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SWB Admission Signature Page

Clark Fork Valley Hospital is required to provide you with certain information at the time you are admitted to a Swing Bed. 

By signing this document, you acknowledge that Clark Fork Valley Hospital has gone over the documents listed below verbally in a language that you can understand and provide you with a written copy. Clark Fork Valley Hospital has given you the opportunity to ask any questions you may have. You may ask any questions you have at any time during your stay.



Swing Bed General Information



*Advance Directives 



Rights and Responsibilities



*Choice of Physician (Scan Required)


Physician Contact Information



Conditions of Admission (Signature & Scan Required) 



Privacy Practices 



Grievances and Complaints



Abuse and Neglect



Transfer and Discharge 



Contact information for Hospital, QIO, and State Ombudsman

Patient Printed Name:  __________________________________________________

Patient Signature:  ______________________________________________________

Date: ________________________________

Name and title of person who reviewed information with patient:  

Printed Name: _________________________________________________________

Signature: ____________________________________________________________
Date:  ________________________________

*Signatures Required & Scan into Media Section of Epic – Titled “SWB Admission Signature Page”
Swing Bed Information

Welcome to Clark Fork Valley Hospital’s Swing Bed Program!
We hope you find the following information about our Swing Bed program helpful. Please feel free to ask questions at any time during your stay.

About Swing Bed Care

Clark Fork Valley Hospital provides Swing Bed care.

Medicare covers swing bed services in certain hospitals and critical access hospitals (CAHs) when the hospital or CAH has entered into a “swing-bed” agreement with the Department of Health and Human Services, under which the facility can “swing”  beds and provide either acute hospital or skilled nursing facility-level care, as needed. 

When your physician has determined that you have recovered from the acute phase of your illness, accident, or surgery, but you are not able to go home yet, he or she may recommend transfer to Swing Bed. Some types of patients who may benefit from skilled services in a Swing Bed include patients who are: 
· Recovering from joint replacement or other types of surgery

· Recovering from a stroke, cardiac or respiratory illness, or other medical condition

· Require management of complex wounds that need long-term antibiotic therapy that can’t be treated in an outpatient setting

· Require assistance to learn how to manage medications

Swing Bed Services

The following services may be provided as part of a Swing Bed program.
· Skilled Nursing

· Physical Therapy

· Occupational Therapy

· Speech Therapy

· Respiratory Therapy
· Intravenous Therapy

· Wound Care

· Medication Management

· Nutritional Counseling

· Patient & Family Education 

Financial Obligations

Your costs will depend on your insurance coverage. You will receive separate information about financial obligations.

Doctor Visits

Similar to your acute care stay, you will receive around-the-clock nursing care, and your physician oversees your care. However, since you are no longer in the acute phase of your care, your physician may not make daily rounds but will visit with you at the very minimum at least once every week. Nursing staff will communicate any concerns or questions with your physician.

Planning your Care

Your Care Team, including your physician, nursing staff, and therapists, will work with you to set up personalized treatment goals and will share your progress with you throughout your stay. During the day, you will receive treatment(s) based on your condition and recovery goals. As a Swing Bed patient, you’ll be encouraged to do as much as you can for yourself.

You have the right to be fully informed in advance about care and treatment and of any changes in that care or treatment. You also have the right to participate in planning your care and treatment and any changes in care and treatment, including planning for discharge.

There will be a care planning meeting at least once each week. We encourage you or your family to attend. This is the opportunity to ask questions and provide input to your care team. If you can’t or choose not to participate, someone will meet with you after the conference to discuss the recommendations of your care team.

Family / Support Person Involvement

Your family or support person(s) are encouraged to play an active role in your recovery. They can help by providing emotional support and encouragement as well as by participating in any education that will help you care for yourself once you are discharged.

Clothing

While you are a patient in Swing Bed, we want you to be as comfortable as possible, so we expect you to wear your own clothes every day. Please have your family or friend bring clothes that are loose-fitting and a pair of comfortable and supportive shoes. 

Length of Stay

How long you are in the hospital will depend on your progress toward the goals set by you and by the care team. 

If you have traditional Medicare, you may remain in a Swing Bed as long as you are making progress toward your goals.  Other insurance companies may have different limits on how long you can stay.

A member of the care team will meet with you to discuss discharge plans and options, which may include discharge back to home, assisted living, or other options. The care team will be actively involved in this process and may provide recommendations and alternatives for future care when necessary.

We will give you notice, at least two (2) days before you are discharged or transferred, letting you know the discharge date, the place you will be discharged to, and who to contact if you think you are being discharged too early. You have the right to appeal this decision if you feel you are being discharged too soon.

Questions
If you have any questions throughout your stay, our Medical Social Worker is listed below.  You can also communicate at any time with your nurse or provider. 
Dawn Lyga, MSW

Phone: 406-826-4981

Colleen Knutson, MSW

Phone: 406-826-4981

SWB: You’re Rights as a Swing Bed Patient

As a swing bed resident at Clark Fork Valley Hospital, you have certain rights and protections under federal and state law. 

· If you are adjudged incompetent under the laws of a State by a court of competent jurisdiction, your rights will be exercised by the patient representative appointed under State law to act on your behalf. The court-appointed patient representative exercises your rights to the extent judged necessary by a court of competent jurisdiction, in accordance with State law.   

Your wishes and preferences must be considered in the exercise of rights by the representative. To the extent practicable, you must be provided with opportunities to participate in the care planning process.

In the case of a patient representative whose decision-making authority is limited by State law or court appointment, you retain the right to make decisions outside the representative's authority. 

· You have the right to a dignified existence, self-determination, and communication with and access to persons and services inside and outside the facility.

· You have the right to be free of interference, coercion, discrimination, and reprisal from the facility in exercising your rights. You have the right to be supported by the facility in the exercise of your rights.

· You have the right to be informed of, and participate in, your treatment, including the right to be fully informed in a language that you can understand of your total health status, including but not limited to your medical condition.

· You have the right to be informed, in advance, of changes to your plan of care.

· You have the right to request, refuse, and/or discontinue treatment.

· You have the right to participate in or refuse to participate in experimental research

· You have the right to formulate an advance directive.

· You have the right to choose an attending physician. You have the right to be informed if the physician you have chosen is unable or unwilling to be your attending physician, 
and to have alternative physicians discussed with you, and to honor your preferences, if any, in identifying options.

· You have the right to be informed of the name, specialty, and way of contacting your physician and other primary care professionals responsible for your care.

· You have the right to retain and use personal possessions, including furnishings, and clothing, as space permits, unless to do so would infringe upon the rights of health and safety or other residents.

· You have the right to share a room with your spouse when you and your spouse are in the same facility, and both you and your spouse consent to the arrangement.

· You have the right to immediate access by immediate family and other relatives, subject to your right to deny or withdraw consent at any time.

· You have the right to immediate access by others who are visiting with your consent, subject to reasonable clinical and safety restrictions, and your right to deny or withdraw consent at any time.

· You have the right to secure and confidential personal and medical records.

· You have the right to personal privacy includes accommodations, medical treatment, written and telephone communications, personal care, visits, and meetings of family and patient groups, but this does not require the facility to provide a private room for each resident. 

· You have the right to send and promptly receive unopened mail and other letters, packages, and other materials delivered to the facility, including those delivered through a means other than the postal service. 

· You have the right to be informed in writing, if you have Medicaid insurance, at the time of admission or when you become eligible for Medicaid of:

· The items and services that are included in nursing facility services under the State plan and for which you may not be charged
· Those other items and services that the Hospital offers and for which you may be charged, and the amount of charges for those services
· Be informed when changes are made to items and services

· You have the right to be informed before, or at the time of admission, and periodically during your stay, of services available in the facility and of charges for those services, including any charges for services not covered under Medicare/Medicaid or by the facility’s per-diem rate.

· You have the right to access stationery, postage, and writing implements at your own expense.

· You have the right to secure and confidential personal and medical records. You have the right to refuse the release of personal and medical records except as required or provided by federal or state laws. The facility must allow representatives of the Office of the State Long-Term Care Ombudsman to examine your medical, social, and administrative records in accordance with State law. 

· You have the right to contact the Office of the State Long-Term Care Ombudsman.

· You have the right to remain in a swing bed and not be transferred or discharged unless:

· The transfer or discharge is necessary for your welfare, and your needs cannot be met in the facility
· The transfer or discharge is appropriate because your health has improved sufficiently so that you no longer need the services provided by the facility
· The safety of individuals in the facility are endangered due to your clinical or behavioral status
· The health of individuals in the facility would be endangered
· You have failed, after reasonable and appropriate notice, to pay for (or to have paid under Medicare or Medicaid) a stay at the facility. Non-payment applies if you do not submit the necessary paperwork for third-party payment or after the third party, including Medicare or Medicaid, denies the claims and you refuse to pay for your stay.
· The facility ceases to operate
· The facility may not transfer or discharge you while an appeal is pending, unless the failure to discharge or transfer would endanger the health or safety of you or other individuals in the facility.

· You have the right to be free from abuse, neglect, misappropriation of property, and exploitation. This includes but is not limited to freedom from corporal punishment, involuntary seclusion, and any physical or chemical restraint not required to treat your medical symptoms.

SWB: You’re Responsibilities as a Swing Bed Patient

1. To provide, to the best of your knowledge, accurate and complete information about your present illness, past illnesses, hospitalizations, medications, mobility, and other matters relating to your health.

2. To report unexpected changes in your condition to your physician or other members of the Health Care Team.

3. To let us know if you clearly understand your plan of care or need further explanation.

4. To actively participate in your plan of care. 

5. To follow hospital rules and regulations.

6. To be considerate of the rights of other residents and facility personnel.

7. To be respectful of the property of other residents and of the hospital.

8. To follow the Clark Fork Valley Hospital smoke-free campus policy. 

SWB: Choice of Physician

Clark Fork Valley Hospital’s Hospitalist Group are designated as the attending physician(s) for Swing Bed patients every day of the week from 8am to 8pm.  During evening and night hours, medical coverage is provided by Nurse Practitioners and Physician Assistants.  Occasionally, other Clark Fork Valley Hospital providers assist the hospitalist group as needed.  If our hospital group is an acceptable option please indicate by checking the appropriate box.  
Hospitalist Group 


Medical Coverage
       Dr. Matt Ingle, MD 


Ben Lindeman, PA-C
       Dr. Jessica Valentine, MD 

Matt Madden, NP

KT Thornton, PA-C
If you prefer a different physician, please let us know which physician you prefer. Please note that the physician must have privileges to practice at Clark Fork Valley Hospital and must agree to be your primary physician.

I would like _______________________________________________  
 to be my physician while I am a patient in Swing Bed.

Physician Contact Information

We understand you may want to contact your physician or other providers that are caring for you.  You may let the nursing staff or any member of the care team you would like to speak to your physician, and they will contact the physician for you.

You may also contact the physician(s) or other provider(s) directly by calling the number below:

Dr. Matt Ingle, MD                                    ___________________________
406-826-4832

Dr. Jessica Valentine, MD                       ___________________________
406-826-4832

*Complete & Scan into Media Section of Epic – Titled “SWB: Choice of Physician”

SWB: Abuse and Neglect

As a patient at Clark Fork Valley Hospital, you have the right to be free from verbal abuse, sexual abuse, physical abuse, mental abuse, corporal punishment, and/or involuntary seclusion.

To prevent abuse, Clark Fork Valley Hospital completes a criminal background check of all employees. In addition, we provide education which includes, but is not limited to:

· Patient rights 

· Abuse prevention 

· Appropriate interventions to deal with aggressive behaviors 

· Mandatory reporting procedure without fear of reprisal 

· Recognizing signs of burnout, frustration, and stress that may lead to abuse 

· What constitutes abuse, neglect, and misappropriation of property 
Clark Fork Valley Hospital will ensure that all alleged violations involving mistreatment, neglect, or abuse, including injuries of an unknown source, and misappropriation of patient property are reported immediately, but no later than 2 hours after the allegation is made if the events that cause the allegation involve abuse or result in serious bodily injury.

If the events that cause the allegations do not involve abuse and do not result in serious bodily injury, the violation will be reported not later than 24 hours, to the administrator of the facility and other officials in accordance with State law including the State survey agency.

Clark Fork Valley Hospital has zero-tolerance for any behavior on the part of anyone who could encounter a patient that could be perceived to constitute verbal abuse, sexual abuse, mental abuse, physical abuse, corporal punishment, and/or involuntary seclusion. 

If you or your family believe that you have been subject to any type of abuse and wish to discuss this matter or file a complaint, please contact: 
Clark Fork Valley Hospital Social Work Department 

Dawn Lyga, SW                Colleen Knutson, SW  
406-826-4848                    406-826-4981

Local Ombudsman   

Julie White

406-741-3647    Or   1-800-551-3191 
Clark Fork Valley Hospital Administration Department
Melody Taylor, Executive Assistant 

406-826-4813 

SWB: Transfer or Discharge
You will be given as much advance notice as possible before you are transferred or discharged. 

The reasons you may be transferred or discharged include: 

1. The transfer or discharge is necessary for your welfare, and your needs cannot be met at Clark Fork Valley Hospital. 
2. The transfer or discharge is appropriate because your health has improved sufficiently so that you no longer need the services provided by Clark Fork Valley Hospital. 
3. The health and/or safety of individuals at Clark Fork Valley Hospital are endangered.

4. You have failed, after reasonable and appropriate notice, to pay for your stay at Clark Fork Valley Hospital (or to pay under Medicare or Medicaid). 

5. Clark Fork Valley Hospital ceases to operate.

You will be notified at least 30 days before you are transferred or discharged unless one of the following occurs:

1. The health or safety of individuals at Clark Fork Valley Hospital are endangered 

2. Your health has improved sufficiently to allow a more immediate transfer or discharge

3. An immediate transfer or discharge is required due to urgent medical needs

4. You have not been at Clark Fork Valley Hospital in a Swing Bed for at least 30 days

The notice of discharge will include:

· Date of transfer or discharge

· Reason for transfer or discharge

· The place where you will be transferred or discharged to

· Right to appeal the discharge or transfer to the State, including the Local Ombudsman

Contact Information

Risk Management:  Carla Neiman, CFO, 406-826-4851
Chief Nursing Officer:  Lisa Eberhardt, RN, 406-826-4929
Administrator: Gregory Hanson, CEO, 406-826-4814
Local Ombudsman: Julie White, 406-741-3647    
State Ombudsman Representative:  1-800-551-3191
Long Term Care Office of Regulatory Services: 

Montana DPHHS


Senior and Long Term Care


406-444-4077

Grievances and Complaints
You may file a grievance or complaint at any time by notifying any of the following: 

Clark Fork Valley Hospital Social Work Department 

Dawn Lyga, SW                Colleen Knutson, SW  
406-826-4848                    406-826-4981

Local Ombudsman   

Julie White

406-741-3647    Or   1-800-551-3191 
Clark Fork Valley Hospital Administration Department
Melody Taylor, Executive Assistant 

406-826-4813 

Privacy Practices 
Clark Fork Valley Hospital & Family Medicine Network's HIPAA Privacy Official, and his or her designees, shall be responsible for implementing, managing, and maintaining the following procedures:
· Ensure compliance with privacy practices and consistent application of sanctions for failure to comply with privacy policies for all individuals in the organization's workforce, extended workforce, and for all business associates, in cooperation with Human Resources, the information security officer, administration, and legal counsel as applicable.
· Maintain an accurate inventory of (1) all individuals who have access to confidential information, including PHI, and (2) all uses and disclosures of confidential information by any person or entity.

· Administer patient requests under HIPAA's Patient Rights.

· Administer the process for receiving, documenting, tracking, investigating, and taking action on all complaints concerning the organization's privacy policies and procedures in coordination and collaboration with other similar functions and, when necessary, legal counsel.

· Cooperate with HHS and its Office for Civil Rights, other legal entities, and organization officers in any compliance reviews or investigations.  Work with appropriate technical personnel to protect confidential information from unauthorized use or disclosure.

· Develop specific policies and procedures mandated by HIPAA.

· Develop additional relevant policies, such as policies governing the inclusion of confidential data in emails, and access to confidential data by telecommuters.

· Draft and disseminate the Privacy Notice required by the Privacy Rule.

· Determine when consent or authorization is required for uses or disclosures of PHI, and draft forms as necessary.

· Review all contracts under which access to confidential data is given to outside entities, bring those contracts into compliance with the Privacy Rule, and ensure that confidential data is adequately protected when such access is granted.

· Ensure that all policies, procedures and notices are flexible enough to respond to new technologies and legal requirements, or, if they are not, amend as necessary.

· Ensure that future initiatives are structured in such a way as to ensure patient privacy.

· Conduct periodic privacy audits and take remedial action as necessary.

· Oversee employee training in the areas of information privacy and security.

· Deter retaliation against individuals who seek to enforce their own privacy rights or those of others.

· Remain up-to-date and advise on new technologies to protect data privacy.

· Remain up-to-date on laws, rules and regulations regarding data privacy and update the Practice's policies and procedures as necessary.

· Track pending legislation regarding data privacy and if appropriate, seek to favorably influence that legislation.

· Anticipate patient or consumers concern about our use of their confidential information, and develop policies and procedures to respond to those concerns and questions.

· Evaluate privacy implications of online, web-based applications.

· Monitor data collected by or posted on our website(s) for privacy concerns.

· Serve as liaison to government agencies, industry groups and privacy activists in all matters relating to our privacy practices.
CLARK FORK VALLEY HOSPITAL CONDITIONS OF ADMISSION
1. Consent to Treatment I acknowledge my attending physician/provider is responsible for directing my care and has advised me of the need for services including nursing care, diagnostic tests, anesthesia, medical or surgical treatments, disposal of removed tissue, services for any newborn if appropriate, and any other necessary medical service, including emergency treatment. By signing below, I give my consent to all such services provided under the general and special instructions of my attending physician/provider and his/her assistants or designees. I understand that the practice of medicine is not an exact science and that diagnosis and treatment may involve risks of injury or even death. I acknowledge that no guarantees have been made to me regarding the result of examination or treatment in this hospital. 

2. Use and Disclosure of Information I have received and read the “Notice of Privacy Practices” and authorize Clark Fork Valley Hospital (CFVH), physicians, surgeons, radiologists, and/or other healthcare specialists with CFVH medical staff privileges and their agents to use and disclose information about me and my healthcare to diagnose and treat me, to obtain payment for my care, and for CFVH business operations. I specifically consent to disclosure of my healthcare information to insurance companies, government programs or medical review organizations, and physicians or other providers involved in my care. 

3. Health Professional Education I acknowledge that CFVH provides supervised opportunities for education of students of various educational institutions and that a student under supervision may be involved in my care. I acknowledge that I may refuse care by a student at any time, without penalty. 

4. Assignment of Benefits I authorize CFVH to receive direct payments for any benefits to which I may be eligible under Medicare, Medicaid, or any other government or private insurance program. I understand and accept my responsibility to pay any charges not covered by this assignment. If I belong to a health plan that does not have a contract with CFVH at the time services are provided, I acknowledge I am individually obligated to pay the full charges for all services rendered to me. 

5. Right to Revoke Consent I acknowledge I have the right to revoke my consent to treatment at any time, and I may also revoke authorization for the release of information about me in accordance with the hospital’s Notice of Privacy Practices. I understand and acknowledge that if my revocation results in denial of payment to CFVH, I am responsible to pay for services that have been provided. 

6. Financial Assistance and Prompt Pay Discounts I acknowledge CFVH offers financial assistance and prompt pay discounts to qualifying individuals. I have been provided information about CFVH’s Financial Assistance Program and I can apply for financial assistance at any time. 

7. Financial Responsibility I understand that I will be billed for services received at the CFVH Charge Master rates in effect at the time of service. I agree that I am personally responsible for payment in full of charges remaining after application of any government or insurance benefits, financial assistance and/or other discounts, to the extent permitted by law. I acknowledge failure to meet my financial obligations to CFVH will result in the referral of unpaid account(s) to professional collection agencies. I consent to CFVH or its designees obtaining a copy of my credit report or any other publicly available data related to my ability to pay. I understand that CFVH, its affiliates, agents or designees may contact me by phone at any telephone number I provide for purposes of collecting payment. In the event of a dispute regarding payment, I agree to pay all collection costs and attorney’s fees. I understand that I may receive separate bills from treating providers who are not employed by CFVH but render care as members of the hospital medical staff, such as radiologists, pathologists, and specialty physicians. If I am entitled to any personal injury settlement, judgment or other payment related to the services provided to me by CFVH, I agree to take all actions requested by CFVH to assign such proceeds to CFVH for balances owed by me. 

8. Personal Belongings and Valuables I agree that CFVH is not responsible for my personal belongings and valuables brought into the facility, and agree to send such items home with my family or other responsible party, if possible. I accept full responsibility and hold CFVH harmless for loss, theft, or damage of any personal belongings or valuables. 

9. Safe Environment I acknowledge that patients, staff and visitors have a right to a safe and therapeutic environment and that weapons or other dangerous objects, and illegal drugs and medications not prescribed by my healthcare provider are not permitted on CFVH premises. I accept that, to prevent a hazard to personal safety or the therapeutic environment, CFVH staff may search individuals, possessions and rooms, in accordance with CFVH policy and may confiscate such items or take other appropriate steps. 

10. Photographs I agree to allow CFVH to take, reproduce and use photographs, audio or video recording for the purpose of my evaluation and treatment (including invasive procedures), and to preserve clinical information, and that this material is part of my medical record. I further consent to the use of photographs and audio or video recordings for educational or process improvement purposes. I understand the privacy policies of CFVH apply to such photographs and recordings. 

11. Patient Rights and Responsibilities I acknowledge that I have received and read the “Patient Rights and Responsibilities” notice provided by CFVH. 

12. Emergency Services I acknowledge that CFVH does not have a physician on site 24 hours per day, 7 days per week. When a physician is not on site, the hospital has medical providers on-call to respond promptly to an emergency. For more information about CFVH Emergency Services, I can the Director of Patient Care Services. 

13. Nondiscrimination Policy I acknowledge CFVH prohibits discrimination based on age, race, ethnicity, religion, culture, language, physical or mental disability, socioeconomic status, sex, sexual orientation, and gender identity or expression. 

14. Immunization Registry The undersigned authorizes CFVH and a public health agency to collect and enter the patient’s immunization records into the Department of Public Health and Human Services Immunization Registry. The registry is a confidential computer system that contains immunization records. I understand that information in the registry may be released to a public health agency as well as my health care providers to assist in medical care and treatment. In addition, information may be released to child care facilities and schools in which a child is enrolled to comply with state immunization requirements. This authorization can be revoked and records removed at any time by contacting the local health department. 

AUTHORIZATION FOR TREATMENT AND FINANCIAL RESPONSIBILITY STATEMENT 
I have read, or have had explained to me, the above Conditions of Admission. I understand the contents of this Conditions of Admission document and by signing, I agree to be legally bound by this document. 

Patient / Personal Representative Signature: _________________________________________________________


Date/Time Signed: ___________________________________ 
Clark Fork Valley Hospital includes our hospitals, clinics, outpatient services, home and community services, 

retail pharmacies, and skilled nursing facilities.
                                                                                                                                                                                                       Patient Label

*Sign & Date into Media Section of Epic – Titled “SWB: Conditions of Admission”
