PALM GARDENS

ADULT DAY HEALTH CARE

615 Avenue C, Brooklyn, NY, 11218 Tel. (718) 438-5300 Fax (718) 438-5667


 SEQ CHAPTER \h \r 1Participant’s Bill of Rights
At the time of acceptance into the Adult Day Health Care Program at The Palm Gardens, each participant shall receive a written explanation of the program and services provided, as well as this statement of his/her rights and responsibilities:

 SEQ CHAPTER \h \r 1Each participant has the right to:
1. Considerate respectful care.
2. Protection from physical and psychological abuse.

3. Participation in developing their care plan and make changes as needed.

4. Freedom from restraint and coercion, right to privacy, respect and dignity.

5. Has the right to select an ADHC program of choice.

6. Has access to visitor at any given time during the operational hours of the program.
7. The participant has opportunity to express his or her interest in work employment and / or volunteering options in the community. 

8. Quality service without discrimination as to race, color, religion, age, handicap, marital status, sex, national or ethnic origin.
9. Reasonable response by the program to a request for program services.
10. Privacy to the extent consistent with providing optimal health services. This shall not rule out discreet disclosure of information regarding his/her care to appropriate health care personnel.
11. Privacy and confidentiality of all records pertaining to the participant’s care, except as otherwise provided by law, third party payment or as requested by the participant.  All discussions of personnel matter with all disciplinaries will be conducted in private.  
12. Receive in writing the name, address, telephone number and hours of the program.
13. Receive information regarding the program’s rules and regulations that pertain to him/her as a 
Participant.
14.  SEQ CHAPTER \h \r 1Complete current information from his/her nurse concerning his/her nursing diagnosis, treatment/nursing care plan, medications and outcomes in terms she/he can reasonably expected to understand, and to receive information from other health professionals concerning his/her diagnosis or treatment from their respective fields of expertise.  When it is not advisable to give such information to him/her, the information shall be made available to an appropriate person in the participant’s behalf.     
15. Be informed of his/her continuing health care requirements following discharge and before being transferred; be informed of the need and alternatives to such transfers.
16.  SEQ CHAPTER \h \r 1Advance reasonable notice of, and assistance with, transfer to another program or institution or discharge, assuring continuity of care where indicated.




17. Receive information about the cost of service and method of reimbursement.
18. Examine and receive an explanation of his/her bill regardless of source of payment.
19. A copy of the Bill of Rights at the time of admission to continuing service, or on the next appropriate visit and a verbal explanation in terms those are understandable, by service provider.
20. Refuse treatment to the extent permitted by law and to be informed of the possible medical consequences of his/her action.
21. Voice grievances and suggestions and recommend change to agency staff without adversely affecting service.
22. Contact the Director of the Program or his/her designee, if a participant feels there is a question about any violation of his/her rights or possible deficiencies in the care received and have appropriate follow up on his/her concerns relative to services rendered    
23. Be directed by the Director of the Program or his designee to an appropriate agency for further assistance if the problem is not resolved.
24. Registrant has the right to leave the program as they wish if they are not a threat to themselves or the surroundings and cognitively appropriate to do so in a healthy and safe manner. 

 SEQ CHAPTER \h \r 1I have received a copy of the “Statement of Participant’s Rights”

Signature
                                                                                

Date
           /           /​​____ 
Check One
[  ] Participant
[ ] Family Member *
[ ] other*    *relationship:
________________      
Signature of witness                                                                                
Date                /           /​____
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