
House Rules

1. Bellevue Elderly Care LLC has a zero tolerance for abuse, neglect, financial exploitation 
or violation of the right of a resident. 

2. There will be no smoking of any kind inside the house. 
3. Television and radios are to be used at a level as not to disturb the other residents, 

whether it is in their room or the living room. 
4. When using the telephone, please be considerate of the others who may also need to 

use it. Telephone line can be available in the room with an extra charge.
5.  Family members are encouraged to visit at anytime. During meal time it’s encouraged 

not to visits because this might make the resident distracted from meals and 
uncomfortable for the resident who can’t feed themselves. Meal times are 8:00AM 
breakfast 12:00PM lunch and 5:00PM dinner. 

6. When visiting resident has to ask the caregiver for help if they need to be transferred or 
need to use the bathroom.

7. No alcohol intoxication is allowed on the premises.
8. For the safety of resident and staff weapons, guns or knives are not allowed on the 

premise unless approved by provider.
9. Animals are welcomed to visit as long as a proof of rabies vaccination is provided to 

provider. The animal has to stay with the owner at all times. If other resident are upset 
of the animal the animal will have to be taken to the visiting resident room or outside 
on deck. If visitor is unable to provide paper proof then the animal will need to wait 
outside or have the visit on the deck outside. Service animal are allowed to enter the 
house.

Any resident in noncompliance with these rules may result in a 30day notice to vacate      
the premises. Please Initial ______

Acknowledgement:
I have been given a copy of the House Rules, which has been explained to me both orally 
and in writing.

Resident Name: ______________________________________

___________________________________________________         ________
Signature of Resident or Resident’s Legal Representative (POA)                        Date

_____________________________________________________ ________
Signature of Provider      Date


