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Resident Name: __________________________________________________  

 
Admission Date: ______________ Resident Number: ___________________ 

 
Facility Name: ____________________________________________________ 

    
 

CALIFORNIA STANDARD ADMISSION AGREEMENT 
FOR SKILLED NURSING FACILITIES AND INTERMEDIATE CARE FACILITIES 

 
 

I. Preamble 
 
The California Standard Admission Agreement is an admission contract that this Facility is 
required by state law and regulation to use. It is a legally binding agreement that defines the 
rights and obligations of each person (or party) signing the contract. Please read this 
Agreement carefully before you sign it. If you have any questions, please discuss them with 
Facility staff before you sign the agreement. You are encouraged to have this contract 
reviewed by your legal representative, or by any other advisor of your choice, before you sign 
it.  
 
You may also call the Office of the State Long Term Care Ombudsman at 1-800-231-
4024, for more information about this Facility. The report of the most recent state 
licensing visit to our facility is posted _______________________, and a copy of it or of 
reports of prior inspections may be obtained from the local office of the California 
Department of Public Health (CDPH), Licensing and Certification Division 
____________________________________________.  

(Location of District Office) 
 
If our facility participates in the Medi-Cal or Medicare programs, we will keep survey, 
certification and complaint investigation reports for the past three years and will make 
these reports available for anyone to review upon request. 
 
If you are able to do so, you are required to sign this Agreement in order to be admitted 
to this Facility. If you are not able to sign this Agreement, your representative may sign 
it for you. You shall not be required to sign any other document at the time of, or as a 
condition of, admission to this Facility. 
 

II. Identification of Parties to this Agreement 
 
DEFINITIONS 
 
In order to make this Agreement more easily understood, references to “we,” “our,” “us,” 
“the Facility,” or “our Facility” are references to:  
 
_______________________________________________________ 
                         (Insert the Name of the Facility as it appears on its License) 

 

Print Form
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Attachment A provides you with the name of the owner and licensee of this facility, and 
the name and contact information of a single entity responsible for all aspects of patient 
care and operation at this facility. 
 
References to “you,” “your,” “Patient,” or “Resident” are references to 
____________________________, the person who will be receiving care in this 
Facility. For purposes of this Agreement, “Resident” has the same meaning as “Patient.” 
 
The parties to this agreement are the Resident, the Facility, and the Resident’s 
Representative. References to the “Resident’s Representative” are references to: 
_____________________________, the person who will sign on your behalf to admit 
you to this Facility, and/or who is authorized to make decisions for you in the event that 
you are unable to. To the extent permitted by law, you may designate a person as your 
Representative at any time. 
 
Note: the person indicated as your “Resident’s Representative” may be a family 
member, or by law, any of the following: a conservator, a person designated under the 
Resident’s Advance Health Care Directive or Power of Attorney for Health Care, the 
Resident’s next of kin, any other person designated by the Resident consistent with 
State law, a person authorized by a court, or, if the Resident is a minor, a person 
authorized by law to represent the minor. 
 
Signing this Agreement as a Resident’s Representative does not, in and of itself, make 
the Resident’s Representative liable for the Resident’s debts. However, a Resident’s 
Representative acting as the Resident’s financial conservator or otherwise responsible 
for distribution of the Resident’s monies shall provide reimbursements from the 
Resident’s assets to the Facility in compliance with Section V. of the agreement. 
 
IF OUR FACILITY PARTICIPATES IN THE MEDI-CAL OR MEDICARE PROGRAM, OUR 
FACILITY DOES NOT REQUIRE THAT YOU HAVE ANYONE GUARANTEE PAYMENT 
FOR YOUR CARE BY SIGNING OR COSIGNING THIS ADMISSION AGREEMENT AS A 
CONDITION OF ADMISSION. 
    
The Parties to this Agreement are: 
 
Resident: _____________________________________________________________ 

(Type or Print Resident’s Name Here) 

 
Resident’s Representative: _______________________________________________ 

           (Type or Print Representative's Name Here) 

 
Relationship: __________________________________________________________ 

 
 
Facility: ______________________________________________________________ 

(Type or Print the Facility’s Name as it appears on the License)      
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III. Consent to Treatment 
 
The Resident hereby consents to routine nursing care provided by this Facility, as well 
as emergency care that may be required.  
 
However, you have the right, to the extent permitted by law, to refuse any treatment 
and the right to be informed of potential medical consequences should you refuse 
treatment. We will keep you informed about the routine nursing and emergency care 
we provide to you, and we will answer your questions about the care and services we 
provide you.  
 
If you are, or become, incapable of making your own medical decisions, we will follow 
the direction of a person with legal authority to make medical treatment decisions on 
your behalf, such as a guardian, conservator, next of kin, or a person designated in an 
Advance Health Care Directive or Power of Attorney for Health Care.  
 
Following admission, we encourage you to provide us with an Advance Health Care 
Directive specifying your wishes as to the care and services you want to receive in 
certain circumstances. However, you are not required to prepare one, or to provide us 
a copy of one, as a condition of admission to our Facility. If you already have an 
Advance Health Care Directive, it is important that you provide us with a copy so that 
we may inform our staff. 
 
If you do not know how to prepare an Advance Health Care Directive and wish to 
prepare one, we will help you find someone to assist you in doing so.   
 
 
IV. Your Rights as a Resident 
 
Residents of this Facility keep all their basic rights and liberties as a citizen or resident 
of the United States when, and after, they are admitted. Because these rights are so 
important, both federal and state laws and regulations describe them in detail, and 
state law requires that a comprehensive Resident Bill of Rights be attached to this 
Agreement.  
 
Attachment F, entitled “Resident Bill of Rights,” lists your rights, as set forth in State 
and Federal law. For your information, the attachment also provides the location of 
your rights in statute. 
 
Violations of state laws and regulations identified above may subject our Facility and 
our staff to civil or criminal proceedings. You have the right to voice grievances to us 
without fear of any reprisal, and you may submit complaints or any questions or 
concerns you may have about our services or your rights to the local office of the 
California Department of Public Health, Licensing and Certification District Office 
___________________________________________, or to the State Long-Term 
Care Ombudsman (see page 1 for contact information). 
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You should review the attached “Resident Bill of Rights” very carefully. To 
acknowledge that you have been informed of the “Resident Bill of Rights,” please sign 
here: 

___________________________________________________________  
 
 
  
V. Financial Arrangements 

 
Beginning on _____________________________ (date), we will provide routine 
nursing and emergency care and other services to you in exchange for payment.  
 
Our Facility has been approved to receive payment from the following government 
insurance programs: ______ Medi-Cal ______ Medicare 
 
 
At the time of admission, payment for the care we provide to you will be made by:  
     
______ Resident (Private Pay) 

______ Medi-Cal  

______ Medicare Part A        Medicare Part B: _____________ 

______ Private Insurance: _________________________________  
(Enter Insurance Company Name and Policy Number) 

______ Managed Care Organization: _________________________  

______ Other: ____________________________________________   

 
 

                                            
Resident’s Share of Cost. Medi-Cal, Medicare, or a private payor may require that 
the Resident pay a co-payment, co-insurance, or a deductible, all of which the Facility 
considers to be the Resident’s share of cost. Failure by the Resident to pay his or her 
share of cost is grounds for involuntary discharge of the Resident.  
 
If you do not know whether your care in our Facility can be covered by Medi-Cal or 
Medicare, we will help you get the information you need. You should note that, if our 
Facility does not participate in Medi-Cal or Medicare and you later want these 
programs to cover the cost of your care, you may be required to leave our Facility. 
 
[APPLICABLE ONLY IF DATE IS ENTERED:] On ___________________ (date) our 
Facility notified the California Department of Health Care Services of our intent to 
withdraw from the Medi-Cal Program. If you are admitted after that date, we cannot 
accept Medi-Cal reimbursement on your behalf, and we will not be required to retain 
you as a Resident if you convert to Medi-Cal reimbursement during your stay here. If, 
on the other hand, you were a Resident here on that date, we are required to accept 
Medi-Cal reimbursement on your behalf, even if you become eligible for Medi-Cal 
reimbursement after that date.  
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YOU SHOULD BE AWARE THAT NO FACILITY THAT PARTICIPATES IN THE 
MEDI-CAL PROGRAM MAY REQUIRE ANY RESIDENT TO REMAIN IN PRIVATE 
PAY STATUS FOR ANY PERIOD OF TIME BEFORE CONVERTING TO MEDI-CAL 
COVERAGE. NOR, AS A CONDITION OF ADMISSION OR CONTINUED STAY IN 
SUCH A FACILITY, MAY THE FACILITY REQUIRE ORAL OR WRITTEN 
ASSURANCE FROM A RESIDENT THAT HE OR SHE IS NOT ELIGIBLE FOR, OR 
WILL NOT APPLY FOR, MEDICARE OR MEDI-CAL BENEFITS.  
 
 
A. Charges for Private Pay Residents 
 
Our Facility charges the following basic daily rates: 
 
$________________ for a private, single bed room 
 
$________________ for a room with two beds 
 
$________________ for a room with three beds 
 
$________________ for ______________________________________________ 

     (Specify any other accommodation here) 

 
The basic daily rate for private pay and privately insured Residents includes payment 
for the services and supplies described in Attachment B-1.  
 
The basic daily rate will be charged for the day of admission, but not for any day 
beyond the day of discharge or death. However, if you are voluntarily discharged from 
the Facility less than 3 days after the date of admission, we may charge you for a 
maximum of 3 days at the basic daily rate.  
 

We will provide you with a 30-day written notice before increasing the basic daily rate, 
unless the increase is required because the State increases the Medi-Cal rate to a 
level higher than our regular rate. In this case, state law waives the 30-day notification.  
 
Attachment B-2 lists for private pay and privately insured Residents optional supplies 
and services not included in our basic daily rate, and our charges for those supplies 
and services. We will only charge you for optional supplies and services that you 
specifically request, unless the supply or service was required in an emergency. We 
will provide you a 30-day written notice before any increase in charges for optional 
supplies and services. 
  
If you become eligible for Medi-Cal at any time after your admission, the services and 
supplies included in the daily rate may change, and also the list of optional supplies 
and services. At the time Medi-Cal confirms it will pay for your stay in this Facility, we 
will review and explain any changes in coverage. 
 
 
 
 



State of California – Health and Human Services Agency  California Department of Public Health  

CDPH 327 (05/11)  - 6 -   

B.  Security Deposits 
 

If you are a private pay or privately insured Resident, we require a security deposit of 
$_____________________.  
 
We will return the security deposit to you, with no deduction for administration or 
handling charges, within 14 days after you close your private account or we receive 
payment from Medi-Cal, whichever is later. 
 
If your care in our Facility is covered by Medi-Cal or Medicare, no security deposit is 
required. 
 
 
C. Charges for Medi-Cal, Medicare, or Insured Residents 

 
IF YOU ARE APPROVED FOR MEDI-CAL COVERAGE AFTER YOU ARE 
ADMITTED TO OUR FACILITY, YOU MAY BE ENTITLED TO A REFUND. WE WILL 
REFUND TO YOU ANY PAYMENTS YOU MADE FOR SERVICES AND SUPPLIES 
THAT ARE LATER PAID FOR BY MEDI-CAL, LESS ANY DEDUCTIBLE OR 
SHARE OF COST. WHEN OUR FACILITY RECEIVES PAYMENT FROM THE MEDI-
CAL PROGRAM, WE WILL ISSUE A REFUND TO YOU.   

 
If you are entitled to benefits under Medi-Cal, Medicare, or private insurance, and if we 
are a participating Provider, we agree to accept payment from them for our basic daily 
rate. NEITHER YOU NOR YOUR REPRESENTATIVE SHALL BE REQUIRED TO 
PAY PRIVATELY FOR ANY MEDI-CAL COVERED SERVICES PROVIDED TO YOU 
DURING THE TIME YOUR STAY HAS BEEN APPROVED FOR PAYMENT BY 
MEDI-CAL. UPON PRESENTATION OF THE MEDI-CAL CARD OR OTHER PROOF 
OF ELIGIBILITY, THE FACILITY SHALL SUBMIT A MEDI-CAL CLAIM FOR 
REIMBURSEMENT. However, you are still responsible for paying all deductibles, 
copayments, coinsurance, and charges for services and supplies that are not covered 
by Medi-Cal, Medicare, or your insurance. Please note that our Facility does not 
determine the amount of any deductible, copayment, or coinsurance you may be 
required to pay: rather, Medi-Cal, Medicare, or your insurance carrier determines 
these amounts.  
 
Attachments C-1, C-2, and C-3 describe the services covered by the Medi-Cal daily 
rate, services that are covered by Medi-Cal but are not included in the daily rate, and 
services that are not covered by Medi-Cal but are available if you wish to pay for them. 
 
Attachments D-1 and D-2 describe the services covered by Medicare, and services 
that are not covered by Medicare but are available if you wish to pay for them.  
  
You should note that Medi-Cal will only pay for covered supplies and services if they 
are medically necessary. If Medi-Cal determines that a supply or service is not 
medically necessary, we will ask whether you still want that supply or service and if 
you are willing to pay for it yourself. 
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We will only charge you for optional supplies and services that you specifically 
request, unless the supply or service was required in an emergency. We will provide 
you a 30-day written notice before any increase in charges for optional supplies and 
services.  
 
 
D. Billing and Payment 
 
We will provide to you an itemized statement of charges that you must pay every 
month. You agree to pay the account monthly on _____________________ (enter 
day of month). 
 
Payment is overdue ________ days after the due date. A late charge at an interest 
rate of ________% is charged on past due accounts and is calculated as follows: 
____________________________________________________________________

____________________________________________________________________ 

 
E. Payment of Other Refunds Due To You 
 
As indicated in Section C. above, refunds may be due to you as a result of Medi-Cal 
paying for services and supplies you had purchased before your eligibility for Medi-Cal 
was approved or for any security deposit you may have made. At the time of your 
discharge, you may also be due other refunds, such as unused advance payments 
you may have made for optional services not covered by the daily rate. We will refund 
any money due to you within 14 days of your leaving our Facility. We will not deduct 
any administration or handling charges from any refund due to you. 
 
 
VI. Transfers and Discharges 
 
We will help arrange for your voluntary discharge or transfer to another facility. 
 
Except in an emergency, we will not transfer you to another room within our Facility 
against your wishes, unless we give prior reasonable written notice to you, determined 
on a case by case basis, in accord with applicable state and federal requirements. For 
example, you have a right to refuse the transfer if the purpose of the transfer is to 
move you to or from a Medicare-certified bed. 
 
Our written notice of transfer to another facility or discharge against your wishes will 
be provided 30 days in advance. However, we may provide less than 30 days notice if 
the reason for the transfer or discharge is to protect your health and safety or the 
health and safety of other individuals, if your improved health allows for a shorter 
notice, or if you have been in our Facility for less than 30 days. Our written notice will 
include the effective date, the location to which you will be transferred or discharged, 
and the reason the action is necessary.  
 
The only reasons that we can transfer you to another facility or discharge you against 
your wishes are: 
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1) It is required to protect your well-being, because your needs cannot be met 

in our Facility; 
 

2) It is appropriate because your health has improved enough that you no 
longer need the services of our Facility; 

 
3) Your presence in our Facility endangers the health and safety of other 

individuals; 
 

4) You have not paid for your stay in our Facility or have not arranged to have 
payment made under Medicare, Medi-Cal, or private insurance; 

 
5) Our Facility ceases to operate.  

 
6) Material or fraudulent misrepresentation of your finances to us. 

 
 
If we participate in Medi-Cal or Medicare, we will not transfer you from the Facility or 
discharge you solely because you change from private pay or Medicare to Medi-Cal 
payment.  
 
In our written notice, we will advise you that you have the right to appeal the transfer 
or discharge to the California Department of Health Care Services and we will also 
provide the name, address, and telephone number of the State Long-Term Care 
Ombudsman.  
 
If you are transferred or discharged against your wishes, we will provide transfer and 
discharge planning as required by law. 
 
 
VII.  Bed Holds and Readmission 
 
If you must be transferred to an acute hospital for seven days or less, we will notify 
you or your representative that we are willing to hold your bed. You or your 
representative have 24 hours after receiving this notice to let us know whether you 
want us to hold your bed for you.  
 
If Medi-Cal is paying for your care, then Medi-Cal will pay for up to seven days for us 
to hold the bed for you. If you are not eligible for Medi-Cal and the daily rate is not 
covered by your insurance, then you are responsible for paying $_____________ for 
each day we hold the bed for you. You should be aware that Medicare does not cover 
costs related to holding a bed for you in these situations. 
 
If we do not follow the notification procedure described above, we are required by law 
(Title 22 California Code of Regulations Sections 72520(c) and 73504(c)) to offer you 
the next available appropriate bed in our Facility.  
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You should also note that, if our Facility participates in Medi-Cal and you are eligible 
for Medi-Cal, if you are away from our Facility for more than seven days due to 
hospitalization or other medical treatment, we will readmit you to the first available bed 
in a semi-private room if you need the care provided by our Facility and wish to be 
readmitted.  
 
 
VIII.  Personal Property and Funds 
 
Our Facility has a theft and loss prevention program as required by state law. At the 
time you are admitted, we will give you a copy of our policies and procedures 
regarding protection of your personal property, as well as copies of the state laws that 
require us to have these policies and procedures.  

 
If our Facility participates in Medi-Cal or Medicare and you give us your written 
authorization, we will agree to hold personal funds for you in a manner consistent with 
all federal and state laws and regulations. If we are not certified for Medi-Cal or 
Medicare, we may offer these services but are not required to. You are not required to 
allow us to hold your personal funds for you as a condition of admission to our Facility. 
At your request, we will provide you with our policies, procedures, and authorization 
forms related to our holding your personal funds for you.  
 
 
IX. Photographs 

 
You agree that we may take photographs of you for identification and health care 
purposes. We will not take a photograph of you for any other purpose, unless you give 
us your prior written permission to do so.  
 

 
X. Confidentiality of Your Medical Information 
 
You have a right to confidential treatment of your medical information.  
You may authorize us to disclose medical information about you to a family member or 
other person by completing the “Authorization for Disclosure of Medical Information” 
form in Attachment E.  
 
 
XI. Facility Rules and Grievance Procedure 
 
You agree to comply with reasonable rules, policies and procedures that we establish. 
When you are admitted, we will give you a copy of those rules, policies, and 
procedures, including a procedure for you to suggest changes to them. 
 
A copy of the Facility grievance procedure, for resolution of resident complaints about 
Facility practices, is available; we will also give you a copy of our grievance procedure 
for resolution of any complaints you may have about our Facility. You may also 
contact the following agencies about any grievance or complaint you may have:  
 



State of California – Health and Human Services Agency  California Department of Public Health  

CDPH 327 (05/11)  - 10 -   

 
California Department of Public Health  
_______________________  Licensing and Certification District Office 

Phone number: _________________________ 

 
                     (OR) 
 

 State Long-Term Care Ombudsman Program 

Phone number: __________________________  

 
 
XII. Entire Agreement 
 
This Agreement and the Attachments to it constitute the entire Agreement between 
you and us for the purposes of your admission to our Facility. There are no other 
agreements, understandings, restrictions, warranties, or representations between you 
and us as a condition of your admission to our Facility. This Agreement supersedes 
any prior agreements or understandings regarding your admission to our Facility. 
 
All captions and headings are for convenience purposes only, and have no 
independent meaning. 
 
If any provision of this Agreement becomes invalid, the remaining provisions shall 
remain in full force and effect. 
 
The Facility’s acceptance of a partial payment on any occasion does not constitute a 
continuing waiver of the payment requirements of the Agreement, or otherwise limit 
the Facility’s rights under the Agreement.  
 
This Agreement shall be construed according to the laws of the State of California. 
 
Other than as noted for a duly authorized Resident’s Representative, the Resident 
may not assign or otherwise transfer his or her interests in this Agreement.   
 
Upon your request, we shall provide you or your legal representative with a copy of 
the signed agreement, all attachments and any other documents you sign at 
admission and shall provide you with a receipt for any payments you make at 
admission.  
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By signing below, the Resident and the Facility agree to the terms of this 
Admission Agreement: 
 
 
________________________________________  ____________ 
 Representative of the Facility     Date 
 
 

 ________________________________________  ____________ 
   Resident      Date 
 
 
________________________________________  ____________ 
Resident’s Representative – if applicable   Date 

 


