APPLICATION FOR SKILLED NURSING FACILITY ADMISSION

Date of Application:_______________________

Application Instructions: All blanks must be filled in.  Put in “none” where appropriate.  Application must be signed and dated.  NOT COMPLETING THIS APPLICATION FULLY WILL PREVENT APPLICANT FROM BEING CONSIDERED FOR 

ADMISSION.

GENERAL INFORMATION

NAME:  ______________________________________________________________________________________________


 LAST


     FIRST
 

MIDDLE                                      MAIDEN

CURRENT ADDRESS: ___________________________________________________________________________________




STREET


CITY

COUNTY             STATE
 ZIP CODE

PHONE: __________________________                 BIRTHDATE: ________________                   SEX:  ______  M  ______  F


 SOCIAL SECURITY # ______________________ 

 MARITAL STATUS:   _____ SINGLE    _____ MARRIED    ______ WIDOWED    _____  DIVORCED     _______  SEPERATED

REASON FOR ADMISSION REQUEST: _____________________________________________________________________

RELIGIOUS PREFERENCE: _______________________
CLERGY’S NAME AND NO.________________________________

US CITIZEN:  ______YES  ______NO


MILITARY SERVICE: _____________________________________

FUNERAL ARRANGEMENTS:______________________________________________________________________________

ADDRESS/PHONE NO. __________________________________________________________________________________

PERSONAL PHYSICIAN OR CLINIC:

______________________________________________________________________________________________________

NAME




ADDRESS




PHONE NO.

HAS PHYSICIAN AGREED TO FOLLOW APPLICANT AT NURSING HOME?       (   )   YES           (   )   NO

MEDICARE NO. __________________________      PART A ______________________     PART B _____________________

MEDICARE PART D (Prescription Coverge)      Company 


      Plan 

    Member ID 



MEDICAID NO. ______________________     COUNTY ___________________   APPLICATION /  RECERT DATE _______

MEDICAID CASEWORKER ______________________________
TELEPHONE NO. ________________________________


OTHER HEALTH CARE INSURANCE ______________________ 
SUBSCRIBER NO._______________________________

ADDRESS & PHONE NO. OF INSURANCE COMPANY _________________________________________________________

LONG TERM CARE HEALTH INSURANCE: __________________________________________________________________

MOST RECENT (INCLUDING CURRENT)  HOSPITAL STAY DATES:  __________________  HOSPITAL:  




MOST RECENT NURSING HOME STAY:  ____________________________________________________________________

NEAREST PERSONS TO CONTACT IN CASE OF EMERGENCY

1.  ____________________________________________________________________________________________________

     FIRST NAME          


MI  



          LAST


    ADDRESS:  __________________________________________________________________________________________



STREET


CITY


STATE

    ZIP CODE

    RELATIONSHIP:  ________________________________    PHONE:  (H)_____________________ (W)_________________

   CELL PHONE:_____________________________________
E-MAIL ADDRESS________________________________


POA
  (  ) YES  (  ) NO



HEALTH CARE PROXY  (  ) YES  (  ) NO

2.  ____________________________________________________________________________________________________

     FIRST NAME       


 MI   

  

        LAST


    ADDRESS:  __________________________________________________________________________________________



STREET


CITY


STATE

     ZIP CODE

    RELATIONSHIP:  ________________________________    PHONE:  (H)_____________________ (W)_________________

    CELL PHONE:___________________________________
E-MAIL ADDRESS________________________________


POA
 (  ) YES  (  ) NO



HEALTH CARE PROXY  (  ) YES  (  ) NO

INCOME AND EXPENSES

	MONTHLY INCOME:
	APPLICANT
	SPOUSE
	OUTSTANDING DEBTS:
	

	
	
	
	CREDIT CARD
	BALANCES

	SOCIAL SECURITY
	$_______________
	$_________________
	_____________________________________
	$____________

	PRIVATE PENSION
	$_______________
	$_________________
	_____________________________________
	$____________

	VETERANS BENEFITS
	$_______________
	$_________________
	_____________________________________
	$____________

	ANNUITIES
	$_______________
	$_________________              
	OUTSTANDING LOANS
	

	RAILROAD RETIREMENT
	$_______________
	$_________________
	_____________________________________
	$____________

	MORTGAGES/NOTES REC.

	$_______________
	$_________________
	_____________________________________
	$____________

	INTEREST/DIVIDENDS
	$_______________
	$_________________
	
	

	SSI
	$_______________
	$_________________
	MORTGAGE/REAL ESTATE
	

	OTHER (LIST)
	$_______________ 
	$_________________
	_____________________________________
	$____________

	OTHER(LIST)


	$_______________
	$_________________
	_____________________________________
	$____________


ASSETS:  (If married, must include spouse’s assets as well)

1. BANK ACCOUNTS  (INDICATE SAVINGS, CHECKING, MONEY MARKET, CD)

NAME OF

TYPE OF 

BALANCE

 CO-OWNER

BANK


ACCOUNT

2.    STOCKS AND BONDS

NO. OF SHARES

CASH VALUE 
 
CO-OWNER

3.    IS THERE A TRUST FUND IN YOUR NAME:  ______YES    ______NO

4.    REAL ESTATE:
LOCATION _______________________________ VALUE $_____________________________




PROPERTY_______________________________  MOBILE HOMES______________________

5.    LIFE INSURANCE_________________________________


6.    OTHER ASSETS _________________________________
 VALUE $_____________________________________

     _________________________________
 VALUE $_____________________________________

7.   DOES APPLICANT PLAN TO PAY FOR NURSING HOME CARE (if not covered by insurance)?           (  )    YES      (  )   NO

8. HAS THERE BEEN ANY TRANSFER OF ASSETS (INCLUDING BUT NOT LIMITED TO MONEY, STOCK, and REAL ESTATE) WITHIN 60 MONTHS (5 years) PRIOR TO THIS APPLICATION?     ______YES      ______NO

IF YES PLEASE GIVE DETAIL:

ASSET: ____________________

VALUE:  $____________________
DATE OF TRANSFER: ____________
 

ASSET: ____________________

VALUE:  $____________________
DATE OF TRANSFER: ____________

TO THE BEST OF MY KNOWLEDGE AND BELIEF, THE INFORMATION PROVIDED IS ACCURATE.  I UNDERSTAND THAT I AM RESPONSIBLE FOR COSTS NOT COVERED BY INSURANCES. 

____________________________________________
_______________________________________________________

SIGNATURE OF APPLICANT
              DATE
SIGNATURE OF PERSON ACTING FOR APPLICANT           DATE

	STATE LAW PROHIBITS FACILITIES FROM DISCRIMINATION BASED UPON RACE, CREED, COLOR, NATIONAL ORIGIN, SEX, AGE, DISABILITY, MARITAL STATUS, SEXUAL ORIENTATION, OR SOURCE OF PAYMENT.


Revised 3/28/07


