








to the extent the Resident Representative breaches the obligations personally undertaken to ensure that the 

Resident has a payment source for his/her nursing home care {either from private funds and/or a third-party 

Payors) he/she may be personally liable to the Facility for the damages caused by said breach. By signing this 

Agreement, the Resident Representative hereby represents and warrants that he/ she shall: (i) utilize the Resident's 

funds to pay for the Resident's care at the Facility to the extent he/she has access or the ability to access such funds; 

(ii) timely provide information and documentation requested by the Facility or a third party Payors including, but not limited

to, insurance and/or Medicaid (e.g., a request for documentation needed to complete a Medicaid application or insurance

policy information); and (iii) timely provide accurate and complete information and documentation to the Facility regarding such

matters as the Resident's financial resources, citizenship or immigration status and third party insurance coverage. The

Resident Representative hereby agrees to indemnify and hold the Facility harmless from any loss, damage or expense

the Facility may suffer or incur because of a breach of the foregoing representations and warranties. The Resident

Representative acknowledges that nothing herein constitutes an impermissible third-party guarantee of payment; rather,

this Agreement sets forth independent obligations that are being voluntarily undertaken by the Resident
Representative which if breached may result in personal liability. The provisions in this paragraph shall survive

termination of this Agreement for any reason.

iii. Resident Sponsor and/or Resident Representative. The Resident, Sponsor, and Resident
Representative understand that the Facility is available to assist with securing third party coverage (including but not 

limited to Medicaid), but it is ultimately the responsibility of the Resident, Sponsor and Resident Representative and the 

Resident, Sponsor and Resident Representative shall take all necessary steps to apply for, and qualify for, such coverage 

in a timely manner. Care provided to a Resident who does not meet the eligibility criteria for coverage by third party 

Payors will be billed at the Facility's private pay room and board rate. 

The Resident, Sponsor and Resident Representative agree to provide the Facility in a timely manner with 

all relevant information and documentation regarding all potential third-party Payors including, but not limited 

to, what benefits, if any, may be available from the Resident's insurance and/or managed care plan and to notify 

the Facility immediately of any change in Resident's insurance status or coverage. Depending on the insurance 
coverage, managed care plan and/or written agreement with the Facility, additional charges, including co- insurance, 

deductibles and/or co-payments, may be imposed. Furthermore, prior authorization by the insurance carrier or 

managed care plan does not guarantee coverage and/or reimbursement. In the event of denial of payment by a 
third- p a r t y  Payors, exhaustion of benefits and/or termination of coverage, the Resident and/ or Sponsor 

shall be responsible for payment to the Facility. The Resident must promptly notify the Facility of any notice of 

a third-party Payor's discontinuation of payment (coverage). 

(bJ Private Payment 

-

If the Resident does not have a third-party payment source in place, his/her care will be billed at private 
pay rates. The private pay room and board rate ("Daily Basic Rate'? for a Subacute private room is $625 per day 
and $575 per day for semi-private rooms. The Long-Term Care rate is $525 per day for a private room and $475 
per day for a semi-private room. The Palliative care unit rate is $575 per day. Ancillary services are not 
included in the Daily Basic Rate. Ancillary services, such as physician services, rehabilitation therapies, 
oxygen, dental and diagnostic services, laboratory, x-ray, podiatry, optometry, pharmacy services, urinary 
care supplies, trach and ostomy supplies, surgical supplies, parenteral and enteral feeding supplies, 
transportation services, and extraordinary rehabilitative devices, may be provided by independent service 
providers who contract with the Facility, and may be billed separately. Rates of payment to the Facility may 
differ for individuals with additional sources of payment such as third- p a r t y  coverage. A copy of the 
Facility charge schedule for ancillary services is attached to this Agreement and included in your admission 
package. In addition, certain items and services, such as beauty/barber services; newspaper delivery etc. (see 
Attachment A "Non-Clinical Service'? are not covered in the Daily Basic Rate or by health insurance 
plans and the Resident is responsible to pay for such services. Room and board charges are billed monthly on
a one-month advance basis. Ancillary charges are billed in the month following the month that the services were
provided. Bills are generated at the end of each month and cover the next month of room and board charges
("Monthly Advance Payment'? and the previous month's ancillary charges. All payments are due upon
receipt of the monthly bill. The Daily Basic Rate and charges for ancillary and/or additional services are subject
to increase upon thirty (30) days' written notice to the Resident, Resident Representative and/or Sponsor.
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MEDICAID 

Medicaid is a publicly funded program of assistance that covers nursing home Residents who can demonstrate financial need. 
To qualify for Medicaid, an individual may have only limited assets (subject to annual increases); For example, in 2026, 
the individual resource limit is $33,038.00 plus any funds held in an "irrevocable burial trust" arrangement or up to $1,500.00 
in a revocable burial account. Generally, most of the Resident's monthly income must be paid to the Facility, except for a 
$50.00 monthly "personal needs allowance" and the monthly cost of retaining a private health insurance policy. This monthly 
income obligation, called the Net Available Monthly Income (NAMI), is determined by the Medicaid agency. If the 
Resident has a spouse in the community, the spouse may be entitled to a contribution from the Resident's monthly income. 
During 2026, the "community spouse" is entitled to a minimum monthly income of $4,066.50 and resources in an amount equal 
to the greater of $74,820.00 or one-half the couple's resources as of the date of institutionalization to a maximum of 
$162,660.00. These figures are subject to increase each calendar year. Increases beyond these spousal allowances may be 
secured via a Department of Social Services Fair Hearing or Family Court support proceeding. The Resident's home may be 
exempt for Medicaid eligibility purposes if the equity value is less than $1,130,000.00 for 2026 or if the spouse or a disabled 
or minor child resides there. Upon application, Medicaid looks back at financial transactions made within sixty (60) months from 
the date on which the person was institutionalized and applied for Medicaid coverage. A Resident or spouse who makes a 
transfer within this "look-back" period may create a period of Medicaid ineligibility. Private-pay Residents should apply for 
Medicaid about three months before their funds are depleted. A Medicaid application must include proof of the Resident's 
identity, U.S. citizenship or legal alien status, and past and present financial status (see required documentation list at page 
iv). Medicaid recipients are required to recertify eligibility each year in order to retain benefits. Medicaid is a complex program, 
and a knowledgeable professional can advise Residents and their families as to their rights under the Medicaid program. 
To receive information about Medicaid, individuals can call their local Department of Social Services in the county in which the 
tR esident resides. 

WORKERS' COMPENSATION 

Workers' Compensation benefits are available for an employee's work-related injuries. Benefits, including direct payments to a 
health care provider, are paid by the employer's insurance carrier. Workers' Compensation will provide primary coverage of 
nursing home care, as long as it is established that the nursing home care is necessitated solely by the Workers' Compensation 
injury. Claim forms must be submitted to the local Workers' Compensation Board Office within two years of the date of injury. It 
is advisable to consult with an attorney practicing in the Workers' Compensation area when pursuing a claim. For further 
information, you can contact your local Workers' Compensation Board office. 

NO-FAULT INSURANCE 

No-fault insurance coverage must be maintained by all automobile owners in New York State. When a driver or passenger 
suffers "serious injury" in an automobile accident, regardless of fault, the injured party is entitled to compensation under the 
owner's no-fault policy for "basic economic loss." Under the New York State Insurance Law, "serious injury" includes permanent 
limitation of use of a body part or body function, or a non-permanent injury which prevents an individual from performing 
"substantially all of the material acts which constitute such person's usual and customary daily activities" for at least 90 days 
during the 180 days immediately following the accident. By statute, the "basic economic loss" recoverable under a no-fault 
policy is limited to medical expenses and lost earnings up to $50,000. The injured party ordinarily assigns to the nursing home 
his or her benefits under the no-fault policy. It is advisable to consult with an experienced attorney when pursuing a no-fault 
claim. For further information, contact your automobile insurance carrier. 

VETERANS' BENEFITS 

Veterans with certain service-related conditions, former prisoners of war, Medicaid-eligible veterans, or veterans receiving 
pension benefits may be eligible to receive Veterans' Administration (VA) nursing home benefits. VA nursing home benefits are 
available for Residents in private non-VA facilities if: (I) the veteran requires nursing care for a service-connected disability 
following a stay at a VA hospital; (ii) the Resident is an Armed Services member who requires an extended period of nursing 
care and who will become a veteran upon discharge; (iii) a veteran who requires nursing home care for a service-connected 
disability, even where no hospital stay is first required; and (iv) a veteran who had been discharged from a VA hospital and is 
receiving VA hospital-based home health services. Generally, the VA will not authorize nursing home benefits for more than six 
months, except for veterans requiring care for a service-related disability. This six-month period can in some cases be extended 
when the veteran is: (I) awaiting Medicaid payment; (ii) planning to pay privately but there are obstacles to arranging the private 
payments; or (iii) terminally ill and expected to expire within six months. For further information, contact the Department of  
Veterans' Affairs at  1-800-827-1000 
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