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Sitter & Barfoot Veterans Care Center (SBVCC) 
 

The Sitter & Barfoot Veterans Care Center (SBVCC), established in the winter of 
2008, is a 160 bed, all private rooms, state of the art model for short and long term 
healthcare.  Sitter & Barfoot is conveniently located on the same campus as the 
Hunter Holmes McGuire Veterans Hospital in south Richmond. The mission of the 
SBVCC is to provide high quality, compassionate and comprehensive nursing care 
to Commonwealth of Virginia residents who are Veterans.  This facility accepts 
Medicare, Medicaid and Private Pay funds for payment. 
 
For our residents who call Sitter & Barfoot home, we offer spacious private rooms 
with a private bath and walk-in shower.  Our wholesome meals are served in our 
spacious dining room.  Special diets are available for all requirements and all are 
supervised by our registered dietician.  Also centrally located are a library, canteen, 
game room and craft room offering different activities and snacks to suit the needs 
and tastes of our residents.  For those who enjoy spending time outside, there is a 
beautifully landscaped and enclosed courtyard. 
 
For those residents in need of a short term, post-hospital nursing and rehabilitation 
stay, we offer a broad range of intensive therapeutic services designed to 
maximize the functional abilities of our patients.  The Rehabilitation gym boasts 
state of the art equipment and is staffed with Physical Therapists, Occupational 
Therapists and Speech Therapists who will design and implement a unique, 
individualized plan of care for each resident. 
 
Our 40 bed Alzheimer’s wing provides specially trained staff and programming for 
patients with Alzheimer’s or related thought process disorders.  The specially 
designed unit allows residents to move freely in a safe and secure environment, 
including two courtyards. 
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Eligibility and Admissions: 
 

Eligible applicants are veterans who: 
 

1. Resident of Virginia at the time of admission  
2. Honorably Discharged  
3. Have a skilled nursing need                                                   

 

Upon meeting the eligibility requirements, the applicant will be provided an 
application packet and if necessary, the applicants name will be placed on our 
Potential Admissions Waiting List.  Included in the application package is a 
form 10-10EZ.  Please complete even if you have recently completed 
one for the VA.  
 

Admissions will also request copies of these documents from the family: 
 

1. Copy of DD-214, or proof of military service must be obtained prior to 
admission. 

2. Medicare Card 
3. Medicare Part D Insurance Card  
4. Secondary Insurance Card (if applicable) 
5. Medicaid Card (if applicable) 
6. Power of Attorney or Guardian Documentation 
7. Living Will 
 

Current medical information will need to be gathered by the family for the 
Admissions department from the appropriate agencies.  These documents consist 
of but are not limited to: 
 

1. Current History and Physical 
2. Lab Work 
3. List of Medications (for at least last 14 days if coming from the hospital) 
4. Chest x-ray or TB skin test 
5. All Nursing , Rehabilitation and Therapy notes 
6. Physicians Discharge Orders 

 

The rate for SBVCC is currently $153.00 per day based on Veterans 
Administration approval of patient per diem payment of $87.00.  If not 
approved, the daily rate is $240. 
 

Sitter & Barfoot is a NON-SMOKING facility 
 

For more information about SBVCC please contact: 
 

Johnny Oglesby 
Admissions Coordinator 

804-371-8434 
804-230-2057 – Fax 

John.Oglesby@dvs.virginia.gov  

mailto:John.Oglesby@dvs.virginia.gov


SITTER & BARFOOT VETERANS CARE FACILITY 
 

Medical Review Sheet 
 
 
To aid in the placement of our future patients we will need the following documents: 
 
 
Admissions From Hospital/SNF 
 

• Current Physician orders 
• Current MAR’s 
• Current Nurse’s Notes 
• Chest X-ray/PPD (done within 30 days prior to placement) 
• Recent Labs 
• Current Physician Notes and Rehab progress notes 
• History & Physical (Current) 
• Completed MAP 96 and UAI (1204 from McGuire) 
• Psych Eval/Progress Notes 
• Operative Reports 
• Consultations 
• DNR (if applicable) 
• Discharge Summary/Physicians Discharge Orders 

 
 
 
Admissions From Home 
 

• Current Physician Referral 
• Chest X-ray or PPD completed within the past 30 days 
• Office visits progress notes if available (Current) 
• Completed MAP 96 and UAI 

 
 
All admissions require copies of the following documents: 
 

• Copy of DD214 
• Copy of Medicare card 
• Copy of Medicare Part D Insurance Card 
• Copy of Secondary Insurance Card (if applicable) 
• Copy of Medicaid Card (if applicable) 
• Copy of Power of Attorney or Guardian Documentation 
• Copy of Living Will 



SITTER AND BARFOOT VETERANS CARE CENTER
APPLICATION FOR ADMISSION

RESIDENT INFORMATION
FIRST NAME MIDDLE NAME LAST NAME SUFFIX

SOCIAL SECURITY NUMBER PREFERRED NAME

GENDER BIRTH DATE AGE MARITAL STATUS RELIGIOUS PREFERENCE

PREVIOUS OCCUPATION (Do not write retired) PHONE

CURRENT ADDRESS CITY STATE COUNTY ZIP

PLACE OF BIRTH VIRGINIA RESIDENT? Y        N PREVIOUS ADDRESS
HOW LONG?
US CITIZEN? Y        N

SERVICE INFORMATION
BRANCH OF SERVICE RANK SERVICE NUMBER

DATE OF ENLISTMENT DATE OF DISCHARGE DISCHARGE TYPE:

WARS SERVED IN? (Please circle)

WWII KOREA VIETNAM GULF OTHER:

MEDALS:

SERVICE CONNECTED DISABILITY? Y           N IF SO, WHAT PERCENT?

REFERRAL INFORMATION
HOW DID YOU HEAR ABOUT US?

COUNTY VETERAN SERVICE OFFICER WEB SITE

CHURCH/MINISTER VETERAN ORGANIZATION

SOCIAL WORKER OTHER:

HOSPITAL

NAME:

                                                  PLEASE LET US KNOW WHO WE SHOULD THANK!

OCTOBER 2008



SITTER AND BARFOOT VETERANS CARE CENTER
APPLICATION FOR ADMISSION

RESPONSIBLE PARTY
(Must be someone OTHER than Resident!)
NAME: COMPLETE MAILING ADDRESS:

RELATIONSHIP:
E-Mail Address:

PHONE: NEXT OF KIN?

HOME POWER OF ATTORNEY?

CELL COURT APPOINTED GUARDIAN?

OFFICE VA FIDUCIARY?
FIRST EMERGENCY CONTACT

NAME: COMPLETE MAILING ADDRESS:

RELATIONSHIP:
E-Mail Address:

PHONE: NEXT OF KIN?

HOME POWER OF ATTORNEY?

CELL COURT APPOINTED GUARDIAN?

OFFICE VA FIDUCIARY?

SECOND EMERGENCY CONTACT
NAME: COMPLETE MAILING ADDRESS:

RELATIONSHIP:
E-Mail Address:

PHONE: OTHER:

HOME POWER OF ATTORNEY?

CELL COURT APPOINTED GUARDIAN?

OFFICE VA FIDUCIARY?

FINANCIAL RESOURCES

PRIVATE FUNDS (Adequate funds available to cover $6,000/month for 6 months)

MEDICARE A

MEDICARE B

MEDICARE D IDENTIFY: ( Aetna, Humana, etc.) 

PRIVATE INSURANCE IDENTIFY: (TriCare, Anthem)

LONG TERM CARE INSURANCE     IDENTIFY:  (Genworth, John Hancock, etc.)

MEDICAID

IF YOU ALREADY HAVE MEDICAID PLEASE PROVIDE YOUR MEDICAID NUMBER:

  IF YOU DO NOT HAVE AT LEAST 6 MONTHS OF LIQUID ASSETS AVAILABLE TO YOU ($40,000) 
THEN YOU SHOULD APPLY FOR MEDICAID IN THE COUNTY IN WHICH YOU CURRENTLY RESIDE. 

 IF YES, WHAT COUNTY?ARE YOU APPLYING FOR MEDICAID?         YES          NO

WHO IS YOUR CASE MANAGER/SOCIAL WORKER?                                              PHONE:

OCTOBER 2008



SITTER AND BARFOOT VETERANS CARE CENTER
APPLICATION FOR ADMISSION

FINANCIAL
ANTICIPATED STAY:             SHORT TERM REHAB    Long Term Care

APPLICANT'S SOURCE OF MONTHLY INCOME

RETIREMENT PENSION $______________ $__________________

INVESTMENT INCOME $______________ $__________________

SOCIAL SECURITY (SSA) $__________________

CIVIL SERVICE ANNUITY $__________________

SUPPLEMENTAL SECURITY INCOME (SSI) $__________________

OTHER: $______________ $__________________

APPLICANT'S ASSETS (Include Current Balance or Value)

REAL ESTATE (Specify Type/Location)

TYPE:

TYPE:

PERSONAL PROPERTY (Specify Type)

TYPE:

TYPE:

BANK INFORMATION

BANK:

CHECKING $_______ CD $_________ OTHER $_________

SAVINGS $________ IRA $________

INSURANCE POLICIES, ANNUITIES, ETC. (Cash Value)

TYPE:

TYPE:

APPLICANT'S CHOICE OF:

CHURCH:

HOSPITAL:

FUNERAL HOME (Must pick one):

OCTOBER 2008



SITTER AND BARFOOT VETERANS CARE CENTER
APPLICATION FOR ADMISSION

CLINICAL
HOSPITAL STAY DURING THE LAST 6 MONTHS?

IF YES, NAME AND ADDRESS OF HOSPITAL:

DATES OF STAY? REASON:

ADMITTED: DISCHARGED:

SKILLED NURSING STAY IN THE LAST 6 MONTHS?

IF YES, NAME AND ADDRESS OF FACILITY:

DATES OF STAY? REASON:

ADMITTED: DISCHARGED:

PHYSICIAN INFORMATION
PRIMARY CARE PHYSICIAN: PHONE:

ADDRESS: SPECIALTY:

OTHER PHYSICIAN: PHONE:

ADDRESS: SPECIALTY:

IMPORTANT INFORMATION:
PLEASE NOTE THAT MEDICARE ALLOWS UP TO 100 DAYS PER BENEFIT PERIOD.  IF YOU HAVE BEEN IN 
ANOTHER SKILLED NURSING FACILITY WITHIN THE LAST 60 DAYS YOU WILL NOT HAVE THE FULL 100
DAYS AVAILABLE.  YOU MAY NOT UTILIZE ALL 100 DAYS IN ANY GIVEN SKILLED NURSING STAY.  

PLEASE DO NOT BRING ANY MEDICATIONS INTO THE FACILITY.  WE DISPENSE FROM OUR OWN 
PHARMACY AND CANNOT ACCEPT MEDICATIONS FROM A SOURCE OTHER THAN OUR PHARMACY.

Declaration of Confirmation
I/We hereby confirm that all information stated in this document is current and correct to the 
best of my/our knowledge and no requested information has been withheld or 
misrepresented.  I/We authorize SitterBarfoot Veterans Care Center (SBVCC) to verify any of 
the above information.  I/We understand that falsification of the stated information may 
jeopardize admission into SBVCC.  All information will be kept confidential by SBVCC, and will 
not be released without my written permission.

____________________________________ ______________
SIGNATURE  DATE

OCTOBER 2008



 



 



 



 



 



 



 

Sitter & Barfoot Veterans Care Center 
       
     

Advance Directive & Do Not Resuscitate Orders 
 

What is an advance directive? 
 
An advance directive tells your doctor what kind of care you would like to have if 
you become unable to make medical decisions (if you are in a coma, for 
example).  If you are admitted to the hospital, the hospital staff will probably talk 
to you about advance directives. 
 
A good advance directive describes the kind of treatment you would want 
depending on how sick you are.  For example, the directives would describe 
what kind of care you want if you have an illness that you are unlikely to recover 
from, or if you are permanently unconscious.  Advance directives usually tell your 
doctor that you don’t want certain kinds of treatment.  However, they can also 
say that you want a certain treatment no matter how ill you are. 
 
Advance directives can take many forms.  Laws about advance directives are 
different in each state.  Virginia has an advance directive form.  This form can be 
obtained from the social workers at Sitter & Barfoot Veterans Care Center. 
 
What is a living will? 
 
A living will is one type of advance directive.  It is a written, legal document that 
describes the kind of medical treatments or life sustaining treatments you would 
want if you were seriously or terminally ill.  A living will doesn’t let you select 
someone to make decisions for you. 
 
What is a durable power of attorney for health care? 
 
A durable power of attorney (DPA) for healthcare is another kind of advance 
directive.  A DPA states whom you have chosen to make healthcare decisions for 
you.  It becomes active any time you are unconscious or unable to make medical 
decisions.  A DPA is generally more useful than a living will.  But a DPA may not 
be a good choice if you don’t have another person you trust to make these 
decisions for you.   
 
Living wills and DPAs are legal in most states. Even if they aren't officially 
recognized by the law in your state, they can still guide your loved ones and 
doctor if you are unable to make decisions about your medical care. Ask your 
doctor, lawyer or state representative about the law in your state. 
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What is a do not resuscitate order? 

A do not resuscitate (DNR) order is another kind of advance directive. A DNR is a 
request not to have cardiopulmonary resuscitation (CPR) if your heart stops or if 
you stop breathing. (Unless given other instructions, hospital staff will try to help 
all patients whose heart has stopped or who have stopped breathing.) You can 
use an advance directive form or tell your doctor that you don't want to be 
resuscitated. In this case, a DNR order is put in your medical chart by your 
doctor. DNR orders are accepted by doctors and hospitals in all states. 
 

Should I have an advance directive?  

By creating an advance directive, you are making your preferences about 
medical care known before you're faced with a serious injury or illness. This will 
spare your loved ones the stress of making decisions about your care while you 
are sick. Any person 18 years of age or older can prepare an advance directive. 
 
People who are seriously or terminally ill are more likely to have an advance 
directive. For example, someone with terminal cancer might write that she does 
not want to be put on a respirator if she stops breathing. This action can reduce 
her suffering, increase her peace of mind and increase her control over her 
death. However, even if you are in good health, you might want to consider 
writing an advance directive. An accident or serious illness can happen suddenly, 
and if you already have a signed advance directive, your wishes are more likely 
to be followed. 
 

How can I write an advance directive?  

You can write an advance directive in several ways: 

• Use a form provided by your doctor.  
• Write your wishes down by yourself.  
• See the social worker at Sitter & Barfoot Veterans Care Center. 
• Call your health department or state department on aging to get a form.  
• Call a lawyer.  
• Use a computer software package for legal documents.  

Advance directives and living wills do not have to be complicated legal 
documents. They can be short, simple statements about what you want done or 
not done if you can't speak for yourself. Remember, anything you write by 
yourself or with a computer software package should follow your state laws.   
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You may also want to have what you have written reviewed by your doctor or a 
lawyer to make sure your directives are understood exactly as you intended. 
When you are satisfied with your directives, the orders should be notarized if 
possible, and copies should be given to your family and your doctor. 
 

Can I change my advance directive? 

You may change or cancel your advance directive at any time, as long as you are 
considered of sound mind to do so. Being of sound mind means that you are still 
able to think rationally and communicate your wishes in a clear manner. Again, 
your changes must be made, signed and notarized according to the laws in your 
state. Make sure that your doctor and any family members who knew about your 
directives are also aware that you have changed them. 
 
If you do not have time to put your changes in writing, you can make them 
known while you are in the hospital. Tell your doctor and any family or friends 
present exactly what you want to happen. Usually, wishes that are made in 
person will be followed in place of the ones made earlier in writing. Be sure your 
instructions are clearly understood by everyone you have told. 
 
 
 
Information source:  American Academy of Family Physicians 
 
 
 
 
I have reviewed Advance Directive & Do Not Resuscitate information. 
 
 
___________________________________       ____________________ 
Signature of Responsible Party        Date 
 
 
___________________________________       ______________________ 
SBVCC Staff/Title                                      Date  
 
 



Part B Therapy Cap Questionnaire 
Sitter & Barfoot Veteran Care Center 

 
This information in needed to assure that the admitted resident and/or designee will not incur any 
unknown costs from participation in therapy services.  Ultimately the resident and/or designee is 
responsible for any un-met deductible, co-insurance or exhaustion of therapy cap monies due to 
inaccurate or incomplete information. 
 
Resident Name:______________________________ Resident Number:________________________ 
 
1.  Have you received therapy this calendar year in    Yes  No Part B Billed 
     your home?       ____  ____ $______________ 
 If yes: 
 Do you know the name and phone number of the  
 Home Health Agency that provided the therapy? _______________________________________ 
        Name of the Home Health Agency/phone # 
 
 Do you know what type of therapy you received? _____  _____  _____ 
          PT    OT    ST 
 _________________________________________________________________________________ 
 
2.  Have you received therapy this calendar year in   Yes  No  Part B Billed 
     another nursing home?     ____  ____  $______________ 

If yes: 
 Do you know the name and phone number of the 
 nursing home?      _______________________________________ 
        Name of Nursing Home/phone # 
 Do you know what type of therapy you received? _____  _____  _____ 
          PT    OT     ST 
 _________________________________________________________________________________ 
 
3.  Have you received therapy this calendar year in an Yes  No  Part B Billed 
     outpatient clinic that is not part of a hospital?  ____  ____  $______________ 
 If yes: 
 Do you know the name and phone number of the 
 clinic?       _______________________________________ 
        Name of the clinic/phone # 
 Do you know what type of therapy you received? _____  _____  _____ 
          PT    OT    ST 
 _________________________________________________________________________________ 
 
4.  Have you received therapy this calendar year in an Yes  No  Part B Billed 
     Assisted Living Facility?     ____  ____  $______________ 
 If yes: 
 Do you know the name and phone number of the 
 facility?      _______________________________________ 
        Name of Assisted Living Facility/phone # 
 Do you know what type of therapy you received? _____  _____  _____ 
          PT    OT    ST 
 
5.  Do you have a Power Wheelchair or Scooter?  Yes____ No____ 
(Please do not bring it in until the Rehab Depart. assesses your ability to operate a vehicle of this type)               
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