Flushing Manor Nursing & Rehabilitation

Long Term Home Health Care Program

MUTAL CARE AGREEMENT

Flushing Manor Nursing & Rehabilitation LTHHCP works with your physician and your family to design a comprehensive program to meet your needs. Our Program enables patients to maintain their independence and dignity when they are ill, disabled, or otherwise unable to care fully for themselves at home. 

OUR COMMITMENT TO YOU

To assist you in reaching your health care goals.

1. _________ Make arrangements, if necessary, for a family member or substitute to participate in the patient’s essential care needs in the absence of the Home Care Worker. The following back up plans have been decided upon. ______________________________________________________________________________________________________________________________________________________________________________________________________
2. _________ Give direction to the Home Care Worker if the patient is unable to do so. ____________________________________________________
3. _________ Perform the following treatments: _______________________

                         ___________________________________________________________

         4.     _________ The following mutual care agreement has been decided upon:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

We agree to assume responsibility for the items listed above.

__________________________________             _______________________________

Name (print)                                                             Relationship to Patient

_________________________________              ________________________________
Address                                                                   Telephone

_________________________________             ________________________________
Signature of Mutual Care Provider Date            Witness Date

______________________________________________________

Signature of Patient                      Date

