Adult Care Facility Statement
NEW YORK STATE DEPARTMENT OF HEALTH .
Adult Care Facility/Assisted Living Offering Personal Allowance Account

FACILITY NAME: OPERATING CERTIFICATE NUMBER:

For Supplemental Security Income (SSI) and Safety Net Assistance (SNA) Recipients

I understand that New York State Department of Health (NYS DOH) Regulations provide me, as an SSI or SNA recipient, with a personal
allowance which may be used as I wish for clothing, personal hygiene items, and other supplies, services, entertainment, or transportation
for my personal use.

I understand that the operator cannot accept my personal allowance to pay for supplies and services that the operator is required to
provide by law, regulation, or admission agreement. In addition, my personal allowance may not be used to pay the operator for any

services for which payment is available under Medicare, Medicaid, or third party coverage.

I understand that the operator must offer me or my representative a facility maintained personal allowance account to safeguard my
personal allowance funds.

I understand that if I or my representative choose a facility maintained personal allowance account, the NYS DOH Regulations require
the operator to: make these funds available to me for my own use; tell me the business hours when I may deposit or withdraw my funds
or review my personal allowance records; pay me interest (if my funds are in an interest bearing account); show or give me upon request,
or at least every three months, a summary of my account which includes my current balance and informs me of any other important

facts about my account.

I understand that I do not have to put my funds in a facility maintained account.

I understand that I may close my facility maintained account at any time and have my funds returned to me.

[ understand there are legal protections for my funds and account.

I understand that I may ask the NYS DOH or legal/advocacy agencies to help me if I do not receive my personal allowance or have access
to money in my personal allowance account.

Check one of the following boxes:
[ ] I authorize the operator to establish a facility maintained personal allowance account.
(] 1do not authorize the operator to establish a facility maintained personal allowance account.

Y representative for ,Lagree to comply with the personal allowance requirements set forth above.

[JIdo [JIdonot authorize the operator to establish a facility maintained personal allowance account.

[ ] 1amnotanssiorSNA recipient. However, the operator has offered to maintain a personal fund account for me.
I hereby authorize such an account.

Signature of Resident Date
Signature of Resident Representative Date
Signature of Operator or Designee Date
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