14:19 From: 2825184690

Name of Medlcald Bensfictary:

g

UNSTEADY GAIT-781,3;
e A et B Y

(14) FUNCTIONAL LIMITATIONS:

{7 sathing
{7 Tolleting
Dressing
O Eating
O G‘etﬁng In and out of bad
A" B0 Taking modication proserined for self administration

Hyparnension-401.9: Hy of stroke-v17.1; Back Pain-724.5; DM 1-250.0;
e S ——Y

Pase: 375

| MES
Madicaid fi

- (13} Dlagnosiz(es) causing patione's dizablity(ies) and other pertinant diagnoses o surgical proceduree:

hyperiipldemla-272.4; ; -;

Revzanag,

ACTIVITIEG PERMITTED:

(] Bedrest £ Crutches

[ Gomplete Bodrest, "4 Cane

] ere (3 Wheslchair
Up A= Tolerated ] wWalker

[ Transfor BedfChair [ Na reatrictions
(2] Tollet (ndependantiy

(O other (specity) [ Transter Bed/Chair
[ Teltet with assistance
[ other {spaclty) patlent uses a cane as needed
(16) Allorgion: [ Yes, pleosa explain M No
(16) Medication(s) {dose, routa, frequancy):
Doousato S0mg (1tak) by mouth twico daily
Ferrous gluconate Itab by mouth daily
metraprolol 25mg (1&1/2mbs) by month daily
" Nifedipine S0mg (2tabs) by mowth daily
Dialyvite Ltab by mouth daily
vitemin B1 (Thinmin) lGO;gj(lmb) by mouth dally
LISINOPRIL 20 MG (31&1/2tabg) by mouth daily
Simvastarin 40mg (1&1/21abs) by month daily
v~ Tantug Insulin Yunits’ subout every moming
Dextrase 40% oralgel (Jeb) Oral daily a3 needed
Clonidine 0.2mg (patch) daormal Every Friday
(17) Skilted Nursing Sarvice(s) Ordared (Specify amountifrequency/duration, ¥ none, state none):

RN visit evary month and as needad for a period of & months tor assessment of all eystemns and &upervision of Home Haalth Aidas.

lCalf MD for BP>160/60<50/50, se>100<

pui
3mily/n\TSe {0 aam|

60, Reap>24<14, Temnp>100,5<66.5
Bt insulln as orderad, or If <80 giva any Juite available and call MD.,

By

Sately measures, fall pre

* instids e sJiailstvisin

BRrs procauhion :
ADTEN staffffamilyfelient to Innltiate 811 for any life threatening emerganey and protocol .

{18} Pereonal Cara Alde/Home Health Aigs Borvices Orderad (8pesify ah\ountlfrequemy:‘duraﬁm{. It nona, state none):

Bhre daily X 7 days a weak for 8 mapths

Reviged February 13, 2012
Papga 2 of 4



11-0CT-2813 14:19 From: 2825184699 Pase:4-5

Nama of Medicald Banaficiary: T
Medicald ID; ST
%419} Dass the patiant have 5 24-hour management plan? (i.e. & plan of care of home health san_‘rloes.!psfsonal eare gide
= EONVices are not in the hame)
bel Yes, pleasa axpiain (1 No, RN documents recommendations

%_}‘atlent lives in a group heme and R 15 staffed 24hrs day. There is a phone in the home to call in case of emergency,

(20} Nutritional Requiremants;

% Yoz, & specific diet is required, Explain befow [ No. indicate 'None® betow

No eonc aweats, Low sedium diet, low fat

(21) 8afoty Meazuras:
Use of assistant device when ambulating [ setzure precautions
&2 Clear Pathways of all obstructions [J coumadin procautions
L support auring transfer ang litting D Cliont cannot be feft unaten ded
O ne &Moking or epen fiames in vicinity of oxygen [ Keep atda raits up &t ail times
be) Keop harg candy on pationt at afl Hmes L] Other  (8pecity) _
[ Wash hands before and atter wound care L . '

{22} Mantal Status: '

i Orienteq [ comatosg CJ Porgetiut [ epressey

{J Blzeriented (3 Lethargic [ Agitatad [ other {8pegify)

(23) Goalg

] dietary regimen medication regiman O wound care performance and management
] diseasa pratess diabetle regimen M use of glusometer
o b4 insulin preparation and administration | coudmadin/O2lseizure proeautions
O Folayfsuperpubicleondam cathesr care and manegemant {J NG G-Tube eare ang management
Patlent will achlave maximum leve] of hmuﬁo_n_lﬂng In 6 ‘ wooke, Carglver(s) will demonstr /
compstency in patient care In 4 . wooks, ‘
{24)HHA/PCA Gaals:

.. Ravised Fobryary 13, 2012
Page 3 of 4



11-0CT-20413 14:19 From: 28251846560

Namo of Madleald Banofiglary;

 Madicald 1
{25) Progmosis; O poor ] Guarded [ Fair Good
(25} Rehab Potential: [ ] Boor ] Guarded {0 Fair " [ Good

{27) Dischargoe Plans: Patient will he discharged to care of zalffearagiver{eMD when:
i) Patient needs skillod care and goals are met.

[0 Pattant s mfarmed to outpationt services.
Pattantifamily members ure able to provide care.

Paoe:5/5

{1 Excellent
‘(7] Exestient

(1 other  (Spocify) § | , . § w o .

Contact information for RN completing form:

{28) Name of RA: ”ﬂm mﬂ% ('.,..

Practitionar approving Plan of Care:
(28) Name of PhysiclenfMurge Practitioner: CHANG YONMEE, MD
D

{30) Address 50 IRVING ST NW, WASHINGTON, BC 20422

(31) Phone  (202) 745-8000 ($2) Pax ‘tﬁw

{34} Date: e / ]'LIE}

(23} Physician/Nurse Practitioner Signature;
he practitioner must slgn the form within 30 days of its davalopment

Reviged February 13, 2012
Page 4 of ¢



To: 92825291570 P.2s5
OCT-@2-2013 14:26 From: »

* * * Government of the Dlstrict of Columbia

— Department of Heglth Care Finance

i Divizlon of Long-Tenn Care
Plan of Care for Medicaid Personal Care Aide (PCA), Home Health Aide and/or Skilied Nursing Services

To be completed by the Licensed Home Health Agericy (DC Madicaid Provider). Flease print clearly
and complete all sections, If You have questions aboyt this form, please eall DH('F a¢ (202) 7244282,

Namg Of Home Health Agency: T & N RELIABLE NURSING CARE, LLC
Addreng; 3500 18th ST NE | Washington, BC, 20018-

Phone (202) 520.6854¢ Fax (202) 520-6570

Signature of RN cemploting form: MAA @AA a4 LL/ Date: il _[5‘_1 _[3

8tart of Care date: 1372013 Q
Plan of Care Certlfication Period: From: 913/2013  To: $M212014 7] Inktlal [ Recarfication
This Plan of Care is for ({check): [} Homea Hexlth Visits Home Health Houms 0 Peez:nal Caro Alde Hours

(1) Name of Bensflclary

Firgt Name Middie Initlal Last Name

(2} Fermanent Addrase: 223 B8TH PL NE, Washington, DC 2001y
7 {3) Phono (4) Data of Birth ‘ (818ex M
{8) 555 (7) Madlcare # {8) Medicaig %

(8} Contact infermation for Next of KinfRegponelble Party {Indicato NJA If applicable);

ROSEMARY OGRENA
Flrst Name Middle inltial Lust Name

(19} Permanent Address e
(49) Phone  (202) 445-7788

{12) Describe the homa anvironment and Fatients support systom (famlly andg community regources):
Clignt receives support from Rosemary Ogbena. Her home Bfvironment is clean, wall amanged, sefe and meets hel neegs,

Rvised February 13, 2012
ageiofd



F To:9202529¢ 570 p.3/5
| NCT-P2-2013 14:26 From:

Name of Madlcald Beneficiary:
Medleaid ID;

{13} Diagnosis{es) causing patiant's dizability(les) and othar pertinent diagneses or surgidal procedures:
‘s Pasencid schizophrenia-205.30; Hypertension-401.9: GERD-830.81; hyperipidemia-272.4; Constipation-564,00; - «

{14) FUNCTIONAL LIMITATIONS: ACTIVITIES PERMITTED;
[T Bathing [ Bodrest [ crutches
[ Toileting [} Complete Bedrost  Oowmne
[ bressing {0 ere . [ Wheelehair
(] Eating Up As Toleratad 1 walker
[ getting in and outofbed [ Transfer Bed/Chalr © [ No restriations
b4 Taking medication proscribed for salf sdminlstration {#) Tallet Independentty
{J other (spocity) £ Transfer Bed/Chair

[ Toltet with agslstance
[ other (spacity)

(16) Allsrgies: ] Yes, please explan No

(16) Medication(s) (doss, routs, fraquancy):

Aspirin * Blmg (1tab) by mouth daily
Omeprazole 20 MG (1¢ab) by mouth daily
il  _fmlodipine besylale : " 10mg (1tab) by mouth daily
Rosuvestatin ca 10mg(1&1/2tabs) by mouth ot bedtime
_Izcacusafc Na 100 MG (1¢ap) by mouth daily
Hwx/Lisinopril 12.5mg/20mg (1tab by mouth daily
(17} Skillad Nursing Servico{s) Ordered (Spocify amountiretushcy/duration. If hone, state none);
RN visit evary month and as needed fara perlad & months for astessment of all zystams ana supervision of Homa Health Aldes,
Call MD for BR>180/00580/50, pulse»100<60, Resp~24<14, Teamp>100.5<06.6
{fBE>250 cllent /Famity/nurse 1o adminleter inewlin as ordared, or if <60 givg any juice avallable and gajl MD.
Instruct ellgnt on safely moasures, fall precautions ang amergency profosol,
All TEN stafiffamily/cliant to fanfttale 911 for any [ife threatening emergency and protocol
(18) Personal Care Alde/Home Health Atde Services Orderod (Spaclfy ameuntfrequency/duration, If none, 1 iate none):
ahrs daily X 7 daya a week for 6 months
S~

Re ., ised February 13, 2012
Fuge 2of4



.OCT-@2-2813 14:27 From:

X

services are not in the home)

(12) Does the patlent have a 24-heur managément plan? (Lo,

To:92825259¢/578

Name of Medicaid Boneficiary: 4

Medlcaid 1D: 7"

a plan of care of home haalth services/peronal care alde

P.4/5

A B4 Yes, plaase explaln _ [.) No, RN documents recommendations
Pallent 132 a family member. Ms. Rosemary Oghena. Sha Is his maln support gystem and will ba availabla 10 19sist In his ADLe when PCA
servicas are nof available. Client has a phone to call In sase of amergency,
(20) Nutritlone! Requiremants:
Y63, & specific diat Is required. Explaln below [ No. Indicate ‘Nene' betow
Low faticholesterol, low salt
{21) Bafoty Measyres:
{J Uso of assistant device when ambulating £ setzure precautians
O crear pathways of gll obstructlons [ Goumadin precautions
(] Suppert during transfer ang lifting [ Glient cannot bs left anattonded
(3 No smoking or open flames in viclniy of oxygen [ Keep side rails up st all times
(] Keep hard candy on patient at sl tines O Other (Spacify) ,
] Wash hands bofere and after wound carm I S G BEE . ke -
(22) Mental Statug:
Orlented (] Gomatase O Forgettul (] pepresseg
O Disoriented [ Lothargic [ Aghaeq L] other (specify)  Encoursge fluld Intake
(23) Goals
Patlent will be malntained In @ safe and comfortable envirenment with PCA servicea.
Patient /Caregivar(s) will be knowladgeabis and competent In all aspecte of:
[ dietary regimen ) medication regimen 2 wound care performance ana ihEnggoment
f#] dizease procoss [[J diabetic regimen (O uge of giucomater
O Insulin preparation and adiministration [ coudmadin/O2izelzure precauons
[ Foteyssupsrpubicicondom catheter sare and managamant ] NG G-Tube aare and manwgen; snt
Patlent will achieve maximum leve! of functioning in rﬁuﬂw weeke. Garegiver(s) will demonsty
competancy i patisnt care In 4 “ ‘ o Weeks.
(24)HHAIPCA Goals:
Client will be frae from falle and injury, Cliant will adhers to madication and diglary regimen, Client wiil-be agisehargd when gosle are met,
L

R:vized February 13, 2012
Yage 3 of 4



‘ To:92UR5296! 70 P.5/5
OCT-82-2813 14:287 From:

Name of Medicaid Beneficiary; RONA:D PATTERSON
’ Medlcaid ID: 70144118

{25) Prognosis: [ Paor (O Guardad &4 Fair [ 6eod [ Excillent
{26) Rehab Potentlal: [ ] Poor [J Guarded %21 Fair [ Gogd O excilont
—

(27) Discherge Plans: Patient will be dizcharged to care of gelficaragiver(z))MD when;
b Patient noads skitisd care snd goats are met.

[ Patlent is referred to outpatiant servicos.
Patient/family mombrers are abla te provida care,
] Other (8pacity) '&r

Caontget informatlon for RN cemploting form;

(28) Name of RN l[_w BER( o

Practitionar approving Plan of Care:

(29) Nameo of Physlcian/Nurse Practiioner: PERRI FLORA, NP

(30) Addross 50 IRVING 87 NW, WASHINGTON, DG 20422

(37) Phone (202) 745.8287 (32) Fax  (202) 745-8611

Physiclan/Nurse Practitioner Signattire:_[-= A @ 0ate: (O R /3
The practitioner must sign the form within 30 days of e development

L}

Ravloed February 13, 2012
Pijedof4



