Notifying the Public of Rights under Title VI

Willow Health Care, Inc. posts Title VI notices on our agency’s website, in public
areas of our agency, in our board room, and on our buses and/or paratransit
vehicles.

Willow Health Care Inc. operates its programs and services without regard to
race, color, or national origin, in accordance with Title VI of the Civil Rights Act of
1964.

If you believe you have been discriminated against on the basis of race, color, or
national origin by Willow Health Care, Inc., you may file a Title VI complaint by
completing, signing, and submitting the agency’s Title VI Complaint Form.

To obtain additional information about your rights under Title VI, contact
Willow Health Care, Inc.

How to file a Title VI complaint with Willow Health Care, Inc.:

1. Requests for Complaint Forms can be requested by writing to the WHCI
corporate office-WHCI P.O. Box 309 Willow Springs, MO 65793.

2. In addition to the complaint process at Willow Health Care, Inc., complaints
may be filed directly with the Federal Transit Administration, Office of Civil
Rights, Region _7 , FTA Region 7 Office, 901 Locust St. Suite 404 Kansas City,
MO 64106.

3. Complaints must be filed within 180 days following the date of the alleged
discriminatory occurrence and should contain as much detailed information
about the alleged discrimination as possible.

4. The form must be signed and dated, and include your contact information.

If information is needed in another language, contact [417-469-0204].




#7

POLICY AND PROCEDURES FOR COMMUNICATION WITH PERSONS WITH
LIMITED ENGLISH PROFICIENCY
POLICY:

Willow Health Care, Inc. will take reasonable steps to ensure that persons with
Limited English Proficiency (LEP) have meaningful access and an equal
opportunity to participate in our services, activities, programs and other benefits.
The policy of Willow Health Care, Inc. to ensure meaningful communication with
LEP patients/clients and their authorized representatives involving their medical
conditions and treatment. The policy also provides for communication of
information contained in vital documents, including but not limited to, waivers of
rights, consent to treatment forms, financial and insurance benefit forms, etc. All
interpreters, translators and other aids needed to comply with this policy shall be
provided without cost to the person being served, and patients/clients and their
families will be informed of the availability of such assistance free of charge.

Language assistance will be provided through use of competent bilingual staff
(when available), contracts or formal arrangements with local organizations
providing interpretation or translation services, or technology and telephonic
interpretation services. All staff will be provided notice of this policy and
procedure, and staff that may have direct contact with LEP individuals will be
trained in effective communication techniques, including the effective use of an
interpreter.

Ozark Riverview Manor will conduct a regular review of the language access
needs of our patient population, as well as update and monitor the
implementation of this policy and these procedures, as necessary.
PROCEDURES:

1. IDENTIFYING LEP PERSONS AND THEIR LANGUAGE

Willow Health Care, Inc. will promptly identify the language and communication
needs of the LEP person. If necessary, staff will use a language identification
card or poster to determine the language. In addition, when records are kept of
past interactions with patients (clients/residents) or family members, the
language used to communicate with the LEP person will be included as part of
the record.

2. OBTAINING A QUALIFIED INTEPRETER

Willow Health Care, Inc. is contracted with LanguageLine Solutions for over

the phone language interpreter services to meet the needs of
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providing appropriate and effective communication with any LEP person
requiring such for effective communication.

The Administrator of each entity is responsible for insuring that all staff are
adequately trained to appropriately manage determining the need for and
following through with putting in place interpreter services for any LEP person
requiring such assistance, if there is not a qualified staff member to provide
effective and accurate assistance. Willow Health Care, Inc. will make available
a LanguageLine dual handset phone which will enable the staff members and
LEP person to have direct communication with a LanguageLine interpreter in
the appropriate language needed, allowing them to communicate without
barrier with such individuals. These services are available 24 hours a day, 7
days a week.

Some LEP persons may prefer or request to use a family member or friend as an
interpreter. However, family members or friends of the LEP person will not be
used as interpreters unless specifically requested by that individual and after the
LEP person has understood that an offer of an over the phone interpreter at no
charge to the person has been made by the facility. Such an offer and the
response will be documented in the person’s file. If the LEP person chooses to
use a family member or friend as an interpreter, issues of competency of
interpretation, confidentiality, privacy, and conflict of interest will be considered. If
the family member or friend is not competent or appropriate for any of these
reasons, competent interpreter services will be provided to the LEP person as
described above.

Children and other clients/patients/residents will not be used to interpret, in
order to ensure confidentiality of information and accurate communication.

3. PROVIDING WRITTEN TRANSLATIONS

@) When translation of vital documents is needed, each unit in Willow
Health Care, Inc. will submit documents for translation into frequently-
encountered languages to the Administrator. This translation will also be
managed by LanguageLine Solutions. Original documents being submitted for
translation will be in final, approved form with updated and accurate legal and
medical information.

(b)  Facilities will provide translation of other written materials, if needed, as

well as written notice of the availability of translation, free of charge, for LEP
individuals.
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(c)  Willow Health Care, Inc. will set benchmarks for translation of vital

documents into additional languages over time.

4. PROVIDING NOTICE TO LEP PERSONS

Willow Health Care, Inc. will inform LEP persons of the availability of language
assistance, free of charge, by providing written notice in languages LEP persons
will understand. At a minimum, notices and signs will be posted and provided in
intake areas and other points of entry. Notification will also be provided through
one or more of the following: outreach documents, telephone voice mail menus,
local newspapers, radio and television stations, and/or community-based
organizations.

5. MONITORING LANGUAGE NEEDS AND IMPLEMENTATION

On an ongoing basis, Willow Health Care, Inc. will assess changes in
demographics, types of services or other needs that may require reevaluation of
this policy and its procedures. In addition, Willow Health Care, Inc. will regularly
assess the efficacy of these procedures, including but not limited to mechanisms
for securing interpreter services, equipment used for the delivery of language
assistance, complaints filed by LEP persons, feedback from patients and
community organizations, etc

6. USDA DISCRIMINATION COMPLAINT FILING

To file a complaint alleging discrimination, complete the USDA Program
Discrimination Complaint Form, AD-3027, found online at
http://www.ascr.usda.gov/complaint_filing_cust.html, or at any USDA office or write
a letter addressed to USDA and provided in the letter all of the information
requested in the form. To request a copy of the complaint form, call (866) 632-9992.
Submit your completed form or letter to USDA by:

(a) mail: U.S. Department of Agriculture

Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW Washington, D.C.
20250-9410;

(b) fax: (202) 690-7442; or

(c) email: program.intake@usda.gov.

“This institution is an equal opportunity provider.”



Albanian Shqip <&

Tregoni me gisht gjuhén tuaj. Do té thérrasim njé

pérkthyes. Pérkthyesi ofrohet falas pér ju.

Armenian Jwitints <&

ohp, B np (bgdn bp fununal: Pupgiuliy Gl bl
pq.dwlq_h Swrnwnndilibpp mpwd’mv"-{nul bl wh{ﬁwp

Basque Euskara @n

Zure hizkuntza aukeratu. Jarraian interprete bati
@eitrukowdipgu. Zcrbitzu b;u dqaqu da.

Bosnian ‘Bosanski @)
PokaZite svoj jezik. Pozvat éemo tumada.

Usluge rumaca su besplatne za vas.

Bulgarian Buirapeku <&

[locouere Bamms e3ux. llle 6bjie H3BHKaH NpeBOAAY.
Ilpesopaunt e ocurypen 6esnario 3a sac.

Croatian Hrvatski ‘@n
Pokazite svoj jezik. Prevoditelj &e biti pozvan.
Prevoditelja ete dobiti besplatno.

Czech Cestina |
UkaZte na vis jazyk. Bude zavolin tumoénik.
¢ Humocent je pro. vis hexplaras:

Danish Dansk <3

Peg pa dit sprog. En tolk vil blive rilkaldt.
Tolken tilbydes uden omkostninger for dig.

Dutch Nederlands <z
Wijs uw taal aan. Er zal contact worden opgenomen
met een tolk. De service van de tolk is geheel gratis.

‘Estonian Eesti keel <&
Osutage oma keelel. Vastava télgiga voetakse ithendust.
Tolketeenus on teie jaoks rasuta.

Finnish Suomi &
Osoita maasi kielta. Kutsumme tulkin paikalle.
Tulkin kiyttd on sinulle ilmaista.

French Frangais <z
Indiquez votre langue et nous appellerons un interpréze.
Le service est gratuit.

German Deutsch &3

Zeigen Sie auf Thre Sprache. Ein Dolmetscher wird
angefordert. Der Dolmetscher ist fiir Sie kostenlos.

Greek EMvikd &1
Atigte ™ yAoooa oag kat Ba xaléoovpe éva

Sieppnvéa. O Siepunvéag oag mapéxeta Swpeav.
Hungarian Magyar &3

Vilassza ki a nyelvet. Tolmdcsot fogunk hivni.
4 Ilodcs 2 U edasdes dijean.

Europe - continued

Icelandic Islenska <&
Bentu 4 pitt tungumal. Pad verdur hringt f rilk.
ERUc & e e Kodeduai.

Italian Italiano <z
Indicare la propia lingua. Un interprete sari chiamato.

1l servizio ¢ gratuito.

Lithuanian Lictuviy <gj
Nurodykite savo kalbg. Bus pakviestas vertéjas.

Vertéjas jums bus suteikras nemokamai.

Macedonian MakesoHCKky @l
IMoxaxere Ha jasuxoT Ha Koj 36opysare. Ke nopukame

npesenyBay. YOIyruTe Ha NPeBefyBator ce GecuarHu.

Norwegian

Pek pa spriket dit. En rolk vil bli rilkalt.
Tolken tilbys kostnadsfritt for deg.
Polish Polski <&1
Proszg wskazaé swoj jezyk i wezwiemy dumacza.

Ustuga ta zapewniana jest bezplatnie.

Portuguese Portugués &1
Indique o seu idioma. Um intérprete serd chamado.

A interpretagio ¢ fornecida sem qualquer custo para vocé.
Romanian Romini <&j
Indicati limba pe care o vorbigi. Vi se va face legitura

Cu un interpret caare v este asigurat graruit.

Russian Pycckuii <&
YxaxuTe 35X, Ha KOTOPOM Bbi roBOpHTE, Bam BH3IOBYT

Norsk &1

NepeBOTMKa. YCAYTH NepeBONHKa NPEAOCTABAAIOTCA Gecnnarso.

Serbian Cprickn &1

Ioxaxwure cuoj jesuk. [Ipesoamnan he Gy nosnam.

Tlpesopunan je 3a sac obesbeben Gecninario.

Slovak Slovencina <&
Ukdzte na svoj jazyk. Zavolime timoénika.

Tlmocenie je pre vis bezplatné.

Spanish Espaiiol <&

Senale su idioma y llamaremos a un intérprete.
El servicio es gratuito.

Swedish Svenska &1

Peka pa ditt sprak. En rolk kommer art tillkallas.
Tolken erbjuds utan kostnad for dig.

Ukranian Vkpainchka Ej

Bkaxirts Bally MOBY. Bam BMKIMYYTH HCpEKajiaya.

; ﬂocnyr M nepexajaga !I__a)lal()TbCﬂ 6e3KOIITOBHO.

Yiddish W™ &g
OYSVTIANK X 91N DYIT (YN [IX TRIOW WK IN X 0T
AJYYTIVAN WT IND [INYND 0N UDINT VX

Pacific Islands

Fijian Vosa Vakaviti <&
Dusia na nomu vosa. Ni na Vakarautaki mai ¢ dua na dau

vakadewa vosa. Na dau vakadewa vosa ¢ sega ni saumi. ,
llocano Ilokano &3
Irudo yo ti sa0 yo. Ag awag da ti maysa nga mangipatpatarus

- nga tumulong kadakayo nga awan ti bayad na

Indonesian Bahasa lndonesna <1
Tunjukkan bahasa Anda. Penerjemah akan dihubungi.
Penerjemah disediakan gratis tanpa dikenakan biaya.

Malay Bahasa Melayu ‘m
Tunjukkan bahasa anda. Jurubahasa akan dihubungi.
Jurubahasa akan disediakan tanpa anda dikenakan bayaran.

Marshallese Kajin Majél <z

Keler kajin eo am. Im renaaj kir juén am Ri-Ukok.
Ri-Ukok co enaaj jibaii eok ilo ejjelok wéneen.

Samoan Fa'asamoa m
Fa'asino lau gagana. Ole a vala’au se fa’amarala’ upu.

Ua saunia se fa'amatala’ upu ¢ aunoa ma se tau e te totogiina.
Tagalog Tagalog &1
Ituro po ang inyong wika. Isang tagasalin ang

ipsghaleuiond ang libee B oy,

Tongan Lea Faka-Tonga &3

Tuhu'l mai ho'o lea fakafonua. 'E i ha fakatonulea.
*Oki ta'etotongi kia "a ¢ fakatonulea.

" Haitian Creole

North America, South America,
and Caribbean

French Frangais <&

Indiquez votre langue et nous appellerons un interpréte.
Le service est gratuit.

Kreyél &1
Lonje dwét ou sou lang ou pale a epi nap rele yon

entéprét pou ou. Nou ba ou sévis entéprét la gratis.
Navajo Diné Kehji &1
Nizaad biki"igii bich'i" dah diilniih. Ata” halne'¢ a" higo bi'di’dooniil,

~ Ata" halne'¢ & doo haida yit'éego bik’é ni'diléet da. T'&4jik'e nd ata’ hodoolnih.

Portuguese Portugués &1
Indique o seu idioma. Um intérprete serd chamado.
A interpretagio ¢ fornccxda sem qualqucr custo para vocé.

Spanish Espaﬁol m
Sefiale su idioma y llamaremos a un intérprete.
El servicio es gratuito.

Languageline

Solutionsia

Language Identification Card

As a Languagel ine Solutions®™ client you have
access to over-the-phone interpreting 24 hours a
day, 7 days a week. Offer this card in face-to-face
situations to determine which language a person
speaks. The most frequently encountered languages
in North America are grouped by the geographical
region where they are commonly spoken.

® Locate the geographical region where you
believe the speaker may be from. (Pacific Islands,
Europe, etc.)

® Show the person the languages listed for
that region. Underneath each language is the
translation of the statement below:

English English &1
Point to your language. An interpreter will be called.
The interpreter is provided at no cost to you.

B We offer interpreting from English into more than
200 languages. If you are unable to identify the
language, our representative will help you with
your call.

® To access an interpreter:

For more information about our services call
1-800-752-6096.
Interpreting Transiation Testing and Training

o B -rouagoLine
0@

© 2013 LanguageLine Sokutions / 1-800-752-6096 / www Languageline.com



India, Pakistan, and Southwest Asia

Bengali N 2
HoEE SR e e 3 | GoE (RS e 59 |
_cwrem i FasTy A |

Gujarati svudl <&
Ul oudel Gedvt sl gouRud olleudl eustel.

coufud ollgqani coud wi suual aZ ud -
Hindi 48 <1
FGAT W91 F1 E1T F1 Py spare s e T

TATAT AT ATF AT e 41 e e § Tt

Malayalam 221080 &)
METBR)OS BIHWICRILS o) 1. BO) IJO6UJImIIOG
CUQUMo RISJAISM)0. D AULALOMIANSNG UM
MERUBHES TUDERM §BOWIET MWD} D,

Nepali W <z
ST SRS & INTER AREe

g e a7 , G AN Iy Tl
Punjabi Gt 2

wuE I 25 o S fan HIER BF ey wainr
mmwgamammir@wa.

Sinhalese Bode &1

20D 2O oD, B3 CODODDOME) NCOOY qud.

Tamil S0 &1
o_sundr Qurflenuid s iqbsr Glisndr.

QurfQuuiGurani geni ympssiuBart.
QurfQuuitiurarmssrs Fusa Qswe) CriwsGsmauivma.
Telugu OV
) 3 HOBoSod. B 2 AIIGHONS DEOIBEND.

5D JenSo Py BROG® PXHTELON DDLTGHNEND.

Urdu )l &1
A8 el S a5 S S o A2 e )
K S Sgd S i ol pI S gl 5

Acholi Acoli F1

Siem thok ma iyae. Ja loko ibiro luongi.

Jaloko no ochiuni ma onge chudo. ‘

Ambharic ACY &0

RIRPTT favdnks AOTCAL 2mé-As

ANTCAL®: 1R LPCANAPAT A=

Arabic EF EY
LS 508 o s Joa) gy I )

L

& Printea on recycied paper. 07113

Africa - continued

Dinka Thok monyjang &1
Weet ten thoungdie. Raan weetgeryic a col.

Agerwelyic ku a cin aroop biyik yen.

French Frangais %0
Indiquez votre langue et nous appellerons un interpréte.
Le service est gratuir.

Hausa Hausa &1

Nuna zuwa ga yarenka. Za a kira tafinta. An samar maka
da tafintan ne ba tare da sai an biya kudi ba.

Italian Italiano %1
Indicare la propia lingua. Un interprete sari chiamaro.

Il servizio ¢ gratuiro.

Nuer Migici luqaddi <z
Ku tilmiin lugiddaida. Turjubdin dyai looyééri-doonai.
Turjubiinki ligugu yéériyo wiaa bilaish.

Oromo Oromo &1
Gara afaan keetti eeri. Turjumaanni ni waamama.
Turjumaanni beesee takka malee siif qophaawa.
Portuguese Portugués &1
Indique o seu idioma. Um intérprete serd chamado.

A interpretagio ¢ fornecida sem qualquer custo para vocé.

Portuguese Creole Crioulo Portugues &1
Nho ponti pa lingu qui nho ta papia. No ta arranja um interprete
pa nho. No ta manja um interprete ¢ nho ca ta pagh nada pacl.
Somali Af-Soomaali &1
Farta ku fiiqluqadaada. .. Waxa laguugu yeeri doonaa
turjubaan. Turjubaanka wax lacagi kaaga bixi mayso.
Swahili Kiswahili <zg
Onyesha lugha yako. Mkalimani ataitwa.

Hopevs oiksliapnl bila it yoruce. TN
Tigrinya +1Cc% &1
LTI hovphek:: AHCA%T hAPh LTI Af::
WCATL NFRGAP WD heAT PA%::

Wolof Wolof &1
Taannal sa lakk ngir fiou bolela ak kou degg sa lakk
mou dimbeuli leu. Ndimbeul bi do ci fey dara.

Yoruba Yorubd &7
Toka si édé re. A 6 pe ogbufo kan.
Ofé ni a 6 pe dgbufo yii fin o.

LanguagelLine Solutions also offers LanguageU* (VRI),
Video Remote Interpreting for American Sign Language

and spoken languages. For more information contact
1-888-763-3364 or LanguageUc@ianguageline.com

or visit www.LanguageL ine.com

Middle East

Arabic w° &
LS (508 o e eVl ey i) ) 2
L FOUPEYF ey i IR L
Armenian Jwjtiptc &g
Vobp, Bl np (hqm bp pununul: Pupglwlly ulyblp:
Sipey el iy b pslinslail N ]ty
Azerbaijani Azorbaycan dili &1
Damigdigimiz dili bildirin. Sizin tigiin tarciimagi davat
olunacaq. Tarciima xidmati liglin 5danis talob olunmur.

Dari &> &l
PEQPEUR I PR TR i K B Ry )
SATELS Al ga gy 33 a3y alaS Lak (gl gl L2l cal

Farsi =M E
Caud g 33 L (51 o e S 4K il | 308 SR 3)5e (1)

R SRS IR S pefie MR

Hebrew may &1
Jmamnnb awpni nrx ;5w nown 2apb paxn
.obwn X5 1 ppamnnn Sv mw

‘Kurdish S3,85 <5
A %02 Sy S8 SR 4 0 S
A8 s A S g S ey (B SeIL y

Pashto S El
ot Gl )4 S 05 m s Sy e S a5 s
AFopS AR5 L gy 4y pURTH S35 05 3 0 g A gedbine

Turkish Tirkge &1

Konustugunuz dili gosterin. Sizin igin bir ¢evirmen
aranacakur. Bu gevirmen size licretsiz saglanir.

China ##in&eEs  ue s HMAESHES, ALy
SRURROOFRE - SHARRHORRE,

Canfonese 3 & ;- &iE 2
Chaochow  #7t M 35 &1
Fukienese st 3 E &l
Mandarin niE i > |
Shanghai  Li#is Li#iE %y
Taiwanese &M R A 2!
Toishanese & i % ik 2

Burmese [G§> &
st aedes D g s
Hmong Hmoob &1

Taw rau koj hom lus. Yuav hu rau ib tug neeg txhais lus.
Yuav muaj neeg txhais lus yam uas koj tsis tau them dab tsi.

Indonesian Bahasa Indonesia &1
“Tunjukkan bahasa Anda. Penerjemah akan dihubungi.
Penerjemah disediakan gratis tanpa dikenakan biaya.

Japanese A AR &1
ST ORET EMERLUTIIEEY,

IRE TR —E ARG LET.

Karen mSofp El
3o chagzoB.oimadiquogBododt.

i i e s St
Khmer (Cambodian) ig1 (gt <2
syusmangn Y idulurgnunipmanange y
gronipmendugmymmsfinis 1

Korean 5ol 2y
ASAAM ALgete Aol & AR &P

oo} ¥ Mnj2f F8E AFH =gt
Laotian wwIR10 Ell

= AKX X > - o 3 -

Kuenwati(3nd1to woniSassdoourswsals.
» L & -

nnuudegeuuarculdianuascuwns.

Malay Bahasa Melayu <&
Tunjukkan bahasa anda. Jurubahasa akan dihubungi.
Jurubahasa akan disediakan tanpa anda dikenakan bayaran.
Mien Mien <&y
Nugv longe meih nyei wasc fingz. Ninh mbao pory waac mienh oix zuqe
hnxduirknmﬂh. Ninh mbuo porv waac mienh tengx nyei jlauv louc

yaac bacge thenx maiv zuqe cuotv zinh ayaanh faan-live

Mongolian Monron &7
Tanaii x2m2 2aa. Opayynary ayyaariasa.
Opuyynaramiin Tycaazk Tana ynaryi 6aiix Gomio.
Thai na E0
hoidn s Avinuwe udsmaziamauiviny
nstidawbidgadodrldang

Vietnamese Tiéng Viét &1
Hay chi vo ngdn ngir ciia quy vi. Mgt thong dich vién s& duge
£0i dén, quy vi sé khdng phai tri tién cho thong dich vién.



NONDISCRIMINATION POLICY

As a recipient of Federal financial assistance, and in accordance with Federal civil rights,
and U.S. Department of Agriculture (USDA) civil rights, regulations and policies,
Willow Health Care, Inc. (WHCI) does not exclude, deny benefits to, or otherwise
discriminate against any person on the basis of race, color, national origin, religion, sex,
gender identity, sexual orientation, disability, age, marital status, family/parental status,
income derived from a public assistance program, political beliefs or reprisal or
retaliation for prior civil rights activity, in admission to, participation in, or receipt of the
services and benefits under any of its programs and activities, whether carried out by
WHCI directly or through a contractor or any other entity with which WHCI arranges to
carry out its programs and activities.

This statement is in accordance with the provisions of Title VI of the Civil Rights Act of
1964 (nondiscrimination on the basis of race, color, national origin), Section 504 of the
Rehabilitation Act of 1973(nondiscrimination on the basis of disability), the Age
Discrimination Act of 1975 (nondiscrimination on the basis of age), and Regulations of
the U.S. Department of Health and Human Services issued pursuant to these statutes at
Title 45 Code of Federal Regulations Parts 80, 84, and 91.

Additionally, in accordance with Section 1557 of the Patient Protection and Affordable Care
Act 0f 2010, 42 U.S.C. § 18116 WHCI does not exclude, deny benefits to, or otherwise
discriminate against any person on the grounds of sex (including gender identity), race, color,
national origin, age, or disability in admission to, participation in, or receipt of the services
and benefits under any of its health programs and activities, and in staff and employee
assignments, whether carried out by WHCI directly or through a contractor or any other
entity with which WHCI arranges to carry out its programs and activities.

WHCI will also take reasonable steps to ensure that persons with disabilities or Limited
English Proficiency (LEP) have meaningful access and an equal opportunity to
participate in our services, activities, programs and other benefits. The policy of WHCI is
to ensure meaningful communication with disabled and LEP patients/clients and their
authorized representatives involving their medical conditions and treatment. The policy
also provides for communication of information contained in vital documents, including
but not limited to, waivers of rights, consent to treatment forms, financial and insurance
benefit forms, etc. All interpreters, translators, sign language interpreters and other aids
needed to comply with this policy shall be provided without cost to the person being
served, and patients/clients and their families will be informed of the availability of such
assistance free of charge. If these services are needed, please see below to find contact
information for the Nondiscrimination Coordinator at each individual facility operated by
WHCL



Affordable Care Act Grievance Procedure — ACA Section 1557

It is the policy of WHCI not to discriminate on the basis of race, color, national origin, sex,
age or disability. WHCI has adopted an internal grievance procedure providing for prompt
and equitable resolution of complaints alleging any action prohibited by Section 1557 of the
Affordable Care Act (42 U.S.C. § 18116) and its implementing regulations at 45 C.F.R. pt.
92, issued by the U.S. Department of Health and Human Services. Section 1557 prohibits
discrimination on the basis of race, color, national origin, sex, age or disability in certain
health programs and activities. Section 1557 and its implementing regulations may be
examined at the business office of each individual facility operated by WHCI. Please see
below to find contact information for the Nondiscrimination Coordinator at each facility who
has been appointed to coordinate the efforts of that facility to comply with Section 1557.

Any person who believes someone has been subjected to discrimination on the basis of race,
color, national origin, sex, age or disability may file a grievance under this procedure. It is
against the law for WHCI to retaliate against anyone who opposes discrimination, files a
grievance, or participates in the investigation of a grievance.

Procedure:

* Grievances must be submitted to the Nondiscrimination Coordinator within (60 days) of the
date the person filing the grievance becomes aware of the alleged discriminatory action.

* A complaint must be in writing, containing the name and address of the person filing it. The
complaint must state the problem or action alleged to be discriminatory and the remedy or
relief sought.

* The Nondiscrimination Coordinator (or her/his designee) shall conduct an investigation of
the complaint. This investigation may be informal, but it will be thorough, affording all
interested persons an opportunity to submit evidence relevant to the complaint. The
Nondiscrimination Coordinator will maintain the files and records of WHCI relating to such
grievances. To the extent possible, and in accordance with applicable law, the
Nondiscrimination Coordinator will take appropriate steps to preserve the confidentiality of
files and records relating to grievances and will share them only with those who have a need
to know.

* The Nondiscrimination Coordinator will issue a written decision on the grievance, based on
a preponderance of the evidence, no later than 30 days after its filing, including a notice to
the complainant of their right to pursue further administrative or legal remedies.

* The person filing the grievance may appeal the decision of the Nondiscrimination
Coordinator by writing to the CEO of Willow Health Care, Inc, within 15 days of receiving
the Nondiscrimination Coordinator’s decision. The CEO of Willow Health Care, Inc. shall
issue a written decision in response to the appeal no later than 30 days after its filing.



The availability and use of this grievance procedure does not prevent a person from pursuing
other legal or administrative remedies, including filing a complaint of discrimination on the
basis of race, color, national origin, sex, age or disability in court or with the U.S.
Department of Health and Human Services, Office for Civil Rights. A person can file a
complaint of discrimination electronically through the Office for Civil Rights Complaint
Portal, which is available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Toll Free: 1-800-368-1019

TTD Number: 1-800-537-7697

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html. Such
complaints must be filed within 180 days of the date of the alleged discrimination. WHCI
will make appropriate arrangements to ensure that individuals with disabilities and
individuals with limited English proficiency are provided auxiliary aids and services or
language assistance services, respectively, if needed to participate in this grievance process.
Such arrangements may include, but are not limited to, providing qualified interpreters,
providing taped cassettes of material for individuals with low vision, or assuring a barrier-
free location for the proceedings. The Nondiscrimination Coordinator will be responsible for
such arrangements.

Dated: November 21, 2022
For further information please contact:
Provider Name/Nondiscrimination Coordinator/Phone Number

Westwood Rural Health Clinic -Linda Tooley --(417) 469-5124
Brooke Haven Healthcare — Holly Osgood — (417) 256-7975
Mountain View Healthcare — George Colbert — (417) 934-6818
Willow Care Nursing Home — Tashia Gehlken — (417) 469-3152
Ozark Riverview Manor — Marcella Peck — (417) 581-6025
Copper Rock Healthcare — Roy Pace- (417) 202-4606

TDD or State Relay number:

Relay Missouri 711 or

TTY/ASCII:

Voice: 1-866-735-2460

Voice Carry Over: 1-800-735-0135
Speech to Speech: 1-877-735-7877
Spanish: 1-800-520-7309

900 Service: 1-900-230-6363




“No person in the United States shall, on the basis of race, color, or national origin, be excluded from

Willow Health Care Inc TITLE VI COMPLAINT FORM

participation in, be denied the benefits of, or be subjected to discrimination under any program or
activity receiving Federal financial assistance.”

If you feel that you have been discriminated against in the provision of transportation services, please
provide the following information to assist us in processing your complaint. Should you require any

assistance in completing this form or need information in alternate formats, please let us know.

Please mail or return this form to:
Willow Health Care, Inc.
Emily Counts, CEO
P.O. Box 309
Willow Springs, MO 65793
Phone: 417-469-0204 Fax: 417-469-3443

PLEASE PRINT

1. Complainant’s Name:

a. Address:
b. City: State: Zip Code:
c. Telephone (include area code): Home ( ) or Cell ( ) Work
() - () -
d. Electronic mail (e-mail) address:
Do you prefer to be contacted by this e-mail address? ( ) YES ( ) NO
2. Accessible Format of Form Needed? ( ) YES specify: ( YNO

3. Are you filing this complaint on your own behalf? ( ) YES If YES, please go to question 7.
( ) NO If no, please go to question 4

4. If you answered NO to question 3 above, please provide your name and address.

a. Name of Person Filing Complaint:

b. Address:

c. City: State: Zipcode:

d. Telephone (include area code): Home ( )or Cell ( ) Work
() - () -

e. Electronic mail (e-mail) address:

Do you prefer to be contacted by this e-mail address? ( ) YES ( ) NO

5. What is your relationship to the person for whom you are filing the complaint?

6. Please confirm that you have obtained the permission of the aggrieved party if you are filing on

behalf of a third party. ( ) YES, | have permission. ( ) NO, | do not have permission.

7. | believe that the discrimination | experienced was based on (check all that apply):
( YRace ( )Color ( ) National Origin (classes protected by Title VI)
( ) Other (please specify)




8. Date of Alleged Discrimination (Month, Day, Year):

9. Where did the Alleged Discrimination take place?

10. Explain as clearly as possible what happened and why you believe that you were discriminated
against. Describe all of the persons that were involved. Include the name and contact
information of the person(s) who discriminated against you (if known). Use the back of this form
or separate pages if additional space is required.

11. Please list any and all witnesses’ names and phone numbers/contact information. Use the back of
this form or separate pages if additional space is required.

12. What type of corrective action would you like to see taken?

13. Have you filed a complaint with any other Federal, State, or local agency, or with any Federal or
State court? ( ) YES If yes, check all that apply. ( ) NO

a. () Federal Agency (List agency’s name)

b. ( ) Federal Court (Please provide location)
c. () State Court

d. ( ) State Agency (Specify Agency)

e. () County Court (Specify Court and County)
f. ( ) Local Agency (Specify Agency)

14. If YES to question 14 above, please provide information about a contact person at the
agency/court where the complaint was filed.

Name: Title:

Agency: Telephone: ( ) -

Address:

City: State: Zip Code:

You may attach any written materials or other information that you think is relevant to your complaint.

Signature and date is required:

Signature Date

If you completed Questions 4, 5 and 6, your signature and date is required:

Signature Date



