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XYZ CIVIL RIGHTS POLICIES AND PROCEDURES  
 
A. The attached XYZ Corporation policies and procedures demonstrate XYZ’s 
agreement and the agreement of XYZ’s facilities to comply with the following civil 
rights statutes and regulations: 
 

1. Title VI of the Civil Rights Act of 1964, 42 U.S.C. § 2000d-1 et seq

 

., and its 
implementing regulation, Title 45 Code of Federal Regulations (CFR) Part 80, 
which prohibit discrimination on the ground of race, color, or national origin 
by recipients of Federal financial assistance (Title VI); 

2. Section 504 of the Rehabilitation Act of 1973 , 29 U.S.C. § 794, and its 
implementing regulation, 45 CFR Part 84, which prohibit discrimination on 
the basis of handicap by recipients of Federal financial assistance (Section 
504); and 

 
3. Age Discrimination Act of 1975 , 42 U.S.C. § 6101 et seq

 

., and its 
implementing regulation, 45 CFR Part 91, which prohibit discrimination on 
the basis of age by recipients of Federal financial assistance (Age Act). 

B. The attached policies and procedures include:  
 
1. The signed Form HHS-690, Assurance of Compliance with Title VI, Section 

504, and the Age Act (Attachment A); 
 

2. The designation of XYZ’s Administrator or other designee as the person to 
coordinate its efforts to ensure compliance with Title VI, Section 504, and the 
Age Act at the facility level, and the designation of XYZ’s Corporate 
Manager to coordinate its efforts to comply with these laws at the corporate 
level; 

 
3. A list of each of XYZ’s existing facilities by name and address, with the 

facility Administrator’s name and telephone number (Attachment B); 
 

4.  A copy of the facilities’ Policy of Nondiscrimination under Title VI, Section 
504, and the Age Act (Attachment C), which indicates that each facility 
provides equal access to its programs, benefits, and services and that it does 
not discriminate against persons qualified for its services on the basis of race, 
color, national origin, disability, or age;   

 
5. A copy of the facilities’ Section 504 Grievance Procedures (Attachment D),            

which provides for prompt and equitable resolution of complaints including 
any action prohibited by the Federal regulations at 45 CFR Part 84 and 
includes notice of the right to file a written complaint with the Office for Civil 
Rights;  



 
6. A copy of the facilities' Notice of Program Accessibility indicating the 

existence of services, activities, and facilities which are accessible to and 
usable by persons with disabilities, including the availability of auxiliary aids 
to persons with disabilities (Attachment E); 

 
7.   A copy of the facilities’ Policy for Providing Auxiliary Aids and Services to 

Persons with Disabilities, to ensure effective communication with and equal 
access to services to persons who are deaf, hard of hearing, blind, of low 
vision, and speech and manually impaired, all provided, where necessary, at 
no cost to such persons (Attachment F);  

 
8. A copy of the facilities' policy and procedures for effective communication 

with limited English proficient persons (Attachment G), which allows for the 
provision of language services, including interpreter services and written 
materials in non-English languages, all provided, where necessary, at no cost 
to such persons.  

 
9.   A copy of the facilities’ Admission Policy (Attachment H); 

 
10. A copy of the notification letter (Attachment I) that XYZ will send to its 

existing facilities (listed in Attachment B) and any facilities that it 
acquires in the future, which: 

 
a. Informs the Administrator that the facility is subject to the provisions 

and requirements of the attached polices and procedures; and  
 
 b.  Requires the Administrator to complete and timely submit the 

following documentation for civil rights clearance for Medicare 
certification in accordance with this Agreement: 

 
i.  Acknowledgement/Certification Letter (Attachment J),  

 
ii.  Facility-specific data sheet (Attachment K),   and 

 
iii.          Charts for listing interpreter services (Attachment L). 

 
The notification letter will be sent to existing facilities within 30 days after the  
signing of this Agreement and to facilities that it acquires in the future within 30 
days after the date of acquisition. 

 
C. XYZ agrees that:  
 

1. XYZ and its facilities will adopt and implement the attached policies and 
procedures. 
 



2. The Policy of Nondiscrimination (see #4 above) will be posted at (identify 
location in facilities)……. and disseminated through (brochures, etc.…………). 
 
3. Facility staff will receive training regarding the policies discussed above during 
orientation and at other times as appropriate. 

 
 
Signature Block for XYZ 

 
 
 



Form Approved 
OMB No. 0990-0243 

   Exp. Date 03/31/2014 

DEPARTMENT OF HEALTH & HUMAN SERVICES 
Office for Civil Rights (OCR) 

Civil Rights Information Request 
For Medicare Certification 

 
  

Instructions:  Healthcare providers applying for participation in the Medicare Part A program must receive a                       
civil rights clearance from OCR. Complete all fields and return this form, with the required policies and procedures, to 
your State Health Department, along with your other Medicare application materials. 

CMS Medicare Provider Number: 
      

 

Name of Facility:   
Address:        
                                         Street Number and Name                                                                                                                                                                   
                   -      
                                        City or Town                                                                                        State or Province                                                Zip Code 
Administrator’s Name:  Contact Person:  
Telephone: (     )         -        TDD: (     )         -        
FAX: (     )         -        E-mail:       

Type of Facility:  Number of employees:  
Corporate Affiliation:   ________________________________ 

 

Reason for Application: Circle One 

   
Initial Medicare    or    Change of     
Certification                 Ownership 

I. Healthcare Provider Information 

II. Documents Required for Submission 
   Additional guidance is available at:(http://www.hhs.gov/ocr/civilrights/clearance/index.html)  

1. Assurance of Compliance Form, HHS 690 completed, signed and dated. 
2. Nondiscrimination Policy that provides for admission and services without regard to race, color, national origin, 

disability, or age, as required by Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 
1973, and the Age Discrimination Act of 1975 (see sample policy). 
 Learn more about regulatory requirements  

3. Description of methods used to disseminate your nondiscrimination policies/notices: 
       a) Describe where you post your Nondiscrimination Policy; and 
       b) Include brochures, websites, pamphlets, postings, or ads with general information about your services.  

4. Facility admissions policy that describes eligibility requirements for your services. 
5. A description/explanation of any policies or practices restricting or limiting your facility’s admissions or services 

on the basis of age. In certain narrowly defined circumstances, age restrictions are permitted.  
Learn more about regulatory requirements 

6 For healthcare providers with 15 or more employees: copy of your procedures used for handling disability 
discrimination grievances along with the name/title and telephone number of the Section 504 coordinator (see 
sample policy).  Learn more about regulatory requirements 

    

 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0990-0243. The time required to complete 
this information collection is estimated to average 8 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy 
of the time estimate(s) or suggestions for improving this form, please write to:  U.S. Department of Health & Human Services, 
OS/OCIO/PRA, 200 Independence Ave., S.W., Suite 336-E, Washington D.C. 20201, Attention: PRA Reports Clearance Officer 

  

http://www.hhs.gov/ocr/civilrights/clearance/index.html�
http://www.hhs.gov/ocr/civilrights/clearance/hhs690.pdf
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofanondiscriminationpolicy.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/tanonfiscriminationpoliciesandnotices.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/taagediscriminationactrequirements.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofasection504grievanceprocedure.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofasection504grievanceprocedure.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/tarequirementforfacilitieswith15ormoreempl.html�


DEPARTMENT OF HEALTH & HUMAN SERVICES 
Office for Civil Rights (OCR) 

Civil Rights Information Request 
For Medicare Certification 

 
7. Procedures to effectively communicate with persons who are limited English proficient (LEP), including: 

a) Process for how you identify individuals who need language assistance; 
b)  Procedures to provide services (interpreters, written translations, bilingual staff, etc.).  Include the name(s)  

and telephone number(s) of your interpreter(s) and/or interpreter service(s); 
c) Methods to inform LEP persons that language assistance services are available at no cost to the person 

being served; 
d)  Appropriate restrictions on the use of family and friends as LEP interpreters; and 

  e) A list of all written materials in other languages, if applicable. Examples may include consent and 
complaint forms, intake forms, written notices of eligibility criteria, nondiscrimination notices, etc (see 
sample policy).  Learn more about regulatory requirements  

8. Procedures used to communicate effectively with individuals who are deaf, hard of hearing, blind, have low 
vision, or who have other impaired sensory, manual or speaking skills, including: 

a) Process to identify individuals who need sign language interpreters or other assistive services; 
b)  Procedures to provide interpreters and other auxiliary aids and services. Include the name(s) and 

telephone number(s) of your interpreter(s) and/or interpreter service(s); 
c)  Procedures used to communicate with deaf or hard of hearing persons over the telephone, including 
    the telephone number of your TTY/TDD or State Relay System; 
d)  A list of available auxiliary aids and services; 
e)  Methods to inform persons that interpreter or other assistive services are available at no cost to the person 

being served; and 
f)  Appropriate restrictions on the use of family and friends as sign language interpreters (see sample policy). 

Learn more about regulatory requirements 
9. 

 
Notice of Program Accessibility and methods used to disseminate information to patients/clients about the 
existence and location of services and facilities that are accessible to persons with disabilities (see sample policy)  .
Learn more about regulatory requirements 

III. Certification 
I certify that the information provided to the Office for Civil Rights is true, complete, and correct to the best of my knowledge. 
 
 
________________________________________            ______________________________     
Name and Title of Authorized Official                              Signature                              

 
 
___________________ 
Date 

 
  

http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofapolicyandprocedureforlep.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofapolicyandprocedureforlep.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/tacommunicationswithpersonswhoarelep.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exauxaids.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/taauxiliaryaidssrvcesforpersonswithdisabi.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofanoticeofprogramaccessibility.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/tanoticeofprogramaccessibility.html�


Nondiscrimination Policy  

As a recipient of Federal financial assistance, (insert facility name) does not exclude, 

deny benefits to, or otherwise discriminate against any person on the ground of race, color, 

or national origin, or on the basis of disability or age in admission to, participation in, or 

receipt of the services and benefits under any of its programs and activities, whether carried 

out by (insert facility name) directly or through a contractor or any other entity with 

which (insert facility name) 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, Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, 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.  

In case of questions, please contact:  

Facility Name:  

Contact Person/Section 504 Coordinator:  

Telephone number:  

TDD or State Relay number:  

 
 



Dissemination of Nondiscrimination Policy 
 
For the purposes of complying with the rules and regulations set forth and enforced by the 
Office for Civil Rights, (Insert name of facility) informs the public, patients, and 
employees that the agency does not discriminate on the basis of race, color, national origin, 
disability, or age. 
 
(Insert name of facility) disseminates the nondiscrimination statement in the following 
ways: 
  
For the General Public: 
 

• A copy of the nondiscrimination statement is posted in our facility for visitors, 
clients/patients to view. 

 
• The nondiscrimination statement is printed in the company brochure and is routinely 

distributed to patients, referral sources and the community. 
 

• The nondiscrimination statement is included in newspaper advertisements for the 
facility. 

 
For the Patients: 
 

• The nondiscrimination statement is included in patient admissions packet.   
 

• The nondiscrimination statement is discussed with patients upon their initial visit 
with the facility.    

 
• A copy of the nondiscrimination statement is available upon request. 

 
 
For the Employees: 
 

• The nondiscrimination statement is included in employee advertisements. 
 

• The nondiscrimination statement is included in the employee handbook. 
 

• The nondiscrimination statement is discussed and distributed during employee 
orientation.   

 
• The nondiscrimination statement is posted in employee break rooms.   

 
 
(Insert name of facility) has also posted its Nondiscrimination Policy of the company 
website. Please visit [Provide website address here] for more details and to find 
additional information about (Insert name of facility). 
 
Please view accompanying documents that incorporate the Nondiscrimination clause. 



POLICY AND PROCEDURES FOR COMMUNICATION WITH PERSONS 
WITH LIMITED ENGLISH PROFICIENCY 

 
POLICY: 
 
(Insert name of your facility) 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 (Insert 
name of your facility) is 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. (include those documents applicable to your facility). 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, staff 
interpreters, 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.   
 
(Insert name of your facility) 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 
 

(Insert name of your facility) will promptly identify the language and 
communication needs of the LEP person. If necessary, staff will use a language 
identification card (or “I speak cards,” available online at www.lep.gov) or posters 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 
 

(Identify responsible staff person(s), and phone number(s)) is/are 
responsible for: 
 
(a) Maintaining an accurate and current list showing the name, language, phone 
number and hours of availability of bilingual staff (provide the list); 
(b) Contacting the appropriate bilingual staff member to interpret, in the event that 
an interpreter is needed, if an employee who speaks the needed language is 
available and is qualified to interpret;   
(c) Obtaining an outside interpreter if a bilingual staff or staff interpreter is not 
available or does not speak the needed language. (Identify the agency(s) 
name(s) with whom you have contracted or made arrangements) have/has 



agreed to provide qualified interpreter services. The agency’s (or agencies’) 
telephone number(s) is/are (insert number (s)), and the hours of availability are 
(insert hours). 
 

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 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. 
 
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 
 

(a) When translation of vital documents is needed, each unit in (insert name of 
your facility) will submit documents for translation into frequently-encountered 
languages to (identify responsible staff person). 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. 
 
(c)   (Insert name of your facility) will set benchmarks for translation of vital 
documents into additional languages over time. 
 

4. PROVIDING NOTICE TO LEP PERSONS 
 

(Insert name of your facility) 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, including but not limited to the 
emergency room, outpatient areas, etc. (include those areas applicable to your 
facility). 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 (include those areas 
applicable to your facility).               

 
5. MONITORING LANGUAGE NEEDS AND IMPLEMENTATION 
 

On an ongoing basis, (insert name of your facility) will assess changes in 
demographics, types of services or other needs that may require reevaluation of this 
policy and its procedures. In addition, (insert name of your facility) 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. (include those areas applicable to your facility)  



AUXILIARY AIDS AND SERVICES FOR PERSONS WITH DISABILITIES  
 

POLICY: 
 
(Insert name of your facility) will take appropriate steps to ensure that persons with 
disabilities, including persons who are deaf, hard of hearing, or blind, or who have other 
sensory or manual impairments, have an equal opportunity to participate in our services, 
activities, programs and other benefits. The procedures outlined below are intended to 
ensure effective communication with patients/clients involving their medical conditions, 
treatment, services and benefits. The procedures also apply to, among other types of 
communication, communication of information contained in important documents, including 
waivers of rights; consent to treatment forms, financial and insurance benefits forms, etc. 
(include those documents applicable to your facility). All necessary auxiliary aids and 
services shall be provided without cost to the person being served.  
 
All staff will be provided written notice of this policy and procedure, and staff that may have 
direct contact with individuals with disabilities will be trained in effective communication 
techniques, including the effective use of interpreters. 
 
PROCEDURES: 
 
1. Identification and assessment of need: 
 
(Name of facility) provides notice of the availability of and procedure for requesting 
auxiliary aids and services through notices in our (brochures, handbooks, letters, 
print/radio /televison advertisements, etc.) and through notices posted (in waiting 
rooms, lobbies, etc.). When an individual self-identifies as a person with a disability that 
affects the ability to communicate or to access or manipulate written materials or requests 
an auxiliary aid or service, staff will consult with the individual to determine what aids or 
services are necessary to provide effective communication in particular situations. 
 
2. Provision of Auxiliary Aids and Services: 
 
(Insert name of your facility) shall provide the following services or aids to achieve 
effective communication with persons with disabilities: 
 
A.   For Persons Who Are Deaf or Hard of Hearing 
 
      (i) For persons who are deaf/hard of hearing and who use sign language as their 

primary means of communication, the (identify responsible staff person or 
position with a telephone number) is responsible for providing effective 
interpretation or arranging for a qualified interpreter when needed. 

 
      In the event that an interpreter is needed, the (identify responsible staff person) 

is responsible for: 
  

Maintaining a list of qualified interpreters on staff showing their names, phone 
numbers, qualifications and hours of availability (provide the list); 

  
 Contacting the appropriate interpreter on staff to interpret, if one is available and 

qualified to interpret; or obtaining an outside interpreter if a qualified interpreter on 
staff is not available. (Identify the agency(s) name with whom you have 



contracted or made arrangements) has agreed to provide interpreter services. 
The agency’s/agencies’ telephone number(s) is/are (insert number(s) and the 
hours of availability). [Note:  If video interpreter services are provided via 
computer, the procedures for accessing the service must be included.] 
 

 (ii) Communicating by Telephone with Persons Who Are Deaf or Hard of Hearing 
 
      [Listed below are three methods for communicating over the telephone with 

persons who are deaf/hard of hearing.  Select the method(s) to incorporate 
in your policy that best applies/apply to your facility.] 
 
(Insert name of facility) utilizes a Telecommunication Device for the Deaf (TDD) 
for external communication.  The telephone number for the TDD is (insert number).  
The TDD and instructions on how to operate it are located (insert location) in the 
facility; OR 
 
(Insert name of provider) has made arrangements to share a TDD. When it is 
determined by staff that a TDD is needed, we contact (identify the entity e.g., 
library, school or university, provide address and telephone numbers); OR        
 
(Insert name of facility) utilizes relay services for external telephone with TTY 
users.  We accept and make calls through a relay service.  The state relay service 
number is (insert telephone for your State Relay). 
 
(iii) For the following auxiliary aids and services, staff will contact (responsible 
staff person or position and telephone number), who is responsible to provide 
the aids and services in a timely manner: Note-takers; computer-aided transcription 
services; telephone handset amplifiers; written copies of oral announcements; 
assistive listening devices; assistive listening systems; telephones compatible with 
hearing aids; closed caption decoders; open and closed captioning; 
telecommunications devices for deaf persons (TDDs); videotext displays; or other 
effective methods that help make aurally delivered materials available to individuals 
who are deaf or hard of hearing. 
 
(iv) Some persons who are deaf or hard of hearing may prefer or request to use a 
family member or friend as an interpreter.  However, family members or friends of 
the person will not be used as interpreters unless specifically requested by that 
individual and after an offer of an 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 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. 
 
NOTE: Children and other residents will not be used to interpret, in order to 
ensure confidentiality of information and accurate communication. 
 

B.  For Persons who are Blind or Who Have Low Vision 
 

(i) Staff will communicate information contained in written materials concerning 
treatment, benefits, services, waivers of rights, and consent to treatment forms by 
reading out loud and explaining these forms to persons who are blind or who have 



low vision [in addition to reading, this section should tell what other aids are 
available, where they are located, and how they are used]. 

 
The following types of large print, taped, Braille, and electronically formatted 
materials are available: (description of the materials available). These materials 
may be obtained by calling (name or position and telephone number). 

  
(ii) For the following auxiliary aids and services, staff will contact (responsible staff 
person or position and telephone number), who is responsible to provide the 
aids and services in a timely manner: 
 
Qualified readers; reformatting into large print; taping or recording of print materials 
not available in alternate format; or other effective methods that help make visually 
delivered materials available to individuals who are blind or who have low vision. In 
addition, staff are available to assist persons who are blind or who have low vision in 
filling out forms and in otherwise providing information in a written format.  
 

C.  For Persons with Speech Impairments 
 
To ensure effective communication with persons with speech impairments, staff will 
contact (responsible staff person or position and telephone number), who is 
responsible to provide the aids and services in a timely manner: 
 
Writing materials; typewriters; TDDs; computers; flashcards; alphabet boards; 
communication boards; (include those aids applicable to your facility) and 
other communication aids. 

 
D.  For Persons with Manual Impairments 

 
Staff will assist those who have difficulty in manipulating print materials by holding 
the materials and turning pages as needed, or by providing one or more of the 
following: note-takers; computer-aided transcription services; speaker phones; or 
other effective methods that help to ensure effective communication by individuals 
with manual impairments.  For these and other auxiliary aids and services, staff will 
contact (responsible staff person or position and telephone number) who is 
responsible to provide the aids and services in a timely manner. 



SECTION 504 NOTICE OF 
PROGRAM ACCESSIBILITY 

 
Please note that this does not apply to (Name of Facility). Clients do not come to our office.  
Employees of (Name of Facility) meet clients in their homes. 
 



The following procedure incorporates appropriate minimum due process standards and may 
serve as a sample or be adapted for use by recipients in accordance with the Departmental 
regulation implementing Section 504 of the Rehabilitation Act of 1973.  

Section 504 GRIEVANCE PROCEDURE 

It is the policy of (insert name of facility/agency) not to discriminate on the basis of 

disability. (Insert name of facility/agency) has adopted an internal grievance procedure 

providing for prompt and equitable resolution of complaints alleging any action prohibited by 

Section 504 of the Rehabilitation Act of 1973 (29 U.S.C. 794) or the U.S. Department of 

Health and Human Services regulations implementing the Act. The Law and Regulations may 

be examined in the office of (insert name, title, tel. no. of Section 504 Coordinator), who 

has been designated to coordinate the efforts of (insert name of facility/agency) to comply 

with Section 504.  

Any person who believes she or he has been subjected to discrimination on the basis of 

disability may file a grievance under this procedure. It is against the law for (insert name of 

facility/agency) to retaliate against anyone who files a grievance or cooperates in the 

investigation of a grievance.  

Procedure:  

 Grievances must be submitted to the Section 504 Coordinator within (insert 
timeframe) 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 Section 504 Coordinator (or her/his designee) shall conduct an investigation of 

the complaint. This investigation may be informal, but it must be thorough, 
affording all interested persons an opportunity to submit evidence relevant to the 
complaint. The Section 504 Coordinator will maintain the files and records of 
(insert name of facility/agency) relating to such grievances.  

  
 The Section 504 Coordinator will issue a written decision on the grievance no later 

than 30 days after its filing.  
  
 The person filing the grievance may appeal the decision of the Section 504 

Coordinator by writing to the (Administrator/Chief Executive Officer/Board of 
Directors/etc.) within 15 days of receiving the Section 504 Coordinator’s decision.  

 The (Administrator/Chief Executive Officer/Board of Directors/etc.) 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 



filing a complaint of discrimination on the basis of disability with the: 
  
 U. S. Department of Health and Human Services 
 Office for Civil Rights 

 (Insert name of facility/agency) will make appropriate arrangements to ensure that 

disabled persons are provided other accommodations if needed to participate in this grievance 

process. Such arrangements may include, but are not limited to, providing interpreters for the 

deaf, providing taped cassettes of material for the blind, or assuring a barrier-free location for 

the proceedings. The Section 504 Coordinator will be responsible for such arrangements. 
 

 

 



Name of Facility 
 

 
Age Restrictions Statement 

 
 
It is the policy of (Name of Facility) to extend services to persons over the age of 18.  
 
(Name of Facility) does not extend services for pediatric care. The facility is not 
properly equipped and staff members are not trained to cater to this particular 
demographic. 
 



Name of Facility 
 

 
Age Restrictions Statement 

 
It is the policy of (Name of Facility) to not deny or restrict access to services based on 
an individual’s age (unless age is a factor necessary to normal operations or the 
achievement of any statutory objective). 
 
 



XYZ 
Civil Rights Corporate 

Agreement 
for Participation in 

Medicare Part A 
(Agreement) 

 
 
 
 



 
XYZ CIVIL RIGHTS POLICIES AND PROCEDURES  
 
A. The attached XYZ Corporation policies and procedures demonstrate XYZ’s 
agreement and the agreement of XYZ’s facilities to comply with the following civil 
rights statutes and regulations: 
 

1. Title VI of the Civil Rights Act of 1964, 42 U.S.C. § 2000d-1 et seq

 

., and its 
implementing regulation, Title 45 Code of Federal Regulations (CFR) Part 80, 
which prohibit discrimination on the ground of race, color, or national origin 
by recipients of Federal financial assistance (Title VI); 

2. Section 504 of the Rehabilitation Act of 1973 , 29 U.S.C. § 794, and its 
implementing regulation, 45 CFR Part 84, which prohibit discrimination on 
the basis of handicap by recipients of Federal financial assistance (Section 
504); and 

 
3. Age Discrimination Act of 1975 , 42 U.S.C. § 6101 et seq

 

., and its 
implementing regulation, 45 CFR Part 91, which prohibit discrimination on 
the basis of age by recipients of Federal financial assistance (Age Act). 

B. The attached policies and procedures include:  
 
1. The signed Form HHS-690, Assurance of Compliance with Title VI, Section 

504, and the Age Act (Attachment A); 
 

2. The designation of XYZ’s Administrator or other designee as the person to 
coordinate its efforts to ensure compliance with Title VI, Section 504, and the 
Age Act at the facility level, and the designation of XYZ’s Corporate 
Manager to coordinate its efforts to comply with these laws at the corporate 
level; 

 
3. A list of each of XYZ’s existing facilities by name and address, with the 

facility Administrator’s name and telephone number (Attachment B); 
 

4.  A copy of the facilities’ Policy of Nondiscrimination under Title VI, Section 
504, and the Age Act (Attachment C), which indicates that each facility 
provides equal access to its programs, benefits, and services and that it does 
not discriminate against persons qualified for its services on the basis of race, 
color, national origin, disability, or age;   

 
5. A copy of the facilities’ Section 504 Grievance Procedures (Attachment D),            

which provides for prompt and equitable resolution of complaints including 
any action prohibited by the Federal regulations at 45 CFR Part 84 and 
includes notice of the right to file a written complaint with the Office for Civil 
Rights;  



 
6. A copy of the facilities' Notice of Program Accessibility indicating the 

existence of services, activities, and facilities which are accessible to and 
usable by persons with disabilities, including the availability of auxiliary aids 
to persons with disabilities (Attachment E); 

 
7.   A copy of the facilities’ Policy for Providing Auxiliary Aids and Services to 

Persons with Disabilities, to ensure effective communication with and equal 
access to services to persons who are deaf, hard of hearing, blind, of low 
vision, and speech and manually impaired, all provided, where necessary, at 
no cost to such persons (Attachment F);  

 
8. A copy of the facilities' policy and procedures for effective communication 

with limited English proficient persons (Attachment G), which allows for the 
provision of language services, including interpreter services and written 
materials in non-English languages, all provided, where necessary, at no cost 
to such persons.  

 
9.   A copy of the facilities’ Admission Policy (Attachment H); 

 
10. A copy of the notification letter (Attachment I) that XYZ will send to its 

existing facilities (listed in Attachment B) and any facilities that it 
acquires in the future, which: 

 
a. Informs the Administrator that the facility is subject to the provisions 

and requirements of the attached polices and procedures; and  
 
 b.  Requires the Administrator to complete and timely submit the 

following documentation for civil rights clearance for Medicare 
certification in accordance with this Agreement: 

 
i.  Acknowledgement/Certification Letter (Attachment J),  

 
ii.  Facility-specific data sheet (Attachment K),   and 

 
iii.          Charts for listing interpreter services (Attachment L). 

 
The notification letter will be sent to existing facilities within 30 days after the  
signing of this Agreement and to facilities that it acquires in the future within 30 
days after the date of acquisition. 

 
C. XYZ agrees that:  
 

1. XYZ and its facilities will adopt and implement the attached policies and 
procedures. 
 



2. The Policy of Nondiscrimination (see #4 above) will be posted at (identify 
location in facilities)……. and disseminated through (brochures, etc.…………). 
 
3. Facility staff will receive training regarding the policies discussed above during 
orientation and at other times as appropriate. 

 
 
Signature Block for XYZ 

 
 
 





















































ATTACHMENT J 

Facility Notification & Acknowledgement of Compliance 

Date:  
Administrator Name: 
Facility Name:  
Street Address:  
City, State, Zip code:  
 
Re:  Facility Acknowledgement of Compliance  

Healthcare facilities that receive federal funds through participation in the Medicare program 
must comply with applicable civil rights statutes and regulations that ensure their policies or 
procedures do not exclude or limit the participation of individuals in a federally funded program.   
(Insert Your Corporation’s Name) and the Office for Civil Rights (OCR), U.S. Department of 
Health and Human Services, have entered into a cooperative agreement (Agreement) to facilitate 
the civil rights clearance for your facility. 

Your facility is covered by the terms of the Agreement and subject to the (Insert Your 
Corporation’s Name)  signed Assurance of Compliance (HHS Form 690) and the corporate 
policies and procedures which, among other things, prohibit discrimination on the basis of race, 
color, national origin, disability, or age. 

Please acknowledge the facility’s adoption of and compliance with the (Insert Your 
Corporation’s Name) corporate policies and procedures listed below: 

• Non-Discrimination Policy 
• Section 504 Grievance Procedure 
• Section 504 Notice of Program Accessibility 
• Auxiliary Aids Services for Persons with Disabilities 
• Policies and Procedures for Effective Communications with Limited English 

Proficiency Persons 
• Admission Policy 

Acknowledged by: ________________________ Date:   
 Executive Director 

Facility Name:   Provider #   



ATTACHMENT K 
 

Office for Civil Rights: Facility Specific Data/Documentation Requirements 

Facility Data 
Name of the Facility: __________________________________ 
Street Address: _______________________________________ 
City, State, Zip code:  __________________________________ 
Administrator Name: ___________________________________ 
504 Coordinator Name: _________________________________ 
Telephone Number: ____________________________________ 
Fax Number: _________________________________________ 
Email Address: _______________________________________ 
Type of Facility (Circle One): 
 Hospital 
 Nursing Facility 
 Home Health, or 
 Hospice 
Reason for Application (Circle One): 
 Initial Medicare Certification 
 Change of Ownership, or 
 Existing Medicare Certification but New Regional OCR Agreement 
 

CMS Certification Medicare Number (CCN): 

Certification 

I certify that the information provided to the Office for Civil Rights is true and correct to the best 
of my knowledge. 

Signature:   Date:   
 Executive Director 

 



ATTACHMENT L 
 

Sign Language Interpreter Form 
(Insert your corporation’s name) 

 
We currently have: 
 

o No staff members available who are qualified to interpret American Sign      
Language 

 
o The following staff member(s) who are qualified to interpret American Sign 

Language 
 
 

Name Title Phone Number Hours of Availability 
    
    
    
    
    
 
Contractors: 
 
The Executive Director is responsible for obtaining an outside sign language 
interpretation service when necessary. 
 
The Executive Director has chosen the following sign language interpretation service to 
ensure that qualified deaf or hard of hearing persons can adequately communicate with 
staff members: 
 
Company  
Contact Person  
Street Address  
City/State/Zip  
TTY  
Email  
 
 



ATTACHMENT M 
 

Language Interpreter Services Form  
(Insert your corporation’s name) 

 
 
 

We currently have: 
 
o No staff members available who are qualified to serve as Limited English 

Proficiency (LEP) 
 
o The following staff member(s) who are qualified to serve as Limited English 

Proficiency  
 

Name Title Language(s) Phone Number Hours of 
Availability 

     
     
     
     
     
 
Contractors: 
 
The Executive Director is responsible for obtaining LEP interpreter services when 
necessary. 
 
The Executive Director has chosen the following interpreter agency to ensure that 
qualified persons with limited English proficiency can adequately communicate with staff 
members: 
 
Company  
Contact Person  
Street Address  
City/State/Zip  
TTY  
Email  
 

 



SECTION 504 NOTICE OF 
PROGRAM ACCESSIBILITY 

 
Please note that this does not apply to (Name of Facility). Clients do not come to our office.  
Employees of (Name of Facility) meet clients in their homes. 
 



Form Approved 
OMB No. 0990-0243 

   Exp. Date 03/31/2014 

DEPARTMENT OF HEALTH & HUMAN SERVICES 
Office for Civil Rights (OCR) 

Civil Rights Information Request 
For Medicare Certification 

 
  

Instructions:  Healthcare providers applying for participation in the Medicare Part A program must receive a                       
civil rights clearance from OCR. Complete all fields and return this form, with the required policies and procedures, to 
your State Health Department, along with your other Medicare application materials. 

CMS Medicare Provider Number: 
      

 

Name of Facility:   
Address:        
                                         Street Number and Name                                                                                                                                                                   
                   -      
                                        City or Town                                                                                        State or Province                                                Zip Code 
Administrator’s Name:  Contact Person:  
Telephone: (     )         -        TDD: (     )         -        
FAX: (     )         -        E-mail:       

Type of Facility:  Number of employees:  
Corporate Affiliation:   ________________________________ 

 

Reason for Application: Circle One 

   
Initial Medicare    or    Change of     
Certification                 Ownership 

I. Healthcare Provider Information 

II. Documents Required for Submission 
   Additional guidance is available at:(http://www.hhs.gov/ocr/civilrights/clearance/index.html)  

1. Assurance of Compliance Form, HHS 690 completed, signed and dated. 
2. Nondiscrimination Policy that provides for admission and services without regard to race, color, national origin, 

disability, or age, as required by Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 
1973, and the Age Discrimination Act of 1975 (see sample policy). 
 Learn more about regulatory requirements  

3. Description of methods used to disseminate your nondiscrimination policies/notices: 
       a) Describe where you post your Nondiscrimination Policy; and 
       b) Include brochures, websites, pamphlets, postings, or ads with general information about your services.  

4. Facility admissions policy that describes eligibility requirements for your services. 
5. A description/explanation of any policies or practices restricting or limiting your facility’s admissions or services 

on the basis of age. In certain narrowly defined circumstances, age restrictions are permitted.  
Learn more about regulatory requirements 

6 For healthcare providers with 15 or more employees: copy of your procedures used for handling disability 
discrimination grievances along with the name/title and telephone number of the Section 504 coordinator (see 
sample policy).  Learn more about regulatory requirements 

    

 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a 
valid OMB control number. The valid OMB control number for this information collection is 0990-0243. The time required to complete 
this information collection is estimated to average 8 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy 
of the time estimate(s) or suggestions for improving this form, please write to:  U.S. Department of Health & Human Services, 
OS/OCIO/PRA, 200 Independence Ave., S.W., Suite 336-E, Washington D.C. 20201, Attention: PRA Reports Clearance Officer 

  

http://www.hhs.gov/ocr/civilrights/clearance/index.html�
http://www.hhs.gov/ocr/civilrights/clearance/hhs690.pdf
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofanondiscriminationpolicy.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/tanonfiscriminationpoliciesandnotices.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/taagediscriminationactrequirements.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofasection504grievanceprocedure.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofasection504grievanceprocedure.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/tarequirementforfacilitieswith15ormoreempl.html�


DEPARTMENT OF HEALTH & HUMAN SERVICES 
Office for Civil Rights (OCR) 

Civil Rights Information Request 
For Medicare Certification 

 
7. Procedures to effectively communicate with persons who are limited English proficient (LEP), including: 

a) Process for how you identify individuals who need language assistance; 
b)  Procedures to provide services (interpreters, written translations, bilingual staff, etc.).  Include the name(s)  

and telephone number(s) of your interpreter(s) and/or interpreter service(s); 
c) Methods to inform LEP persons that language assistance services are available at no cost to the person 

being served; 
d)  Appropriate restrictions on the use of family and friends as LEP interpreters; and 

  e) A list of all written materials in other languages, if applicable. Examples may include consent and 
complaint forms, intake forms, written notices of eligibility criteria, nondiscrimination notices, etc (see 
sample policy).  Learn more about regulatory requirements  

8. Procedures used to communicate effectively with individuals who are deaf, hard of hearing, blind, have low 
vision, or who have other impaired sensory, manual or speaking skills, including: 

a) Process to identify individuals who need sign language interpreters or other assistive services; 
b)  Procedures to provide interpreters and other auxiliary aids and services. Include the name(s) and 

telephone number(s) of your interpreter(s) and/or interpreter service(s); 
c)  Procedures used to communicate with deaf or hard of hearing persons over the telephone, including 
    the telephone number of your TTY/TDD or State Relay System; 
d)  A list of available auxiliary aids and services; 
e)  Methods to inform persons that interpreter or other assistive services are available at no cost to the person 

being served; and 
f)  Appropriate restrictions on the use of family and friends as sign language interpreters (see sample policy). 

Learn more about regulatory requirements 
9. 

 
Notice of Program Accessibility and methods used to disseminate information to patients/clients about the 
existence and location of services and facilities that are accessible to persons with disabilities (see sample policy)  .
Learn more about regulatory requirements 

III. Certification 
I certify that the information provided to the Office for Civil Rights is true, complete, and correct to the best of my knowledge. 
 
 
________________________________________            ______________________________     
Name and Title of Authorized Official                              Signature                              

 
 
___________________ 
Date 

 
  

http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofapolicyandprocedureforlep.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofapolicyandprocedureforlep.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/tacommunicationswithpersonswhoarelep.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exauxaids.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/taauxiliaryaidssrvcesforpersonswithdisabi.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/exampleofanoticeofprogramaccessibility.html�
http://www.hhs.gov/ocr/civilrights/resources/providers/medicare_providers/tanoticeofprogramaccessibility.html�


Nondiscrimination Policy  

As a recipient of Federal financial assistance, (insert facility name) does not exclude, 

deny benefits to, or otherwise discriminate against any person on the ground of race, color, 

or national origin, or on the basis of disability or age in admission to, participation in, or 

receipt of the services and benefits under any of its programs and activities, whether carried 

out by (insert facility name) directly or through a contractor or any other entity with 

which (insert facility name) 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, Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, 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.  

In case of questions, please contact:  

Facility Name:  

Contact Person/Section 504 Coordinator:  

Telephone number:  

TDD or State Relay number:  

 
 



Dissemination of Nondiscrimination Policy 
 
For the purposes of complying with the rules and regulations set forth and enforced by the 
Office for Civil Rights, (Insert name of facility) informs the public, patients, and 
employees that the agency does not discriminate on the basis of race, color, national origin, 
disability, or age. 
 
(Insert name of facility) disseminates the nondiscrimination statement in the following 
ways: 
  
For the General Public: 
 

• A copy of the nondiscrimination statement is posted in our facility for visitors, 
clients/patients to view. 

 
• The nondiscrimination statement is printed in the company brochure and is routinely 

distributed to patients, referral sources and the community. 
 

• The nondiscrimination statement is included in newspaper advertisements for the 
facility. 

 
For the Patients: 
 

• The nondiscrimination statement is included in patient admissions packet.   
 

• The nondiscrimination statement is discussed with patients upon their initial visit 
with the facility.    

 
• A copy of the nondiscrimination statement is available upon request. 

 
 
For the Employees: 
 

• The nondiscrimination statement is included in employee advertisements. 
 

• The nondiscrimination statement is included in the employee handbook. 
 

• The nondiscrimination statement is discussed and distributed during employee 
orientation.   

 
• The nondiscrimination statement is posted in employee break rooms.   

 
 
(Insert name of facility) has also posted its Nondiscrimination Policy of the company 
website. Please visit [Provide website address here] for more details and to find 
additional information about (Insert name of facility). 
 
Please view accompanying documents that incorporate the Nondiscrimination clause. 



POLICY AND PROCEDURES FOR COMMUNICATION WITH PERSONS 
WITH LIMITED ENGLISH PROFICIENCY 

 
POLICY: 
 
(Insert name of your facility) 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 (Insert 
name of your facility) is 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. (include those documents applicable to your facility). 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, staff 
interpreters, 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.   
 
(Insert name of your facility) 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 
 

(Insert name of your facility) will promptly identify the language and 
communication needs of the LEP person. If necessary, staff will use a language 
identification card (or “I speak cards,” available online at www.lep.gov) or posters 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 
 

(Identify responsible staff person(s), and phone number(s)) is/are 
responsible for: 
 
(a) Maintaining an accurate and current list showing the name, language, phone 
number and hours of availability of bilingual staff (provide the list); 
(b) Contacting the appropriate bilingual staff member to interpret, in the event that 
an interpreter is needed, if an employee who speaks the needed language is 
available and is qualified to interpret;   
(c) Obtaining an outside interpreter if a bilingual staff or staff interpreter is not 
available or does not speak the needed language. (Identify the agency(s) 
name(s) with whom you have contracted or made arrangements) have/has 



agreed to provide qualified interpreter services. The agency’s (or agencies’) 
telephone number(s) is/are (insert number (s)), and the hours of availability are 
(insert hours). 
 

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 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. 
 
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 
 

(a) When translation of vital documents is needed, each unit in (insert name of 
your facility) will submit documents for translation into frequently-encountered 
languages to (identify responsible staff person). 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. 
 
(c)   (Insert name of your facility) will set benchmarks for translation of vital 
documents into additional languages over time. 
 

4. PROVIDING NOTICE TO LEP PERSONS 
 

(Insert name of your facility) 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, including but not limited to the 
emergency room, outpatient areas, etc. (include those areas applicable to your 
facility). 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 (include those areas 
applicable to your facility).               

 
5. MONITORING LANGUAGE NEEDS AND IMPLEMENTATION 
 

On an ongoing basis, (insert name of your facility) will assess changes in 
demographics, types of services or other needs that may require reevaluation of this 
policy and its procedures. In addition, (insert name of your facility) 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. (include those areas applicable to your facility)  



AUXILIARY AIDS AND SERVICES FOR PERSONS WITH DISABILITIES  
 

POLICY: 
 
(Insert name of your facility) will take appropriate steps to ensure that persons with 
disabilities, including persons who are deaf, hard of hearing, or blind, or who have other 
sensory or manual impairments, have an equal opportunity to participate in our services, 
activities, programs and other benefits. The procedures outlined below are intended to 
ensure effective communication with patients/clients involving their medical conditions, 
treatment, services and benefits. The procedures also apply to, among other types of 
communication, communication of information contained in important documents, including 
waivers of rights; consent to treatment forms, financial and insurance benefits forms, etc. 
(include those documents applicable to your facility). All necessary auxiliary aids and 
services shall be provided without cost to the person being served.  
 
All staff will be provided written notice of this policy and procedure, and staff that may have 
direct contact with individuals with disabilities will be trained in effective communication 
techniques, including the effective use of interpreters. 
 
PROCEDURES: 
 
1. Identification and assessment of need: 
 
(Name of facility) provides notice of the availability of and procedure for requesting 
auxiliary aids and services through notices in our (brochures, handbooks, letters, 
print/radio /televison advertisements, etc.) and through notices posted (in waiting 
rooms, lobbies, etc.). When an individual self-identifies as a person with a disability that 
affects the ability to communicate or to access or manipulate written materials or requests 
an auxiliary aid or service, staff will consult with the individual to determine what aids or 
services are necessary to provide effective communication in particular situations. 
 
2. Provision of Auxiliary Aids and Services: 
 
(Insert name of your facility) shall provide the following services or aids to achieve 
effective communication with persons with disabilities: 
 
A.   For Persons Who Are Deaf or Hard of Hearing 
 
      (i) For persons who are deaf/hard of hearing and who use sign language as their 

primary means of communication, the (identify responsible staff person or 
position with a telephone number) is responsible for providing effective 
interpretation or arranging for a qualified interpreter when needed. 

 
      In the event that an interpreter is needed, the (identify responsible staff person) 

is responsible for: 
  

Maintaining a list of qualified interpreters on staff showing their names, phone 
numbers, qualifications and hours of availability (provide the list); 

  
 Contacting the appropriate interpreter on staff to interpret, if one is available and 

qualified to interpret; or obtaining an outside interpreter if a qualified interpreter on 
staff is not available. (Identify the agency(s) name with whom you have 



contracted or made arrangements) has agreed to provide interpreter services. 
The agency’s/agencies’ telephone number(s) is/are (insert number(s) and the 
hours of availability). [Note:  If video interpreter services are provided via 
computer, the procedures for accessing the service must be included.] 
 

 (ii) Communicating by Telephone with Persons Who Are Deaf or Hard of Hearing 
 
      [Listed below are three methods for communicating over the telephone with 

persons who are deaf/hard of hearing.  Select the method(s) to incorporate 
in your policy that best applies/apply to your facility.] 
 
(Insert name of facility) utilizes a Telecommunication Device for the Deaf (TDD) 
for external communication.  The telephone number for the TDD is (insert number).  
The TDD and instructions on how to operate it are located (insert location) in the 
facility; OR 
 
(Insert name of provider) has made arrangements to share a TDD. When it is 
determined by staff that a TDD is needed, we contact (identify the entity e.g., 
library, school or university, provide address and telephone numbers); OR        
 
(Insert name of facility) utilizes relay services for external telephone with TTY 
users.  We accept and make calls through a relay service.  The state relay service 
number is (insert telephone for your State Relay). 
 
(iii) For the following auxiliary aids and services, staff will contact (responsible 
staff person or position and telephone number), who is responsible to provide 
the aids and services in a timely manner: Note-takers; computer-aided transcription 
services; telephone handset amplifiers; written copies of oral announcements; 
assistive listening devices; assistive listening systems; telephones compatible with 
hearing aids; closed caption decoders; open and closed captioning; 
telecommunications devices for deaf persons (TDDs); videotext displays; or other 
effective methods that help make aurally delivered materials available to individuals 
who are deaf or hard of hearing. 
 
(iv) Some persons who are deaf or hard of hearing may prefer or request to use a 
family member or friend as an interpreter.  However, family members or friends of 
the person will not be used as interpreters unless specifically requested by that 
individual and after an offer of an 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 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. 
 
NOTE: Children and other residents will not be used to interpret, in order to 
ensure confidentiality of information and accurate communication. 
 

B.  For Persons who are Blind or Who Have Low Vision 
 

(i) Staff will communicate information contained in written materials concerning 
treatment, benefits, services, waivers of rights, and consent to treatment forms by 
reading out loud and explaining these forms to persons who are blind or who have 



low vision [in addition to reading, this section should tell what other aids are 
available, where they are located, and how they are used]. 

 
The following types of large print, taped, Braille, and electronically formatted 
materials are available: (description of the materials available). These materials 
may be obtained by calling (name or position and telephone number). 

  
(ii) For the following auxiliary aids and services, staff will contact (responsible staff 
person or position and telephone number), who is responsible to provide the 
aids and services in a timely manner: 
 
Qualified readers; reformatting into large print; taping or recording of print materials 
not available in alternate format; or other effective methods that help make visually 
delivered materials available to individuals who are blind or who have low vision. In 
addition, staff are available to assist persons who are blind or who have low vision in 
filling out forms and in otherwise providing information in a written format.  
 

C.  For Persons with Speech Impairments 
 
To ensure effective communication with persons with speech impairments, staff will 
contact (responsible staff person or position and telephone number), who is 
responsible to provide the aids and services in a timely manner: 
 
Writing materials; typewriters; TDDs; computers; flashcards; alphabet boards; 
communication boards; (include those aids applicable to your facility) and 
other communication aids. 

 
D.  For Persons with Manual Impairments 

 
Staff will assist those who have difficulty in manipulating print materials by holding 
the materials and turning pages as needed, or by providing one or more of the 
following: note-takers; computer-aided transcription services; speaker phones; or 
other effective methods that help to ensure effective communication by individuals 
with manual impairments.  For these and other auxiliary aids and services, staff will 
contact (responsible staff person or position and telephone number) who is 
responsible to provide the aids and services in a timely manner. 



SECTION 504 NOTICE OF 
PROGRAM ACCESSIBILITY 

 
Please note that this does not apply to (Name of Facility). Clients do not come to our office.  
Employees of (Name of Facility) meet clients in their homes. 
 



The following procedure incorporates appropriate minimum due process standards and may 
serve as a sample or be adapted for use by recipients in accordance with the Departmental 
regulation implementing Section 504 of the Rehabilitation Act of 1973.  

Section 504 GRIEVANCE PROCEDURE 

It is the policy of (insert name of facility/agency) not to discriminate on the basis of 

disability. (Insert name of facility/agency) has adopted an internal grievance procedure 

providing for prompt and equitable resolution of complaints alleging any action prohibited by 

Section 504 of the Rehabilitation Act of 1973 (29 U.S.C. 794) or the U.S. Department of 

Health and Human Services regulations implementing the Act. The Law and Regulations may 

be examined in the office of (insert name, title, tel. no. of Section 504 Coordinator), who 

has been designated to coordinate the efforts of (insert name of facility/agency) to comply 

with Section 504.  

Any person who believes she or he has been subjected to discrimination on the basis of 

disability may file a grievance under this procedure. It is against the law for (insert name of 

facility/agency) to retaliate against anyone who files a grievance or cooperates in the 

investigation of a grievance.  

Procedure:  

 Grievances must be submitted to the Section 504 Coordinator within (insert 
timeframe) 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 Section 504 Coordinator (or her/his designee) shall conduct an investigation of 

the complaint. This investigation may be informal, but it must be thorough, 
affording all interested persons an opportunity to submit evidence relevant to the 
complaint. The Section 504 Coordinator will maintain the files and records of 
(insert name of facility/agency) relating to such grievances.  

  
 The Section 504 Coordinator will issue a written decision on the grievance no later 

than 30 days after its filing.  
  
 The person filing the grievance may appeal the decision of the Section 504 

Coordinator by writing to the (Administrator/Chief Executive Officer/Board of 
Directors/etc.) within 15 days of receiving the Section 504 Coordinator’s decision.  

 The (Administrator/Chief Executive Officer/Board of Directors/etc.) 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 



filing a complaint of discrimination on the basis of disability with the: 
  
 U. S. Department of Health and Human Services 
 Office for Civil Rights 

 (Insert name of facility/agency) will make appropriate arrangements to ensure that 

disabled persons are provided other accommodations if needed to participate in this grievance 

process. Such arrangements may include, but are not limited to, providing interpreters for the 

deaf, providing taped cassettes of material for the blind, or assuring a barrier-free location for 

the proceedings. The Section 504 Coordinator will be responsible for such arrangements. 
 

 

 



Name of Facility 
 

 
Age Restrictions Statement 

 
 
It is the policy of (Name of Facility) to extend services to persons over the age of 18.  
 
(Name of Facility) does not extend services for pediatric care. The facility is not 
properly equipped and staff members are not trained to cater to this particular 
demographic. 
 



Name of Facility 
 

 
Age Restrictions Statement 

 
It is the policy of (Name of Facility) to not deny or restrict access to services based on 
an individual’s age (unless age is a factor necessary to normal operations or the 
achievement of any statutory objective). 
 
 



XYZ 
Civil Rights Corporate 

Agreement 
for Participation in 

Medicare Part A 
(Agreement) 

 
 
 
 



 
XYZ CIVIL RIGHTS POLICIES AND PROCEDURES  
 
A. The attached XYZ Corporation policies and procedures demonstrate XYZ’s 
agreement and the agreement of XYZ’s facilities to comply with the following civil 
rights statutes and regulations: 
 

1. Title VI of the Civil Rights Act of 1964, 42 U.S.C. § 2000d-1 et seq

 

., and its 
implementing regulation, Title 45 Code of Federal Regulations (CFR) Part 80, 
which prohibit discrimination on the ground of race, color, or national origin 
by recipients of Federal financial assistance (Title VI); 

2. Section 504 of the Rehabilitation Act of 1973 , 29 U.S.C. § 794, and its 
implementing regulation, 45 CFR Part 84, which prohibit discrimination on 
the basis of handicap by recipients of Federal financial assistance (Section 
504); and 

 
3. Age Discrimination Act of 1975 , 42 U.S.C. § 6101 et seq

 

., and its 
implementing regulation, 45 CFR Part 91, which prohibit discrimination on 
the basis of age by recipients of Federal financial assistance (Age Act). 

B. The attached policies and procedures include:  
 
1. The signed Form HHS-690, Assurance of Compliance with Title VI, Section 

504, and the Age Act (Attachment A); 
 

2. The designation of XYZ’s Administrator or other designee as the person to 
coordinate its efforts to ensure compliance with Title VI, Section 504, and the 
Age Act at the facility level, and the designation of XYZ’s Corporate 
Manager to coordinate its efforts to comply with these laws at the corporate 
level; 

 
3. A list of each of XYZ’s existing facilities by name and address, with the 

facility Administrator’s name and telephone number (Attachment B); 
 

4.  A copy of the facilities’ Policy of Nondiscrimination under Title VI, Section 
504, and the Age Act (Attachment C), which indicates that each facility 
provides equal access to its programs, benefits, and services and that it does 
not discriminate against persons qualified for its services on the basis of race, 
color, national origin, disability, or age;   

 
5. A copy of the facilities’ Section 504 Grievance Procedures (Attachment D),            

which provides for prompt and equitable resolution of complaints including 
any action prohibited by the Federal regulations at 45 CFR Part 84 and 
includes notice of the right to file a written complaint with the Office for Civil 
Rights;  



 
6. A copy of the facilities' Notice of Program Accessibility indicating the 

existence of services, activities, and facilities which are accessible to and 
usable by persons with disabilities, including the availability of auxiliary aids 
to persons with disabilities (Attachment E); 

 
7.   A copy of the facilities’ Policy for Providing Auxiliary Aids and Services to 

Persons with Disabilities, to ensure effective communication with and equal 
access to services to persons who are deaf, hard of hearing, blind, of low 
vision, and speech and manually impaired, all provided, where necessary, at 
no cost to such persons (Attachment F);  

 
8. A copy of the facilities' policy and procedures for effective communication 

with limited English proficient persons (Attachment G), which allows for the 
provision of language services, including interpreter services and written 
materials in non-English languages, all provided, where necessary, at no cost 
to such persons.  

 
9.   A copy of the facilities’ Admission Policy (Attachment H); 

 
10. A copy of the notification letter (Attachment I) that XYZ will send to its 

existing facilities (listed in Attachment B) and any facilities that it 
acquires in the future, which: 

 
a. Informs the Administrator that the facility is subject to the provisions 

and requirements of the attached polices and procedures; and  
 
 b.  Requires the Administrator to complete and timely submit the 

following documentation for civil rights clearance for Medicare 
certification in accordance with this Agreement: 

 
i.  Acknowledgement/Certification Letter (Attachment J),  

 
ii.  Facility-specific data sheet (Attachment K),   and 

 
iii.          Charts for listing interpreter services (Attachment L). 

 
The notification letter will be sent to existing facilities within 30 days after the  
signing of this Agreement and to facilities that it acquires in the future within 30 
days after the date of acquisition. 

 
C. XYZ agrees that:  
 

1. XYZ and its facilities will adopt and implement the attached policies and 
procedures. 
 



2. The Policy of Nondiscrimination (see #4 above) will be posted at (identify 
location in facilities)……. and disseminated through (brochures, etc.…………). 
 
3. Facility staff will receive training regarding the policies discussed above during 
orientation and at other times as appropriate. 

 
 
Signature Block for XYZ 

 
 
 





















































ATTACHMENT J 

Facility Notification & Acknowledgement of Compliance 

Date:  
Administrator Name: 
Facility Name:  
Street Address:  
City, State, Zip code:  
 
Re:  Facility Acknowledgement of Compliance  

Healthcare facilities that receive federal funds through participation in the Medicare program 
must comply with applicable civil rights statutes and regulations that ensure their policies or 
procedures do not exclude or limit the participation of individuals in a federally funded program.   
(Insert Your Corporation’s Name) and the Office for Civil Rights (OCR), U.S. Department of 
Health and Human Services, have entered into a cooperative agreement (Agreement) to facilitate 
the civil rights clearance for your facility. 

Your facility is covered by the terms of the Agreement and subject to the (Insert Your 
Corporation’s Name)  signed Assurance of Compliance (HHS Form 690) and the corporate 
policies and procedures which, among other things, prohibit discrimination on the basis of race, 
color, national origin, disability, or age. 

Please acknowledge the facility’s adoption of and compliance with the (Insert Your 
Corporation’s Name) corporate policies and procedures listed below: 

• Non-Discrimination Policy 
• Section 504 Grievance Procedure 
• Section 504 Notice of Program Accessibility 
• Auxiliary Aids Services for Persons with Disabilities 
• Policies and Procedures for Effective Communications with Limited English 

Proficiency Persons 
• Admission Policy 

Acknowledged by: ________________________ Date:   
 Executive Director 

Facility Name:   Provider #   



ATTACHMENT K 
 

Office for Civil Rights: Facility Specific Data/Documentation Requirements 

Facility Data 
Name of the Facility: __________________________________ 
Street Address: _______________________________________ 
City, State, Zip code:  __________________________________ 
Administrator Name: ___________________________________ 
504 Coordinator Name: _________________________________ 
Telephone Number: ____________________________________ 
Fax Number: _________________________________________ 
Email Address: _______________________________________ 
Type of Facility (Circle One): 
 Hospital 
 Nursing Facility 
 Home Health, or 
 Hospice 
Reason for Application (Circle One): 
 Initial Medicare Certification 
 Change of Ownership, or 
 Existing Medicare Certification but New Regional OCR Agreement 
 

CMS Certification Medicare Number (CCN): 

Certification 

I certify that the information provided to the Office for Civil Rights is true and correct to the best 
of my knowledge. 

Signature:   Date:   
 Executive Director 

 



ATTACHMENT L 
 

Sign Language Interpreter Form 
(Insert your corporation’s name) 

 
We currently have: 
 

o No staff members available who are qualified to interpret American Sign      
Language 

 
o The following staff member(s) who are qualified to interpret American Sign 

Language 
 
 

Name Title Phone Number Hours of Availability 
    
    
    
    
    
 
Contractors: 
 
The Executive Director is responsible for obtaining an outside sign language 
interpretation service when necessary. 
 
The Executive Director has chosen the following sign language interpretation service to 
ensure that qualified deaf or hard of hearing persons can adequately communicate with 
staff members: 
 
Company  
Contact Person  
Street Address  
City/State/Zip  
TTY  
Email  
 
 



ATTACHMENT M 
 

Language Interpreter Services Form  
(Insert your corporation’s name) 

 
 
 

We currently have: 
 
o No staff members available who are qualified to serve as Limited English 

Proficiency (LEP) 
 
o The following staff member(s) who are qualified to serve as Limited English 

Proficiency  
 

Name Title Language(s) Phone Number Hours of 
Availability 

     
     
     
     
     
 
Contractors: 
 
The Executive Director is responsible for obtaining LEP interpreter services when 
necessary. 
 
The Executive Director has chosen the following interpreter agency to ensure that 
qualified persons with limited English proficiency can adequately communicate with staff 
members: 
 
Company  
Contact Person  
Street Address  
City/State/Zip  
TTY  
Email  
 

 





















































Section 504 Notice of Program Accessibility 

The regulation implementing Section 504 requires that an agency/facility "…adopt and 
implement procedures to ensure that interested persons, including persons with impaired 
vision or hearing, can obtain information as to the existence and location of services, 
activities, and facilities that are accessible to and usable by disabled persons." (45 C.F.R. 
§84.22(f))  

(Insert name of facility) and all of its programs and activities are accessible to and 
useable by disabled persons, including persons who are deaf, hard of hearing, or blind, or 
who have other sensory impairments. Access features include:  

• Convenient off-street parking designated specifically for disabled persons.  
• Curb cuts and ramps between parking areas and buildings.  
• Level access into first floor level with elevator access to all other floors.  
• Fully accessible offices, meeting rooms, bathrooms, public waiting areas, cafeteria, 

patient treatment areas, including examining rooms and patient wards.  
• A full range of assistive and communication aids provided to persons who are deaf, 

hard of hearing, or blind, or with other sensory impairments. There is no additional 
charge for such aids. Some of these aids include:  

o Qualified sign language interpreters for persons who are deaf or hard of 
hearing.  

o A twenty-four hour (24) telecommunication device (TTY/TDD) which can 
connect the caller to all extensions within the facility and/or portable 
(TTY/TDD) units, for use by persons who are deaf, hard of hearing, or speech 
impaired.  

o Readers and taped material for the blind and large print materials for the 
visually impaired.  

o Flash Cards, Alphabet boards and other communication boards.  
o Assistive devices for persons with impaired manual skills.  

If you require any of the aids listed above, please let the receptionist or your nurse know.  
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