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COVERAGE EFFECTIVE FROM: _________________________________
 
TO: ____________________________________
PART I: GENERAL INFORMATION
A. APPLICANT:

Named Insured (as will appear on the policy): ________________________________________________________________________

Please list any previous operating names, if any: _____________________________________________________________________

Type of Operation:

( Long Term Care Facility


  ( Home for Special Needs (ages 16 +)


( Assisted Living Facility


  ( Other, please specify: ____________________________________________

               ( Group Home   


  

Address: _____________________________________________________________________________________________________

City: __________________________________________   Province: _________________________    Postal Code: _______________

Contact Person: ___________________________________________   Position: ___________________________________________

Day Phone #: _____________________            Evening Phone #: ______________________             Fax #: _____________________

Email Address: ____________________________________________   Web site: __________________________________________

Applicant is:
(Check all applicable) 

( Individual          ( Corporation          ( Partnership         ( Joint Venture         ( Hospital Affiliated 

( Profit                ( Not for Profit         ( Religious/Culturally Specific                  ( Other, Please Specify:_____ 

B. ACCREDITATION 
	Licenses 
	Issued/Administrated by:
	Expiration Date

	
	
	

	
	
	


Number of licensed beds: ___

Number of Bedrooms: ___

Has a license issued to your business, under its present operating name or another, ever been denied, suspended, or revoked? 

( Yes, Please Explain: _____________________________________________________________ 
         ( No
	Inspections / Inspectors
	Date of Inspection

	
	

	
	

	
	


Describe any infractions from the most recent inspection by the Ministry and actions taken towards improvement: _______________ __________________________________________________________________________________________ __________________________________________________________________________________________ 
Association Memberships held by facility: 




(  Canadian Home Care Association (CHCA))                  
(   The Alzheimer Society
(   Canadian Mental Health Association (CMHA)
(   Other: _________________________________
PART II: UNDERWRITING INFORMATION
A. OPERATIONS 

No. years facility has been:   

     Operating: __  

Owned by Present Owner: __  

Managed by Present Management: __
Please list the total Annual Gross Revenue for each of the last 3 years (most recent to least recent):
$ __________________                 $___________________               $___________________

Number of Privately funded beds: ___

Number of Government-subsidized beds: ___

List any Backup Facilities/Locations: _______________________________________________________________________________ 
B. OCCUPANCY

	Age range:
	<16
	16-21
	22-64
	65-74
	75-84
	85-94
	>95
	TOTAL

	# Residents:
	  
	
	
	
	
	
	
	


Are any of your residents being rehabilitated for alcohol or non-prescription drug dependencies?          YES   
        NO

Do any of the residents have a history of violent behaviour?
     YES
               NO 


If Yes, Please Explain: ___________________________________________________________________________
Number of non-ambulatory residents: ___ Are they housed on 1st floor?
YES        NO
Resident to Staff (excluding support staff) ratio:  ___ to ___

Please describe all counselling and recreational programs offered at this home: _________________________________ ___________________________________________________________________________________________________________________________________________________________________________________

C. BUILDING SAFETY AND MAINTENANCE

Describe your Location and surroundings:  (Be as specific as possible. E.g., downtown, large city, neighbourhood, camp setting on lake, farm setting, etc.): ______________________________________________________________________________ __________________________________________________________________________________________
Was the building built for this type of operation?  If not, please advise the original building occupancy and describe the remodelling: ________________________________________________________________________________________________________________________

Have there been any Water Damage Incidents in the past 5 years? 

YES

NO
If YES, have they been corrected? Explain: _____________________________________________________________

Amenities, Outbuildings and Equipment:
( Bodies of water 

( Parking Lot 


  ( Fencing  


( Swimming Pools           ( Whirlpools/Hydrotherapy Pools    ( Saunas


  ( Therapeutic Bathtubs

( Playground Equipment ( Chapel

               ( Computer Equipment Room  
   ( Laundry Facilities

( Community Centre


( Exercise/Weight Room

( Elevators


   ( Open stairways

Describe other any recreational facilities on the premises: _____________________________________________________________________

Safety Features:
( Non-Skid Flooring in good condition throughout the building




( Handrails in Hallways 
                      ( Handrails in Stairways
      ( Handrails and anti-slip mats in bathrooms 
       

( Large glass panels etched or marked so as to be clearly seen


( Bed guards

  

( Wheelchair ramps









( Burglar alarms:

( Alarm only


                                           ( Wired to an alarm company

                                           ( Wired to a police department

                                   
Installed and monitored by: ________________________________________________________________________
Waste Disposal:

Are potentially infectious or pathological wastes incinerated or autoclaved before disposal?
YES
NO
Are surplus drugs routinely disposed of and is this process documented?


YES
NO

D. FIRE SAFETY












         YES

NO
Is there a sprinkler system installed in all buildings?




  
           (

 
(
How often is the sprinkler system tested? ______________________________________________________________
Is there a formal evacuation plan that is posted throughout the buildings?
  
  
           (


 (
Are fire drills practised at least once per term? 




  
         (


 (
Do fire drills include full participation from residents? 

  

 

           (


 (
Are fire extinguishers immediately accessible in all cooking areas? 

  

           (


 (
Do individual units have cooking appliances, excluding microwaves? 



           (


 (
Are there working smoke detectors in every level of each building?



           (           
 
 (
Are there designated smoking areas?





 
           (


 (
Is smoking on the premises supervised in any way? 



 

           (


 (
Are Exits marked, lit and accessible?  




   

           (


 (
List number and locations of Exits____________________________________________________________________

E. CLASSIFICATION of LEVEL OF CARE  
Which of the following categories best describes your operation? (State number of beds for each level if more than one level of service is provided).  
(   1: Minimum Level of Care                                                                                                                                                      Number of beds ___________   
· Residents require no assistance or supervision when accessing or administering own medications

· Residents may freely leave building without reporting in/out.

· Residents may have own methods of transportation (to appointments, etc.)

· Meals and Housekeeping may be provided to residents
(   2: Intermediate Level of Care                                                                                                                                                 Number of beds ___________
· Residents require help with some Activities of Daily Living (ADL) such as bathing, dressing, eating, walking.

· Residents require some assistance with medications

· There are controls in place to limit residents’ consumption of alcohol/tobacco.

· Residents require the availability of 24-hour non-medical supervision.
(   3: High Level of Care                                                                                                                                                                Number of beds ___________
· Administration of drugs/oxygen by registered staff

· Physical Therapy/Rehabilitation Program

· Routine changing of dressings, Tube feeding/feeding patients,

· Alzheimer’s care (This may be a locked facility)

· Residents require on-site supervision/monitoring at frequent intervals throughout the day to ensure resident safety and well-being.

· Residents require the availability of 24 hour medical attention

This home provides:

( Temporary Care      
AND/OR  

( Permanent Care

What is the system for identifying when a resident needs to be transferred to another level of care (i.e.nursing home/psychiatric hospital)?  At what point can this home/facility no longer accommodate a resident’s needs? _____________________________ __________________________________________________________________________________________ __________________________________________________________________________________________
E. POLICIES AND PROCEDURES
      (Note: Feel free to attach any relevant P&P to this form when submitted.)
For which of the following does your operation have a formal or written policy in place?  Read the descriptions carefully and answer any/all if they match your own policies/procedures.  Note: Royal & SunAlliance cannot assure that these descriptions are necessarily complete, but are provided strictly as general information.  

(
Resident Transfer/Transport/Repositioning Procedures

Staff is trained to use proper patient transfer/repositioning/transport procedures to prevent injury to both themselves and to residents.  
     

What patient-handling and transfer equipment is used?


( Bathing systems

( Shower systems


( Bath and Shower Lifts

( Therapy systems, e.g. “The Walker/The Sidekick” by ARJO


( Life and Transfer systems (nurse-resident handling systems, such as standing/raising aids)

(
Skin and Wound Care Protocols
Close attention to skin problems, such as routine bedsore checking and soothing, regular turning of residents, and keeping up to date on latest skin care treatments.

(
Infection Control Policy       


Controls are in place against communicable diseases and the management of antibiotic-resistant bacteria (such as MRSA & VRE+).  Consistent practice of Standard Precautions (SPs), including: hand washing, appropriate barrier precautions (e.g., gloves, gowns when soiling is likely, and masks when there is a potential for spraying of body fluids), sharps precautions, resuscitation precautions, resident/patient isolation when infected or at high risk.

(
Procedures for Oral and Intravenous Administration of Drugs
Drugs are administered to residents by a staff member on Doctor’s orders.  Drugs are stored in a safe place, only accessible to staff members.  Patients capable of administering own medications are supervised.

(
Aggressive Behaviour Management 

Staff ensures that resident cannot harm himself or other residents and staff.  Psychosocial and medical interventions are discussed in advance per individual.  Caution is exercised to avoid drug interactions when drugs are used in such situations.

Does the protocol include the administration of drugs in these instances?

YES

NO
At what point is outside assistance required? ________________________________________________________

(
“Elopement” or Unescorted exiting


Residents are assessed for being at risk for wandering when admitted.  Staff does a daily and nightly bed check for all residents.  In the event a resident elopes, police are immediately notified and prompt action is taken. Exits leading off unit or outside are located near a staffed area.  If an exit is particularly hazardous, e.g., door leading to stairwell/busy street, the door is permanently locked/has an electromagnetic door-locking system.  If home has a high number of residents at risk for wandering, an wanderguard/alarm system is in place.

Number of elopements (times at which residents left building without your knowledge/consent) in past 3 years: ___       
(
Fall Management and Prevention


Both resident’s physical and environmental risk factors are identified.  Clinical assessments of residents upon admission are conducted to identify lower extremity weakness, gait abnormalities and balance abnormalities.  Evaluations are conducted quarterly and annually as well.  After a fall, appropriate action is taken to assess the resident and treat injuries.  Building is equipped with handrails and non-skid flooring.  
(
Records Keeping


Residents’ medical and psychological histories, along with the complete and proper documentation of: current medical information, medications, physician’s instructions, allergies, nutritional requirements, complaints of any nature, as well as unusual events or behaviour by residents are filed.  All documents and records pertaining to residents are stored in a locked and secure cabinet.  Residents have access to home files relating to them.

(
Incidents Reporting

An Incident/accidents reporting form is utilized to record all incidents occurring on your premises, involving residents and/or third parties, whether resulting in bodily injury or property damage.  All management and staff should be instructed in the proper reporting procedures to ensure that it is carried out on a consistent basis and in a uniform manner.  A file or means of recording is established and retained.  This establishes a record and provides documentation for reference purposes if required.

(
Charter of Resident Rights


The Charter highlights resident rights to a safe environment and considerate and respective care, including a policy on abuse and abuse reporting procedures.  It is posted for clients to view and encourages incident reporting. 

(
Visitation Rights
Rules regarding visitation hours and participation opportunities are stated.  Staff are aware of visitors in the building at all times (e.g., maintain visitor sign-in book).  Visitors are encouraged to follow SPs to avoid introducing infections into residence

(
Food Safety Program
Precautions are taken in preparing and preserving foods.  The menu rotation provides nutritious meals, customized to residents specific nutritional requirements (recommended by dietician). Food Services staff is aware of food allergies of residents. 

(
Activities Off-Premises Rules
On excursions off premises, an adequate number of staff including a professionally trained staff member, who is aware of any residents’ unique conditions, supervises the activity.  Any drivers hold a valid automobile license.

Do employees use their own vehicles for any business activities? 
 YES   
     NO
G. STAFF 
Total Number of Staff:    ___Full-time   +    ___ Part-time  = _____

Number of staff living at facility:   ___

What is the minimum number of staff on duty at all times:  ___ Health Care Professionals 


       ___ Workers

	Professional Staff (Title)
	# On-Staff
	# Visiting
	
	Support Staff (Title)
	# On-Staff
	# Visiting

	( Physician(s)
	   
	
	
	( Housekeeping
	
	

	( Registered Nurse(s)
	
	
	
	( Cooking
	
	

	( Health Care Aide(s)
	
	
	
	( Janitorial 
	
	

	( Physical Therapist(s)
	
	
	
	( Security
	
	

	( Mental Health Specialist(s) / Counsellor(s)
	
	
	
	
	
	

	( Social Worker(s)
	
	
	
	
	
	

	( Dietician(s)
	
	
	
	
	
	

	( Dentist(s)
	
	
	
	
	
	

	( Pharmacist(s)
	
	
	
	
	
	


Are there any other staff members not listed above?  If so, please list their job titles/duties, and describe their qualifications (e.g., do they have CPR certification? Work/Educational experience in related field): ______________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ 

Are staff trained to handle medical emergencies and have updated First-Aid certification?        
YES             NO

Prior to hiring staff, which of the following background information do you verify (on all employees)?


( Criminal record

( Driving record

( Work experience
( Education

Do you provide any formal job-specific training? If yes, please describe: __________________________________________ __________________________________________________________________________________________
How do you encourage or provide continuing education to your staff? ___________________________________________________________ __________________________________________________________________________________________

How many of your staff have been employees of this facility for:    under 2 years: __    2-5 years:__     5-10 years: __    over 10 years: __
What are the major reasons for turnover (e.g., injury, discontent, dismissal, job security)? _________________________________________ __________________________________________________________________________________________
Volunteers:

Number: ___

What duties are performed? _______________________________________________________________________________________________ __________________________________________________________________________________________
Is there a formal screening process?

YES
      NO
What training is provided? _______________________________________________________________________________________ 

I understand that the answers provided above are true and accurate to the best of my knowledge.  I understand that should a policy be issued, this application is the basis of the contract, and therefore any incorrect statement could affect my protection.  

Applicant Full Name: _____________________

Applicant Signature:  ___________________________









            Date:  ___________________________


HOMES FOR SPECIAL NEEDS INCLUDING HOMES FOR SENIORS
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