
AFH Administrator Training
Module 10: Admitting, Monitoring, and 

Discharging Residents
Adult Family Home Administrator Manual, Version 5.2



Agenda 

• Admitting a Resident

• Working with Alternate 
Decision Makers

• Negotiated Care Plans

• Monitoring a Resident

• Significant Change 
Assessments

• Discharging a Resident
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Learning Objective

At the end of this module, you will be able to…

• Explain how to successfully support a resident moving into your home 

• List the resident documents needed prior to admission

• Explain the process of setting up Nurse Delegation 

• Develop a Negotiated Care Plan and know when it needs to be updated

• Share the expectations of working with your resident’s health care 
provider to address their changing medical needs 

• Explain when you can discharge a resident and who you coordinate with 
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What Do You Know?

True or False

1. A completed signed care plan from the assessor replaces the need for 

a Negotiated Care Plan

2. New residents may experience placement trauma and need time to 

adjust to their new normal

3. You must ensure the individual has a safe place to go before they are 

discharged
4 Student Page: 2



First - Before You 
Admit A Resident

• Is your license in good standing?

• How will your other residents be 
impacted?

• Are you qualified? 
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Second – Before You 
Admit A Resident 

• Can you meet their needs?

• Do you have qualified staff?

• Can you evacuate everyone in 5 minutes?

• Can you address any challenging behaviors?

• Do you have the required specialty training?

• Do any of your residents have care needs that 
require a Medical Test Site Waiver license?
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Third – What Changes Will Need To Be Made?

• Do safety protocols and supplies need to be 

updated?

• Is there enough seating for everyone?

• Are any changes needed to their bedroom?

• Do you require a state Medical Test Site 

Waiver (MTSW) License?
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Medical Test Site Waiver License

• Some medical testing require a state Medical Test Site Waiver (MTSW) license 

• Required if test is administered and results are interpreted or acted upon

• Examples of tests that require a MTSW license:

o COVID Test

o Blood Glucose

o Dipping test sticks in urine to test for ketones or other analytes.

o Reporting a test result to a medical provider who may adjust a resident’s diet 

or medication in response to a test result.

• A MTSW is not required if you or your staff perform and interprets your/their 

own medical test 
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Schedule a Visit

• Meet resident in person!

• Learn needs, challenges, strengths, abilities, preferences and personality

• Compatibility check with current residents

• Ensure you can meet resident needs and family expectations

• Plan for Adjustment Trauma (2 to 12 weeks)

• Provide all disclosures (charges, services, resident rights, house rules, etc.) 

• Review financials & Medicaid policy
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Pre-Admission

• LTC Assessment by Qualified Assessor

• Preliminary Care Plan, signed

• All Disclosures, signed

• Current Medical History

• DPOA copies – Copy of ID  
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Working with an Alternate Decision Maker

• Guardians

• Durable Power of Attorney

• Medical Decision-Making Authority

• Representative Payee - Financial
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Emergency Admission

You can admit a resident without an assessment or preliminary care plan if a 
true emergency exists. 

What is a true emergency?

12 Student Page: 8



Emergency Admission, Continued

A true emergency exists if the individual's life, health, or safety is at serious 
risk because of where they are currently residing or if harm has already 

occurred.

• You can admit a resident without an assessment or preliminary care plan if 
a true emergency exists. 

• Private residents – assessment/care plan completed within 5 
working days

• Medicaid residents – Must have CM approval
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Admitting a Resident  
Coordinating the Move 

• Medicaid Residents

• HCS/AAA CM will coordinate the move 
with your assigned AFH CM

• DDA will help coordinate the move

• A DDA Performance and Quality 
Improvement Specialist (PQIS) will visit

• Private Pay

• Coordinate with resident or 
family/friends

• Other Facilities
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Setting Up Supports – Be Ready for Move In Day

• Medications Delivered

• Arrange for Nurse Delegation

• Meal Planning – Special Diet?

• Behavioral Support

• Create Resident Record
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Nurse Delegation

• Before delegation can occur, the resident must be in a stable and 
predictable condition

• The task is not prohibited

• Have consent

• Teaches and supervises the LTCWs who are qualified

• Nurse Delegation for Medicaid residents is covered, rates for 
private pay will vary
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Individual with Complex 
Behaviors

• When a person is in pain, they may act out 

• This form MUST be part of the referral you 

receive from your CM for a person that has 

complex behaviors. 

• You MUST keep a copy in the resident’s 

record.

• You are ensuring the safety of all your 

residents.

• You MUST inform your CM of any change to 

the resident’s complex behaviors.
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Move in Day
• Greet and welcome them and their family

• Introductions

• Tour of  your AFH

• Move in tasks
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Admitting a Resident  
Medical Devices 

• A "medical device" is any piece of 

medical equipment used by the resident 

to treat their assessed need

• Device benefits and safety risks -

informed decision 

• Transfer poles, Posey or lap belts, and 

side rails have known safety risks

• Assessed need and ability
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Transportation
• May need to update their transportation 

information to get to a job or participate in 
community events

• Use a service such as Dial a Ride, will need 
to update address

• May need to learn new transit routes, 
request transit training if needed
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Activity

21

Move In Day

A new resident is moving into your 

home - 

• What would the first day in your 

home look like? 

• What would make them more 

comfortable?

• Make a list of ways you can make 

your resident more comfortable 

when they arrive.
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The Negotiated Care Plan (NCP)

• NCPs are unique to each resident

• Required to complete within 30 days of admit

• Must use the assessment and preliminary 

care plan

• You must implement the plan

• You must involve others in the development

• It must be signed

• Signed copy to the CM for Medicaid residents
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Negotiated Care Plan – Contents

The NCP must contain:

• A list of the care and services to be provided

• Who will provide the care and services

• When and how the care and services will be 
provided

• How medications will be managed

• Their activity preferences and how they will be 
met

• Other preferences, such as food, daily routine, 
grooming, and how they will be met
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Negotiated Care Plan – Contents, continued…

• If needed, a plan to:

o Address any crisis need

o Reduce tension, agitation, and problem behaviors

o Respond to a resident’s special needs

o Respond to a resident’s refusal of care or treatment

o Address any communication barriers 

• If the resident can be left unattended for a specific length of time

• A hospice care plan if the resident is receiving licensed hospice services
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TIPS for Writing a Care Plan

• Think logically and follow a process

o What is the problem?

o What is the goal for this problem?

o What will you do to meet this goal?

• Be detailed with who will do what, when, 

where, and how often.

• Review and Revise
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Assessment Detail – Resident  

Abilities/Preferences

Goal Care Plan

Impaired 

mobility

Can ambulate; uses walls and 

furniture as props. Resident 

prefers to use their wheeled 

walker to ambulate.

Gets up unassisted with 

history of 3 falls in the last 3 

months (no injuries)

Prevent resident 

falls

Minimize 

potential injuries 

from falls

Remind resident to:

• Use walker

• Call for help when needed

Caregiver will:

• Ensure walker is always within reach

• Monitor resident frequently

• Ensure bed/chair alarms are functioning prior to 

resident use

• Inform provider immediately when safety 

equipment does not function properly

• Lower bed to lowest position

• Place fall matt next to bed when resident sleeps

Anticipate Needs

• Offer toileting every 2 hours

• Offer water and snacks

TIPS for Writing a Care Plan - Example
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NCP Template
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How to Use the NCP 
Template
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The template has built in tools to help you 

build your NCP. 

Place your cursor over any blue text in the 

template or instructions, to perform one of the 

actions in the table

Student Page: 18



29

NCP Template – Instructions – Page 1 
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NCP 
Template 

– 
Instructions

Sample 



CARE Assessment: Toilet Use, Continence Issues
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CARE Assessment: Personal Hygiene
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DDA CARE 
Assessment 
Exclusive
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GROUP ACTIVITY: Poppy McGee; Eating - Assessment
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GROUP ACTIVITY: Poppy McGee; Eating – Help Screen
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GROUP ACTIVITY: Poppy McGee; Eating – NCP Template
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GROUP ACTIVITY: Poppy McGee; Eating – NCP Template
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ADL – Eating – Page 29

How the individual eats and drinks (regardless of skill). Includes intake of nourishment by other means (e.g., tube 

feeding, total parenteral nutrition)

• What is the level of need for Eating? Independent, Supervision/Cueing, Assistance Needed, or totally 

Dependent?

• Is there a special diet or supplements? If so, what are they?

• What is the resident’s eating habits?

• Does the resident have any food allergies?

• Does the resident use any equipment/supplies/procedures? If so, what are they?

• Does the resident have any limitations?

Resident Strengths and Abilities – What are the resident’s strengths and abilities? What does the resident prefer to 

do independently? What are the resident’s preferences?

Assistance Required – 

• Who will provide assistance?

• What will the assistance be?

• When will the assistance occur?

• How will assistance occur?
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Group Activity
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Complete Negotiated Care Plan 
Behavior Section – WILD FREE
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Complete The Following Sections of the 
Negotiated Care Plan Template:

• Page 1

• Communication

• 1 ADL of your choice – Not eating, or any of 

the examples we used

• The Medication Overview section

• 1 Medication in Medication Management

• Transportation

Assignment #9

Student Page: 33



STOP and WATCH

40

The Stop and Watch early 

warning tool can help you 

identify when changes occur 

in your resident’s condition.

Seems different than usual

Talks or communicates less than normal

Overall needs more help than usual

Participated in activities less than normal

Ate less than usual (Not because of dislike of food)

N

Drank less than usual

Weight change

Agitated or nervous more than usual

Tired, weak, confused, or drowsy

Change in skin color or condition

Help with walking, transferring, toileting more than 
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Ongoing Health Monitoring
• Consider a Monitoring Schedule:

• Daily
• Changes in care plan or accommodations.
• Daily Care Log

• Weekly 
• Head-to-toe skin integrity check
• Vitals (must follow physicians' directions)

• Monthly
• Weight
• Mobility status
• Mental & behavior status
• Safety risk
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Common Monitoring Tasks
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When To Call A Health Professional

43

• A partial screen shot of pages 38-39 in your Student Module #10
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When to Call 911

An emergency is any situation that requires immediate assistance from the 
police/sheriff, the fire department, or an ambulance. Call 911 if:

• The condition is life-threatening
• The condition could worsen and become 

life-threatening on the way to the hospital
• Moving the resident could cause further 

injury
• The resident needs the skills/equipment of 

paramedics or emergency medical 
technicians

• Distance, traffic, or weather conditions 
could cause a delay in getting to the 
hospital
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Reporting 
A Significant Change, Serious Injury, Trauma, Death

WAC 388-76-10225 states that when there is a significant change in a resident's condition, 

or a serious injury, trauma, or death of a resident, the adult family home must immediately 

notify:

• The resident's family

• The resident's representative if one exists

• The resident's health care provider

• Other appropriate professionals working with the resident

• Persons identified in the negotiated care plan

• The resident's case manager if the resident is a department client

• If there is a death, you must also notify the coroner if required by RCW 68.50.010.
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A significant change means there is:

• A lasting change, decline, or improvement in the resident's 
baseline physical, mental, or psychosocial status;

• The change is significant enough so either the current 
assessment, or negotiated care plan, or both, do not reflect the 
resident's current status; and

• A new assessment may be needed when the resident's 
condition does not return to baseline within a two-week 
period.

 

Significant Change
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Requesting a Significant Change Assessment

A significant change can be requested by:

• The resident or 

• The provider if there is a change in their cognition, ADLs, mood and 
behaviors, or medical condition that impacts their care plan.  

To request a Significant Change Assessment:

• Submit a copy of your NCP with the changes

• Email/Fax CM details of the change in the resident’s condition 

• Submit an AFH Resident Significant Change Assessment Request (15-558) 
form. 
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WAC 388-76-10615

• A resident may need to move because of an RCS 

inspection/survey. RCS may:

• Issue a statement of deficiency

• Put a stop placement on your AFH

• Your license may be suspended or revoked. 

• Close your AFH

• Discharge Notice

 

Discharging a Resident – RCS Inspection/Survey 

NOTE: Notices from RCS are confidential when related to potential or planned closures, 
License Revocations, and Summary Suspensions. Facility administration, residents, and 

families will not be advised of the pending action.48 Student Page: 43



The resident may choose to leave. 

• Assist and coordinate the resident’s transfer or discharge. 

• Residents may move at will and are not required to give you notice. 

• There are times when the resident’s representative/guardian wants the 
resident to move, and they want to stay, or the resident wants to move, 
and the representative/guardian wants them to stay. 

• You can contact the CM for assistance or call the Ombudsman.
 

Resident Choice
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You can ask your resident to transfer or discharge from your home if:

• You can no longer meet the care needs of the resident

• The safety or health of other residents 
are endangered

• The resident has failed to pay 

• Your AFH ceases to operate

• You are not renewing your Medicaid contract
 

Reasons for Discharge 
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Medicaid Discharge
You must notify their CM. The CM will: 

• Review or complete an assessment and review the current NCP/Person 
Centered Service Plan (PCSP)

• Determine if you have tried to reasonably accommodate the resident’s 
care needs; if yes, the CM will coordinate the resident’s relocation

• If there is no valid reason to discharge, and the resident wants to stay, 
the resident and CM will work with you to try to resolve the issue

• If the CM is unable to resolve the conflict, they may refer the issue to 
the RCS CRU and let the resident know they can contact the 
Ombudsman or file a complaint with RCS
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Reasonable Accommodation

 
“Something done to 

accommodate a disabled 
person that does not 

jeopardize safety or pose an 
undue hardship for the party 
(as an employer or landlord) 

doing it.”
 (Merriam-Webster) 
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• First, attempt to avoid the transfer or discharge, unless agreed to by the 
client. Then…

o Document the current challenging needs

o Clearly identify needs NOT present prior to admission or prior to 
now 

o Document a plan to “accommodate” those (new) needs

o Objectively document success or failure of the plan
 

Reasonable Accommodation Steps
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30 Days Notice

The 30-Day Notice must be in writing and include:

• The reason for transfer or discharge

• The effective date of transfer or discharge

• The location where the resident is transferred or discharged if 
known at the time of the thirty-day discharge notice
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30 Days Notice, Continued

Must be in a language and manner the resident understands and also 
include:

• The name, address, and telephone number of the state LTC ombuds;

• DDA resident - the mailing address and telephone number of the 
DDA Ombudsman; and

• For residents with mental illness, the mailing address and telephone 
number of the Behavior Health Ombuds
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30 Days Notice Exceptions

• Resident endangers others in the AFH 

• An immediate transfer or discharge is 
required by the resident's urgent medical 
needs; or

• Has resided in the AFH for <30 days.
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To Avoid a Discharge

• BEFORE you admit a new Resident
• Assess - fully understand care needs & family wishes
• Adjustment trauma - expect more work upon admit 
• Define “Reasonable Accommodation” in your policies

• When NOT to discharge
• No reasonable accommodations attempted
• Family problems

NOTE: If you discharge a resident in violation of WAC 388-76-10615 or WAC 388-76-
10616, you must readmit the resident to your home as soon as a gender-appropriate 

bed becomes available.57 Student Page: 45
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Finding a Facility

• You must follow the Resident Rights – 
Transfer and Discharge WACs (WAC 366-76-
10615 and WAC 377-76-10616) before 
initiating a discharge

• You must ensure the individual has a safe 
place to go 

• Document - transfer date and time, 
telephone number and address
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Refunds

• For Medicaid, you must refund any unspent participation within 30 days of the move

• Must refund any deposit or charges paid less the home's per diem rate for the days 
the resident actually resided, reserved, or retained a bed in the home

• May keep an additional amount to cover reasonable and actual expenses incurred, not 
to exceed five days per diem charges

• Must not require the resident to obtain a refund from a placement 
agency or person

• Must not retain funds for reasonable wear and tear by the resident 

• Must provide the refund within 30 days from the resident's date of 
discharge
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• Sex offender notification

• Resident notification

• Determine action

• Include in NCP
 

Resident Safety
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Summary Review

During this module you learned…

• How to successfully support a resident moving into your home 

• The documents you need prior to admission

• How to set up Nurse Delegation 

• How to develop a NCP and when it needs to be updated

• The importance of working with your resident’s health care provider

• When you can discharge a resident and who you coordinate with 
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Test Your Knowledge

62

True or False

1. You must have a current assessment 
prior to admitting a resident.

2. You can discharge a resident because 
the staff does not get along with their 
family. 

3. You have 30 days to complete your NCP.
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Get Ready For 
Next Class 

• Assignment #9 – 
Complete a Negotiate 
Care Plan

• Read assigned 
Modules
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