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Negotiated Service Agreement
DD ________ MH_________ EL______ PD_______    

Facility/Home______________________________________________________ 
Resident Name______________________Date of Admission_________________ 
Birth Date__________________________Social Security #__________________ 
Place of Birth_______________________ Medicare #______________________ 
Physician__________________________ Medicaid #_______________________ 
Diagnosis_________________________________________________________

Legal Responsibility_________________________________________________ 
Dept Client_____ Private Pay______ Next Scheduled Review Date_____________ 

Level of Care ______________________________________________________ 
Describe assistance needed in the following rates: 

1. Activities of Daily Living: Eating, bathing, dressing, personal hygiene, toileting, cooking/meal preparation, scheduling appointments, community access/transportation, and purchasing.

_______________________________________________________________________________________ __________________________________________________________
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________ 

Responsible Party___________________________________________________     

Frequency_________________________________________________________ 
Level of Assistance:
Independent______   Minimal_______  Moderate________ Extensive__________ 
2. Mobility and Transferring in and out of Chair and Bed: Include ambulation equipment and environmental factors (curbs, stairs, inclement weather, ice, and snow).

__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 

Responsible Party___________________________________________________


Frequency_________________________________________________________ 
Level of Assistance:

Independent______   Minimal_______  Moderate________ Extensive__________ 
3. Emergency Response: (Fire, medical emergency or natural disaster).

__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________ 

Responsible Party___________________________________________________ 

Frequency_________________________________________________________ 
Level of Assistance: 
Independent______   Minimal_______  Moderate________ Extensive__________ 
4. Medication Assistance: Independent and/or supervised with written programs for compliance if necessary.

__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________ 

Responsible Party_____________________​​​​​______________________________
Frequency_________________________________________________________ 
Level of Assistance: 
Independent______   Minimal_______  Moderate________ Extensive__________
5. Behavioral Management/Interpersonal Needs: Describe behavioral problems that provider will need to address. Specific problems should be listed (target for victimization, wandering, substance abuse behaviors, depression, suicide potential, aggression, impulse control, etc.).

__________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________
Responsible Party___________________________________________________     

Frequency_________________________________________________________ 
Level of Assistance: 
Independent______   Minimal_______  Moderate________ Extensive________
6. General Medical Needs/Conditions: This includes health monitoring, appointments, special diets, and medical transportation. Also dental, vision, podiatry, oncology, dermatology, and other specialties. Frequency of blood level checks, oxygen, etc.

__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________ 

Responsible Party___________________________________________________     

Frequency_________________________________________________________ 

7. Habilitation Needs and Special Equipment: Meeting special needs for physical/emotional disability or impairment (therapies, home adaptation or special equipment). This includes wheel chairs, walkers, canes, hearing aids, orthopedic supports, glasses, contacts, etc.

__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________ 

Responsible Party___________________________________________________     

Frequency_________________________________________________________ 

8. Social/Recreational Needs: This includes activities that the resident wishes to do, such as church activities, outings, sports, visiting friends, arts and crafts. (Transportation arrangements should be noted.)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Responsible Party___________________________________________________     

Frequency_________________________________________________________
9. Community Support Systems: Use of community services such as day treatment, sheltered workshop programs, financial or legal services, vocational training, case management, targeted service coordination, and transportation, etc. This would include family support, physicians, attorneys, social workers, etc.

__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
 

Responsible Party___________________________________________________

Frequency_________________________________________________________

10. External Services:
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 

Responsible Party___________________________________________________     

Frequency_________________________________________________________ 

11. Resident's Desires and Other Identified Needs:
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________ 

Responsible Party___________________________________________________     

Frequency_________________________________________________________ 

12. Transfer/Discharge Planning: Planning should include resident's desires, where resident will live, and types of preparations needed for such a move. List the services and support he/she will need for a successful transition. Describe the services resident could benefit from that he/she is not currently receiving as well as devices and supports.

__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________ 
_________________________________________________________________________ 

Responsible Party___________________________________________________     

Frequency_________________________________________________________ 

The signers have read and agree to the provisions of this document. Each has retained a copy for their records. (If there is any disagreement, such should be noted.) **Attach all signed and dated physician's orders, admission records and documentation concerning special needs. 

Signatures: 
Resident_________________________________________________________    
                                                                                                        Date
 
Legal Guardian____________________________________________________    
                                                                                                        Date

CFH Provider _____________________________________________________
                                                                                                        Date    
DHW Representative_________________________________________________
                                                                                                        Date    
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