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MEDICAL & PERSONAL
CARE FORMS

LEAMINGTON

Residents first - through faith-based commitment, compassion, and community.



PERSoNALBELoNGINGS&FURNITUREAGREEMENT

R.esident Name:

I acknowledge and agree as follows

(a) Priortoanyfurnishing(s)beingbroughttotheHome_,'lwillconsultwiththeDirector
of care to ensure that any item pracJJln tne resident room is safe for resident and

ri"f r." and will not impede resident care in any way'

I will ensure that any approved items will be delivered to the Home between

Monday and Friday from of a:goamio g.cOp* and that the Home will be advised

in advance of tnJ J"t" of delivery' t unierstand and agree to abide by this

guideline.

I will not hang pictures, shel'.ring,.or.other decoratirre items on the walls of the !'oom'

Any approved iteri irif'f n. inrtliteO LV tf't" Home's maintenance staff'

Painting, wallpapering, carpeting' etc' of the room is prohibited'

Thesafetyoftheresidentandstaffareparamo,|lspaceandroomlayoutmay
impact significanflv u"pon r#tv nnvlrtii"g fould in the room that are deemed to

be unsafe or in'contravention oi ift" Home's policies' will be removed in

consultation with il " 
i"riJ"nt and/or resident representative'

lf the resident,s condition deteriorates, l agree that it may be necessary to

rearrange o1. ,"rJri"'lrrnitri" to r"rir,tui" ,J"ty in the operition of mechanical

(b)

\t/

(d)

(0

(e)

lifts

Resident RePrese
Date of Admission

ntative

RelationshiP to Res ident
As of January 1,2011



PERSONAL BELONGINGS WAIVER FORM

The Leamington Mennonite Home respects the personal belongings of each of its

residents. The Home makes every-effort to provide a safe and secure environment for

every resident and his/her propedy'

The Leamington Mennonite Home does not, however, take responsibirity for the

deterioration and/or breakage of neiongings caused by personar useby the resident' The

Home arso does not take responsibiriiv t..,i personar artictes rost and/or misplaced by the

resident. This includes, but is not limiied to eyeglasses, dentures, hearing aids, walkers'

wheelchairs, or 
"nV 

oif'.tut personal belongings of the resident'

The resident and / or resident representative hereby agrees not to hold the Leamington

Mennonite Home responsible for the deterioration, losJandior resident misappropriation

of his/her Personal belongings'

I understand and agree that I am responsible for deterioration and/or breakage of my

personal belongings.

Resident and / or Resident Representative Date

As of January 1,2011



PERSONAL BELONGINGS LOG

Resident:
Admit Date:

Room:

Registered Staff Signature:

ResidenVReP. Sig nature:

Date

DESCRIPTION
ITEM

Jewelry

Watch(es)

Glasses

Hearing Aide

PurseA/r/allet

Other

Date

As of January 1,2011



l-ea n'linqto Mes'ln nite

ELECTRICAL ASSU RANCE TEST

Attention : Maintenance Staff

Room #
Resident Name:

Date:

APPROVED?DATEIf.XSPECTORITEM
NolYes !I Television

Yes I No
I Clock

Yes I No
Radio / TaPe Reco rder

NoIYes II Lamp
f.{o IYes !! Shaver
NoIYes II vcR
NoEYes I

Power Bars / Cheater Plugs

YesI NoI
Other I

YesI NoI

YesI NoI

Yes! NoI

Notes

As of June 9,2015



(t privacy and Security: The Collection, Use, and Sharing of Your Personal Health lnformation

How We Protect Your Privacy

We handle and protect your personal health information in accordance with Ontario's Personal Health lnformation

Protection Act, 2004 (PHIPA) and any other laws that we are required to follow. We provide training, follow established
policies, and take other steps to ensure that our staff and anyone else acting on our behalf protects your privacy.

Gollection, Use, and Disclosure of Personal Health lnformation
your request for care from us implies consent for our collection, use, and disclosure of your personal health information for

the following purposes:

o to provide and assist in the provision of health care to you through our services, programs, and facilities;

o to get payment for health care and any related goods and services provided to you, including from OHIP, your
private insurer, WSIB, and others as necessary;

o to plan, administer, and manage the operation of our services, programs, and facilities;

. to manage risk and improve the quality and safety of our services and programs;

o to educate or train our agents to provide health care;

o to conduct research activities as approved by a research ethics board;

. to comply with legal and regulatory requirements; and,

. to fulfill other purposes that are permitted or required by law.

From time to time, we may communicate about your care with your other health care providers, including collecting, using,

and disclosing your personal health information through electronic medical information systems (sometimes called

electronic neinn records, eHealth records, electronic medicalrecords, etc.). lf you would like more information aboutthe
electronic medical information systems we use, please speak with our Privacy Contact.

Any uses of your personal health information other than those mentioned above would require your express consent.

Unless you tell us not to, we share your assessment information with other health service providers who will provide you with

support, now, and in the future.
Sharing Your PHI

We use a secure electronic system to share your health information with other health service providers. This allows them to
view the information they need to provide you with the services for your needs.

lf you have agreed to share your Personal Health lnformation, the information in your assessment will be used to:

. Provide health support and services based on your needs.

o Make sure your providers have the most upto-date and complete record of your history and needs.

o Help us see where there might be gaps or overlaps so we can provide services where they are most needed.

. Make sure everyone is getting the right support and services.

Privacy & Security of Your lnformation

The personal health lnformation collected belongs to you. The privacy and protection of your PHI is a priority. We only collect

the health information we need in order to determine your service and support needs. This information cannot be used for

any other purposes without your permission.
o Your health information is kept in a secure place.

. Your health information will only be viewed by authorized people who deliver your services.

o All health service providers have signed contracts to keep your information confidential.

. \A/hen a person views your information, it is recorded in a log. This log is reviewed regularly to make sure there has

been no unauthorized access to your information.

. lnformation is stored and/or disposed of according to the law.

. We will investigate any suspected breach or unauthorized access to your personal health information.



Your Privacy Choices
Your Rights and Ghoices
Please speak to your usual care provider or our Privacy Officer, if you want to:

See your own assessment: You can request a copy of your assessment at any time.

Gorrect your own Assessments: You can ask to have information in your assessment corrected or updated.

Opt Out: You may choose not to share your assessment information with other health service providers. You may also
choose to have your basic personal information (like name, phone number, city) blocked from health care workers who view
the lAR.

By choosing to share information with other Health Service Providers, residents are:
o Ensuring relevant information is reviewed by other Health Service Provider's to provide the best possible

care/treatment.
o Avoiding potential duplication of information and extended time frames in receiving care.
o Streaming a needed referral for care and services from another Health Service Providers.

By choosing not to share information with other Health Service Providers, residents are:
o Perhaps withholding relevant and important Personal Health information that would expedite services and treatment.
o Potentially creating duplication for assessments and health status tests.
o Possibly prolonging access to needed services and treatment.

lssues or concerns

To choose to withhold your consent to share your assessment information or your basic identifying information, contact our
Privacy Officer.

lf you would like to know more about how your personal health information is handled and shared with our partner
organizations, feel free to ask our Privacy Officer. They will be happy to answer any questions that you might have.

Leamington Mennonite Home:
Privacy Officer

(519) 326-6109 ext.236

The Privacy Commissioner
lf you have any issues or concerns about how your health
information is
being handled, you have the right to contact the
lnformation and Privacy Commissioner of Ontario at:

2 Bloor Street East Suite 1400 Toronto,
ON M4W 1A8

Telephone: 1 (416) 326-3333
or 1 (800) 387-0073

On line: http://www. ipc.on.ca



LrRrutruGToN MrruruoNffE Houe
Long Term Care Home

you.

you have the right to withhord or withdraw your consent to share your Personal Health lnformation at any time'

consent Directive to sharing personal Health lnformation and Assessment Data

The Leamington Mennonite Home strives to provide atl residents with health care services that meet individual

resident needs and enable residents to seek appropriate services fronr organizations across the province' ln doing

so, our Home may need to share your personar Hearth rnformation and Assessment Data via fax' or an electronic

sharing system, with other hearth service providers, who need to review this data in order to provide services to

Assessment(s ?

itreviewtoneedwlwhoeid rsrovrvte ceeah s pItherothnte withAssessmhHr Iteaersto aheed youn na dme aW nformationv eaH tharsonru ePofhs ra tne yoth obtoconsentuoDu yosce toservlrov ed yoton rdo er p

alrea received

itenonnM ennaLe methcte de gtoco byonfIth nformHeae Personaltof hnaeth sho ngT ntAssessmeethnn of lntegratedshhe at cttftoedebwl plapceolchdn mdn re sta vuemH o rcctrone lenaoravi faxed rscehIt ervlshh ea proviwitmentsassessera otha orRecord ndl
dness aub swith 7 ysneffectiveil bedan wmn rs avehhs a rovl deob syste ceealthh SCTVI potherthatentsof assessmco myhea piesnot tqlyoesd pp

S consentThNote

ENo,l
don't
consent

E Yes, I

consent

,H.Tr.'J:::j:1;;, 
apphi to the copies of mr7 assessments that other hearth service providers have

receivedal

iteMennonmLea ngtonthelectednt bycole 5,assessrnousallin of my prevlshaeoT ctbth ected bycolentsassessmn allofash rIthto eied obb aewle pc pchoidn mrstad vu n eHome, VCctieffebewillaners dcerviItea sehh providerothithweHomiteMennonmiLeae ngtonth
with
Note:

fl No, I

don't
consent

fl Yes, I

consent

Name:

Signature:

Substitute Decision-Maker (if applicable):

Name:

Signature:

nformation (information are

Date

Date of Birth:

Date:

,itiif,,';ti ; :t'::

:iiir' ii'.,illil; ?J s:

identification) The fields below are used for the

Resident I
collected for Patient

Consent can be Pro rlY managedpe
pu rpose s of identifYi ng th e individualwho is consenti so that their

Name:
Date of Birth: ',:i.+i ;:r'" j! ji

Mennonite Home
Telephone No: Leamington, ON N8H 4T5

m is used to sh are your Assessment Data with other health servi ce providers, who

An electronic sharing sYste

need to review the assessment d ata in order to provide services to yo u. lf you wish to consent or withhold your

consent to the sharing of all Your assessments in the electronic sharin g system, please contact the support

Address: The Leamington
35 Pickwick Dr',

Personal Hea Ith lnformation.

rding the collection, use and disclosure of Yourcentre bY callin Tele one: 1- 855 585-5279

Please refer to the Poster fo r additional information rega
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lntegrating Ontario

St. Joseph's Healthcare Hamilton (SJHH) completed

a pilot pro.leet that enabled the sharing of resident

health infonrnationr between St. Joseph's Villa Long-

Term eane home in Dundas, Ontario and the hospital.

The pilot demonstrated value for residents and

health eare pnoviders, and resulted in funding to

expand health information exchange acnoss the

province. SJFIF{ has been tasked to lead Proiect

AMPLIFI by the lVlinistry of Healttr and Mlinistry of

Long-Term eane.

Our Vision

e

-.aF

HHHMffiH A.MtrLIFI



Benefits to LTCH Residents & Staff Project AMPLIFI Partners
When a resicf*:n[ frs cifrsahan6xec$ {:n t;[-irr,r

il-rmsp['Lal Project AMPLIFI afllow:; { T'C si,;rf,fi ilrr

4.1 i gfr t.a f, i y se n"l cJ $ u nl [n ffi r'y mf" r:a ne i n ll"a.r n'Rll ;,n il n n n r

{s u eh ;l s ** il il e rg n es, nm ertr il emt i e.l m s;, gt n u h ll r.r n I

Iilst"s, ilnmrnumilea'tirr';n'ls, ef-c") tel f;-f,"1o iiex;6l[ [.;Iil

'T"h 
i:; r,rxr:lh;) t"trgo rr,lrJ uces F);t ptrr

ei e: c q-l m"l r,t m't. a t I cl m exa h ;'l n l gel a n,l e$ 6ir nelun r-.t r,lr.;

hclspiltail s{;af'F a fl"more ;,rcflrlra{"a:l r,[frrrrc;rI

["][stmny.

Wh*m the resfreJermt, r,'etu".nnms fnmrm tfr-lcr

t"lmsp:['hal, Project AMPLIFI a{ilmws [ 
''n"(_ 

r.tr,;rIf

tr: i m r-r"l etctr il -r [e fl y v[ elw ;n nl ftr fi el fl il r'n m i c s H r-r] fir ], ] ii r/

clf'tho nesileient's eartr c$t".ln,'frng thejrr hrr::,lpit;fi
sta y ( [ nl r": il u e$ [ m g n'lr r: ai il c a t fl m n"l s, ii I'r.'l a g fr n 6i; ;* m rr"{

lah nesnrr[ts, cn:r"lsrult no[cs, c{[sah;.an"gr,r

sumr.narues)"

l'h el e fl *, a:t na"r m il c s M m rr] 0 ny rJ el r. nr.: ;ri :; cl :,; [ [ l r,l

n'leerj tr: phmme/felx'fl:hc, [.nn:lpilt;lfi, plnrlvcm hImx.q

'fl,nansr:n[p:tiom enneirr;, pralvlrJfrng rr"lrlrr,,: LImlc f r,,

r:;rnel fl"mr ne*sieiemt:;, ;ln"lr"i wifih thrt rrlilttrnatc'

g r,rr* il er f re rJ u c i n"l g h ars p il t a [ rul ;* r J nl fr :;:; I ru R I :,

3 Cerner MHDITHCH

Contact tls
lf youl have any questions, please don't hesitate to
reaeh out to us via emai! at proiectamplifi@stiioes.ca

Under PHIPA, persanal health information is collected, stored, and
shared in a way that pratects the confidentiality of that infarmation"

ond the privacy af individuals. tf you hove questions about privacy,

pleaseemailp.f p"i_e_9Jn.W$tf @*SHo9p-gg."

Ontario @
Ministry of Health
Ministry of Long-Term Care

St. Joseph's
Healthcare ! Hamittonffi

ffi
krint{lick{arr*

ryx,

f iu
SU

ilfrilfiH tr iii;i,,i llttil c



inq ton Mennonite

PERSONAL CARE DECISION FORM

ADVANCE CARE PLANNING

Room #
Resident Name

It is mY understanding that at all times, any aPP ropriate intervention will be explained to me and that

informed consent (mine or that of mY Substitute Decision Maker/Power of AttorneY for Personal Care),

s req uired in all non-emergency situations. ln the event of an emergency situation in which I am unable

to discuss any current Plan of treatment options, I unde rstand that the attending hea Ith care Providers

wil I follow these Advanced Directives I also understand that this decision will be reviewed annuallY,

d/or as requested bY mYself or mY Substitute Decision Maker/Power of AttorneY for Perso nal Care
an

tr Resident

! SDM/POA

This discussion was held with:

Name

n Create a new Advance Care Plan

n Review existing Advance Care Plan

This docum entation is to:

n Admission

tr Readmission

I Change in Condition Aleft

tr Resident or FamilY Request

n Other

is d !sctlssion/revlew:Reason for th

Describe the Key Aspects of the discusston

nNo

discussion?as a result of thisor change madePlan createdWas an Advance Care

! Resident declined conversation

! ResidenVSDM not available at this time

I SDM declined conversation

! Yes

Staff or Heatthcare Provider leading discussion

Name
Title

Signature
Date



Advance Directive Orders in place:

n Level 1 - lnterventions of the highest level" Transfer to Acute Care with CpR

I wish to be transferred to hospital for all available assessment and treatment interventions
deemed appropriate by the attending physician, including Gardiopulmonary Resuscitation
(cPR)' Emergency interventions in this level of care are aimed at prolonging life and include
advanced life support.

I l-eve! 2 - Intei'ventions of a Higher Level of Care. Transfcr to Aeute Care without CpRI do not wish to receive Gardiopulmonary Resuscitation (cpR), but I do wish to be
transferred io hospital for all other assessment and treatment interventions deemed appropriate
by the attending physician. Emergency interventions in this level of care are aimed at prolonging
life up to, but not incruding, cpR or advanced rife support.

Level 3 - comfort care at a higher rever without cpR
I wish to remain in the Home with supportive care aimed at providing comfort, symptom relief,
and pain control. I would like to be offered any investigative tests/assessments that can be done
in the Home as well as tests done as an outpatient at a hospital. Treatment recommendations
resulting from investigations will be discussed and decided on at that time.

Level 4 - Gomfort Care Only wiilrout CpR
I wish to receive palliative care provided in the Home with supportive care aimed at providing
comfort, symptom relief, and pain control. I would like to be offered any basic investigative
tests/assessments that can be done in the Home. Treatment recommendations resulting- from
investigations will be discussed and decided on at that time.

D

l, 
, believe that , who is

(irarrre of SDtoiipCA;
incapable of providing consent would
the Advance Directive Record of De
capable wishes or if not known to me,

iF{an'ie oi Resieei^ii)
in his/her present condition consent to the plan of care noted in
cision below. This most crosery corresponds with his/her prior
is in his/her best interest.

This document is the p ropefty of the named ind

HThe Ithea ac Pre rofess lona Um dst thISCUSS e nla treatmeof ntp th reflectsat eth cl tsen ressedexpL.neWIS . - -:rLWII.II inIL^tlte :. -:JtvtuI
u ua ro rL-Ute can e no c\os L

UU--LparJ :r. -r -rtu[e^I5t iS
n^^UEUpei-s

^ ^^1,^-lvtdnetton I
,n^...^/T(JWE A^{UI rnal^

u.u ey
Personfor a reCa rno comto letin thp foe OWIp vanAd ceg D Reirectiveng ofcord clDe SIon na d

d ocu entim n tn ht e ch rtg

Advance Directive Record of Decision

Level
{check one}

Date and Time
{00:00}

Signature of
ResidenUSDM/POA

check one

Signature of Flealth
Care Professiona!

!
!
l
n

1

2

2

4

DD/MMTTYYY

Time ! Resident
! SDM/POA

he/she moves through the health care system
ividual and a copy must accornpany that individual as



Leamington Mennonite Home

SGHEDULE B

Dear Resident and/or Family,

As you are aware, the Leamington Mennonite Home always strives to ensure the health and safety of

our residents.

Our Home therefore encourages every resident to receive from the Home the following vaccinations as

offered on the Ministry of Health website and skin test at no cost:

o A one-time injection of the pneumococcal vaccine and a booster will be offered in 5 years for
a total of 2 injections in a lifetime.

o A yearly influenza vaccination
. Td booster if not given in the last 10 years; if unknown history of immunizations, it is

recommended
o 2-step TB skin test done upon admission unless it has been done within the last year

Resident that has been previously exposed to TB or has had a positive test will not receive the

skin test. They will be assessed by the Physician and may require an x-ray.

The Pneumococcal Vaccine is to prevent bacteria illnesses. Pneumococcal disease is a leading

cause of death, pneumonia, and meningitis in the elderly. lt especially effects those with chronic lung

and/or heart disease.

The Td Booster is to protect against Tetanus and Diphtheria. Both Tetanus and Diphtheria are

infections caused by bacteria that can be very serious and life-threatening.

The lnfluenza Vaccine is recommended by the Public Health Unit for g!! residents and staff in long

term care facilities on a yearly basis to combat the flu virus. (Note: those with an allergy to eggs are

excluded). lnfluenza affects many frail elderly, especially in an environment where the virus has the
potential to spread from resident-to-resident. lt can lead to severe respiratory complications.

We encourage you, as a resident or resident representative, to provide the required approval for these

vaccines by signing the enclosed forms.

Dr. R olloway
Physician/Med ical D i recto r

Jeff Konrad
Administrator

CherylAlice, RN

Director of Nursing & Personal Care



Leamington Mennonite Home

VACCINATION / IMMUNIZATION PERMISSION FORM

Resident Name: Room #:

Pneumococcal Vaccine
I hereby give permission for this initial injectionibooster of pneumococcal vaccine

A booster will be offered in 5 years for a total of 2 injections in a lifetime.

Resident or Resident Representative Signature
XaTo*, K,r)

lnfection Control Officer

Td Booster

I hereby give permission for this immunization as an initial or booster

Resident or Resident Representative Signature
Xary* K")

lnfection Control Officer

lnfluenza lmmun ization
I hereby give permission for this annual immunization as recommended by the Windsor/Essex Public

Health Medical Officer. I do not have an allergy to eggs.

Resident or Resident Representative Signature
Xa*au KN

lnfection Control Officer

Note:This permission may be reviewed and/or changed by the ResidenUResident Representative at
the annual Resident Care Plan meeting

2 Step TB Skin Test

Resident or Resident Representative Signature
Xapr* K')

lnfection Control Officer

COVID-19 lmmunization
I hereby give permission for this immunization and applicable boosters as recommended by the

Wndsor/Essex Public Health Medical Officer.

Resident or Resident Representative Signature
Xap"a KN

lnfection Control Officer

is permission may be reviewed and/or changed by the ResidenUResident Representative atNote:Th
the annual Resident Care Plan meeting



ontario @
MinistrY of Health
Version 6'0 - SePtemb er 8' 2O22

covlD-19 Vaccine Consent and Notice Form

Ne.k\ 4r5m$tfr@qoil6frmtNqrmsP1gql6,nLKW"

*u4HzLe {a\eq

T
T

Ma[e n Female

Prefer not to answer

*,sg*6wAv

Pa,tient iinfo,rmation

actr{roner)PrN,UrSeo,rranlPediatncl,oll
Care Cli'nlcian (F

Sex

/MM/VYYV)(D,DBrrthofDate

EmaiL
H,onte Phone M,obi'[e Pho,ne

Postal CodeProvrnce
Str''eet AiJdress

Mrddle Name
Fr,rst NameLast Name

Hea,Lth Ca'rd Num:ber

"l'Tti; be disclosed to the chier Medical ofricer o' f.',1tt:1,1^o::::,1^:'"::Ht*il1"
where the discl.osure is necessary for a purpose of lhe Heqtth Protection and Promotion

Act'
r rt may be disclosed as part of your provinciar. electronic hea.nh record' to health care

providers who are providing care to you'

disclosure of my personal health rnformation for

emai[ing vaccine@ontario'ca'

uotorecandi vof rovl Iputherfo rposeed pctIecoIelb nISn gatiormfotth nh ea oaone ntaroTh oftpers GovernmenethrtsSSEu itbeca uppoandufor yorecord SLi(- icaIn aa neati tioc rmangnda tth nfoeahnaIrouD 19. persoovlofdethnt spreaerevdnafo pnIato rdb recoa p l.thea systemLity n haredstoeLI bct,AReportingVaccinationI1D-VICOen th ndribed ascde usediLt bens nformatioThtth.eaHofnlMe strythtocontronda orFcustodYthe launder nda byrized requiredthouaESrothe purposASwelLASsesthese purpoforLosedrscd

I understand that I may restrict the

treatment PurPoses at anY time bY

Coltection, U'se and Disctosure of Personal Heatth Information
Notice o,f

1



Ministry of Health
Version 5.0 - September 9,2022 ontario @

You mav be contacted by a hospitat, local B.ublic health
related

unit, ol' the Min istry of Hea l.th forpurposes to the COMD-19 v,accme (fo r example to :rem'ind of fot[owappo intments and to
you up

provid e you with a reco rd of mmun VA tion ), rf you consent tothese fo t[ow u
recetvtnqp commu n catio NS by ema t, please ndicate rh IS ust ng th b be l'owe OX

tr I consent to receiving fol.tow_up communications:
tr by SMS,ztexL _. I by emaiL:

You also have the option of consenting to be contacted about participation in coVlD-1grelated research studies./surveys. lf you consent to be contacted, personal healthinformation may be used to determine which studies may be relevant to you and your nameand contact information wi[ be disclosed to researchers. consenting to be contacted aboutresearch studies does not mean you have consented to participate in the research itseLf.Participating in research is voluntary. You may refuse to consent to be contacted aboutresearch studies w'ithout impacting your eLigibiLity to receive the coVtD-19 vaccine,

n I consent to be contacted about covlD-19 related research studies after receiving aCOVID-19 vaccihe

tr by email:

n by SMS,ztext: __ tr by Phone: ____n by mai[:

I understand that I may withdraw this consent to be contacted for follow-up communicationsor research studies at any time by emair-ing vaccine@ontario.ca.

Con:sent for eommunieation and Resea!,ch

lf signing for someone other than yourseLf, indicate your relationship to that other person

n lf signing for someone other than myself, I confirm that I have the Legal. authority toprovide consent for the individualthat is to receive the coVlD*].9 vaccine (i,e. you are aparent, Legal guardian, or substitute decision maker)

D'D/MMIYYYY)
Pri,ntg6 Name

Date of

2



COPY ITTUST BE GIVEN

TO RESIDEIIIT t SDm
l-eam i ngton Men sxon ite-liEnne

REGoRDoFGoNSENTToTREATTilENTDISGUSSIoN

Substitute Decision Maker (SDM)
Resident

ing Health Practitioner
Date

Record

Th is form is a summary record of a discusslon between a health Practiti oner and a resident or SDM

about consent to ProPosed treatment in a ong-term care home. The health P ractitioner will fill out this

form while he/she discusses the treatment with the resident or SDM, or immediatelY after. The resident

or SDNI must receive a copy of the comPleted consent form and will have the opporlunitY to ask

4
I

questions during the consent process

consent must be informed and rerate to the proposed treatment. The consent decision must be

voruntary, without coercion o,. pr"rrrre. A hearth pru.titionur must not obtain consent through fraud or

misrepresentation (he or she must pto"'d" accurate and unbiased information)'

lrtrame and Description of Treatrnent

Comprehensive Long Term Care,includinE a|r me.d19al and nursing treatment under

of the Home physician, and assist"n." *i*-.' at activities of dairy riving as required by

Suf,ud"g* A'- Fersonal Care Deeision Forum

Scn'oed*le ts - Annrlal lnflulenza Vacefrnatioe'l ,i^m Flnnnim,rn fiifieafrti

setledu[e e _ eo^s*,rt t"n meuraatio* no*n^nstnation'r Duning l*eafltirmes

eapaeity with Respect to Tneatment

The practitioner determined that the resident is able to understand the information tha

tomakingaoecisionaboutthetreatment,andappreciatestheconsequencesofa

the direction
the resident.
_ _il

tr. n
_ .rI

t is relevant
decision or

',I

?

lack of decision OR'

The practitioner determined that the resident is not capabre of giving consent to treatment 
o'a:

Additiona[ R'equirernents fon eonsent

The resident or sDM understands that he or she may refuse to consent to the t'uttTnt-,. 
o

The resident or sDM had an opporlunity to ask questions and received satisfa"to'y Tr*:'l

The resident or SDM had sufficient time to make an informed decision about consent 
,,r. n

The r-esident or sDM understands that he or she may revoke this consent at any *'*1 
, ,ru n



4. Required Wording about Coercion

The Home must set out section 83 of the Long-Term Care Homes Act, 2007 in any documentcontaining a consent or directive with respect to treatment.

Coercion prohibited

83' (1) Every licensee of a long-term care home shall ensure that no person is told or led to believethat a prospective resident will be refused admission or that a resident will be dischargedfrom the home because,
(a ) a d ocument has not bee n stg ned
\

t^
IJ ) a il ag tgc iltc ril. ha5 L^^ucen voided UI

( )c a consent o r d irective with respect to treatme nt or ca re has bee
withd

n g rve n not g lvenrawn or revoked 2007 c 8 S 83 ( 1 )

5. lnformed Consent to Treatment

The residentfland/or substitute decision makerfl has received and understands the Long Termcare treatment information as outlined in Section 1 (Name and Description of Treatment), hashad an opportunity to ask questio.ns and request additional information, and consents to thedescribed treatment pran as described by the'Registered staff.

6. Resident or SDM Aeknowledgement

I (the resident or sDM) parlicipated in the consent discussion summarized on this form, on the date seiout on the top of the form.

Signature of Resident or SDM Witness Signature

Name of Witness (print)



Learni noton Mennonite F{ome

CONSENT FOR MEDICATION ADMINISTRATION DURING MEALTIMES

Date

Resident Name

Resident RePresentative

I / we request that medications ordered by the Physician for the hours of 0800' 1200 and

iZOO f'tt be administered during mealtimes'

Resident / Res ident ReP resentative Signature Date



Dr. Randy Holloway is the attending Home Physician and provides medical care on a24-

hour basis to a, ilriolntr. or. HJrio*rv maintains a regurar weekry schedure and is

avairabre for consuitrtion with resid"nit riri"s/resident re[resentatives as required'

ln order for Dr. Holloway to assume full medical responsibility of c.aF for the resident'

signature of 
"pprouriisiLquireo 

by the resident o,. ,."=idunt representative. This signature

arso approves the rerease of 
"ppropii"i" 

,"roror in the event of resident hospitarization

Leamington Mennonite Horne

PHYSICIAN CARE

or specialist care

Resident or Residen t Representative - Power of AttorneY

F\atau@ts

As ofJanuary 1,2011



Leaminoto Menn onite H me

EARLY BEDTIME ROUTINE CONSENT

Resident Name

AM Routine

our Home requires poA and/or Resident Representative consent for an early morning resident routine

prior to 6:00am if the following applies

n Resident is an earlY-riser

! Resident has early morning behaviours requiring supervision and care

n Resident is awake and requires early morning product change with consent given to dressing

the resident for the day and made comfortabre to resume sreeping untir rising for breakfast

POA Signature Date

No, please provide regular rising time for my resident (6:00am and on)

POA Signature Date

PM Routine

rf it is your preference that your resident has an earry bedtime (6:30pm) prease sign in the appropriate

spot below

Yes, we request an early bedtime for our resident (6:30pm)

POA Signature Date

No, please provide regular bedtime care for our resident (7:00pm and on)

POA Signature Date



Leaminqton Mennonite Home

SCHEDULE B

Dear Resident and/or Family,

As you are aware, the Leamington Mennonite Home always strives to ensure the health and safety of

our residents.

Our Home therefore encourages every resident to receive from the Home the following vaccinations as

offered on the Ministry of Health website and skin test at no cost:

o A one-time injection of the pneumococcal vaccine and a booster will be offered in 5 years for

a total of 2 injections in a lifetime.
o A yearly influenza vaccination
. Td booster if not given in the last 10 years; if unknown history of immunizations, it is

recommended
o 2-step TB skin test done upon admission unless it has been done within the last year

Resident that has been previously exposed to TB or has had a positive test will not receive the

skin test. They will be assessed by the Physician and may require an x-ray.

The Pneumococcal Vaccine is to prevent bacteria illnesses. Pneumococcal disease is a leading

cause of death, pneumonia, and meningitis in the elderly. lt especially effects those with chronic lung

and/or heart disease.

The Td Booster is to protect against Tetanus and Diphtheria. Both Tetanus and Diphtheria are

infections caused by bacteria that can be very serious and life-threatening.

The lnfluenzaVaccine is recommended bythe Public Health Unitforall residents and staff in long

term care facilities on a yearly basis to combat the flu virus. (Note: those with an allergy to eggs are

excluded). lnfluenza affects many frail elderly, especially in an environment where the virus has the

potential to spread from resident-to-resident. lt can lead to severe respiratory complications.

We encourage you, as a resident or resident representative, to provide the required approval for these

vaccines by signing the enclosed forms.

Dr. R. olloway
Physici an/Med ical D i rector

Jeff Konrad
Administrator

Cheryl Alice, RN

Director of Nursing & Personal Care



Leaminqton Mennonite Home

VACCINATION / IMMUNIZATION PERMISSION FORM

Resident Name Room #:

Pneumococcal Vaccine
I hereby give permission for this initial injection/booster of pneumococcal vaccine

A booster will be offered in 5 years for a total of 2 injections in a lifetime.

Resident or Resident Representative Signature
Xao*a, K,r)

lnfection Control Officer

Td Booster

I hereby give permission for this immunization as an initial or booster

Resident or Resident Representative Signature
xaa K't)

lnfection Control Officer

lnfluenza lmmunization
I hereby give permission for this annual immunization as recommended by the Wndsor/Essex public

Health Medical Officer. I do not have an a to

Resident or Resident Representative Signature

,-On /1

ALa/foh K\)
I nfection Control Officer

Note: This permission may be reviewed and/or changed by the ResidenVResident Representative at
the annual Resident Care Plan meeti ng.

2 Step TB Skin Test

Resident or Resident Representative Signature
XAo,o"t^ KN

I nfection Control Officer

COVID-I9 lmmunization
I hereby give permission for this immunization and applicable boosters as recommended by the

Wlndsor/Essex Public Health Medical Officer

Resident or Resident Representative Signature
xaa Kt)

lnfection Control Officer

Note: This permission may be reviewed and/or changed by the ResidenUResident Representative at
the annual Resident Care Plan meeti ng.



LEAMINGTON MENNONITE HOME

Emergency Department Visits for Seniors Living in Long-Term Care Settings

The Leamington Mennonite Home is dedicated to making sure that every resident

remains comfortable and receives the best care possible, this includes avoiding

unnecessary visits to the hospital. Our Registered Staff have many resources to use

that can assist in diagnosing and treating residents in the home. This helps to maintain

consistent care and comfort for each resident.

Transfers to the emergency department can pose significant health risks and make for
an uncomfortable experience:

. Advanced age and cognitive impairment or dementia contribute to the complexity
of their health care needs.

o Emergency departments are an unfamiliar place and staff are not familiar with

their health situation, making them particularly vulnerable.
. Ambulances are usually involved in transporting LTC residents to and from the

hospital. Ambulance services constitute an additional cost to the cost of receiving

care.
o Waiting for transportation once a resident's care is completed can delay their

return home.
. Time Spent in the emergency department ls longer for seniors who Live in LTC

facilities.
o Visits to the Emergency Department have been associated with increased risk of

new acute infection among the elderly population in general.
o In addition, the long exposure to an unfamiliar place may be particularly

distressing for older seniors, many of whom also suffer from cognitive
impairment. lncreased agitation may also lead to the resident being physically or

chemically restrained while in hospital.

Prior to deciding to send a resident to the hospital, the Registered Staff will discuss the

situation with our Director of Care and the physician to determine if the resident can be

treated at the home. There are certain situations that have been outlined to direct staff
to send immediately. Registered Staff will also update and include family in decision

making.

lf you have any questions, please feel free to ask Registered Staff.



I LEAMINGTON

Mennonite Home

Physiotherapy Consent to Treatment

I hereby give consent to an initial assessment, follow-up reassessments, and treatments for the purpose

of my rehabilitation as the therapist deems appropriate. I authorize treatment to be administered by

appropriate support personnel under the discretion of the therapist.

I hereby consent to treatments as prescribed and indicated on the treatment plan that may include any

or all of the following:
o Modalities (e.g. Heat/ice, ultrasound therapy, transcutaneous electrical nerve stimulation

(TENS) therapy, etc.)
. Exercise (e.g. Gait training, balance training, range of motion, strengthening, etc.)
. Other treatments that the physiotherapist deems appropriate

I acknowledge that it is customary to experience some discomfort during and/or following treatments. I

acknowledge that the services provided may be funded through the Ministry of Health and provided at
no cost to me. I understand that I will be informed of any services that fall outside of what is funded,
and provided with costs and options to purchase additional services if I choose.

Consent to Collect & Disc lose Personal lnformation

I understand that the therapist requires an accurate record of the resident's current and past medical

history, date of birth, health card number, and physician. I hereby give consent for the therapist to
review all resident medical records relevant to my care in accordance with privacy guidelines and to
release the findings of the assessment and subsequent treatment to the Director of Nursing & Personal
Care (DOC) and any other healthcare professional at or outside of the facility involved in my care. I

understand the assessment and reassessment information will be used by the Leamington Mennonite
Home to determine best practices and ensure quality of services.

Client Name Date of Birth

Health Card Number and Version Code

EClient is a veteran. Veteran Affairs K Number of Case #

Client Signature:

OR

Date:

Name of Substitute Decision Maker/Power of Attorney

Signature Date

EmailAddress
*By providing my emaitaddress t hereby authorize the Leamington Mennonite Home Physiotherapy Team to
contact me via email.

Residents first - through faith-based commitment, compassion, and community.



Leamington Mennonite Home & Apartments
35 Pickwick Drive, Leamington, 0N N8H 4T5

Phone:519-326-6109 Fax:519-326-3595

www.mennonitehome.ca

Hello Resident Family Members,

LMH is happy to announce that we will be able to offer onsite dental hygiene services to our residents
in both the Long Term Care Facility and Retirement Residence. The company is Go Smile Oral

Healthcare Services. Their introduction letter follows below.

The price point can range from $180 to just over $300 - it's all dependent on each individual's needs

and what they have done. They have the same pricing as a regular dental office and use the
regulated fee guide for pricing. They accept insurance as well and will submit on the resident's behalf

and can do Pre Determinations to their insurance company as well if there are financial concerns. They

do require full payment from POA once they have received their Post Treatment and invoice (email or

mail). They will submit to insurance and they will directly be reimbursed according to their plan.

lf you would like to register your resident to start receiving oral hygiene service, please contact Kris

Lowes via email (kris@mennonitehome.ca). I will email you the registration form and once returned,

will forward it on to Go Smile, along with a list of medications and the medical questionnaire that a
member of our Registered Staff will complete.

With thanks,

,tlr\ I I\ I tA^-
-l

Jeff Konrad
Administrator

Residents first - through faith-based commitment, compassion, and community.



{q-Jq"d{,na- I Go Smfle

Hello and Welcome to Go Smile!

We are collaborating with your care facility, the Leamington Mennonite Home, to create
practical and compassionate access to oral healthcare for your residents. We aim to have
between 5-8 patients per dental hygiene clinic. As for frequency, we try to come back every 4
months to the facility for our dental hygiene clinics. How we do this is we contact our facility
first, confirm a date(s), update charts with you and then start calling POAs to set up the
schedule.

We offer a wide array of dental hygiene therapies to our clients. Full exams, scaling, polish,
fluoride, cavity arrest therapies, denture cleaning, intraoral pictures, referrals to specialists or
dentists upon request, and we work closely with a mobile denturist as well. Each hygiene
appointment is specialized for each individual's needs and we always work with the client on
how they are feeling that day.

Rachel S.

Office Manager

Dufour Dental Hvsiene

GoSmile Mobile Ora I Healthcare Services

GoSmile.cs



r,'..1,; r,i,,..;' j..'

t.

Name:

Facility Name

Name:

Phone number:

Address:

Name:

Phone number

Address:

Go Srnile

Client Registration

Date of Birth

Room number:

RelationshiP to Patient

Email:

Postal code:

RelafionshiP to Patient

E
E

Email:

Postal code

I consent to dental hygiene assessment and cleaning incuding fluoride

I would like to be notified of additional care recommendations

Pafient Infornration

Care Decisions

Financial Contact

Constnt for Dental Hygiene Services

Insurance

lnsurance Carrier Group Number: lndividual Number:

n

tl

pRlVACy: The information collected is required to enable us to provide you with the best possible oral

healthcare. All informationjt tiri.liy confrdential and is protected by the Personal lnformation

protection and Electronic Documents act {PIPEDA). The registered dental hygienist will explain any questtons

that you do not understand

TREATMENT/HEALTH CONSULTATIoN: I undersland that all necessary will be exolained to me and give my

consent for treatment as indicated above. I consent io ,f 6* Go Smile to acc-ess mylthe patient's medical history

as it may pertain to tf,e.eqresteJservices. lalso authorize the release of information to third party insurance

.irii.ri'fju'"rs and to.Vh"Oi.ut doctor or other healthcare providers if necessary'

pAyMENT: lconsent and agree to be financially responsible for payment of all services rendered on my behalf

or on behalf of mV dependants.

E-MAIL: I consent to receive correspondence via email including follow up care recommendations,

confrrmation of appointments, reminclers and information about upcoming clinics or communlty

involvement events

Client/Guardian Signatu re
Date



Learnington Mennonite Home

EVACUATION INFORMATION

Resident Name

Family Member Name

1. ln case of an emergency evacuation, I wish to have mY family member,

(name of resident) at the Leamington Men nonite Home and

Apartments transferred to our familY

Yes No

2 rf yes, the folowing contact person and address should be identified in the Home plan as the

place of transfer:

Name:

RelationshiP to Resident:

Address:

Phone Numbers:

Home

Work

Mobile

Areyouabletoprovidetransporlationforyourfamilymember?

Yes No

3 lfyoudonotfeelthatyourfamily..memberiscapableofjoiningyouoramemberofyour
family, please ,nr*", rtto to qr"ition #1' ln this case, your toved one will be transferred to

a designated evacuation site in case of an emergency'

Signature of FamilY Member

As of January 1,2011



mln oton Mennsn Ho

RESIDENT PHOTO USE CONSENT FORM

r r..rNDER.srAr{D that photographs and/or video and/or audio recordings of me may be circ-ulated widely

and that, if posted on ihu MennonitJHo.nu..or *eurli" 
"nJpuulistred'in 

either the HomeFront chatter

or the Resident nr*riJtur, they will be available to the public'

l further understand that the Leamington Mennonite,Home has no control over, and is not responsible

for, the use o*isuse of materiar. o'iit, website unoloipunii..tlon. (HomeFront chatter and Resident

Newsretter), incruding my photograitr-anolor video andior audio recordings of me' Flease check the

box below tl'lat aPPlies to You'

FoR Tr-{E p["iRposE *TATED ABovE, I coNSENT to be photographed and/or to be video and/or

audio recorded nvin"l"urington Mennonite Home or its authorized representatives'

I Ar_Low the Leamington Mennoniie Home or its 
-r"pi"."ntatives 

to use, reproduce' publish'

transmit, distribute, broadcast ano oisptay any fry]?g;;;h 
and/or Yidg? 

and/or audio recording that

contain my imageinolo' voice arong wi*r my n?*u,ir'*it M;nnonite Home publication, multimedia

production, video, co_nolr, DvD,'d.rsptay, aov*rtisement and/or on the Leamington Mennonite

Home,s website or other social *uorr *"'u sites without further notice or my approval of finished

p'f,"agt*phs and/or video and/or audio recordings'

I DO hIOT ALLOW the Leamington Menncnite Home or its representatives to use, reproduce'

publish, transmit, distribute, broaJcasi and display ';; 
photograph and/or video and/or audio

recording that contain my image""nolo, voice arong *ril.' *y name in any Mennonite Home

publication, murtmeJia producttn,liJ"o, CO-ROfU' bVO' display' advertisement and/or on the

Leamington Mennonite Home,s website or other sociar medial we"b sites without further notice or

my approval of ti.i.r.r"o ptrotographs and/or video andior audio recordings'

Resident First an

Resident or APP

Date

d Last Nam e (Print)

icable POA Signature

3 9 (2 ) of th F reed om of nfo rm a tion d nd

rotecti Yo[^t r Frivacv n accord a nce with bect o n*P ng
cl d ES a nd reco rd ngs n

Act ( 1 I90 ) pe rsona nfo rm a tion n u n rtJ m ag
dP rotect IO n of P r vacy

of th L am ng ton Vl en non ite Home an
with th fo co lected U nd er the a u tho rity e e

co n necti on S rm S
Lea gt Me n non ite H ome d nd its

promoti b rctz n g o r EX pla I n ng the m n on
W be used for ng p u t f u h aVE any q uestio n S

d fo ad m n stratrve ed ucati onal or resea rch p u rpOSCS yo
act ities a n r

by
b ut the co ectio n of pe rSona nfo rm ati o n

a o
rth IS fo rm p ease contact ou Administrator

rhe Lea m ng ton Menn o n ite Hom d AS refe rence d o n


