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THE STATE OF SOUTH CAROLINA
IN THE COURT OF APPEALS

Appeal from Orangeburg County
Court of Common Pleas

Maité Murphy, Circuit Court Judge

Case No. 2022-CP-38-00525
Appellate Case No. 2025-000296

Beverly Vaughn,
as Personal Representative of the Estate of Loris Paris,
Respondent,
V.
Saint Matthews Healthcare, LLC; Melissa Kizer;
Melissa Davis; and Angela Smith Teliha,
Defendants,
Of which Saint Matthews Healthcare, LLC;
Melissa Kizer; and Melissa Davis, are the
Appellants.

CONSENT MOTION FOR LEAVE TO SERVE AND FILE
SUPPLEMENTAL RECORD ON APPEAL

CLEMENT RIVERS, LLP

Stephen L. Brown (SC Bar No. 66468)
D. Jay Davis Jr. (SC Bar No. 12084)
James D. Gandy III (SC Bar No. 11925)
Russell G. Hines (SC Bar No. 72100)
25 Calhoun Street, Suite 400
Charleston, South Carolina 29401
P.O. Box 993 (29402)

(843) 720-5488

Attorneys for Appellants





NOW COME Appellants, Saint Matthews Healthcare, LLC; Melissa Kizer; and Melissa
Davis, by and through their undersigned counsel, with the consent of Respondent, Beverly Vaughn,
as Personal Representative of the Estate of Loris Paris, by and through her undersigned counsel, and
hereby respectfully request that this Honorable Court grant them leave to serve and file the
Supplemental Record on Appeal conditionally served and filed contemporaneously herewith.

The Supplemental Record on Appeal includes only the following matter: Exhibit B to
Plaintiff’s Supplemental Memorandum in Opposition to Motion to Dismiss, Stay Litigation and
Discovery and Compel Arbitration, filed February 6, 2024. This matter was designated by
Respondent for inclusion in the Record on Appeal but was inadvertently omitted therefrom.

The parties submit there is good cause to grant the instant motion, such motion being
consistent with the interests of justice and not unduly prejudicial to any party.

WHEREFORE, Appellants, with the consent of Respondent, respectfully request the
proposed Supplemental Record on Appeal, of which the original and the requisite number of
copies under Rule 210(b), SCACR, are being filed herewith (with a copy served on the
Respondent), be accepted as duly served and filed and, to the extent necessary, the parties be
permitted to cite thereto in their final briefs.

[signature on next page]





Charleston, South Carolina

November 12, 2025

Charleston, South Carolina

November 12, 2025

By:

Respectfully submitted,
CLEMENT RIVERS, LLP

s/Russell G. Hines

Stephen L. Brown (SC Bar No. 66468)
D. Jay Davis, Jr. (SC Bar No. 12084)
James D. Gandy III (SC Bar No. 11925)
Russell G. Hines (SC Bar No. 72100)
25 Calhoun Street, Suite 400
Charleston, South Carolina 29401
P.O. Box 993 (29402)

(843) 720-5488

Attorneys for Appellants

I consent,

CANTWELL LAW FIRM, LLC

s/Joshua P. Cantwell

Joshua P. Cantwell (SC Bar No. 76368)
P.O. Box 600

Charleston, South Carolina 29402
(843) 801-4104

Attorney for Respondent










THE STATE OF SOUTH CAROLINA
IN THE COURT OF APPEALS

Appeal from Orangeburg County
Court of Common Pleas

Maité Murphy, Circuit Court Judge

Case No. 2022-CP-38-00525
Appellate Case No. 2025-000296

Beverly Vaughn,
as Personal Representative of the Estate of Loris Paris,
Respondent,
V.
Saint Matthews Healthcare, LLC; Melissa Kizer;
Melissa Davis; and Angela Smith Teliha,
Defendants,
Of which Saint Matthews Healthcare, LLC;
Melissa Kizer; and Melissa Davis, are the
Appellants.

PROOF OF SERVICE

CLEMENT RIVERS, LLP

Stephen L. Brown (SC Bar No. 66468)
D. Jay Davis Jr. (SC Bar No. 12084)
James D. Gandy III (SC Bar No. 11925)
Russell G. Hines (SC Bar No. 72100)
25 Calhoun Street, Suite 400
Charleston, South Carolina 29401
P.O. Box 993 (29402)

(843) 720-5488

Attorneys for Appellants





I, Russell G. Hines, of Clement Rivers, LLP, attorneys for Appellants, hereby certify that
the CONSENT MOTION FOR LEAVE TO SERVE AND FILE SUPPLEMENTAL
RECORD ON APPEAL and SUPPLEMENTAL RECORD ON APPEAL were served on
Respondent on November 12, 2025, by emailing (see attached email) a copy of the same to
counsel of record:

Joshua P. Cantwell, Esquire
CANTWELL LAW FIRM, LLC
josh@cantwelllawtirm.org

Attorney for Respondent

Respectfully submitted,
CLEMENT RIVERS, LLP

By: s/Russell G. Hines
Russell G. Hines (SC Bar No. 72100)

Attorneys for Appellants
Charleston, South Carolina

November 12, 2025





Bell, Pollyana (Polly)

From: Bell, Pollyana (Polly)

Sent: Wednesday, November 12, 2025 1:20 PM

To: ‘josh@cantwelllawfirm.org’

Cc: Hines, Russell; Justman, Aimee

Subject: Vaughn v. St. Matthews; Appellate Case No. 2025-000296 (CR 210705)
Attachments: Consent Motion for Leave to file Supp ROA.pdf; Vaughn Supp. ROA.pdf

Enclosed please find the Consent Motion for Leave to Serve and File Supplemental Record on
Appeal and the Supplemental Record on Appeal for service upon you in the above-referenced matter.

Thank you,

Pollyana Bell

Legal Secretary to Stephen L. Brown,
Russell G. Hines, Stephen A. Griffith, Jr.
Commercial Litigation Practice Group
Phone:(843)720-5488 | Fax:(843)579-1369
AS CLEMENT RIVERS, LLP
i ! 25 Calhoun Street = Suite 400 = Chordeston, 5C 29401

yorigw.com

Matterld:
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T i s Authorization for Release of Information and
Healthy Co nﬂec&' ?ﬂﬁ }i _ Appointment of Authorized Representative

_for Medicald Applications/Reviews and Appeals

T —
£ 0

f Medicald applicant/member T " [Social Security Number

Nam

Appointing an Autt presentative AR
Wauld you like to allow someone to represent you on afl matters refatod to your cass i ;
Yo can give o trusted persoh or an arganization permission ta talk aboutyour application with Us; see your Infortation, and act
for you.an mattars related toyour application, including getting Information shotit your application an signing your application| -
on your behalf. This persan an slsa att Tor You o other matters, ncluding feviews, appeals.and managed tare pracesses,
This person is called an “authorized representative” The'Madicald eliglbility worker can réleass any information regarding vour
applicationfrevigty snii status 18 youraithorzed representative of any member of the drganization Indicsted an thisform, More.
than one persan-or organizetion can serve-as your authorized reprasentative, _

| You can appoint, withdraw-or change an authorlzed representatie at ady thiie. )f you ever nieed to change yber authorized

| representatize, tontact Healthy Connections. If Yoir aes 2 legally appolnted reprasentative for samebie-an thisapglication, you
o Aot ieed 1o completerthis section P s :

| Name af Authorized Répreséntative (Firstame; MiddlE name, Lagename) | LJNew LChange L1ASdian

[1Bamovethls bersof or etzanizaton

. o f . #soyauthorbed representative.

Alithorized Representative’s adaress (Leave blaRk Yo domt have oney ™ “TApartment or suite pumbear -

Aljtharizetl Representative’s phone numbar ’ Other phona number

;&udwﬁze'iﬂiﬂepmsentstim*sh emall address T

Organization name (if applicable)

J.__L!ni'l:*{if-'ét}:ipl_léfaﬁ]é}_ ; Jf_i ﬁ_ﬁiﬁé&ffiﬁ@ﬁplimble}"-

 Tdenify  pecic unit ar largs organizatins.

A

Jis there anyone that you would like us ta share information with ahout your application?
By ccrrmleﬁqg%gs section, you ¢ah give permission for the falleWing person to # 3 Information about your' application/
{case, but theywon't have the ability to act on your behalf like an Authorized represanitative. You also give SCDHHS permission to
{release information about thisapplication to this addltlonal person ororganization, St -

|Name of pasen/arganization, : . T ihone

sl 2

If féning with an"X{Please have twh people sign below as witnesses. * 2

Witness: . il ‘Witnass:. —— g g

] Member Is.incapacitated and uhable te sign, SCDQH;S-:mseNes the right to vénfy mefnbei.‘s lhabiifty to sign Provide reason:
4 o st > & 3 . R o e ;

:x;y:ﬂ” - i -

Mall your signad form to: SCOHHS - Central Mall, PO Box 100101, Columbla, SC 20202-3101 Fax: (3888201204
NEED HELP WITH YOUR ﬁﬁPU“TIGﬁJ’ visit Szhuis g ot 2l s at 1-888-548-0820, Para obten:é'r un copia de este formulalo.
en Espafiol, lame 7-888:549-0820. If you nged help In a fanguage other than English, call 158888490820 and wil the customer service
representative the language you need. Well get you helpar na cost to you. TTY users should call 1-800-753.8563,
DHHS Farm 1262 - Authortzed Representaiye (Sapamber 2015 5 -+ - iAember Verifcation

R

page tafi
R

. 5

P ONEL T i

. 2 .y et
Wy .
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SOUTH CAROLINA COMMUNITY LONG TERM CARE

Client Name: A_J@V’). ﬂ‘ it S

Social Security Number:

CONSENT FORM

Q34 ATIVOINOHLOI T

J understand as part of my application for long term care services in the community ora Title XIX nursing home, my
condition must be evaluated by the South Carolina Cornmunity Long Term Care Program. :

This evaluation includes information provided by:

a, my physician and medical records;
b. professionals and organizations involved with my care; and,
(i) an interview with me and, if necessary, with my. family.

I hereby authorize any social service prﬁfe’ssibna'ls:_, organizations, doctors, nurses, or other medical personnel or
medical facilities involved in my care torelease to Community Long Term Care any medical information regarding
my diagnoses and recommended treatment, ' :

I hereby authorize Community Long Term Care to release information on my behalf to physicians, hospitals, health
and human service organizations, health and human service agencies, family members and/or other persons directly
involved with my care, o o ' ;

I'understand if my current or future diagnosisincludes Aizheimer'smxsease,senﬂe dementia or a similar disorder,
my records may be reviewed by the statewide Alzheimer's Disease and Related Disorders Registry; and I, or my
responsible party, may be contacted for additional information, :
Use the space below to indicate the name of any Grgamzauon,agency or person to whom you do not chnese 1o
release information. - il . - : W : L

This consent shall remain in effectuntil /) “
time as my cage is closed by Community Long Term Carg

QZQOOBSdOZZOZ#EISVO - SV31d NOWWOD - DHNFIONVHO - NV 50:0L 90 qa:IbZOZ

4 ;
¥ Signed b5 Responsible Party, State Relationship and Authorfiy 10 Sign. -

Date: " Signakire of Witness e "

DHHS Form 121 (Revised: 10/02) b L e RS,

Supp. ROA 002





Client Name:

Choice of Location of Services

- @314 AvdiiodLpaa.

| | choose to have my fong term care services pmv:ded
[ 1in Commumty

[ 1 InNursing Home

1 understand that at some future date | may change my chmce fc;r loc:a'cion of care. If this occurs, | wi
Icantact my Community Long ' d sit

IYHO =NV S0:01 90 994 #7202

Chmce of Participation i in Cammu ty Case Management

[ 1 choose to participate in a Medicaid home and t:'ommunity-'»b'ased-?waiver program.

[ ] ldonot chc@se to: partzcrpate na Medwaid home and sqmmunity—basad waiver
program.

| Comments

SYD {SV3 T NOWWOD - 9HNg39

1
L,

g o, gy v i T

g U s

._HHS Form 164 (Feb 95) Edlﬁon 219075 ohsolets™

Supp. ROA 003





ACKNOWLEDGEMENT - PROTECTION OF RESIDENT FUNDS.

{This form to be used by Business Office ONLY)

Deposit of Pei; sonal Fupds: By my signature and mark below, I have indicated my
wishes/authorization for the deposit of personal funds with the Facility: I understand that I can amend

this-wish/authorization at any time by netifying the Facility in writing.

[ Tdonotwish to deposit personal funds with the Facility at this time.
(initial)
g A3 I autherize the Facility to-accept, hold and account for my personal funds in accotdance
(initialy  with the policles outlined herein. I acknowledge that I have the right to revoke this
authonzatron at any time upon wriften notice fo the Facility. 1 acknowledge that
rzed Staje agencies may audit this account; regardless of my payer source.

.Witﬁess Signature S— e ID"até e Vs e
Resident Signature =~ Date
Witness Signature. . Date Printed Name
- T
Facility RSPresentatwe ? e Date g o—— : i
B v b . Weis N A, o o kG g \ wi ' .
wpon¥ Original: Business ile s Photccopy: Resident/Representative i
N s -
FPUS121 Protection of Personal Funds (11/2018).- . :
wire " Stand-Alone~For Use By Business Office Only ~ = .5, Page 3 of3..
S - - _::\2;{’°

Supp. ROA 004





RESIDENT FUND ACCOUNT AUTHORIZATION

RESIDENT’S NAME

This is to authorize Calhoun Convalescent Center to make deposits and
withdrawals from the Resident Fund Account of the above named Resident as

follows:
Please designate which of the below are autharized by the word “YES” or “NQ”,

T T Beauty Shop

2 — | Pharmacy Bills

i _ “Ambulance Service »
a Personal Shopping
5 : - Room and Board

6. e Other

In addition to the above, by executing the form, Resident and Responsible Party, if
any, authorize the Facility to withdraw from Resident’s Account such amounts,
with such degree of frequency, so as to insure that at all times those monies
owed the Facility by the resident are paid in a timely fashion. Resident will be
provided a Quarterly Report as to all transactions which. have occurred,

Furthermore, Resident may request an Accounting at any time.

This authorization (approval) shall remain in effect until revoked in writing by
Resident and Resident’s Responsible Party, if any. Until revocation, it shall be
binding upon Resident, his Resp’onsible Party, if any, and upon his/her heirs and

assigns.

Date . . o i WP
. APPROVED; | ¥ N s VAL

"/ Responsible Party Sighature

Facility Representative

e £

Supp. ROA 005






MEDICARE SCREENING QUESTIONNAIRE
PART V] - ESRD ; _
L. Do you have group health plan (GHP) coverage?
00 Yes IFAPPLICABLE, YOUR GHP INFORMATION

Nue and address of GHP: Name and address of employer GHP coverage received from:
Relutionship to Patient: e L - P&!jcyfhimnbership_i[}#; . ‘
Naue of Polioyholder/insured: i ' Group ID#:

IF APPLICABLE, YOUR SPOUSE’S/ FAMILY MEMBER’S GHP INFORMATION
Name and address of GHP: Name-and address of exhployer GHP covérage received from::

Relaionship toPatient: - Policy/MembershipID#
Name of Policyholder/insured: i _ . Group ID #:

2. Have youreceived a kidney transplant?
I Yes Dateof Transplant; - s il [} No

3. Haveyou received maintenance dialysis trcatments?
(1 Yes DareDialysis Began: AP S » _
Ifyou participated in  self-dialysis trainiug program, provide date training started:
0 No

4. Are you within the 30-month coordination period that starfs et 2 (The 30-month coordination period starts the first day
-of the month an individual is eligible for Medicare (even ifnot yet enrolled in Medicare) because of kidney failure (usually the.
firth month of dialysis).. If the individual is participating in a self dialysis training program or has a kidney transplant during the
3-month waifing period; the 30-month coordination period starts with the first day of the month of dialysis or kidney teansplant.)
0 Yes [0 No. STOP. MEDICARE IS PRIMARY.

5250086d0Z20ZHISYS - SV 1d NOWWOD - DHNEIONVHO - NV S0:04 90 4o $Z0Z - G314 ATIVOINOMLD

5. Are you enfitled to Medicarc on the basis of cither BSRD and Age or ESRD and Disability?
01 Yes 0 No : '
6. Was your initial entitlement to Medicare (including sinmltaneous or dual entitlement) based on BSRD?

0 Yes SYOP. GHP CONTINUES TO PAY PRIMARY BURENG"THE330-ME3NTH'QQORDI’NA’[’iON PERIOD.
00 Neo  INFTIAL ENTITLEMENT BASED ON AGE OR DISABILITY. ' ' Gl

7. Does the working aged or disability MSP provision apply (i.e., is the GHP already primary based on age-or‘fiki"sabil_it}}
3 Yes STOP. GHP CONTIN UES TO PAY PRIMARY DURING THE 30-MONTH COORDINATION PERIOD:
0 No/ /MEDICARE CONTINUES TO PAY PRIMARY.

entitlement)?

Mol ug - ’ * Ax AR l; e Lot e
. iy _ ~ Date * _ :
TR 3 TRRR Ny d R i L dadt s Sl R T TR G R b ey = R T ,;:a__w,_’-.,,‘“:? E,_',Wm'w." L b DU L o hay A
Name of person assisting in the completion of this form: n %
bt Title: ;
sk,
FFUS110 Medioare Soreening Questiontnize (Rev, 7106 ). . > ey : g ARDH
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Calhoun Convalescent Center
ADMISSION SIGNATURE DOCUMENT

RESIDENT TRANSFER - it is the policy of this facility that a three (3} day notice is to be
given if planning to transfer a Resident to another facility or to home. This notice will enable the
facility to gather all medical information needed for transfer or discharge as well as allow time to
prepare the resident for this move. All financial matters must be completed during this time.

RESIDENT DIAGNOSIS - | understand that | have been told of my medical diagnosis,
prognosis, and plan of care and frestment. | or my represertafive may attend Care Plan
Meetings. Youwill receive a call for the first meeting and mail: lettérsrto mqu&st aténdance. The
first care plan meeting will be within 3 weeks of admission then quarter!y ‘

NCE RES - | understand ﬁm% ! undw‘stan«i the ﬁrmance F’aiumas and
Pracedurea @i‘ thxs fa sijg a@nd have been a of

Regulatory Agencres ] may contact. All grievahige
follow protocol.

RESIDENT FUND - 1 request the fac:::ty to maintain my personal funds in the Resident

Fund Account. | understand that | will be gtven an accountmg of the funda each quarter for
bxmng purposes Resrﬁ@éfutxda_ar vail ?af : el dave 0

PERSONAL LAUNE}R\{ ~1Tunderstand that it is our policy to have no iron’s orheated devices
in the facility for safety purposes All clothing should bermachine washable. No dry clean only
zothsng is allowed. :

I understand it is my responsibility to remove all. seasonal clothing from facility. We cannot hold
any clothing for seasons and all clothing and items should be able to fit in the closets and
drawers provided. Please check frequently and remove as needed. Any clothing. brought in
after admission must.be labeled by laundry and added to: the inventory list at the back of your
resident’s chart. . _

VISITING. H‘ﬁ%ﬁ

Visitors are- welcome at anytime to this facility. We agk that family members use their best
Judgment and visit af resporisible hours. We teserve the right'to put restrictions on visitations

-according to the medical gondition of the resident as well as specxf" ¢ orders from our medical
staff. .

*f/ /// [9

Date *

F‘s(as;}!onszb e Pari 'fRea dery

Facilfy Reoresentatve . Dale

Supp. ROA 007
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CONSENT FOR THE RELEASE OF MEDICAL RECORDS

NOTE: This form is to be used only when the facility nceds {o request a patient’s/resident’s medical
records from another health care provider. This form does NOT authorize the facilify to release a
patient’sivesident’s medical record.

Paticnt/Resident Name,_[ orys = BOLS. ; Medicare No. |

Providor Dr’ Lﬂé) SESIOD N - SOCIEIISL&HI‘IWNO«—

Sorvics Dates: From . To. .. . DOB: _, “2“43 2

By my szgnatun, be}ow 1 herehy authmrm, :aﬂd_ rm;ussl: I‘-‘mwﬁw i@f fciﬁﬂsﬁ e following information

fodren ("Patient/Resident™

7 0 e e Yol N 'l (‘i‘m}dﬁy"; 1 tmderstapd these. records witl be

made a permanbnt parf of Panent ’szes:dcnt s medlcal record currenitly at Facility and that the information
will be used for purposes of Patient’s/Resident’s continued treatment and care at Facility.

[} complete record [ ] history and physical

[ ] abstract [ T progressnotes

[ ] clinical resume F] emergency/urgent care

[ 1 consultation réports [ } procedures: operative/anesthetic

[ 1 therapy record [ T discharge summary

[ ] lab-ray/diagnostic results [ ] cﬁzcr e i i s

I understand that this medical record may include information concerning psychiatric diagnoses, drug abuse,
alcoholism or communicable or vengreal disenses (mcmg_{mg but not Jimited:to diseases such as hepatitis,
syphilis, gonorrhea or the human inuivsodefieiency visits, alger known .as Acguited Immune Deficiency
Syndrome [“AIDS™)). With this knowledge, I hereby give my consent to release the requested
information from Patient’s/Resident’s mcdical record, including any information concerning

Patient’s/Resident’s identity.

I understand that Provider will not condition Patient’s/Resident’s continued treatment, payment, enrollment
or eligibility for benefits on my signing this authorization and that I may revoke this authorization at any time
by notifying Provider in wriling, except to the .exteat that agtion kas buen laken in relisnce on this
avthorization prior to the revosation. I further underétsnd it : ity is bound by federal privacy
regulations, and that the information described above: sy ot be r&é&sef@sed by them wnh@ut proper
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authorization,

This authorization sha]I expireon. ... _OR_ i) Sengragl (event), ,
(f no expiration date or event, this authorization wn’! expil x (‘6) man(hs ﬁ'ﬁm the a’aze on which it was
signed,)

4, /,é,// 7

Original: Medical Chart » Phofocopy: Resident/Representative

FFUS107 Release of Medical Recards (Rev. 6/2009) Page 1'of 1
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CALHOUN CONVALESCENT CENTER

Acknowledgement of Mechanical Lift
Policy & Procedures

This Facility Operated Un der a Mechanical Lift Workplace Program

HEALTHY ENVI RONMENT FOR { NB%VJQUALS EE\E OU.R.QA_RE AND OUR E-M PLOYEES.

THE TOTAL MECHANICAL LIFT WILL BE USED. FOR INDIVIDUALS WHO CANNOT
BEAR WEIGHT ON THIR LEGS AND CAN OFFER ONLY MINIMAL ASSISTANCE WITH
THEIR TRANSFERS AND/OR LIFTS.

THF SIT TO STAND LIFT WILL BE-USED FOR INDIVIDUALS WHO'CAN BEAR WEIGHT
ON THEIR LEGS AND CAN OFFER ASSISTANCE WITH THEIR TRANSFERS AND/OR
LIFTS.

YA1d NQININOD. =

ALIFT W LL NOT BE USED FOR END IDUALS WHO CAN ASSIST GREATER THAN
50% WITH THEIR TRANSFER AND/OR LIFTS IN ORDER TO-CONT! NUE TO PROMGTE_
THEIR HIGHEST LEVEL OF FUNCT#ON!NG

| have read and understand the Mechanical Lift Policy and Procedures.

§25008€d0220c#IASYI - S

Re :dent/Represé%tatwe S:gnature Ebate Prmted Name cn‘" Resxdem' Representa ve

Authorized Agent of Facility Eﬁafé o PrmtedName & Title

Supp. ROA 010





T EmouUn Gonvalescern el
ADMISSION SIGNATURE DOCUMENT

RESIDENT TRANSFER - It is the policy of this facility thal a three (3 ] day notice is to be

given if planning to transfer a Resident to another facility or to hame. This notice will enable the
facility to gather all medical information needed for transfer or discharge as well as allow time to
prepare the resident for this move, All financial matters must be completed during this time.

RESIDENT DIAGNOSIS - | understand that 1 have been told of my medical diagnosis,
prograsis, and plan of care and treatment. | or my representative may attend Care Plan
Meetings. You will receive a call for the first meeting and mail létters to request attendance. The
first care plan meeting will be within 3 weeks of admission then quarterly.

GRIEVANCE PROCEDURE S - | understanid fhat | undersidnd the Grievance Pdlicies and
Progedires af thts fam‘m? and have been advised of address and lelephone nuinbers of

Regulatory Agencies | may contact. All grievanees $hould be: directed to the: social direcior 1o

follow protocol..

RESIDENT FUND -« | request the facility to maintain my personal funds in the Resident

Fund Account. | understand that | will be given an accounting of the funds each quarter for

billing purposes, Rasidm fupds are amtz e 7 days a week, week days at the front office and
weekends and or holidays at the East Wing Nurses Desk.

AL _LAUNDRY' -1 understand that it isour policy ta have ho.iron’s or heated devices
in the facmiy for safeiy purposes. All clothing should be machine washable. No dry clean only
clothing is allowed.

 understand it is my- respansibility to remove all seasonal clothmg from facility. We cannot hold _

any clothing for seasons and all clothing and items should be able tofit in the closets and
drawers provided. Please check frequently and remove as needed Any clothing brought in
after admission must be labeled by faundry and added to the inventory list at the back of your
resident’s chart;

TELEPHONE
A public phene’ fﬁr %&t@eﬁf use I$ avaifabbe it
el o el o

ms;mrs mwa ame at anytame to this facility. We ask that family members use their best
judgrmient and visit at responsible hours, We reserve the right to put restrictions on visitations
according to the medical i
staff.

condition of the resident: as well as speczﬁc cr{iars fmm our medical

7 Mﬁﬂ/ A / I //7

"Resnsmle Party IF Lsiflent P | Date

Faciitv Reoresentative " Hate
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CALHOUN CONVALESCENT CENTER

INFORMED CONSENT FOR RESTRAINTS

POTENTIAL BENEFITS:

1 Prevention of falls which might result in injury.
2 Protection from other accidentsor injuries.
3. Allow medical treatment to proceed without patient interference.
4 Aid in maintenance of body alignment, |
5 Protection of other patients or S:tafffmm disturbance or physical
harm. _ | _
6, Increased patient feeling of safety and s,et:u‘rity.

POTENTIAL RISK:

Injury form talls,
Accidental death by strangulation.
Functiona! decline.
‘Skin abrasions, breakdown: :
Biochemical, physiologic sequel-of: pm[onged tmmeb:t:zateon
Cardiac distress.
Reduced appetite, dehyd ration;
Disorganized behavior,
‘Emotional desofation.

5P ® N s wo.

Possible increased mortality.

R

Res dent/RepmséAtatsv& 3/gnatur& Ebate : Prmte& Name of R _ ssdem/Re;fmsentatwe
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CALHOUN CONVALESCENT CENTER

“*Effective Octeber 1, 2008 we will no longer be accepting smoking residents in the efforts of
becorming a smoke-free campus.®* 5 |

SMOKING POLICY

Smoking shall be prohibited in any room, ward or compartment wherg flammable liguids
combustible gases or axygen is used or stored inany hazardous location, and such areas shall be
posted with signs that read “No Smoking®” or shall be posted with the international symbol for no

smoking.
No one is permitted to smoke within the confines of the facility. Designated smoking areas are
available for residents previously admitted. Previously admitted residentsand staff will be oriented to
the designated smoking area. Designated: smokmg areas are the covered porch and the courtyard

porch.

Previously Admitted Residents: May smoke in designated smoking areasto E'nclude the covered front
porch and court yard porch. Residents will be classified as responsible to smoke or not responsfble to

smake. This classification will be based on a smoking assessment. The smoking
assessment/determination will be feviewed quarterly and with any significant cha nges Those

c!ass;f‘ed as not responsible must have supervision to:smoke,

Employees: May smoke in designated smoking areas, during breaks. .
Visitors: May smoke in.designated smoking areas.

**Effective October 1, 2008 we will no longer be accepting smoking residents in the efforts of
becoming a smoke-free campus, **

Please understand that discharge may be warranted if you are caught smoking:

I, E&ugf:ig %V(:w Ao haveread, \unders_t'ahd and agree to adhere to thi policy outlined

gm://w Méﬁ

Printed Name of He!rdent,!Représentative

Date

Aull ILJI‘I';{-&EJ _Aéénf of Tacility Date Printed '.Naj:fﬁé“& '!-".itie-
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Photographs by State/Federal Survey Agencies

I acknowledge and understand that, during myiRcsi’dan{’s stay, Federal andfor State surveyors (investigators) .
may take my/Resident’s photograph as part of their independent survey/investigation process and in line with
conditions of my/Resident’s participation i the Medicare and/or Medicaid program. [ vnderstand fhat, in line
with CMS guidelines, the surveyors must obtain writlen consent from Resident or his/her swrogate before
any photographs ate taken. 1 understand that the. Federal /State Survey Agency is wholly rcspcrxstb(@ for
acquir m?é securing any-photographs they may take. .

,&:

Tacknowledge and understand that neither Facility nor.its. parent, affiliates, officers, divectors,
employees, attornieys, assigns or any other person acting on its behalf, has any oversight or
responsibility for the surveyors actions or inactions as it relates to taking photographs for
their independent investigations,

Photograph/audiotape/Videotape - o DOYe,  DNo

I hereby authorize Facility to photograph/andictape/videotape me/Resident for its use in resident
jdetitification, infection control; surveillance and/or ather medical purposes. I understand that, if the facility
wishes to photogr &phfauduotape/vxdeo tape me: for any other reason, (acuvmes, marketing, media coverage,
etc.), the facility will secure per mission from me through a separate written authauzanen :

Posted Information 0 Yes . oo Cﬁ No vvvvv

To better serve you and meet your health care needs, permzssxon isneeded to post znfarmaimn regarding
yout/Resident’s health care vieeds witliin your roonmiand the facilify as.needed. The information tobe
disclosed will be the minimum amount necessary and shall serve as a means of communication, enabling staff
to provide service while; atthe same time, ensuring your/Resident’s rights to.privacy. Information fo be
disclosed may include, but not.be limited to, therapy schedules, activities of daily living; ambulauon/mobmty
parameters, swallowing and aspiration precautions, do-not-resuscitate orders.

Authorization t6 Release and Obtain»lnfer'mation C1Yes., . [INo,

1 hereby authorize the facility to. reisase and/or obiain medical information or other necessary data whxch may
be necessary for myfRe'szdem’s continued treatment and care at the facility, including but not limited to the
filing of insurance claims in my/Resident’s/Facility’s interest, 1 further authorize the release of mfonnatxon,
nwdwai or-otherwise, to any gov pment agency without my prior approvai or that of my representative, if
any. .

Authorization to Receive/Open Mail CiYes.  [No.
} hereby authorize Facility to open all mail received by me/Resident. Further, T would like this mail to be read

to me/Resident upon receipt. You have the tight to revoke this authorxzatwn at aniy time’ upon written notice
to the facility,

#44 SIGNATURE PAGE FOLLOWS##

FRUSO03 (Authorizations; Consents & Acknowledgments)
Page 5 0f 6
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Resident Signature _ Date

Legal Repmscntanve Signature, if any . Date
Witness Signature ' Date
Facility Representative Signature Date

Printed Name of Resident

x' 4/////9

Z’nnted Name of Representative

* Printed Name of Witness

Printed Name and Title

FFUSO003 {Authorizations, Consents & Acknawledgments}

Pape 6 of 6
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1 acknowledge | have reecived the following information and/or decumentation, which fully explaing my rights
under Federal and applicable state Taws as a nursing home resident, and the rules and regulations goveriting my
conduct as a resident, {Resrdem/ﬁ’c'prmc*nmmae should check and initial each itent lisied as it is firnished anil
explained )

w . A weritten copy of Facility’s Admission Agreement

% A writtenn copy of Facility’s Handbook, which includes the facility’s ruleshegulations governing

resident conduct, as well as written explanations of the following: (Admission, Discharge and

Readmission policies; Bed assignment, reservatian, and refund policies; Protection of Resident

' Funds; Resident’s Rights under Federal law; Bed Hold policies; Polices/procedures for bringing

personal items into the facilily and securing personal belangings, valuables and maney; Special

Services, such as laundry, barbers and activities; Policies/procedures for filing grievances;
Medicare/Medicaid Funding; Smoking Policies)

A

ﬁ . A written copy of facility’s policy on Advance Directives.

A wrritten copy of resident’s rights under applicable state laws,

% i & written explanation of the charges for services provided by facility and outlined
' in the Handbook and those services of_fg_;;gd on.an as-needed basis.

% . A separate listing of local and government resources as furnished by the state
' Ombudsman and any other advocacy. groups as. required by state/federal law.

. Aseparate listing of all medical professionals available to provide on-site services,

A written copy-of fac:hty’s policy on the use of physical or chemical restraints,
including bed rails.

By my signature below, I agree to abide by all facility’s rules, policies, terms and conditions as explained to
me and provided above, as well as all federal and-applicable state laws.

I’r-inbéﬁzNé;meuof' Resi'.deﬁt .

Printed Name of epfeseﬁtativ

Witness Sign‘amfe - E Date Printed Name of Witness

Facility R-c‘;;réséntati'vc Sighafiii;c " : ‘Date | Printed Name and Title

FFUS002(a) - Admission Handbook Acknowledgment
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Emergency Medical Services
- Do Not Resuscitate Order

SOUTH CAROLINA
EMERGENCY MEDICAL SERVICES

RESUSCITATE

ONYEO =Y 50°0T 90 095 v20e - A3 114 A 11vJINOYLO 13

- DO NOT RESUSCITATE ORDER

NOTICE TO EMS meséNNEL

Ieast e;gh&een {18} years of age, nd has spemf ically requested that na resuscxtatwe efforts: mcludmg amf c;a! stimuiatrcn
of the cardiopulmonary system by electrical, mecharical; ot narnual m:.»;ansbu'nmde inthe evgntcf card apu&monagy

arrest.

REVOGATION PROGEDURE

THIS FORM MAY BEREVOKEDR BYAN ORAL STATEVMENT BY THE/PAT
: mursmr ;iniRAT!NG OR DESTRQYXNG THE mmum W

Y o8 e

Date

Physician's Name (P!éasé«f’.(m%) S s m&”\ans ?‘:i'ggﬁﬁa‘fu;f.é“‘i»”w "

Physician's Address R R s Sy ?ﬁyﬁiﬁiﬁ,&nﬁs"t‘ele’phéh@ Ramay T ——

DHEC 3462 (0821015} SOUT HCARQLENABEP%RYM&NTQFREALTH AND EN\SRQN\’«MEN”?AL CONTROL
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SPECIAL CARE

DERTAL ] VISION S AUDIDLOGY / PODIATRY GOSSENT

Patient Name,,

w0 Colly

- CONSENT FOR TREATMENT
Provider hy specialiy:
s Dentistey; Special Care Dental
Optometry: $Speeial Care Vision

Podiawy: Special Cave Podiatey
Audivlogy: Special Care Hearing

€ % %

By signing below you authorize the provider indicated above 10 provide treatment on the above-
named patient. Fordentistry, your copsent includes each of the following unless youhave drawn
adipe through such procedure(sy tielow: ,

# Examinations

«  Cleanings, debridement, sealing and root planing
«  Xeorays '

»  Filtings

b4

Dentres, incliding new and répairs, m}mcs. ov4djnstments bf existing

from the treatmcm and le any px ocedurc cartiesa certain amount cf fisk, You a¥so ‘assign quahﬁed .

payments from the patient’s applicable insurancé. mciudmg, 3 Medicare, o the provider and Histher
agerts.

" REFUSAL O ‘COI\SI}NT
Only if yon de not consent 1o-treatment for one-ormore of the above services, compime this

section. As legal representative L optio be ﬁnanmaiiy responsible and provide the following, cdre

out of the facxl:ty {check the box for any service you do not consent to):

services

[ Dentistry services . [ Optometry services [ Podialry services [l Audiology

WAYW; SpecaalCareManagcment com
Fax: {802) 254-4074

Cwhecl ST DVAP_ALL- 042015

Supp. ROA 018

525008£d0ZZ0Z#3SYO - SYA1d NOWNQD

)





LAUNDRY

!f}-ris.f?ﬁéft?“ S ——
Resident Date

Me_diééf_ Record Number o _Ro{:;m #

Family will do laundry

Facility needs to do laundry

If at any time you want to change, please inform the Social Services Diréctor or
the Receptionist. ' '

G25008€d0220¢#3SVO - SYId NOWNOD - OdNGIONVHO - NV S0:01 90984 ¥20¢ - A3 T4 ATTVOINOYLO3 1 3

Resident/ReSpensigblﬁart ’
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CERTIFICATE OF COUNSEL

The undersigned counsel for Appellants certifies that, in accordance with Rule 210(c),
SCACR, this Supplemental Record on Appeal contains all material proposed to be included by
any party that was presented to the lower court and not any other material and complies with the
Supreme Court of South Carolina’s Revised Order Concerning Personal Identifying Information

and Other Sensitive Information in Appellate Court Filings issued April 15, 2014.

Respectfully submitted,
CLEMENT RIVERS, LLP

By:  s/Russell G. Hines
Stephen L. Brown (SC Bar No. 66468)
D. Jay Davis, Jr. (SC Bar No. 12084)
James D. Gandy III (SC Bar No. 11925)
Russell G. Hines (SC Bar No. 72100)
25 Calhoun Street, Suite 400
Charleston, South Carolina 29401
P.O. Box 993 (29402)
(843) 720-5488

Attorneys for Appellants

Charleston, South Carolina

November 12, 2025
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notify us immediately by telephone or by email to email@ycrlaw.com or by replying to this
message and destroy all copies of this message and all attachments.



