Vprmillon KC 3)2{202¢

2021 Nursing Home Emergency Preparedness Plan Survey

For Year: 2021

Facility Name (Print):
Vermilion tealthn Care. Cender

Name of Administrator (Print):

Gavu Green
Administrator's E11ner_;{fa-r'|t:1,.r Contact Information {should be reflected in MSTAT/ESF8):
Phone #: ?)%'T' {_EL}a & |q q‘q
Cell Phone #: 551" 0572~ U(q D! ( :
Administrator E-Mail: &) hq DUl @ﬂ Al - (0

Alternative (not administrator) Emergency Contact Information {should be reflected in
MSTAT/ESF8): .

Name: Kll lS’Hﬂ

Pnsitiun:_ul_p s[4 'Y/ aor

Phone #: 33 UL%' |0|{_,C3]J

Cell Phone#: 331~ U92-279U

E-Mail: i mwmjmn@. Kaplantel.not

Physical or Geographic address of Facility (Print):

4008 Chenead 2d -
Koplan,La 1054
Longitude: C'l'l I ‘2-‘2'4 ’ W
Latitude: Qq . qq | U
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2021 Nursing Home Emergency Preparedness Plan Survey

VERIFICATION of OHSEP SUBMITTAL for Year: _2021

MNursing Facility's Name: V{)Ym_Mﬂﬂ ﬁ?ﬂl‘%h Cﬂlm Cf’l’\"rﬁ'f‘

The EMERGENCY PREPAREDNESS PLAN or a SUMMARY of UDATES to a previously submitted
plan was submitted to the local parish OFFICE OF HOMELAND SECURITY AND EMERGENCY

PREPAREDMESS.

Vermunn Pansin 18fice of EMerdoncy brepardiness

{Name of the Local/Parish Office of Homeland Security and Eﬁnergecr‘:v Prepar‘ednesa}l

Date submitted:

MARK the appropriate answer:

[ ]Jves [¥no -Did the local parish Office of Homeland Security and Emergency Preparedness give

any recommendations?

[ ] =1 have included recommendations, or correspondence from QHSEP and facility's response with this

review,

[]- There was MO respanse from the local/parish Office of Homeland Security and Emergency
Preparedness; include verification of delivery such as a mail receipt, a signed delivery receipt,
or other proof that it was sent or delivered to their office for the current year. Be sure to

include the date plan was sent or delivered,
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2021 Nursing Home Emergency Preparedness Plan Survey

PURPOSE — Complete the survey using information from the facility’s current emergency plan,

YES
# NO, if goals are MOT in plan add the facility's goals and indicate completion by marking YES,

A, Are the facility’s goals, in regards to emergency planning, documented in plan?

B. Does the facility's plan enable the achievement of those goals?

ES
# NO, if plan does MOT provide for the achievement of goals, correct the plan and indicate

completion by marking YES.

C. Determinations, by the facility, for sheltering in place or evacuation due to Hurricanes.

1. Utilizing all current, available, and relevant information answer the following:
a} MARK the strongest category of hurricane the facility can safely shelter in place for?
i DCateguw 1- winds 74 to 95 mph
i Category 2- winds 96 to 110 mph
i. [ _]Category 3- winds 111 to 130 mph
iv. [ _]Category 4- winds 131 to 155 mph
v. [ |cCategory 5- winds 156 mph and greater

b) Atwhat time, in hours befare the hurricane’s arrival, will the decision to shelter in place
have to be made by facility?
i, Hours before the arrival of the hurricane.

¢) What is the latest time, in hours before the hurricanes arrival, which preparations will
need to start in order to safely shelter in place?
i. lJ Hours before the arrival of the hurricane.

dl Who is responsible furTakLrlg the decision to shelter in place?

rimeeeosimion: Al crratoy
name: (AU Q@en

2. Utilizing all current, available, and relevant information answer the following:
a) MARK the weakest category of hurricane the facility will have to evacuate for?
i. [ Jcategory 1- winds 74 to 95 mph
Bgteguw 2-winds 96 to 110 mph
ii. DCateguw 3-winds 111 to 130 mph
iv. | _|Category 4- winds 131 to 155 mph
W, DCategow S-winds 156 mph and greater

b) At what time, in hours before the hurricanes arrival, will the decision to evacuate have to

be made by facility?
B [—i S Hours before the arrival of the hurricane.

¢] What is the latest time, in hours before the hurricane’s arrival, which preparations will
need to sif% in order to safely evacuate?
i Hours before the arrival of the hurricane,

THIS 1S NOT AN EMERGENCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

d) Who is responsible for making the decision to evacuate?
TITLE/POSITION:; arth tf'f’f{' rl

NAME: ﬂﬂ\[}fﬁimﬂ Fatir

. SITUATION - Complete the survey using information from the facility’s current emergency plan,
A, Facility Description:
1. What year was the facility built? holcg?]

2.How many floors does facility have? l.

3.15 building constructed to withstand hurricanes ar high winds?
E\é:, answer3.a, b, c, d
DNDfUnknﬂwn, answer 3.¢

a) MARK the highest category of hurricane or wind speed that building can withstand?
i. [ |category 1- winds 74 to 95 mph
i. [ |category 2- winds 96 to 110 mph
ii.  [yJ€ategory 3- winds 111 to 130 mph
iv. [ ]Category 4- winds 131 to 155 mph
v. |[_|Category 5- winds 156 mph and greater
vi.  [_]Unable to determine : see A.3.e

b) MARK the highest category of hurricane or wind speed that facility reof can withstand?
i. [ _]category 1- winds 74 ta 95 mph
i. [ ]Category 2- winds 96 to 110 mph
iii. E’Cﬂegow 3- winds 111 to 130 mph
iv. DCatngow 4- winds 131 to 155 mph
v. [_|Category 5- winds 156 mph and greater
vi.  [_|Unable to determine : see A.3.e

c)  MARK the source of infarmation provided in a) and b} above? (DO NOT give names or
wind speeds of historical storms/hurricanes that facility withstood.)
i, DBased on professional/expert repaort,

i S?Ud on building plans or records,

iii. ased on building codes from the year building was constructed
iv. [ _JOther non-subjective based source. Name and describe source.

d] MARK if the windows are resistant to or are protected from wind and windblown debris?
I; | ¥Yes

i [Ino

e)If plan does not have information on the facility's wind speed ratings {wind loads)
explain why.

4. What are the elevations [ in feet above sea level, use NAVD 88 if available) of the following:

a) Building’s lowest living space is |H lifeet above sea level.

b) Air conditioner (HVAC) is l’T feet above sea level.

THIS IS NOT AN EMERGEMNCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

¢l Generator{s)is _2LD_feet above sea level.
d) Lowest electrical service box(s) is j& feet above sea level.
e] Fuel storage tank(s), if applicable, is J_(J_ feet above sea level,
fl  Private water well, if applicable, is _lifeet above sea level.
g} Private sewer system and motor, if applicable, is ﬂ feet above sea level,
5.Daes plan contain a copy of the facility's Sea Lake Overland Surge from Hurricanes (5L0SH)

model?
Mas. Use SLOSH to answer A.5.a, and b.
#If Mo. Obtain SLOSH, incorparate into planning, and then indicate that this has been
done by marking yes.

al Is the building or any of its essential systems susceptible to flooding from storm surge as
predicted by the SLOSH model?

i. [ ]Yes- answer A.5.b
i. @s@ goto A, 6.
b) If yes, what is the weakest SLOSH predicted category of hurricane that will cause flooding?
i DCateguw 1- winds 74 to 95 mph
i. [ _]Category 2- winds 96 to 110 mph
ii. [ |Category 3- winds 111 to 130 mph

iv. [ _|Category 4- winds 131 to 155 mph
v. |_]Category 5- winds 156 mph and greater

6.Mark the FEMA Flood Zone the building is located in?

a) B and X — Area of moderate flood hazard, usually the area between the limits of the
100-year and 500-year floods. B Zones are also used to designate base floodplains of
lesser hazards, such as areas protected by levees from 100-year flood, or shallow flooding
areas with average depths of less than one foot or drainage areas less than 1 square mile.
Moderate to Low Risk Area

b) C and X — Area of minimal flood hazard, usually depicted on FIRMs as above the 500-
yvear flood level, Zone C may have ponding and local drainage problems that don't warrant
a detailed study or designation as base floodplain. Zone X is the area determined to be
outside the 500-year flood and protected by levee from 100-year flood. Moderate to Low
RiskArea

c) A — Areas with a 1% annual chance of flooding and a 26% chance of flonding over the
life of a 30-year mortgage. Because detailed analyses are not performed for such areas; na
depths or base flood elevations are shown within these zones. High Risk Area

d} Dﬁ - The hase floodplain where base flood elevations are provided. AE Zones are now
used on new format FIRMs instead of A1-A30 Zones. High Risk Area

e} | |A1-30 — These are known as numbered A Zones (e.g., A7 or A14). This is the base
floodplain where the FIRM shows a BFE (old format). High Risk Area

f) AH — Areas with a 1% annual chance of shallow flooding, usually in the form of a pond,
with an average depth ranging from 1 to 3 feet. These areas have a 26% chance of

THIS IS NOT AN EMERGEMNCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

gl

h)

flooding over the life of a 30-year mortgage. Base flood elevations derived from detailed
analyses are shown at selected intervals within these zones. High Risk Area

AD — River or stream flood hazard areas, and areas with a 1% or greater chance of
shallow flooding each year, usually in the form of sheet flow, with an average depth
ranging from 1 to 2 feet, These areas have a 26% chance of flooding aver the life of a 30-
year martgage. Average flood depths derived from detailed analyses are shown within
these zones, High Risk Area
Dﬂ— Areas with a temporarily increased flood risk due to the building or restoration of
a flood control system {such as a levee or a dam). Mandatory flood insurance purchase
requirements will apply, but rates will not exceed the rates for unnumbered & zones if the
structure is built or restored in compliance with Zone AR floodplain management
regulations. High Risk Area

A99 — Areas with a 1% annual chance of flooding that will be protected by a Federal
flood control system where construction has reached specified legal requirements. No
depths or base flood elevations are shown within these zones. High Risk Area
v - Coastal areas with a 1% or greater chance of flooding and an additional hazard
associated with storm waves. These areas have a 26% chance of flooding aver the life of a
30-year mortgage. No base flood elevations are shown within these zones. High Risk -
Coastal Areas

WE, W1 — 30 — Coastal areas with a 1% or greater chance of flooding and an additional
hazard associated with storm waves. These areas have a 26% chance of flooding over the
life of a 30-year mortgage. Base flood elevations derived from detailed analyses are shown
at selected intervals within these zones. High Risk — Coastal Areas
[ 1p - Areas with possible but undetermined flood hazards. No flood hazard analysis has
been conducted. Flood insurance rates are commensurate with the uncertainty of the
flood risk. Undetermined Risk Area

7.What is the area’s Base Flood Elevation (BFE) if given in flood mapping?

“

L
-

See the A zones. Note: AE zones are now used on new format FIRMs instead of A1-A30
Zones. The BFE is a computed elevation to which floodwater is anticipated to rise. Base
Flood Elevations {BFEs) are shawn on Flood Insurance Rate Maps (FIRMSs) and flood
profiles,

The facility’s Base Flood Elevation{BFE] is:

8. Does the facility flood during or after heavy rains?

aj
b}

[ ves

o

9. Does the facility flood when the water levels rise in nearby lakes, ponds, rivers, streams, bayous,
canals, drains, or similar?

a)
b)

|:|‘r'es

0

10. 15 facility protected from flooding by a levee or flood control or mitigation system (levee,
canal, pump, etc)?

al

b)

'
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11.

12

13.

14,

2021 Nursing Home Emergency Preparedness Plan Survey

Have the areas of the building that are to be used for safe zones/sheltering been identified?
aj Q&s
b} No. ldentify these areas then indicate that this has been completed by marking Yes.

Have the facility’s internal and external environments been evaluated to identify potential
chemical or biological hazards?

al B?es

b] No. Evaluate and identify areas then indicate that this has been done by marking Yes,

Has the facility's external environment been evaluated to identify potential hazards that may

fall or besblown ento or into the facility?
a) es

b} Mo. Evaluate and identify areas then indicate that this has been done by answering Yes,

Emergency Generator - generator information should match MSTAT!
al Isthe generator(s) intended to be used to shelter in place during hurricanes {extended

duration)?
i es. The generator(s) will be used for Sheltering in place for Hurricanes.
i, DNG. The generator(s) will NOT be used for Sheltering In Place for Hurricanes.

b) What is the wattage(s) of the generator{s)? Give answer in kilowatts (kW).
1st; 2nd generator; Ard generator;

¢} Mark which primary fuel each generator(s) uses?
i. [ Inaturalgas; 2nd generator; [ |natural gas; 3rd generator; [ natural gas

ii. mepane; 2nd generatar ,mepane, 3rd generator; Dprupane
ii. [ _leasoline; 2nd generator: [ |gasoline;  3rd generator; [_|gasoline
v, [Jdiesel; 2nd generator; [ |diesel; 3rd generator; [ |diesel

d) How many total hours would generator(s) run on the fuel supply always on hand? (enter
MG jf Matural Gas)
1st I“ﬂzHours 2nd Hours 3rd Hours ’] &‘{5“]5

e} If generator will be used for sheltering in place for a hurricane [extended duration}, are
there provisions for a seven day supply of fuel?
i. [ Imot applicable. The facility will not use the generator for sheltering in place

uring hurricanes
ii. Ei‘@%. Facility has a seven day supply on hand at all times or natural gas.
iii. DYES. Facility has signed current contract/agreement for getting a seven day fuel
supply before hurricane,
iv.  No supply or contract. Obtain either a contract or an onsite supply of fuel, OR
make decision to not use generator for sheltering in place, then mark answer,

f} Wil life sustaining devices, that are dependent on electricity, be supplied by these

generatrﬁ[s](dﬂring outages?
i, es

i. [ Ino

THIS IS NOT AN EMERGENCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

g) Does generator provide for air conditioning?

i DYES. Mark closest percentage of the building that is cooled?
|:|1(}'D % of the building cooled
[ 176% or more of the building is cooled
[ 51 to 75% of the building is cooled
HEE to 50% of the building is cooled
v |Less than 25% of the building is cooled

END. The generator does not provide for any air conditioning.

ii.  If air conditioning fails, for any reason, does the facility have procedures [specific
a%gnsil in place to prevent heat related medical conditions?
Yas

[ Ino

h) Does facility have in the plan, a current list of what equipment is supplied by each
generator?

[fes

If No - Evaluate, identify then indicate that this has been done by answering Yes.

15, Utility information — answer all that apply (should match what is in MSTAT!)
al Who supplies electricity to the facility?
i, Suppliers name: _ S|IEMLD
ii. Account #; 3'2-2- ql}lggﬂﬂ

bl Who supplies water to the facility? (suppli Hs.namqilf
i.  Suppliers name: ﬂ‘}ff PISTYLC

ii. Account #: I Dg?l" ﬂﬂﬁﬂ' 0 SQL rﬂ'D

£} Who supplies fuels {natural gas, propane, gasoline, diesel, etc) to the facility? If applicable.
i.  Suppliers name: !Eﬂl “J 4 E'('ﬂb ant,
il Account #: lt' 'I

d) Does plan contain the emergency contact information for the utility providers? (Contact
names, 24 hour emergency phone numbers)?
i fes
ii. Mo. Please obtain contact information for your utility providers,

16. Floor Plans
a) Does plan have current legible floor plans of the facility?
i [res
il. MNo. Flease obtain, then indicate that this has been done by answering Yes

b) Indicate if the following locations are marked, indicated or described on floor plan:
i, Safe areas for sheltering: E“‘i"é's, If Mo- Please indentify on floor plan and mark
Yes.
ii. Storage areas for supplies: [_]Yes. If No- indicate on floor plan and mark Yes.

THIS IS5 NOT AN EMERGENCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

i, Emergency power outlets: Eﬁes. If No- indentify on floor plan and mark Yes,

i, Emergency communication area: Eﬁ:s_ If No- indentify on floor plan and mark

Yes,

U8 The location of emergency plan: BY/Eg. If Na- indentity an floor plan and mark

Yes.

wi, Emergency command post: @{5_ If Mo - indentify an floor plan and mark Yes.

B. Dperational Considerations - Complete using information from facility’s current emergency plan.
1. Residents information

What is the facility’'s total number of state licensed beds?

Total Licensed Beds:

a)

b)

c)

If the facility had to be evacuated today to the host facility(s) - answer the following using
current resident census and their transportation requirements:

How many high risk patients (RED) will need to be transported by advanced life support
ambulance due to dependency on mechanical ar electrical life sustaining devices or very
critical medical condition? Give the total number of residents that meet these criteria
the faciﬂtv would need its named ambulance pravider to transport.

RED:

How many residents (YELLOW) will need to be transported by a basic ambulance who
are not dependent on mechanical or electrical life sustaining devices, but whao cannot be
transported using normal means {buses, vans, cars). For example, this category might
include patients that cannot sit up, are medically unstable, or that may not fit into
regular transportation? Give the total number of residents that meet these criteria the
facility would need its named ambulance provider to transpart.

YELLOW:

How many residents (GREEN) can only travel using wheelchair accessible
transportation? Give the total number of residents that meet these criteria the facility
would need its named transportation provider to transport.

GREEN WHEEL CHAIR; q

How many residents (GREEN) need no specialized transportation could go by car, van,
or bus? Give the total number of residents that meet these criteria the facility would
need its named transportation provider to transport.

GREEN;

Is the following provided in the list(s) or roster{s) of current residents that is kept in ar used
for the facility emergency preparedness plan: do not send in this list or roster.

Each resident’s current and active diagnosis?
es, If No - Obtain and mark Yes,

Eachsesident’s current list of medications including dosages and times?
es. If No - Obtain and mark Yes.

THIS IS NOT AN EMERGENCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

iii. Each resident’s allergies, if any?
Yes, If Mo - Obtain and mark Yes.

. Eac? resident’s current dietary needs or restrictions?
es. If Mo - Obtain and mark Yes.

v. Each resident’s next of kin or responsible party and their contact information?
es. If No - Obtain and mark Yes.

vi. Each resident’s current transportation requirements? [advanced life support ambulance,
basig ambulance, wheel chair accessible vehicle, car-van-bus)
més. If Mo - Obtain and mark Yes.

2. Staff
a} |s each of the following provided in the lists) or roster(s) of all current staff that is kept in ar
used with the facility emergency preparedness plan: do not send in this list or roster.
i. Emergency contact information for all current staff?
LyYes. If Mo - Obtain and mark Yes.
iil. Ackngwledgement of if they will work during emergency events like hurricanes ar not?
m?é‘. If Mo - Obtain and mark Yes,

b) ‘What is total number of planned statf and other non residents that will require facility
transportation for an evacuation or need to be sheltered?

3. Transportation - should match what is in MSTAT!
a) Does facility have transpartation, or have current or currently verified contracts or
agreements for emergency evacuation transportation?
es. If No - Obtain transportation and mark Yes.

i. Is the capacity of planned emergency transportation adequate for the transport of all
residents, planned staff and supplies to the evacuation host site(s)?
es. If Mo - Obtain adequate transport and mark Yes.

ii. Isall transportation air conditioned?
es, goto B, 3. a) v,
[Ino, goto B 3. a)iii.

iii.  If not air conditioned are there pravisions {specific actions and supplies) in plan to
prevent and treat heat related medical conditions?
es, If No - make plans (specific actions and supplies} and mark Yes.

i, Is there a specified time or timeline (H-Hour) that transportation supplier will need to be

notified by?
B?:::. What is that time Lllq hours?

[_.]Ncl, There is no need for a specified time or timeline for contacting transportation,
THIS IS NOT AN EMERGENCY PLAN

Revised for 2021
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2021 Nursing Home Emergency Preparedness Plan Survey

b} Does each contract or agreement for-NON-AMBULANCE- transpartation contain the
following information? MOTE: Vehicles that are not owned by but at the disposal of the
facility shall have written usage agreements (with all required information) that are signed
and dated. Vehicles that are owned by the facility will need to verify ownership.

i.  The complete name of the transpartation provider?
es. If Mo - obtain and mark Yes,

ii.  The number of vehicles and type [van, bus, car} of vehicles contracted for?
es. If Mo - obtain and mark Yes.

ii.  The capacity (number of people) of each vehicle?
[ W¥es. If No - obtain and mark yes,

i Statement of if each vehicle is air canditioned?
EZ‘E;S, If Mo - obtain and mark Yes.

v.  Verification of facility ownership, if applicable; copy of vehicle's title or registration?
Eﬁs. If No - obtain and mark Yes,

c} Have copies of each signed and dated contract/agreement been included for submitting?
es, If no, obtain and mark Yes.

d} Has a cover page been completed and attached for each contract/agreement, {blank form
provided]
es. If Mo - complete and mark Yes.

. Host Site{s)-extra pages for multiple sites have been included with forms near end of survey.
{should match what is in MSTAT!)
a) Does the facility have current contracts or verified agreements for a primary evacuation
host site(s) outside of the primary area of risk?
E@:_ If No - obtain and mark Yes.

b) Provide the following information:{list all sites, if multiple sites list each - see extra pages )

i What is the name of each_primar $|tEI:s}?'
M WIS EFFK ok Caur O

ii. What is the phvslcal address of each host mte[sP

1329 Nintn - ayd> twulel North
Jeho Lo 11292 wWihtield, Lg L 3

iii.  What is the distance to each host site(s)? .
110037 natles 1WS.24 parlcs

i Is the host site(s) located outside of the parishes identified as hurricane risk areas?

Ur:s

V. Dlgm;!blan include map of route to be taken and written directions to host site?

Yes. |f Mo - obtain and mark Yes.

THIS IS NOT AN EMERGENCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

i, Who is the caontact person at each primary host site(s)?
MName:
Phone:
Email:
Fax:
vii.  What is the capacity {number of residents allowed) of each primary host site(s)?

# Capacity that will be allowed at each site:

=

¥ Total Capacity of all primary sites:
# Is this adequate for all evacuating residents?
Eéss. If No - obtain and mark Yes.

Wi, Is the primary site a currently licensed nursing home(s)?
es, go to- B.4.b) x,
[ INo, go to- B.4.b) ix.

i®, If primary host site is not a licensed nursing home provide a description of host
site(s} including;
F \What type of facility it is?

# \What is host site currently being used for?

# |s the square footage of the space to be used adequate for the residents?
E‘r’es

[ Ino

# What is the age of the hast facility(s)?

# |5 hast facility(s) air conditioned?
= {:E‘
[ Ino
F What is the current physical condition of facility?
Eémd
[:]Fair
E:IF'DDF

3 %E/there adequate provisions for food preparation and service?
Yes

[ Ino

Plem%here adequate provisions for bathing and toilet accommadations?
res

E]Nn

# Are any other facilities contracted to use this site?
[Clves
Sifio
M. I@U{E capacity of primary host site(s) adequate for staff?
Y

a5
[ o, If No - where will staff be housed?

¥

THIS |5 NOT AN EMERGENCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

Xi.

Is there a specified time or timeline (H-Hour) that primary host site will need to be
notified by?
[ J¥es. If Yes - what is that time?

o,

c) Does the facility have current contracts or verified agreements for an alternate or

secondary host site(s)?

es. If No - obtain and mark Yes.

d) Provide the following information:(list all sites, if multiple sites list each - see extra pages )

vi.

wil,

viil,

What is the name of each alternatefsecondary site(s)?

What is the physical address of each alternate/secondary host site(s)?

What is the distance, in miles, to each alternate/secondary host site(s)?

ls the host site(s) located outside of the parishes identified as hurricane risk areas?
25

DNG

Does plan include map of route to be taken and written directions to host site?
es, If No - obtain and mark Yes.

Who is the contact person at each alternate/secondary host site(s)?
Mame:

Phone;

Email;

Fax:

What is the capacity ({number of residents allowed) of each alternate/secondary
host site(s)?
¥ Capacity that will be allowed at each alternate/secondary site:

¥ Total Capacity of all alternate/secondary sites;

# s this adequate for all evacuating residents?
E'(L;; If No - abtain and mark Yes,
ls the alternate/secondary site a currently licensed nursing home(s)?

D‘r’ 5, g0 ta - B.4.d) x.
Q&z, go to - B.4.d) ix.

THIS IS NOT AN EMERGENCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

ix. If alternatefsecondary host site is not a licensed nursing home provide a
description of host site(s) including;
# What type ufhmh&n tis?

# What is host site currently being used for?

FehaiouS Seyviie

s the square f-IBJDtEIgL of the space to be used adequate for the residents?
| MTES
[ Ino

# What is the age of the host facility(s}?

# |5 hast facility(s] air conditioned?
Bs5
[ Mo
# \What is the current physical condition of facility?
ood
|:|Fair
DPDGI’
# Are there provisions for food preparation and service?
[A¥es
[ Ino
What are the provisions for bathing and toilet accommodations?
[es
|:|N0
# Are any other facilities contracted to use this site?
|:|‘|'E5
[io

x Is the capacity of alternate/secondary host site{s) adequate for staff?
Yes
]__]Ncl. It No - where will staff be housed?

¥

xi, s there a specified time or timeline {H-Hour) that alternate/secondary host site will
need to be notified by?
[ J¥es. If yes what is that time?
.

e) Have copies of each signed and dated contract/agreement been included for submitting?
es, If Mo - obtain and mark Yes.
fI Has a cover page been completed and attached for each contract/agreement. {blank form

provided)
es. If No - complete and mark Yes,

THIS |15 NOT AN EMERGENCY PLAN
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2021 Nursing Home Emergency Preparedness Plan Survey

5. Non-perishable food or nourishment - for sheltering in place or for host site(s)
a) For Sheltering In Place, does facility have — on site - a seven day supply of non-perishable
od/nourishment that meets all resident’s needs?

f&/

A¥es. If yes goto - B. 5. ¢}
[ INe. If no go ta - B. 5. b)

b) Provide the following if no onsite supply:

Does facility have a current or currently verified contract to have a seven day supply
of non-perishable food that meets all resident’s needs delivered prior to a
foreseeable emergency event?

€5, go to - B. 5.b). i, iii, iv
If No - obtain supply or contract then mark appropriate answer,

Does each contract contain all of the following?

— name of supplier?

— specified time or timeline (H-Hour) that supplier will need to be notified
— contact information of supplier

[\J¥Es. If No - obtain information then mark Yes.

Have copies of each signed and dated contract/agreement been included for
submitting?
es. If No - obtain and mark Yes,

Has a cover page been completed and attached for each contract/agreement.

fblank form provided)
Afes. If Mo - complete and mark Yes,

¢] Forevacuations, does facility have provisions for food/nourishment supplies at host site(s)?
[Aes. If No - make necessary arrangements then marl Yes,

" e

re a means to prepare and serve food/nourishment at host site(s)?

Yes. If No - make necessary arrangements then mark Yes.

. Drinking Water or fluids — for sheltering in place — one gallon per day per resident.

al Does facility have — on site - a seven day supply of drinking water or fluids for all resident’s

nee
ki

es. Goto B. 6. ¢}

4

[ INo. If No See B. 6.b)

k) If no, provide the following:

Does facility have a current contract for a seven day supply of drin king water or
fluids.to be delivered prior to a foreseeable emergency event?

m, see B, 6.b). ii, iil, iv,

If No - please obtain supply or contract.

THIS I5 NOT AN EMERGENCY PLAN

Rewvisad for 2021
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il. Does each contract for Drinking Water or fluids contain all of the following?
—  name of supplier?
— specified time or timeline (H-Hour} that supplier will need to be notified

- ntact information of supplier
E’f}e:. If No - obtain information then mark Yes.
iii. Have copies of each signed and dated contract/agreement been included for

submitting?
[:;]»"I/es. If no - obtain and mark Yes

iv. Has a cover page been completed and attached for each contract/agreement, (blank
farm provided)
[\ P¥es. If no - complete and mark Yes

¢} Does facility have a supply of water for needs other than drinking?
e

s

If No - make necessary provisions for water for non drinking needs then mark Yes.
d} E;E)acuatiuns, does host site(s) have an adequate supply of water for all needs?
es

If No - make necessary provisions for water for non drinking needs then mark Yes
7. Medications- for sheltering in place or for host site(s)

a) Does facility have — on site - a seven day supply of medications for all resident’s needs?
es.goto-B. 7. ¢)
|_|Nc|. go to - B. 7.h) i,il,iii,iv

b) I no, provide the following:
i, Does facility have a current or currently verified contract to have a seven day supply of
medieations delivered prior to a foreseeable emergency event?
E%:s, see B. 7.b). ii, iii, iv
If No - please obtain supply or contract then mark Yes,

il. Does contract for medications contain the following?
— MName of supplier?
— Specified time or timeline (H-Hour) that supplier will need to be notified

= ntact information of supplier
es, If Mo - obtain information then mark Yes.
iii. Have copies of each signed and dated contract/agreement been included for

submitting?
' i}‘fres. If no - abtain and mark Yes.

iv. Has a cover page been completed and attached for each contract/agreement. {blank
formeprovided)
es. If no - complete and mark Yes.

THIS IS NOT AN EMERGENCY PLAN
Revised for 2021
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rAevacuation, does facility have provisions for medications at host site(s)?

c]qulﬁ

If No - make necessary pravisions for medications then mark Yes,

8, Medical, Personal Hygiene, and Sanitary Supplies — for sheltering in place or for host site(s)
a} Does facility have —on site- medical, persanal hygiene, and sanitary supplies to last seven
ys for all resident’s needs?

da
e

5.goto-B. 8 ¢}

[ Mo, go to - B. & b) i,ii,iii,iv

b) If no, provide the following:

i

Does facility have a current or currently verified contract to have a seven day supply

of medical, personal hygiene, and sanitary goods delivered prior to a foreseeable
emeygency event?

es, see B, 7.b). ii, iii, iv
If No - please obtain supply or contract then mark Yes,

Does contract for medical, hygiene, and sanitary goods contain the following?
—  Name of supplier?
— Specified time or timeline (H-Hour) that supplier will need to be notified

- ntact information of supplier
es. If No, obtain information then mark Yes.
Have copies of each signed and dated contract/agreement been included for

submitting?
es, If no, obtain and mark Yes.

Has a cover page been completed and attached for each contract/agreement.

(Mapk form provided)

Yes. If no, complete and mark Yes

c] For evacuation, does facility have provisions for medical, personal hygiene, and sanitary

supph

s at host site(s)7?

If No - make necessary provisions for medications then mark Yes

9. Communications/Maonitaring - all hazards
a) Mnnitanng Alerts. Provide the following:

What oqugﬂenﬂwstem does facility use to monitor emergency broadcasts or

alerts? dl[]

Is there back up or alternate equipment and what is it?
92 es. Name equipment: dré,i D i@

[Ine

Ef.lztpe equipment tested?
Yes

|:|Nu

THIS IS NOT AN EMERGENCY PLAN
Revised for 2021
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i, Is the monitoring equipment powered and operable during utility outages?
Yes.

|:|No.

v.  Arethere provisions/plans for facility to monitor emergency broadcasts and alerts
at gvacuation site?
Yes

DND

b] Communicating- send and receive- with emergency services and authorities. Provide the
fallowing:
i.  What equipment dues?ciiitv have to communjcate during emergencies?

Cllpnones Tw-Way yudios

ii. Is,ljtbere back up or alternate e[cﬁirp]ment used to send/receive and what is it?
Y

es. Name equipment: ey celiphonés
|:,|No

iii. Is the equipment tested?
es

I:'NG

iv. s the communication equipment powered and operable during utility outages?

5,
Mo

v, Are there provisions/plans for facility to send and receive communications at
evacuation site?
es

[Ine

C. All Hazard Analysis

1. Has the facility identified potential emergencies and disasters that facility may be affected by,
such as fire, severe weather, missing residents, utility (water/electrical) outages, flooding, and

%ﬁgy’éalor biological releases?
25

If No - identify, and then mark Yes to signify that this has been completed.

THI5 IS NOT AN EMERGEMNCY PLAN
Revised for 2021
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lll.  CONCEPT OF OPERATIONS - Answer the following or Provide the requested information. Any areas
of planning that have not been pravided for in the facility’s emergency preparedness plan will need
to be addressed.

A, Plans for sheltering in place
1. Does facility have written viable plans for sheltering in place during emergencies?
(s
If No - Planning is needed for compliance. Complete then mark Yes.

a) Does the plan for sheltering in place take inta account all known limitations of the facility to
withstand flooding and wind? (This includes if limits were undetermined as well}
s
If No - Planning is needed for compliance. Complete then mark Yes

b) Does the plan for sheltering in place take into account all requirements {if any) by the local
g‘i?e of Homeland Security and Emergency Preparedness?
es

If Ne - Planning is needed for compliance. Complete then mark Yes

2. Does faeility have written viable plans for adequate staffing when sheltering in place?
Fhes
If No - Planning is needed for compliance, Complete then mark Yes.

3. Does facility have written viable plans for sufficient supplies to be on site prior to an emergency
event which will enable it to be totally self-sufficient for seven days? { potable and non-potable
water, food, fuel, medications, medical, personal hygiene, sanitary, repair, etc)

Vi
If Mo - Planning is needed for compliance, Complete then mark Yes

4. Does facility have communication plans for sheltering in place?
s
If No - Planning is needed for compliance. Complete then mark Yes

a) Does facilityhave written viable plans for contacting staff pre event?
Yes
If N - Planning is needed for compliance. Complete then mark Yes

b) Does facility have written viable plans for notifying resident’s responsible party befare

emergency event?
e

If No - Planning is needed for compliance. Complete then mark Yes

t] Does facility have written viable plans for monitoring emergency alerts and broadcasts
befare, during, and after event?
25
If No - Planning is needed for compliance. Complete then mark Yes

THIS IS NOT AN EMERGENCY PLAN
Rewvised for 2021
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d] Does facility have written viable plans for receivi ng infarmation from emergency services
and authorities before, during, and after event?
s
If No - Planning is needed for compliance, Complete then mark Yes

e] Does facility have written viable plans for contacting emergency services and authorities
before, during, and after event?
es
If Mo - Planning is needed for compliance. Complete then mark Yes

5. Does facility have written viable plans for providing emergency medical care if needed while

sheltering in place?
[Wfes

If No - Planning is needed for compliance. Complete then mark Yes
6. Does facitity have written viable plans far the preparation and service of meals while sheltering?
es
If No - Planning is needed for compliance. Complete then mark Yes

/. Does facility have written viable plans for repairing damages to the facility incurred during the

emergency?
m&es

If Mo - Planning is needed for compliance. Complete then mark Yes

B. Plans for Evacuation
1. Does facility have written viable plans for adequate transportation for transporting all residents
to the evacuation host site(s)?
es
If No - Planning is needed for compliance. Complete then mark Yes

a) Does facility have written viable plans for adequate staffing for the loading of residents and

supplies for travel to evacuation host site(s)?
e
If No - Planning is needed for compliance. Complete then mark Yes

b) Does facility have written viable plans for adequate staffing to ensure that all residents have
access to licensed nursing staff and appropriate nursing services during all phases of the
evacuation? .

es
If Mo - Planning is needed for compliance, Complete then mark Yes

¢} Does facility have written viable plans for adequate staffing for the unloading of residents

and supplies at evacuation host site(s}?
g‘?es

If Na - Planning is needed for compliance. Complete then mark Yes

THIS IS NOT AN EMERGEMNCY PLAN
Revised for 2021
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Does facility have written viable plans for adequate transportation for the return of all residents
to the facility?
[uAVes

If No - Planning is needed for compliance. Complete then mark Yes

a} Does facility have written viable plans for staffing to load residents and supplies at the
shelter site for the return to facility?
Yes
If No - Planning is needed for compliance. Complete then mark Yes

b) Does facility have written viable plans for staffing to ensure that all residents have access to
licensed nursing staff and appropriate nursing services provided during the return to

facility?
e

If No - Planning is needed for compliance. Complete then mark Yes

c} Does facility have written viable plans for staffing for the unloading of residents and supplies
after return to facility?
25
If No - Planning is needed for compliance. Complete then mark Yes

Does facility have written viable plans for the management of staff, including provisions far
adequate qualified staffing and the distribution and assignment of responsibilities and functions

at the E?acuatiﬂn host site(s}?
25

If No - Planning is needed for compliance. Complete then mark Yes

Does facility have written viable plans to have sufficient supplies — to be totally self sufficient - at
or delivered to the evacuation host site(s) prior to or to coincide with arrival of residents?
{potable and non-potable water, food, fuel, medications, medical goods, personal hygiene,
clothes, bedding, linens, etc)

sanitary
[Hes

If No - Planning is needed for compliance, Complete then mark Yes

es
If No - Planning is necded for compliance. Complete then mark Yes

Does fa?ilit\,f have written viable plans for communication during evacuation?

a) Does facility have written viable plans for contacting host site prior to evacuation?
=1
If No - Planning is needed for compliance. Complete then mark Yes

b) Does facilitz/hauﬂ written viable plans for contacting staff before an emergency event?
25
If Mo - Planning is needed for compliance. Complete then mark Yes

THIS IS MOT AN EMERGENCY PLAN
Revised for 2021

21



2021 Nursing Home Emergency Preparedness Plan Survey

c)  Does facility have written viable plans for notifying resident’s responsible party - pre event-

of intentions to evacuate?
Q"f’les

If Mo - Planning is needed for compliance. Complete then mark Yes

d) Does facility have written viable plans for monitoring emergency alerts and broadcasts -
while at host site- before, during, and after event?
es
If Mo - Planning is needed for compliance. Complete then mark Yes

e) Does facility have written viable plans for receiving information from and contacting
emergency services and authorities —while at host site- before, during and after event?
es
If Mo - Planning is needed for compliance. Complete then mark Yes

f)  Does facility have written viable plans for the need to remain at an unlicensed evacuation
shelter site for more than five days, if evacuating to an unlicensed site?
mézs T Evacuating to a licensed site
If Mo - Planning is needed for compliance. Complete then mark Yes

6. Does facility have written viable plans to provide emergency medical care if needed while at

evacuatign site(s)?
E?es

If Mo - Planning is needed for compliance. Complete then mark Yes
C. Does fadility have written viable plans for all identitied potential hazards?
es
If Mo - Planning is needed for compliance. Complete then mark Yes
D. Does fatility have written viable plans far communicating during all emergencies?
es
If Mo - Planning is needed for compliance. Complete then mark Yes

1. Does facility have written viable plans for immediately providing written notification by hand
delivery, facsimile, email or other acceptable method of the nursing home's decision to either
shelter in place or evacuate due to any emergency to the Health Standards Section of the
Departrent of Health and Hospitals?

| yf¥es
If Mo - Planning is needed for compliance. Complete then mark Yes

THIS 15 NOT AN EMERGEMNCY PLAN
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Does plan include providing the following information to Health Standards Section of the
Department of Health and Hospitals?

a) Is it a full facility evacuation, partial facility evacuation or shelter in place?
b The date(s) and approximate time(s) of full or partial evacuation?
c) The names and locations of all host site{s)?

d}  The emergency contact infarmation for the person in charge of evacuated residents at
each host site(s]?
el The names of all residents being evacuated and the location each resident is going to?
f) A plan to notify Health Standards Section within 48 hours of any deviations or changes
from original notification?
Yes
If No - Planning is needed for compliance. Complete then mark Yes

Does facility have written viable plans for receiving and sending emergency information during

emergengies?
es

If No - Planning is needed for compliance. Complete then mark Yes

Does facility have written viable plans for monitoring emergency alerts and broadcasts at all

times?
Bs

If No - Planning is needed for compliance. Complete then mark Yes

Does facility have written viable plans for notifying authorities of decision to shelter in place or

evacuat ?
es

If Not - Planning is needed for compliance. Complete then mark Yes

Does facility have written viable plans for notifying authorities and responsible parties of the
locations of all residents and any changes of those locations?
If Mo - Planning is needed for compliance. Complete then mark Yes

Does facility have written viable plans for entering all required information into the Health
StandardsSection's (HS5) emergency preparedness webpage?
If No - Planning is needed for compliance. Complete then mark Yes

Does facility have written viable plans for triaging residents according to their transportation
needsM
Yas

If Mo - Planning is needed for compliance. Complete then mark Yes

THIS 15 NOT AN EMERGENCY PLAN
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V. ORGANIZATION AND RESPONSIBILITIES - The fallowing should be determined and kept current in
the facility’s plan;
A. Wheo is responsible for the decision to shelter in place or evacuate?
Provide Name: ﬁﬁ’ﬂﬂ

position: __ AWINIST VATDY

Emergency contact information:
Phone: _ 3571~ U‘Zﬁ""?ﬁiﬂlﬁ

Email: __ ANA O 2€ dmall. (om

Fax: 3#1 ‘~‘fl_ﬂt|‘5" 5%u

B. Who is the backup/spcond in line responsible for decision to sheltering in place/evacuating?

Provide Name: IM l. Eﬂ'ff

position: __|AUSINCSS OFFILe manadel

Emergency contact information: J

Phone: B%T‘L#d*b‘qu’q

Email: m_hﬁ’%hn@lapmntl- het
Fax: 571 Lott3- g

C. Whao will be in charge when sheltering in place?

Provide Name: _ 10V Q¥ €D

Position: léﬁf'ilm INSyat -

Emergency contact information:

Phone: 9)"}) 'lﬂpji’ al[}lliJ

Email: ___ANd K\ |1 AMAlL (opA

Fax: 2% 7otk B- Tipsl

D. Who will be the backup/secand in line when sheltering in place?

Provide Name: _ktim 16’“‘"{

Position: _E?_uﬁ_'lﬂfnﬁ D FHI{, WO [ ] {-II"

Emergency contact information:

Phone: 5 114%-1944

Email: F’lmll'\ﬂmmﬂ@ kﬂpi&ﬂfl.ﬂ&
Fax: 457- [yu 3"31;!5[{ I

E. Whowill bein cha(rge at each evacuation host site(s)?
3

Provide Name; AV1A lf]h"’fﬂ

position: AUV T YDy

phone: 2505 L+ UL

Email: g?{“i EM‘IL@; am . ”'Im
Fax: 7] - DLEJ}' m

THIS 1S NOT AN EMERGENCY PLAN
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F. Who has been (by position or title) designated or assigned in the facility's plan to the following
required duties?
1. Title or position of person(s) assigned to notify the responsible party of each resident of the
fallowing Fﬂfﬁﬂatiun within 24 hours of the decision:
_.F’_'—

a) Iffacility is goi'vqg to shelter in place or evacuate,

b} The date and approximate time that the facility is evacuating.

c) The name, address, and all contact information of the evacuation site,

d) An emergency telephone number for respansible party to call for information,

2. Title ar position of person(s) assigned to notify the Department of Health and Hospitals- Health
Standards Section and the local Gffice of Homeland Security and Emergency Preparedness of
the facility's decision to shelter&: place or pvgcuate: )

Y

avil areen ( adminiSrah

3. Title or position of person{s) assigned ta securely attach the fallowing information to each
resident during an emergency so that it remains with the resident at all times?

a) Resident's identification.

b} Resident’s current or active diagnoses.

c) Resident’s medications, including dosage and times administered.
d] Resident's allergies,

e) Resident's special dietary needs or restrictions.

f)  Resident’s next of kin, including contact information.

4. Title or pasition of persan(s) assigned to ensure that an adequate supply of the following items
accompany residents on buses or pther transportation during all phases of evacuation?
iy Girecn S+ (Maenance
a) Water
k] Food
c}  Nutritional supplies and supplements
d) All other necessary supplies for the resident,

5. Title(s) or position(s} of person(s} assigned for contacting emergency services and monitoring
emergency broadcasts and a erts

1rw5 Areen Jv- (i adr)

THIS 15 NOT AN EMERGENCY PLANM
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V. Administration & Logistics
Annexes or tabbed sections that contain only current information pertinent ta planning and the
plan but are too cumbersome far the body of the plan; maps, forms, agreements or contracts,
rosters, lists, floor plans, contact information, etc. These items can be placed here.

These blank forms are provided for your use and are to be completed:
— Page 1 -the Cover page of this document complete prior to submitting
— Page 2 - OHSEP Verification complete prior to submitting
— Transportation contract or agreement cover page, to be attached to each
— Ewvacuation host site contract or agreement cover page, to be attached to each
—  Supply Cover sheets are to be used for each:
* MNon-perishable food/nourishment contract or agreement cover page, to be
attached to each
*  Drinking water contract or agreement cover page, to be attached to each
* Medication contract or agreement cover page, to be attached to each
*  Miscellaneous contract or agreement for supplies or resources that do not have a
specific cover page, to be attached to each
— Multiple Host Site pages
Authentication page, last page of document to be complete prior to submitting

I

Vi, Plan Development and Maintenance
A.  Has the plan been developed in cooperation with the |ocal Office of Homeland Security and

Emergency Preparedness?
Shes

[ Ino

B. If not, was there an attempt by facility te work with the local Office of Homeland Security and

Emergency Preparedness?
Yes

[ Ino

€. During the review of the facility's emergency preparedness plan were the following steps taken?
1. Were all out dated or non essential information and material removed?
es
Mo - Complete this step then mark Yes

2. Were all contracts ar agreements updated, renewed or verified?

[ vfes

Mo - Complete this step then mark Yes

3. Wasall emergency contact information for suppliers, services, and resources updated?
Kes
Mo - Complete this step then mark Yes

4. Was all missing information obtained added to plan and the planning revised to reflect new

information?
[Vires

MNo - Complete this step then mark Yes

THIS IS NOT AN EMERGENCY PLAN
Rewvised for 2021
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5. Were all updates, amendments, modifications or changes to the nursing facility's emergency
p%egerudness plan submitted to the Health Standards Section along with this survey?
[Aves

Mo - Complete this step then mark Yes

VI, Authentication

The plan should be signed and dated by the responsible party(s) each year
or as changes, modifications, or updates are made. A copy of that
Authentication page shall be signed, dated and included with this survey.
(Blank form provided near end of document)

If there is a change of responsible party(s) (administrator, etc) plan needs
to be updated to reflect this change page resigned/dated and copy
submitted to Health Standards Section.

THIS 15 NOT AN EMERGENCY PLAN
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TRANSPORTATION COVER SHEET
TYPE or CLEARLY PRINT and attach a cover page to each transportation resource agreement, transportation

contract, or verification of facility’s ownership of transportation.
Example: If there are 5 transportation providers there should be 5 coversheets, one attached to the front
ol each signed and dated agreement, verification or contract.
If transportation is facility-owned, state that it is facility owned and provide verification of ownership and all
applicable infermation. A photocopy of a vehicle's title or registration will be sufficient for verification of
ownership. Ongoing contracts will need to be verified annually and signed by all parties.
MName of transportation resource provider (print}:

Pldiah  Wpapildace Sorvice

Contact Person: Nllit CI, uh‘j V{J
Phone # of Contact Person: 5%” = ZC:H‘ 22‘0 i ‘/ 351* %Ll’ q* l ﬁw

Physical Address of transportation provider:

:lfl‘ﬂa %Mx
+ LU TUEA]

Time Lines or Restriclions: H-TTour or the number of hours needed.
What is the |atest time that transportation resource can be contacted according to agreement?

How lang will it take the transportation to reach the facility after being contacted?

| Hwur

How long will the facility need to load residents and supplies onto the transportation 7
2-5 Hurs

Type (bus, van, car, armbulance, wheelchair) transport vehicle to be provided:

fMbulonce

Total number of transport vehicles to be provided: I'I“I !

Total number and type | heg(W' Ethn seated) of passengers each vehicle will accommodate;
" SIS _

Is the transportation air conditioned? @45 [ o
IF transportation is facility owned attach verification of ownership,

Date of agreement/contractfverification: .

Date agreement/ contract ends:

Revised for 201%
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TRANSPORTATION COVER SHEET
TYPE or CLEARLY PRINT and attach a cover page to each transportation resource agreement, Lransportation

contract, or verification of facility's ownership of transportation.
Example: If there are 5 transportation providers there should be 5 coversheets, one attached to the front
of each signed and dated apreement, verification or contract.
If transportation is facility-owned, state that it is facility owned and provide verification of ownership and all
applicable information. A photocopy of a vehicle's title or registration will be sufficient for verification of
ownership, Ongoing contracts will need to be verified annually and signed by all parties,
Name of transportation resource provider [print):

MAB But Tvanspovtation

Contact Person: __ | i L ‘ M \Kf) R lC/th
Phone # of Contact Person; ‘%?)r-.'l" ?:Lﬁ;f}ﬁ 1{/’1

Physical Address of transportation provider:

VY Ficidsoan Rl .
kfﬂﬁl a 1098

Time Lines or Restrictions: H-Hour or the number of hours needed.
What is the latest time that transportation resource can be contacted according to agreement?

24 Hours

How long will it take the transportation to reach the facility after being contacted?

| Hour

How long will the facility need to load residents and supplies anto the transpartation?
1. tours
Type {bus, van, car, ambulance, wheelchair) transport vehicle to be provided:

v (ndihovied SChsl Bus

Total number of transport vehicles to be provided: _-_‘:'3:_

Total number gnd type (wheglchair, stretcher, seated) of passengers each vehicle will accommodate;
Jﬁiﬁé{ﬂﬁ_anﬁ whedthaly .

s the transportation air conditioned? E!/YEE [mo

IF transportation is facility owned attach verification of ownership.

Date of agreement/contract/verification:

Date agreementf contract ends:

Rewvised for 2019
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EVACUATION HOST SITE COVER SHEET

TYPE or CLEARLY PRINT and attach a cover page to each evacuation host site agreement, evacuation host site

contract, or verification of evacuation host site, Complete this cover page for each facility named in the document.
Example: If there are 5 evacuation host site(s) contracts there should be 5 coversheets, ane attached to
the front of each signed and dated contract, If there are 5 evacuation host sites named in one agresment
there should be 5 coversheets attached to that agreement.

Ongoing evacuation host site contracts will need to be verified annually and signed by all parties,

Mame of EVYACUATION HOST SITE:

Lasalle Nueind  Hone

Contact Person: p nlﬁl H 1,'5 P)H_,I m{h

Phone # of C P : I i "[ﬂU'?-j
FAXH: '%lu‘%?c'c‘::ie‘??- L

b =

E-Mail Address:

Physical Aldgﬁs urfjrﬁcuatian s:ite:
Jeha, La a7

Time Lines or Restrictions: H-Hour or the number of hours needed,
What is the latest time that evacuation host site can be contacted according to agreement?

14 tHourg

How long will it take to reach the evacuation host site facility?

3 Hourd. 4 Minudes

How long will it take to unload residents and supplies from the transpartation?

-3 Hourd

Type of evacuation host site:
Is it the [RAFRIMARY or [_|ALTERNATE site?

Is it a [ yMCENSED Nursing Home or [_|NON-LICENSED FACILITY?

Total number of residents and staff that facility is willing to host:

Is the evacuation host site air conditioned? mﬁas, air conditioned [ Mot air conditioned

Date of agreement/contract/verification:

Date agreement/contract ends:

Revised for 2019
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EVACUATION HOST 5ITE COVER SHEET

TYPE or CLEARLY PRINT and attach & cover page to each evacuation host site agreement, evacuation host site

contract, or verification of evacuation host site. Complete this cover page for each facility named in the document,
Example: If there are 5 evacuation host site(s) contracts there should be 5 coversheets, one attached to
the front of each signed and dated contract. If there are 5 evacuation host sites named in one agreement
there should be 5 coversheets attached to that agreement.,

Ongoing evacuation host site contracts will need to be verified annually and signed by all parties.

MName of EVACUATION HOST SITE:

Tyt ﬁssambhu of God Curan

Contact Person: S UI {-' Vef‘l U-'I

Phone # of Contact Person; _ gjg 1 t)flg ‘6210“
FAXH: 2| - [ﬂ 28-977ThH

E-Mail Address:

site:
W1 Norn
a Ti482

Ph\rslcalnddres ofevarﬁw ns
U
'w'Tﬂﬂ i,

Time Lines or Restrictions: H-Hour or the numher of hours needed.
What is the latest time that evacuation host site can be contacted according to agreement?

24 Hou

How long will it take to reach the evacuation host site facility?

3 sure 14 tatnuder
How long will it take to unload residents and supplies from the transportation?

2. HuKs

Type of evacuation host site:
Is it the [_|PRIMARY or IEI':{TERNATE site?

ls it a | |LICENSED Nursing Home or [_|NON-LICENSED FACILITY?

Total number of residents and staff that facility is willing to host: | 1 D

Is the evacuation host site air conditioned? M air conditioned Mot air conditioned

Date of agreement/contract/verification:

Date agreement/contract ends:

Revised for 2015



2021 Nursing Home Emergency Preparedness Plan Survey

SUPPLY CONTRACTS COVER SHEET

TYPE or CLEARLY PRINT and attach a cover page to each type of supply agreement or of supply contract. Complete

this cover page for each supplier named in the facility plan.
Example: If there are 5 supply contracts there should be & coversheets, one attached o the front of each
signed and dated contract. If there are 5 suppliers named in one agreement there should be 5
coversheets attached to that agreement,

Ongoing supply contracts will need to be verified annually and signed by all parties.

Type of Supply: Mﬁdl(ﬂ] SULpPHC\f

Mame of Supplier;

Medling

Contact Person: E El(zk’g Cl %idm
Phane # of Contact Person: _ = 35] = 7l )

FAXH:
E-Mail Address:

Indicate where the supplies are to be delivered to;
[ ] Evacuation host site
[ ]Mursing home's licensed facility
| Jdetermined upon decision of sheltering or evacuating

Time Lines or Restrictions: H-Hour or the number of hours needed.
What is the latest time thaﬁnp ier can be contacted according to sgreement?

How long will it take to receive the delivery?

% Hiu

Date of agreement/contract/verification:

Date agreement/contract ends:

Aavised tor 2015



2021 Nursing Home Emergency Preparedness Plan Survey

SUPPLY CONTRACTS COVER SHEET

TYPE or CLEARLY PRINT and attach a cover page to each type of supply agreement or of supply contract. Complete

this cover page for each supplier named in the facility plan.
Example: If there are 5 supply contracts there should be 5 coversheets, one attached to the front of each
signed and dated contract. If there are 5 suppliers named in one agreement there should be 5
coversheets attached to that agreement,

Ongeing supply contracts will need to be verified annually and signed by all parties.

Type of Supply: ﬁ]ﬁd / WI{)H'f 'f =

Name of Supplier:

Retnnavk Food Service
Contact Parson: D&WM fﬂ({,{ ﬂﬂ.«ﬂu\ﬂ.

Phone # of Contact Person:
FAXH:
E-Mail Address:

Indicate where the supplies are to be delivered to;
[] Evacuation host site
ursing home's licensed facility
Ddetermineﬂpgn decision of sheltering or evacuating

Time Lines or Restrictions: H-Hour or the number of hours needed,
What is the latest time that smpﬁr&ﬁn H{E‘Eﬁactﬁ;d according to agreement?
I e i 0N

How long will it take to receive the delivery?

2 Houg

Date of agreement/cantractfverification:

Date agreement/contract ends:

Rewised for 2019



2021 Nursing Home Emergency Preparedness Plan Survey

Multiple Primary Host Site(s) - print then complete the following two pages for each additional site.
I Provide the following information:(list primary sites in this area, if multiple sites list each)

Wi,

Wi

wiii.

What is the name of each primary site|
Lol Nurang thwe,

What is the ph‘ysl&l addru.s of a.:.lch host site(s)?

Jma \ I_ﬂ 'T!MZ-

What is the dﬁance to each host site(s)?

IUrS 4 Minuies

Is the host site(s) located outside of the parishes identified as hurricane risk areas?

Hm’

Does plan include map of route to be taken and written directions to host site?
E‘éf. If Mo - obtain and mark Yes,

Who is the contact person at each primary host site(s)?
Name: lfi’hbﬂ 1§ rf%m AEA il rador

Phone: '3 qu’gﬂ

Email;

Fax: ?}1 H" ‘5151 ?.. quff

What is the capacity (number of residents allowed) of each primary host site(s)?
# Capacity that will be allowed at each site;

# s this adequate for all evacuating residents?
[ ves. If No - obtain and mark Yes.

Is the primary site a currently licensed nursing home(s)?

[Mves, go to- B.4.b) x.

[ INe, go to- B.4.b) ix.

If primary host site is not a licensed nursing home provide a description of host
sitels) including:
» What type of facility it is?

# What is host site currently being used for?

# s the square footage/area of the space to be used adequate for the residents?

|:|‘|'es
|:|Nc:

What is the age of the host facility(s)?

b

# |5 host facility(s) air conditioned?

[:I‘-res
I:'ND

Reised for 2019



2021 Nursing Home Emergency Preparedness Plan Survey

xi.

# What is the current physical condition of facility?
mém:-d
E}Fair
[ |roor

# Arethere adequate provisions for food preparation and service?
vves

WLE

Are there adequate provisions for bathing and toilet accommodations?
ﬂ§95

[ Ino

& Are gny other facilities contracted to use this site?
es

DN:}

w7

5
[ INo. If No - where will staff be housed?

Egé capacity of primary host site(s) adequate for staff?
=]

Is there a specified time or timeline (H-Hour) that primary host site will need to be
notified by?

%}es. If Yes - what is that time?
M

0,

Rewised lor 2018



2021 Nursing Home Emergency Preparedness Plan Survey

Multiple Alternate/Secondary Host Site(s) — print then complete the following two pages for each

additional site.

A. Provide the following information:{list each alternate or secondary site |

Wi,

Wi,

wiii.

What is the name of each alternate/secondary site(s)?

What is the ph%sical address of edch alternate/secondary host site(s}?

U NDEN

WWATTELA, I 113

What is the distance, in miles, to each alternate/secondary host site(s)?

L2 el

(Isgtgr!hust site(s} located outside of the parishes identified as hurricane risk areas?
[

LT

Dues/plan include map of route to be taken and written directions to host site?
m)t’es. If No - obtain and mark Yes.

Who is the contact persop at each alternatefsecondary host site(s)?

Name: Qa Ween

Phone: 2 -1 SL-Lg ol

T

Email: E?‘.Mﬁ @Jl-’bfﬂ‘.d LOAL -0V

Fax: 35‘1'- Lv""'g ‘?'xlﬁgif

What Is the capacity (number of residents allowed) of each alternate/secondary
host site(s)?
# Capacity that will be allowed at each alternate/secondary site:

# |s this adequate for all evacuating residents?
| J¥es. If No - obtain and mark Yes.

Is the alternate/secondary site a currently licensed nursing home(s)?
[ ]¥es go to - B.4.d) x.
0, goto - B.4.d) ix.

If alternate/secondary host site is not a licensed nursing home provide a
description of host site(s) including;
¥ What type of zﬁlih..r itis?

Wi

#  What is host E'ée curren%l_{j:e'rng used for?

{14]) JCALL
J

Revised for 20149



2021 Nursing Home Emergency Preparedness Plan Survey

F ISEtpe square footage,/area of the space to be used adequate for the residents?
Yes

DNG

# What is the age of the host facility(s)?

# Is hgst facility(s) air conditioned?
es5
|:|Nn
# What is the current physical condition of facility?

E'féoud
[:IFair
[ JPoor

& Are there provisions for food preparation and service?
es

[ Ine

> WTE the provisians for bathing and toilet accommaodations?
[Wfes

[:IND

#  Are any other facilities contracted to use this site?
v
@g
X, E'hf&a pacity of alternate/secondary host site{s) adequate for staff?
es

[ INo. If Mo - where will staff be housed?

xi. Is there a specified time or timeline {H-Hour) that alternate/secondary host site will

need to be notified by?
Eﬁas. If yes what is that time? 2-4' HUUKS
[:INU.

gl Have copies of each signed and dated contract/agreement been included for submitting?
es. If Mo - obtain and mark Yes,
h) ?er page been completed and attached for each contract/agreement. fblank form
P

ded)
¥ |Yes. If No - complete and mark Yes.

Aevised for 2019



2021 Nursing Home Emergency Preparedness Plan Survey

AUTHENTICATION

Facility Name [Print}llz .
Vevmilon teatthcare Conter

The Emergency Preparedness Plan for the above named facility provides the emergency operational
plans and procedures that this facility will follow during emergency events. The current plan supersedes
any previous emergency preparedness plans promulgated by this facility for this purpose. This plan was
developed to provide for the health, safety, and wellbeing of all residents. | {current/acting
administrator} have read and agree that the information used and included in the facility's emergency

preparedness plan |§ current, valid, and reliable.
Date:

Facility Administrator Name (PRINT); _ (-\Gm Qﬁ-?ﬂﬂ

Facility Administrator Signature:

Comments:

Revised tor 2019



Disaster-related Medical and Other Supplies and Equipment Agreement
Wu @aﬂhﬂ: Epgawlaoﬁ, 3!1&.

1002 North Parkerson Avenue « Crowley, Louisiana 70526
(337)783-7200 « (337) 783-8996 [FAX] « (BO0)570-7263

This Disaster-related Medical and Other Supplies and Equipment Agreement (the “Agreement™) is made

and entered into this 19" day of January, 202, | (the “Effective Date”) by and between Carmichael’s
Cashway Pharmacy, Inc. (“Carmichael’s”) and Vﬁ'ﬁ’ﬁ"lﬂlbﬂ 7] HH lf vt (“Facility™).

Subject to availability and utilizing reasonably practicable best efforts, Carmichael’s agrees to procure,
in as timely a manner as reasonably possible, and supply disaster-related medical and other supplies and
equipment (“Relief Products”) to Facility on an as-requested basis. As quickly as conditions are
determined to be safe for delivery drivers to be dispatched, solely in the opinion and at the discretion of
the management of Carmichael’s, Carmichael’s agrees to deliver the requested Relief Produects to
Facility at the following evacuation site, as specified by Facility:

winndleld Fyir o
_\,ﬂSQ.\JfS_ j? (G 0 _1

As compensation for the delivery of the Relief Products by Carmichael’s, Facility agrees to pay
Carmichael’s an amount equal to the sum of a) the total of Carmichael's acquisition cost for the Relief
Products delivered to Facility in conjunction with this Agreement and b) thirty per cent (30%) of such
acquisition cost, which additional amount is to compensate Carmichael’s for the cost of delivery drivers,
fucl and other related overhead costs. F acility agrees to make payment to Carmichael’s for such
delivered Relief Products within thirty (30) days of receipt of the related invoice from Carmichael’s.

The term of this Agreement shall be for a period of one year, commencing on the Effective Date, and
shall automatically renew for successive one-year terms on an annual basis, unless earlier terminated for
any reason by either party providing at least thirly (30) days prior written notice to the other party.

Please specify the Facility evacuation site above, sign and complete below and return this Agreement to
Carmichael’s at your earliest convenience.

FACILITY CARMICHAFEL’S
YAy oo, ) L0 pv
' Signature A Slgnature
anry GPQ/Q/'I o —— Henry J. Helo 111 -
Frint Name Print Nome
Administrator General Manager o

Title Title
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Februaty 25, 2021

Phyltis Bryan

LaSallé Nursing Home
. 139 Ninth Street _ - . ;
Jena, La 71342 '

Dear \’e‘rmilli;tm Hﬁn]ﬂmﬁrn Center Administrator, ' :

. _— m%ﬁ

‘mellm Eﬁ F@ gﬁ {i’y?ﬁg RGENH’" at LaSalle Nursing Home
re g’ oftof ﬂ e-]mmt, [ EI_ Q;ﬂﬁlﬂpf as many residents as may
I t!l l rflu:ility ' i :
AL f- . J 1l D;UB,L]' . ; . tlrf{%! e i Y i ;

35~-|1F i

-’._ s. We agree to let Lasalle Nursing ¥ t' g
re for the mu:dents until such a time A% '

I\ ursing Home will IJ[: fully lls;}) x; he r&%iﬂli;n *1’ care and
' [Qﬁhlj (they are housed in o | ‘L r

,ir -.-‘\‘ ".

e iprocal.in the {:asg?
experiencing an erg[’erg 1] j_l;u ‘ﬁ

| ! quiring epatitgtonatis
_ This agreement “’i[,l 5 1. i +: patei b
Adwministrators of: I mé%@r | i RO
B e B ik e .l.!-.__.: i i
i T
= 5 i * .Eii J:]_,mj s 1 t. !

%’ Ik?\#
nHaa]thcarFG ter

Hienean Rd ’i;"“-ﬂ‘?

‘ aj;“ﬁ La 70548 s

1 1",#
x _I‘




- PERFORMANCE

FOODSERYICE

Reinhart Foodservice Louisiana, LLC dib/a
Ferformance Foodservice - New Orleans
918 Edwards Ave.

Harahan, LA 70123

February 16, 2021

Valued Customer:

Reinhart Foodservice Louisiana, LLC, doing business as Performance Foodservice—-New Orleans {*Performance
Foodservice'}, is committed to working with you through our disaster planning service to ensure that emergency
supplies are provided to your facility prior to and in the event of a disaster or emergency. This letter shall serve
as documentation of Performance Foodservice's palicy regarding delivery of goods during a disaster or
emergency,

Should Performance Foodservice be affected by a disaster or emergency, it will take the following actions:
« Customers will be notified of delays by phone as socn as possible.
s  Proper food safety and sanitation procedures will be maintained throughaout the event,
= Customers will not receive any food that has been affected by damage sustained from the disaster or
emergency.
= Deliveries will resume as soon as possible from either the affected Performance Foodservice facility or
one or mare alternate facilities.

If your facility is involved in a disaster or emergency, Performance Foodservice may supply the following tems
upon request and depending upon availability:
= Coordinated delivery schedule adjustments prior to or after the emergency has passed.
* Disaster/Emergency order consultation and order placement assistance,
* Delivery of emergency rations and supplies as available from the Performance Foodservice OPCO's
inventory supplies and delivered on a first come/first serve basis prior to the event, and/or as service is
available in the affected area.

Refer to your state's Department of Health and Human Services guidelines for food and water supply for
emergencies. Performance Foodservice will provide to you, upon request, a Disaster Planning Kit which gives
information an recommended perishable and non-perishable food and water to keep on hand in case an
emeargency arises, and a Three-Day Emergency/Disaster Menu.

Should your facility undergo a disaster or emergency, it is your responsibility to notify Performance Foodservice
regarding stoppage of delivery or delivery to an alternate site. Alternate shelter site deliveries will be made as
available on normal routes and days in the area, You should take as many supplies as possible to the shelter site
from your current inventory. This recommendation is to ensure your existing inventory is not destrayed during the
event andfor product is available for meals should our ability to ship supplies to the alternate site be delayed
because of excessive demands prior to and following the event. Should you have any guestions regarding this
policy, please contact your Performance Foodservice Healthcare Account Manager or Customer Service at 1-
B00-488-3988,

Sincerely,

/=N

Fd
554:; Wood

Area President New Orleans and Shreveport Opcos




le Aicadian

AMBULANCE SERVICE

B, Box VB0O0 « Laraverye, LA = FR509-9500

MATINALLY

ACUCREDITED AMBUEANCE

fsperis
an
2580111
ABsisrraron
KRR20r-2433
FOR256-3453

Baeiiveg
Si159-2222

fanuary 12, 2021

To whom it may concern:

In response to a request for verification from Vermilion Healthcare {hereinafter “Facility”}, please allow this to
serve as confirmation that Facility currently has in place an agreement for the evacuation of resident/patients in
the case of a disaster, as required by the Louisiana Departrment of Health and Hospitals and in accordance with the
terms and conditions of such Agreement. The Agreement auto-renews annually unless otherwise terminated by

either party. As of this Date, no notice of termination has been received and therefore such Agreement remains in
full force and effect for the 2021 calendar year,

_ ﬁincemty,l- y
ey
. L= :
hMel Guidry

Community Relations Supervisor
Acadian Ambulance Serviee, Inc.

o o e L e M R BT A S

= A
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MEDICAL TRANSPORTATION AGREEMENT

THIS AGREEMENT is made and entered into on the January [, 2021, by and between Acadian
Ambulance Service, Inc (“SUPPLIER™), and Vermilion Healthcare (“FACILITY™), effective
1/1/2021 (the “Cffective Date™).

Recitals

WHEREAS, SUPPLIER is established and experienced in providing quality medical
transportation services to health care providers;

WHEREAS, TFACILITY desires and has requested that SUPPLIER provide medical
transportation services Lo patients that require such transportation services ; and

WHEREAS, SUPPLIER is willing to provide ground transportation services under the terms and
conditions stated herein:

NOW THEREFORE, in consideration of the foregoing recitals, mutual covenants and promises
hereinafter set forth, and other good and valuable consideration, the receipt and sufficiency of
which is hereby acknowledged. the parties agree as follows:

ARTICLE I
DEFINITIONS

1.1, Covered Persons. Individvals whose transportis) fall within the purview of this
Agreement.

1.2, Covered Services. Medical Necessity ambulance services (and related supplies)

provided by SUPPLIER to a Covered Person or o a facility where the Covered Person
may receive appropriate care,

1.3. [ndigent. Any person who has no third party insurance or source ol payment.
1.4, Medical Necessity. The services, procedures, drugs, supplies. or medical equipment

provided by SUPPLIER in accordance with established medical protocols in connection
with the diagnosis or treatment of the Covered Person. For the purposes ol this
definition, emergency medical transportation shall be deemed a Medical Necessity if
established medical protocols are lollowed and non-emergency medical transportation
shall be deemed a Medical Necessity if a patient is transported to or from a state licensed
facility, or if the transport is pre-approved by the responsible party and the patient’s
ailment contraindicates transportation by any other means.

115, Pavors. FACILITY, certain employers, plan sponsors or other entities obligated to make
payments for health care services.

Pagc 1 ol 12
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1.6,

2.2

3,

fsd

1

b

Usual Charge. The fee regularly charged by SUPPLIER.

ARTICLE 1T
OBLIGATIONS/REPRESENTATIONS OF FACILITY AND/OR PAYORS

Information. FACILITY agrees to provide SUPPLIER with any/all information
necessary to obtain payment {rom Medicare, Medicaid or private insurance carriers.
Such information shall include, but is not limited to all applicable billing information,
history or physical, and any other information required to obtain payment for services set
[orth in this Agreement.

SUPPLIER/Patient Relationship. This Agreement shall not have the purpose or effect of
infringing upon SUPPLIER'S provider/patient relationship with any Covered Person.
FACILITY shall remain solely and ultimately responsible for the quality of health care
services provided by FACILITY and shall render such services according to generally
accepted medical and surgical practices and professional standards.

ARTICLE 111
OBLIGATIONS / REPRESENTATIONS APPLICABLE TO SUPPLIER

Scape of Service. Upon request and acceptance, SUPPLIER will provide twenty-lour
(24) hour access to emergency (in locations not prohibited by City Ordinances), urgent,
and non-emergency ambulance service with a unit qualified at an appropriate level of
service for the request to FACILITY'S private, public, and contract customers  that
qualify for ambulance service needs.

Bariatric services may be provided, based upon availability of bariatric unit, patient
necessity, for a patient whose weight is in excess of 500 pounds or request from
FACILITY.

Additional services may be requested based upon availability and FACILITY will be
charged and agrees to pay SUPPLIER's customary rates for requested services unless
otherwise mutually agreed upon,

It will be mutually agreed upon by all parties to provide the appropriate mode and level
ol service determined based upon medical necessily and standards of care in accordance
with all local, state and [ederal regulations.

Nondiscrimination, SUPPLIER shall not discriminate against any COVERED Person
because of race, physical handicap, color, religion. sex or national origin.  SUPPLIER
shall not be required to provide medical care if a Covered Person refuses to cooperate
with the medical advice and treatment or if there is other good cause for refusing to

Page 2 of 12
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LA

provide medical services. SUPPLIER agrees to comply with the provisions of 41 C.F.R.
§ 60-1.4.

Utilization Management. SUPPLIER shall cooperate with any utilization management
program provided by FACILITY or its designee for review of utilization of health care s
services,

Business and Health Records. Upon the written request of the Secretary of Health and
Human Services or the Comptroller General or any of the duly authorized
representatives, SUPPLIER will make available those contracts, books, documents and
records necessary to verify the nature and extent of the costs of providing services under
this Agreement.  Such inspection shall be available for up to four (4) years after the
rendering of such services. If SUPPLIER carries out any of the duties of this Agreement
through a subcontract with a value of $10,000 or more over a twelve (12) month period
with a related individual or organization. SUPPLIER agrees to include this requirement
in any subcontract. This Section is included pursuant to and is governed by the
requirement of public law 96-499, Section 952 (Section 1861 (v) (I) of the Social
Security Act) and the regulations promulgated hereunder. No attorney-client, accountant-
client or other legal privilege will be deemed to have been waived by FACILITY or
SUPPLIER by virtue of this Agreement.

Credentialing.  SUPPLIER and all its employees and representatives providing services
hereunder will be duly licensed or certified and in good standing as required by the
appropriate governing regulatory agency. SUPPLIER shall provide to FACILITY
evidence thercol” upon request.  SUPPLIER shall continuously satisfy FACILITY'S
rcasonable credentialing criteria and shall provide services and supplies according 1o
generally accepted medical practices and prolessional standards, and within the scope of
the employee’s or representative’s applicable license. SUPPLIER and its employees and
representatives shall comply with all applicable federal, state and municipal laws, orders
and regulations, and shall promptly notily FACILITY upon becoming the subject of any
regulatory or professional disciplinary action, which may materially afTect the Covered
Services, SUPPLIER shall use its best cfforts Lo assure that all duties are provided in and
through the FACILITY as may be required by any standard. ruling or regulation of The
Joint Commission (“TJC™); the State Department of Health. State Board (I
APPLICABLE); or any other federal, state, or local government agency, corporate entity
or individual excreising authority with respect to, affecting FACILITY in such a manner
as to confirm to all requirements ol the federal and state Constitutions and all applicable
federal and state statutes and regulations. Further, Supplier’s director (IF APPLICABLE)
shall ensure that its dircclor shall have thorough knowledge of the TIC standards,
including, but not limited to, the director’s role in this process from daily operations to
performance improvement,

Continuous  Performance  Improvement. SUPPLIER. as part of FACILITY'S
Performance Improvement Program will ensure the quality and appropriateness of patient
care services provided are monitored and evaluated, and identificd problems are resolved.

Page 3 of 12
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3.6a SUPPLIER will have a planned and systematic process for the monitoring and
evaluation of the quality and appropriateness of services provided to FACILITY
patients. This system shall be coordinated with the FACILITY'S Performance
Improvement Program and Contractor shall report results on a quarterly basis
when requested.

3.6 b, Upon reasonable request, SUPPLIER will provide a written document outlining
the aforementioned plan.

3.6 ¢, SUPPLIER will maintain written standards of care/practice. Said standards shall
be available to the FACILITY, upon reasonable request for review.

ARTICLE IV PAYMENT

4.1

4.2

4.3

44

Compensation. For Services provided under this Agreement, FACILITY agrees to pay
SUPPLIER as set forth on Schedule A.

4.1.1 The rates set forth herein are the contractually ncgotiated rates between
FACILITY and SUPPLIER, and shall supersede any rates set by local ordinance
or the laws of any other governmental entity, unless the superseding of such local
ordinance or governmental rates by these contractually negotiated rates is
specifically prohibited by law. II' any changes to these contraclually negotiated
rates are required by law, the parties agree to meet and discuss the changes and to
amend this Agreement so that it complies with all legal requirements.

Rates. Unless indicated otherwise by specilic rates in Exhibit A, the rates that SUPPLIER
shall charge FACILITY when FACILITY pays SUPPLIER for ground ambulance
transports shall be subject to the Medicare Allowable rates for the geographic area in
which services are provided. For ground ambulance roundtrip transports ol inpatients in
which the patient is a Beneficiary of Medicaid or a Medicaid managed care plan where
the FACILITY i1s responsible for ground ambulance transportation, FACILITY shall be
subject to the Medicaid allowahle rates.

Claim Processing, All invoices for services provided are due net thirty days from receipt.
All invoices not paid in [ull within 61 days from date of invoice will be considered past
due. Once an invoice becomes past due, SUPPLIER may mail to FACILITY a Past Due
Motice consisting of the invoice number(s) and amount({s) due on said invoice(s). Failure
of FACILITY to pay the past due invoice(s) in full within thirty (30) days of
SUPPLIER s mailing of the Past Due Notice shall obligate FACILITY to pay linance
charges of 1% per month, retroactive to the respective invoice date(s), on the unpaid
balance of the respective invoice(s).

Delinguent Status of FACILITY. All invoices not paid in [ull within 91 days from date
of invoice will be considered delinquent. Once an invoice becomes delinquent.
FACILITY shall no longer be entitled to the discount to which it would otherwise be

Page 4 of 12
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4.6

4.7

4.8

4.9

5 ]

ol
)

entitled under the terms of this contract.  Except for invoiced payvments that FACILITY
has successtully disputed, all delinquent invoices shall bear interest at the lesser of the
rate of 1% per month and compounded monthly. FACILITY shall also reimburse
SUPPLIER for all reasonable costs incurred in collecting any delinguent invoices,
including, without limitation, attorneys’ fees, court costs and all other amounts to which
it is legally entitled. In addition to all other remedies available under this Agreement or
at law (which SUPPLIER does nol waive by the exercise of any rights hereunder),
SUPPLIER shall have the option to cither terminate this Agreement or suspend the
provision of any Services if FACILITY fails to pay any amounts when due hereunder and
such failure continues for 30 days following written notice thereof.

Charge Verification. Upon request, SUPPLIER shall furnish FACILITY or their duly
authorized representative with such documents or reports as may be reasonably necessary
to verify the accuracy of charges as reflected on SUPPLIER Service's bills,

Coordination of Benefits. SUPPLIER shall make all reasonable efforts to assist in

coordinating benefits with other health care plans, which may provide coverage to
patients covered under a Health Plan.  Other plans shall include, but are not limited to
group insurance plans, Blue Cross and Blue Shield Plans, povernment-sponsored plans
{including Medicare and Medicaid), multiple-employer trust plans and prepaid health
maintenance arganization plans,

Waiver of Charges. SUPPLIER shall collect full deductibles. co-payments or
coinsurance amounts applicable under a Health Plan except as determined 1o be
uncollectible pursuant to reasonable and prudent professional collection practices,

Separate Agreements. SUPPLIER is free to enter into a separale agreement with a payor
under such terms and condition as they may agree upon.

Payment Guarantor. FACILITY s parent company or affiliate hereby agrees that should

facility become delinquent on payment of any outstanding amounts owed hereunder, then
such Parent or Affiliate company shall make payment on FACILITY's behall, For
purposes of this Agreement “affiliate” shall be defined as any person or entity owning a
majority share of Facility or which through a contractual arrangement or otherwise has
the ability to control the operations or activities or financial outcomes of FACILITY.

ARTICLE ¥V
TERM and TERMINATION

Term of Agreement. This Agreement shall be in effect for onc (1) year from the

Effective Date, and shall thereafter automatically renew for additional one (1) year terms
until terminated by cither party giving notice to termination of the other party.

Termination. All notices of termination must in writing. Refer 1o Section 8.9 of this

Agreement.

Page S of 12
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6.l

6.2

5.2.1  Either party shall be [ree to terminate this Agreement by providing thirty (30)
days written notice to the other party.

522  Material breach of this Agreement upon thirty (30) days’ prior written notice to
terminate to the breaching Party for a breach of any malerial term or condition;
provided the breaching Parly shall not have cured such breach within the thirty
{30) day period.

5.2.3 SUPPLIER may terminate this Agreement in whole or in part with respect to a
particular FACILITY should an entity acquire all or substantially all of the
business or assets of FACILITY or any FACILITY to which this Agreement
pertains, whether by merger, reorganization, acquisition, sale or otherwise.

5.24  Repeated failure by FACILITY to pay timely shall be grounds for termination of
this Agreement at the option of SUPPLIER without further notice.

5.2.5 This Agreement shall automatically terminate for any of the following reasons:
3.2.5.1  Cessation of business or insolvency of SUPPLIER or FACILITY.

3.2.52 It legislation is enacted or a court of competent jurisdiction interprets a
law so as to prohibit the continuance of this Agreement: or

5253 [f SUPPLIER: (1) suffers revocation, termination or suspension of any
license required: (2) is found guilty of any felony criminal offense or a
misdemeanor in the scope of SUPPLIER’S services; (3) is found guilty
of gross misconduct in providing supplies or services; or (4) [ails o
meet the liability insurance requirements of Article [11.

ARTICLE VI
INDEMNIFICATION

Liability of FACILITY. FACILITY shall indemnify, defend and hold harmless
SUPPLIER, Covered Person and Payors from any claims, losses, damages, liabilities,
costs, expenses or obligations. including but not limited to attorneys' fees, court costs and
punitive or similar damages, arising out of or resulling from the negligent, fraudulent,
dishonest or other acts or omissions, of FACILITY, or its agents, officers, dircctors or
employees.

Liability of SUPPLIER. SUPPLIER shall indemnily, defend and hold harmless
FACILITY Covered Person and Payors from any claims, losses, damages, liabilities,
costs, expenses or obligations, including but not limited to attorneys' fees, court costs and
punitive or similar damages, arising out of or resulting from the negligent, fraudulent,
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6.3

7.1

8.1

8.3

dishonest or other acts or omissions, of SUPPLIER, or its agents, officers. directors or
cmployees.

Non-assumption of Liability, FACILITY and Payors do not assume any liability for the
neglect, fraudulent, dishonest or other acts or omissions of SUPPLIER. SUPPLIER does
not assume any liability for the neglect, fraudulent, dishonest or other acts or omissions
of FACILITY or Pavor.

ARTICLE VII
INSURANCE

Liability Insurance. SUPPLIER. shall maintain, at its own expense, professional liability
insurance in amounts equal to at least $1,000,000 for each claim and $3,000,000 annual
in the aggregate. SUPPLIER shall maintain, at its own cxpense, comprehensive general
liability insurance in amounts equal to at least $1,000,000 for each claim and $3.000,000
annual in the aggregate. SUPPLIER agrees to furnish FACILITY with satisfactory
evidence of such insurance upon request. SUPPLIER shall immediately advisc
FACILITY of any termination of such insurance or any reduction in the amount of such
insurance, The parties agree that any insurance policies maintained by them shall contain
provisions that the underwriter will have no right of recovery or subrogation against the
other party.

ARTICLE VIII
MISCELLANEOUS

Other Programs.  Nothing contained in this Agreement shall prevent the FACILITY,
FACILITY’S policyholders, policy owners, employers subject to Health Plans, Payors or
SUPPLIER from participating in or contracting with any other health care or other
provider, provider organization, health maintenance organization or other health delivery
Or Insurance program.

Independent Entities. The relationship of SUPPLIER to FACILITY and any Payor shall
continue to be as independent entities, and no such parly is an employee, agent or
representative of any other parly by virtue of this Agreement, nor shall any such parly
have any cxpressed or implied right or authority to assume or create any obligation or
responsibility on behalf of or in the name of any other party by virtue of this Agreement.

Conlidentiality. SUPPLIER and FACILITY shall maintain the confidentiality of medical

records of Covered Persons in accordance with HIPAA Compliance and other applicable
local, state, and federal laws,
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84

8.5

8.0

8.7

8.8

8.9

Governing Law. This Agreement shall be subject to and governed according Lo the laws
ol the State of Louisiana, irrespective of the fact that either party is or may become a
resident of another state.

Binding Effect. This Agreement shall be binding upon and shall inure to the benefit of
the parties hereto, their respective successors, assigns or other legal representatives.

Assignment. No right or obligation hereunder may in any way whatsoever be assigned or
delegated 1o a third party without the express prior written consent of the other party
hereto, and any attempled assignment without such consent shall be considered null and
void. Notwithstanding the above, this Agreement, or any or all of the services required
herein, may be assigned, or subcontracted to any of SUPPLIER'S affiliates.

Legal I'ees. In the event either party brings any action for any relief, declaratory or
otherwise, arising out of this Agreement or on account of any breach or default hereof,
the prevailing party shall be entitled to receive from the other party, reasonable attorneys’
lees, costs, and expenses related to such action.

Severability, If any portion or portions of this Agreement shall be for any reason invalid
or unenforceable, the remaining portion(s} shall be valid and enforceable and carried into
effect unless to do so would clearly violate the present legal and valid intention of the
parties hereto.

Notices. Any notice required or permilted to be given pursuant to any provisions of this
Agreement shall be given in writing, and cither delivered in person, by electronic
transmission, deposited in the United States mail, postage pre-paid, registered or certified
mail, return receipl requested, properly addressed, or by a nationally recognized
overnight courier service, to the following addresses:

If to SUPPLIER:

Acadian Ambulance Service, Inc

PO Box 98000

Lafavette, [LA 70509-8000

Attn: Executive Vice President / CFO

If to FACILITY':
Vermilion Healtheare
14008 Chencau Road
Kaplan, LA 70548

Lither parly may change the notification addresses listed above with proper notice as
listed above. If a notice that otherwise fulfills the requirements of this Section is rejected
by the addressee, or if an addressce reluses to accept such a notice, or if a change in
address for which no notice was given causes the notice o be undeliverable, then the
notice is elfective upon the occurrence of such rejection, refusal or undeliverability.
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8.11

8.12

8.13

Entire Agreement. This Agreement constitutes the entire agreement and understanding
between the partics with respect to the subject matter hereof and superseded any previous
agreement or understanding, whether oral or otherwise.  No maodification of this
Agreement shall be valid unless in writing and signed by each of the partics hereto.

Counterparts. This Agreement may be executed in counterparts, each of which shall be
deemed an original, but all of which together shall be deemed to be one and the same
agreement. A signed copy of this Agreement delivered by facsimile, c-mail or other
means of electronic transmission shall be deemed o have the same legal effect as
delivery of an original signed copy of this Agreement.

Execution and Delivery of Original Signed Agreement. This Agreement must be
properly executed by authorized parties and shall be deemed effectively executed upon
the receipt by both parties hercto of the fully executed Agreement. Each party to this
Agreement agrees to deliver an original, inked and signed Agreement within two (2)
weeks of receiving the exccuted hereof. Failure to return this executed Agreement to
SUPPLIER within 30 days of the commencing date written above shall render this
Agreement null and void and any services provided to lacility shall be charged and billed
at customary rates.

Force Majeure. The performance by Ambulance Provider shall be excused in the event
and during an event of Force Majeure. For purposes of this Agreement an Event of Force
Majeurce shall be defined as an event such that performance is rendered unsafe or
prevented by the following: acts of God; acts of war, riot, accident, flood or sabotage:
unavailability of adequate fuel, labor, power or materials; judicial or governmental laws,
regulations, requirements, orders or actions; injunctions or restraining orders which are
ultimately determined to have been wrongfully granted.
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SIGNATURES:

In WITNESS WHEREOF, the parties hereto have caused this Agreement to be exceuted
by their authorized representative on the day and year first written above.

SUPPLIER FACILITY
Acadian Ambulance Service. Inc YVermilion Healthcare

DacuSignad by: Dooubigned by:
By: ij éLu;LVb! By: MF?FEML

R 1 | M EORE: BN | 142 L) W

Tray Guidry Gary Green
Mame: MName:

3 Regional vice President ... administrator
Title: l'itle:

2/25/2021 | 1:05 PM PST ;
Date: .- | Date: 2/25/2021 | 1:49 PM CST
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SCHEDULE A
PAYMENT AND BILLING

Ground Ambulance:

Except as specifically stated below, SUPPLIER shall bill and collect for its services from the
patient’s third party payer or from the paticnt directly, and FACILITY shall have no obligation to
pay SUPPLIER for its services.

FACILITY shall pay SUPPLIER directly for ambulance transports as described on the attached
Exhibit A only when any of the following circumstances exists:

*  When the transport is not considered a medical necessity as defined by Center for
Medicare and Medicaid Services (*CMS”) in 42 CFR Part 410.40 (“Medical Necessity™),
and the paver is Medicare or Medicaid.

¢ When the transport is for roundirip transport of patients covered by FACILITY’S
inpatient Medicare DRG., Medicaid DRG, Consolidated Billing or Prospective Payment
System guidelines.
e When the patient is indigent {Refer to Article I DEFINITIONS).
= When authorized, scheduled or requested by FACILITY.
For ground ambulance inpatient roundirip transports in which the patient is a Beneficiary of
Medicaid or a Medicaid managed care plan where FACILITY is responsible for ground

ambulance transportation, FACILITY shall be subject to 100% of the then Medicaid Allowable.
All other rates will be billed at the then prevailing Medicare rate.
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EXHIBIT A — Acadian Ambulance Service, Inc
Transport Rates & Service Descriptions

Vermilion Healtheare
Medicare Local 99LA
A. Ground Ambulance

Item [ HCPC ' Rate i Medicaid Rate
BLS “Non Emergency AD428 [00% Medicare Allowable [{0% Medicaid Allowable
ALS1 Non Emergency AD426 100% Medicare Allowahle 100% Medicaid Allowable
BLS LEmergency A0429 100% Medicare Allowable 100% Medicaid Allowable
ALS! Emergency ADA27 100% Medicare Allowable 100% Medicaid Allowable
ALS2 Emergency AD433 100% Medicare Allowable 100% Medicaid Allowable
Specialty Care Ald34 100%5 Medicare Allowable 100% Medicaid Allowahle
. hileage Al425 | 100% Medicare Allowable 100% Medicaid Allowable

Rates are subject to change annually when rates are published by the Centers for Medicare
and Medieaid Services, You may refer to the UMS link below for more information,
hitp:/fwww.ems.goviMedicare/Medicare-Lee-for-Service-Pavment/A mbulan e FeeSehedulefa fspuf.html

B. Other ) -
Barialric Surcharpe S250.00
{Rave is appfied in addifion fo appropriate base rate and mileage )

_Service Deseriptions

HOPC Cisle Type of Description of Seevice
_ Service
Basic Lifi Support (BLE L Whine medizally necessary, the provision of basic I suppast (10 3 services ns defined oL e
Al4 28 RL% Mational EMS baducation and Practice Blugpint G the BMT-Rasic meluding the cataldiabimen of o penpheral intmvencns |
o A lime, ta the sxlenl penmited be Hince Inw,
Al IE HLS-E Sarme ns abeve, in rendered weler emeryency corditions,

Advanced Lils Suppon, Level 10ALSIE Wihese medical ly necessany, rhe pravigion of an azsessment by s mbvanced |3
suppert (ALS ) provider melies the proision of one o inore ALS intervermions, An ALS provider ia defined as a povides
A G AlLS rramed o the level of EMT-Intermatinee ar Paramediz as defined in e Natanal FMS Gdueation and Peactize Blucpuine An
ALS trdesvennan is defined as a pracedure heyend the scope of an EMT-Basic as defined in the National EM3 Eduzation s

} Fracuze Bluegrint, t the extent peiotitied by Siaie oy,
ARAZT ALSAE [ Snme as above, bul seelersl umider emerpency conditions., )
Advanced Life Support, Level 2 (ALS2) Where madically necessary. Wanspoitation miber by wroond pmbelanze vehicle,
medically nocossary supplize and services, lhose sequmte ndmivistations of cac or oo owedizations by intravenays
puahrbalia or by contineons defision excladiog covstalloids (hypatenie, dseteniz and hyperionic solutioe) sech as dedroge,
nurmal aaline of ingess lactate, ar mmspariation, medically ooy supplies and servizes, ond e provision of at least one
ol the lallowing procedures: Bamssl defibnllatonseardiaversion, Endetiacheanl intubanan, Central vencus line, Cardiac
paiiag, Chest decoampresgion, awigical aivway, Inlransseons line, _ N
Speziaity Cove Traospoil (3077 Whare medically necessay, inoa erineally anjured ar 00 aonent, a level of e
service prowided heyond the scope af the Paramedic as éefined in the Matioal EMS Edusasian avd Pracrice Rluepeim. This
Al SCT i nocwsgary when a patient’s cendition seguires angaing care that must ba provided by sae s mone bealth protessanals in g
Appropriate spocially aren (nursing, mediciee, sprany cane, canlivesenlar care, or paramedic with additional traimg); o
the extent pesuniied by State low

Bagtatric services may be provided, based wpon sarilabilicg of barintric wnit, patical necessity, e a patient shass s i o
exgeas ol SO0 pounds or request fom FACILITY. Buainic services cansist of the use of apeeial couipment, adhtianal
persannel and ather sorvices as needad hnsed apan the patient's sonditan at the nme of transpart

A4 ALSE

Bariatric

2424
Al Surgharges
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