Residential Health Care Facility
Admission Application

Applicant Name

First Middle Last

Where is the applicant presently?

Home Address

Street # Apt # City State Zip
Phone #( ) - Sex: Male  Female  Marital Status
Birth Date - - Birth Place Spouse’s Name
Admitting Physician Religion

Advanced Directives: Health CareProxy Y __ N Molst/DNRY__ N___ LivingWill Y__ N___

(A copy will be requested at time of admission)

Previous Occupation Veteran Affairs Benefits Y N

Funeral Home & Phone #

Person(s) to Notify in Time of Emergency

Name Relationship
Address

Street # Apt# City State Zip
Home Phone # ( ) - Work Phone # ( ) -
Name Relationship
Address

Street # Apt# City State Zip
Home Phone # ( ) - Work Phone # ( ) -
Name Relationship
Address

Street # Apt# City State Zip
Home Phone # ( ) - Work Phone # ( ) -




Financial Information

Insurance Information

Medicare # Effective Date

Medicare PartB: 'Y N Social Security #

Medicare PartD: Y N __ Insurer

Medicaid # County Social Worker

Other Insurance Name

Address

Group # Group Name:

Policy #

Other Insurance Name

Address

Other Insurance Name

Address

Group # Group Name:

Policy #

Long Term Care Insurance

Address
Group # Group Name:
Policy #
Bank Accounts
Bank Name Checking Balance $ Savings $
Name(s) on accounts
Authorized Signatures on account
Bank Name Checking Balance $ Savings $

Name(s) on accounts

Authorized Signatures on account




Bank Name

Checking Balance $ Savings $

Name(s) on accounts

Authorized Signatures on account

Assets

Real Estate
Location of Property
Current Value Mortgage Holder Balance Owed
Titleholder
Location of Property
Current Value Mortgage Holder Balance Owed
Titleholder
Investments
Stocks Value
Bonds Value
Stocks Value
Other Value
Life Insurance Cash Value
Other Assets Value

Income-Per Month
Social Security Pension
Veterans Benefits Retirement Funds
Other

Outstanding Debts
Please List Value
Please List Value
Please List Value
Please List Value




Person Managing Applicant’s Funds

Name Relationship
Address
Street # Apt # City State Zip Code
Home Phone ( ) - Work Phone ( ) -
Power of Attorney Y N Name

(Please provide a copy of the Power of Attorney document)

Name Relationship
Address

Street # Apt # City State Zip Code
Home Phone ( ) - Work Phone ( ) -

Executor of Estate

Name Relationship
Address
Street # Apt # City State Zip Code
Home Phone ( ) - Work Phone ( ) -
Attorney Name Phone
Address
Street # Apt # City State Zip Code

According to the best of my knowledge and belief, the above information is accurate and true in all
respects.

Date Signature of Applicant

Date Signature of Designated Representative

In compliance with New York State and Federal Laws, which prohibit discrimination based on race, creed, color, national origin, sex,
age, sexual preference, disability, blindness, marital status, sponsorship, employment or source of payment, this facility admits and treats
all patients on a nondiscriminatory basis.



