ELM YORK
ASSISTED LIVING COMMUNITY
APPLICATION
Applicant’s Name

Date

DOB

Address

AGE

# of Years

Phone #
SS#
Referred by:
Emergency Contact:
Phone (Cell)
Applicant’s current living arrangement

Relationship:

Marital Status
Phone #
Relationship:

Phone (Home)

Has the applicant ever lived in an Adult Care Facility? Name
Dates
United States Citizen?
or permanent resident?
If Yes, date granted permanent residency
Insurance Benefits:
Is the applicant currently enrolled in Medicaid?
Yes No
If Yes, Medicaid#
Is the applicant currently enrolled in Medicare?
Yes No
If Yes, Medicare #
Medicare D#

Part A

Part B

Part D

Medicare Part D Carrier

Care Needs:
Medications
Medication Assistance Required?

Yes

No

Smoke?

Yes

No

Incontinent?

Yes

No

Dialysis?

Yes

No

Diet Requirements?

Yes

No

If Yes, Specify

Allergies?

Yes

No

If Yes Specify

Community Services Required? (i.e. NA, AA)

If Yes Specify

Physician’s Name

Address

Monthly Income:
Social Security $
Pension
$
Assets:
Savings
$

Whole Life Insurance $

SSI
$
Home Relief $

Veteran’s
Trust

$
$

Stocks/Bonds $

Property

$

Other $

We are Equal Opportunity Housing Facilities. Acceptance is based upon medical and financial eligibility.
Print Name:
Signature
Date:
Please submit your completed application to admission@elmyork.com

Non-Discrimination Policy

Elm York Home for Adults does not discriminate against any person on basis of race, color, national
origin, religion/creed, sex, disability (including the use of a wheelchair), marital or partnership
status, age, sexual orientation, gender identity, lawful source of income, immigration status, lawful
occupation, status as a victim of domestic violence, or military status.

Reasonable Accommodation Policy

Elm York Home for Adults is committed to providing equal housing opportunity. As part of this
commitment, we will modify our rules, policies, practices, and services to meet the needs of
individuals with disabilities upon request if the accommodation is reasonable and necessary to allow
you to fully use and enjoy residing in our community.
It is our policy to reject reasonable accommodation requests only when they are not related to a
disability-based need, impose an undue financial and administrative burden, or fundamentally alter
the nature of the services we provide. In such case, we will discuss reasonable alternatives that may
meet the requesting individual’s needs. We will bear any incidental costs of providing a reasonable
accommodation.

Consent Form
CSRA State and Local Solutions LLC and designated staff of its contractor Kepro ("CSRA State and Local Solutions LLC")

Provider/Facility Name

About PSYCKES

What You Need to Do

The New York State (NYS) Office of Mental Health
maintains the Psychiatric Services and Clinical
Enhancement System (PSYCKES). This online
database stores some of your medical history and
other information about your health. It can help your
health providers deliver the right care when you
need it.

Your information is confidential, meaning others
need permission to see it. Complete this form
now or at any time if you want to give or deny
your providers access to your records. What
you choose will not affect your right to medical
care or health insurance coverage.

The information in PSYCKES comes from your
medical records, the NYS Medicaid database and
other sources. Go to www.psyckes.org, and click
on About PSYCKES, to learn more about the
program and where your data comes from.
This data includes:
•

Your name, date of birth, address and
other information that identifies you;

•

Your health services paid for by Medicaid;

•

Your health care history, such as illnesses or
injuries treated, test results and medicines;

•

Other information you or your health providers
enter into the system, such as a health Safety
Plan.

Please read the back of this page carefully
before checking one of the boxes below.
Choose:
•

“I GIVE CONSENT” if you want this
provider, and their staff involved in your care,
to see your PSYCKES information.

•

“I DON’T GIVE CONSENT” if you don’t want
them to see it.

If you don’t give consent, there are some times
when this provider may be able to see your
health information in PSYCKES – or get it from
another provider – when state and federal laws
1
and regulations allow it. For example, if
Medicaid is concerned about the quality of your
health care, your provider may get access to
PSYCKES to help them determine if you are
getting the right care at the right time.

Your Choice. Please check 1 box only.
I GIVE CONSENT for the provider, and their staff involved in my care, to access my health
information in connection with my health care services.
I DON’T GIVE CONSENT for this provider to access my health information, but I understand they
may be able to see it when state and federal laws and regulations allow it.

Print Name of Patient

Patient’s Date of Birth

Patient’s Medicaid ID Number

Signature of Patient or Patient’s Legal Representative

Date

Print Name of Legal Representative (if applicable)

Relationship of Legal Representative
Patient (if applicable)

1 Laws and regulations include NY Mental Hygiene Law Section 33.13, NY Public Health Law Article 27F, and federal confidentiality rules, including 42 CFR Part 2 and 45 CFR Parts 160 and 164 (also
referred to as “HIPAA”).
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Information
and Consent

1

2

3

How providers can use your health information. They can use it only to:
•

Provide medical treatment, care coordination, and related services.

•

Evaluate and improve the quality of medical care.

•

Notify your treatment providers in an emergency (e.g., you go to an emergency room).

What information they can access. If you give consent, CSRA State and Local Solutions LLC
can see ALL your health information in PSYCKES. This can include information from your health
records, such as illnesses or injuries (for example, diabetes or a broken bone), test results (Xrays, blood tests, or screenings), assessment results, and medications. It may include care plans,
safety plans, and psychiatric advanced directives you and your treatment provider develop. This
information also may relate to sensitive health conditions, including but not limited to:
•

Mental health conditions

•
•

Alcohol or drug use
Birth control and abortion (family planning)

•
•
•

Genetic (inherited) diseases or tests
HIV/AIDS
Sexually transmitted diseases

Where the information comes from. Any of your health services paid for by Medicaid will be
part of your record. So are services you received from a state-operated psychiatric center. Some,
but not all information from your medical records is stored in PSYCKES, as is data you and your
doctor enter. Your online record includes your health information from other NYS databases, and
new databases may be added. For the current list of data sources and more information about
PSYCKES, go to: www.psyckes.org and see “About PSYCKES”, or ask your provider to print
the list for you.

4

Who can access your information, with your consent. CSRA State and Local Solutions LLC
s
doctors and other staff involved in your care, as well as health care providers who are
covering or on call for CSRA State and Local Solutions LLC
. Staff members who perform the
duties listed in #1 above also can access your information.

5

Improper access or use of your information. There are penalties for improper access to or use of
your PSYCKES health information. If you ever suspect that someone has seen or accessed your
information – and they shouldn’t have – call:
•
•

at 518-485-8781
, or
the NYS Office of Mental Health Customer Relations at 800-597-8481.
NYS Department of Health Office of Community Transitions

6

Sharing of your information. CSRA State and Local Solutions LLC
may share your health
information with others only when state or federal law and regulations allow it. This is true for health
information in electronic or paper form. Some state and federal laws also provide special protections
and additional requirements for disclosing sensitive health information, such as HIV/AIDS, and drug
and alcohol treatment.1

7

Effective period. This Consent Form is in effect for 3 years after the last date you received services
from CSRA State and Local Solutions LLC
, or until the day you withdraw your consent, whichever
comes first.

8

Withdrawing your consent. You can withdraw your consent at any time by signing and submitting
. You also can change your consent
a Withdrawal of Consent Form to commtran@health ny.gov
choices by signing a new Consent Form at any time. You can get these forms at www.psyckes.org
. Please note,
or from your provider by calling NYS Department of Health Office of Community Transitions at 518-485-8781
providers who get your health information through CSRA State and Local Solutions LLC
while this
Consent Form is in effect may copy or include your information in their medical records. If you
withdraw your consent, they don’t have to return the information or remove it from their records.

9

Copy of form. You can receive a copy of this Consent Form after you sign it.

1 Laws and regulations include NY Mental Hygiene Law Section 33.13, NY Public Health Law Article 27F, and federal confidentiality rules, including 42 CFR Part 2 and 45 CFR Parts 160 and 164 (also
referred to as “HIPAA”).
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NEW YORK STATE DEPARTMENT OF HEALTH

Authorization for Release of Health Information (Including Alcohol/Drug Treatment
and Mental Health Information) and Confidential HIV/AIDSrelated Information

Patient Name

Date of Birth

Patient Identification Number

Patient Address

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form. I understand that:
1. This authorization may include disclosure of information relating to ALCOHOL and DRUG TREATMENT, MENTAL HEALTH TREATMENT, and CONFIDENTIAL
HIV/AIDSRELATED INFORMATION only if I place my initials on the appropriate line in item 8. In the event the health information described below includes any
of these types of information, and I initial the line on the box in Item 8, I specifically authorize release of such information to the person(s) indicated in Item 6.
2. With some exceptions, health information once disclosed may be redisclosed by the recipient. If I am authorizing the release of HIV/AIDSrelated, alcohol or
drug treatment, or mental health treatment information, the recipient is prohibited from redisclosing such information or using the disclosed information for any
other purpose without my authorization unless permitted to do so under federal or state law. If I experience discrimination because of the release or disclosure of
HIV/AIDSrelated information, I may contact the New York State Division of Human Rights at 18883923644. This agency is responsible for protecting my rights.
3. I have the right to revoke this authorization at any time by writing to the provider listed below in Item 5. I understand that I may revoke this authorization except
to the extent that action has already been taken based on this authorization.
4. Signing this authorization is voluntary. I understand that generally my treatment, payment, enrollment in a health plan, or eligibility for benefits will not be
conditional upon my authorization of this disclosure. However, I do understand that I may be denied treatment in some circumstances if I do not sign this consent.
5. Name and Address of Provider or Entity to Release this Information:

CSRA State and Local Solutions LLC and its contractor
Kepro (3653 Cagney Drive, Suite 202, Tallahassee, FL 32309) and

6. Name and Address of Person(s) to Whom this Information Will Be Disclosed: CSRA State and Local Solutions LLC and its contractor

Kepro (3653 Cagney Drive, Suite 202, Tallahassee, FL 32309) and
7. Purpose for Release of Information:

Share information as necessary for screening and/or evaluation needed for admission to adult home

8. Unless previously revoked by me, the specific information below may be disclosed from:

INSERT START DATE

until

INSERT EXPIRATION DATE OR EVENT

All health information (written and oral), except:

For the following to be included, indicate the specific
information to be disclosed and initial below.

Information to be Disclosed

Records from alcohol/drug treatment programs

All available records and information

Clinical records from mental health programs*

All available records and information

Initials

HIV/AIDSrelated Information
9. If not the patient, name of person signing form:

10. Authority to sign on behalf of patient:

All items on this form have been completed, my questions about this form have been answered and I have been provided a copy of the form.
SIGNATURE OF PATIENT OR REPRESENTATIVE AUTHORIZED BY LAW

DATE

Witness Statement/Signature: I have witnessed the execution of this authorization and state that a copy of the signed authorization was provided to the patient
and/or the patient’s authorized representative.
STAFF PERSON’S NAME AND TITLE

SIGNATURE

DATE

This form may be used in place of DOH2557 and has been approved by the NYS Office of Mental Health and NYS Office of Alcoholism and Substance Abuse Services to permit release of health information.
However, this form does not require health care providers to release health information. Alcohol/drug treatmentrelated information or confidential HIVrelated information released through this form must be
accompanied by the required statements regarding prohibition of redisclosure.
*Note: Information from mental health clinical records may be released pursuant to this authorization to the parties identified herein who have a demonstrable need for the information, provided that the
disclosure will not reasonably be expected to be detrimental to the patient or another person.

DOH5032 (4/11)

