
Operator Of 17 Healthcare Facilities Manages Documents 
More Easily and Efficiently

CASE STUDY           How MyAl ly  Storef ront  he lps  customers  save t ime and money

■ CHALLENGE

With multiple care centers located 
across North Carolina and South 
Carolina, Spartanburg-based White 
Oak Management had a strong and 
steady need for printed materials … 
but a fax-based ordering system that 
had trouble keeping pace. 

“We use over 100 different types of 
documents,” said Michelle Terrell, 
Executive Assistant. “In addition to 
marketing items, we rely on a variety 
of forms related to our assisted living, 
short-term rehabilitation, nursing 
home, independent living  
and memory care services.”

Designating a single person at 
each White Oak Manor location to 
manage documents simplified the 
task somewhat, but the company’s 
ordering system was proving to be 
outdated and inefficient.

“Inevitably, a few faxes wouldn’t find 
their way to our printer, Allegra,” said 
Terrell. “And, if a sales rep wanted to 
personalize an item with their name 
and address, an explanatory phone 
call was required.”

 ■ SOLUTION

To simplify and streamline White 
Oak’s outdated document ordering 
system, Allegra recommended 
MyAlly Storefront.

Commonly termed a web-to-print or 
W2P solution, White Oak gained an 
online store branded in their name 
for exclusive access by authorized 
users in their organization. The store 
is now home to all the materials and 
documents that employees 
requested most frequently. 

“Our team members can place 
an order any time,” said Terrell. 
“Individualization of documents by a 
user’s name and address is easy. 
And, Allegra usually prints and ships 
within three days.”

 ■ SUCCESS!

Beyond newfound ease and 
convenience, Terrell cites a couple of 
extra advantages to MyAlly 
Storefront. Users can quickly view 
previous orders and reorder. Also, 
the website provides a preview 
image of each document. This helps 
users easily identify the appropriate 
document.

“It’s a win-win solution,” said 
Terrell. “Our users gain incredible 
convenience. And, any past mistakes 
or delays associated with our old fax 
system are eliminated.”

“Should others consider this web-to-
print solution? I can’t think of a single 
reason why they wouldn’t want to 
make the transition!”

To learn more about how Allegra 
MyAlly Storefront can benefit you, 
contact us today.

ally-press.com

Happy Birthday

White Oak at North Grove
The Choice for Rehabilitation and Wellness

RETIREMENT  NURSING FACILITIES

290 NORTH GROVE MEDICAL PARK DR.
SPARTANBURG, SC 29303-4222 

(864) 345-1700
FAX (864) 345-1716
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PETTY CASH RECONCILIATION SHEET

CASH ON HAND

TRANSACTION SUMMARY

CURRENCY AMOUNT
ACCOUNT NO.

/DEPT.
DATE AMOUNT DATE AMOUNT DATE AMOUNT TOTAL
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SIGNATURE (SUPERVISING OFFICIAL)
AP 005

PRESSURE ULCER REPORT 

Date Identified: 
Acq.(A) / Inherited(I){circle one} Location: 

Stage:  Size: Long:      Wide:  Deep: 

���� Unstageable
���� Non-removable device/dressing ���� Suspected deep tissue injury

Description: ���� Granulation ����  Epithelialization

���� Pain  ____episodic   or continuous Tunneling depth:_________ 

���� Undermining depth:__________      ����  Odor  ����  None of the above 

Exudate: (Description): ����  Serosanguineous  ����  Serous  ����  Purulent  ����  None

Amount:  ����  Scant  ����  Moderate   ����  Heavy  ����  None 

Necrotic Tissue (Description) ����  None ����  Debrided Date: 

���� Slough  (Approximate percentage of coverage .  If less than 100% Code MDS: III IV 

���� Eschar  (Approximate percentage of coverage .  If less than 100% Code MDS: III IV 

Surrounding Skin (Condition):  ����  Normal ���� Erythema ����   Edema ���� Discoloration ���� Induration ���� Maceration

Wound Edges           ���� Smooth & Regular ����   Irregular ���� Rolled / Lipping Under

Treatment Plan:  Cleanse with (solution) 
 Apply (product)  

���� OBSERVATION ONLY Cover with (dressing) 
Frequency  

SIGNATURE: 

DATE: 

Assessment Date: Highest Stage: 
Visual Stage: Size: L: W: D: 

���� Unstageable ����Non-removable device/dressing  ����Suspected deep tissue injury

Description: ���� Granulation ���� Epithelialization

���� Pain  ____episodic   or continuous Tunneling depth:_________ 

���� Undermining depth:__________ ����  Odor ���� None of the above

Exudate: (Description): ����  Serosanguineous  ����  Serous  ����  Purulent  ����  None 

Amount:  ����  Scant  ����  Moderate   ����  Heavy  ����  None 

Necrotic Tissue (Description) ����  None ����  Debrided Date: 

���� Slough  (Approximate percentage of coverage .  If less than 100% Code MDS: III IV 

���� Eschar  (Approximate percentage of coverage .  If less than 100% Code MDS: III IV 

Surrounding Skin (Condition):  ����  Normal ���� Erythema ����   Edema ���� Discoloration ���� Induration ���� Maceration

Wound Edges           ���� Smooth & Regular ����   Irregular ���� Rolled / Lipping Under

Treatment Plan: ���� Continue  ���� Revised to:

SIGNATURE: 

DATE: 

Assessment Date: 
Highest Stage: 

Visual Stage:  Size: L: W: D: 

���� Unstageable  ����Non-removable device/dressing  ����Suspected deep tissue injury

Description: ����  Granulation ����  Epithelialization 

���� Pain  ____episodic   or continuous Tunneling depth:_________ 

���� Undermining depth:__________ ����  Odor ���� None of the above

Exudate: (Description): ���� Serosanguineous  ����  Serous  ����  Purulent  ����  None

Amount:  ����  Scant  ����  Moderate   ����  Heavy  ����  None 

Necrotic Tissue (Description) ����  None ���� Debrided Date:

���� Slough  (Approximate percentage of coverage .  If less than 100% Code MDS: III IV 

���� Eschar  (Approximate percentage of coverage .  If less than 100% Code MDS: III IV 

Surrounding Skin (Condition):  ����  Normal ���� Erythema ����   Edema ���� Discoloration ���� Induration ���� Maceration

Wound Edges           ���� Smooth & Regular ����  Irregular ���� Rolled / Lipping Under

Treatment Plan: ���� Continue  ���� Revised to:

SIGNATURE: 

DATE: 

Resident Name: 
Physician: 

Room: 

Rev. 5/14 
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White Oak Estates

400 WEBBER ROAD
SPARTANBURG, SC 29307 

PHONE (864) 579-7004 EXT. 221 
FAX (864) 579-7714 

ecarter@whiteoakmanor.com
ERICA CARTER, BS
SOCIAL SERVICES DIRECTOR

Providing Quality Short Term Rehabilitation
and Long Term Care

323 BALDWIN ROAD
BURLINGTON, NC 27217White Oak of  Burlington

Providing Quality Long Term Care

To

White Oak of Burlington
323 Baldwin Road

Burlington, NC 27215-0427
White Oak of      
FACILITY TRANSFER REQUEST 

(This section to be completed by employee requesting transfer) Date:       Employee Name:     Phone No: Current Position:     Requested Position/Shift(s):    
Request Transfer to White Oak of      Requested Date of Transfer:       Reason for Transfer:                     

Employee Signature      HR Manager Signature 
(This section to be completed by Administrator / HR Manager at Current Facility) CURRENT FACILITY Transfer: 

(    )   Approved   (    )   Not Approved (state reason[s])      
 

         
Date Transfer to Occur:     Date of Hire:      
Current Pay Rate:     Current Attendance Point Total:    
Educational Counseling(s) / Written Warning(s) {within 12 months} : 

 
       

 
       

 
             

Administrator Signature     HR Manager Signature 
(This section to be completed by Administrator/ HR Manager at Transferring Facility and Director of Operations) TRANSFERRING FACILITY Transfer: 

(    )   Approved   (    )   Not Approved (state reason(s) 
 

 
     

 
Approved Pay Rate:         

   
   Director of Operations Signature 

   
         

Administrator Signature    HR Manager Signature  Keep copy of form in Employee Jacket at Current Facility  Keep original form in Employee Jacket at Transfer Facility  Revised April 10, 2012  ADM 051 

RAI Process Review Care Plan Review 
Account No.: 

Resident Name:  

for MDS ARD _____________________  

Care Plan Goals Evaluated (circle any): Revised / Continued / Resolved / Developed
(date)

Physician / Extender

CNA / NA
Resident 

RAC 
Social Svc. 

Dietary 
Activities 

Family
Therapies/ Restorative

Other 

The resident/family has been notified of their right to attend the care plan meeting on 
and has chosen to attend/declinefor MDS ARD _____________________  

Care Plan Goals Evaluated (circle any): Revised / Continued / Resolved / Developed
(date)

Physician / Extender

CNA / NA
Resident 

RAC 
Social Svc. 

Dietary 
Activities 

Family
Therapies/ Restorative

Other 

The resident/family has been notified of their right to attend the care plan meeting on 
and has chosen to attend/declinefor MDS ARD _____________________  

Care Plan Goals Evaluated (circle any): Revised / Continued / Resolved / Developed
(date)

Physician / Extender

CNA / NA
Resident 

RAC 
Social Svc. 

Dietary 
Activities 

Family
Therapies/ Restorative

Other 

The resident/family has been notified of their right to attend the care plan meeting on 
and has chosen to attend/declinefor MDS ARD _____________________  

Care Plan Goals Evaluated (circle any): Revised / Continued / Resolved / Developed
(date)

Physician / Extender

CNA / NA
Resident 

RAC 
Social Svc. 

Dietary 
Activities 

Family
Therapies/ Restorative

Other 

The resident/family has been notified of their right to attend the care plan meeting on 
and has chosen to attend/decline

Note:  Signature indicates input into Plan of Care 
Revised 5/17 

 RPOC 004(E)




