[image: image1.jpg]VSacred Heart Home



            
Dear Family Member / Friend

In order to facilitate each resident’s admission to Sacred Heart Home, Inc. and to comply with federal and state regulations, it is requested that the following paper work be completed and returned prior to admission:

· Application for Admission

· Medical Information which includes the following:




1. Current medical diagnosis and treatment

2. Previous medical history, if available

3. EKG/chest x-ray, labs, if available

4. Attending physicians name, address and phone numbers

                                         5.   Current Medications

                                         6.    Immunization record

· Social security and picture identification card



Please supply copy of the resident’s advanced directives such as Durable Power of Attorney for Health Care and/or Living Will, if they exist, so that we may know the resident’s wishes concerning medical treatment should she/he become unable to communicate those wishes.  We strongly encourage each resident to have Advance Directives in place.  If, however, the resident does not have one, please provide us with the names and addresses of all family members who the resident desires to be involved in making health care decisions on the resident’s behalf in the event of her/his incompetency.

Each application for admission will be considered on an individual basis, taking into consideration the behavior and physical condition, her/his comprehensive treatment needs and the ability of Sacred Heart Home to provide for those needs without jeopardizing the safety of the prospective resident or that of the current residents.

Please feel free to call the Admission Department,  Mrs. Leslie Janes or Sr. Donna, with any further questions you may have concerning the admission process at (301) 277-6500.

We are looking forward to working with you! 

5805 Quuens Chapel Road, Hyattsville, Maryland 20782       301-277-6500tel.        301-277-3181fax       www.sacredhearthome.org
 Application for Admission
                                                    

       Date: _____________________
     I. General information concerning applicant:

A. Personal Information:

Name: ________________________________________     Home Telephone:  (____)_________________

Birth date: ________________ Age: _________ Previous Occupation: ____________________________

Education ____________________ Place of Birth: ______________________U.S. Citizen: ( Yes (  No

Home Address:_____________________________________________________________________________

City:___________________________ County: _________________________ State/Zip:________________

Marital Status:____________________  Spouse’s Name: ________________________________________

Religion:________________________ Place of Worship:_________________________________________

Father’s Name: _______________________________ Mother’s Maiden Name: ______________________

Referred to Sacred Heart Home by: _________________________________________________________

Applicant today is at:  ( home   (  hospital   (  nursing home   (  other (specify) ______________

Name of facility: ________________________________________________  Phone: (___)_____________

Full address and county of facility:___________________________________________________________

Any prior admissions to a Nursing Home?   ( Yes   (  No

If yes, Name, Address and Dates of Admission :______________________________________________

Is applicant aware of the placement decision?   ( Yes   (  No

Personal physician’s name: ______________________________________________________________
    Address:_______________________________________________________________________________

    Telephone: (____) ____________________   Fax: (____) _____________________

B.  Individual responsible for paying bill:  
     (Please note: this is usually not the applicant but rather family, power of attorney, or other who has access to the

       funds of the applicant.) 

Name: ___________________________________________ Relationship to applicant: ________________

Home Address:_________________________________________________________________________

City: _____________________________________________  State/Zip: ____________________________

Telephone:  (Home)-(____)_______________________ (Business)-(____)___________________________

C. Additional relatives/contacts:
Name: _______________________________ Relationship to applicant: ______________________

Home Address: ___________________________________________________________________

City: _____________________________________ State/Zip: _______________________________

Telephone:(Home) (____)____________________(Business) (____)__________________________

Name: ______________________________ Relationship to applicant: _______________________

Home Address: ____________________________________________________________________

City: ____________________________________ State/Zip: ________________________________

Telephone: (Home) (____)___________________ (Business) (____)__________________________  

 D. Power of Attorney/Advance Directives:
Has anyone been appointed Power of Attorney or Guardian?   ( Yes   (  No

If so, who?_______________________________________________________________________

To what extent?____________________________________________________________________

Has an Advanced Directive been prepared?   ( Yes  ( No

Has a Living Will been prepared?    ( Yes   (  No

Please provide copies of documents.

     II. Financial information concerning applicant:
Social Security #:_____________________ Medicare#: _____________________ ( Part A ( Part B

Private Insurance (B/C B/S, AARP, etc.):__________________ Policy #:_______________________

Other Insurance: ___________________________________ Policy #:________________________

A. Monthly income of applicant:
          Source                                       Monthly Amount 
Social Security                $________________      Military or Railroad Retirement    $______________

Civil Service Retirement   $________________       Other (specify) ______________   

Pension       $________________      _____________________________   $_____________

B. Cash assets in banks, credit unions, savings and financial institutions:
Institution Name: _____________________________________ Location: ___________________________

Type of account: ________________________________ Balance in account: $_____________________

Names listed on account: __________________________________________________________________

Institution Name: _____________________________________  Location: __________________________

Type of account: ________________________________ Balance in account: $_____________________

Names listed on account: __________________________________________________________________

C.  Real Estate Assets:
Does the applicant own their home?  ( Yes  (  No  If yes, approximate value: $________________

Is the property jointly owned?    ( Yes   (  No   

If yes, name(s) of co-owners: _______________________________________________________________

Does the applicant own any additional real property?   ( Yes   (  No 

If yes, approximate value: $________________

D.  Life insurance:
Does the applicant have life insurance policies with cash value?   ( Yes   (  No

If yes, company name: _____________________________________________________________________

Approximate cash value: $___________________________________ Annuities: $___________________

E.  Other assets/investments(stocks, bonds, IRA’s):
Company name: _____________________________________ Approximate value: $_________________

Company name: _____________________________________ Approximate value: $_________________

F.  Funeral arrangements:
Has pre-paid funeral arrangements been made for applicant?    ( Yes   (  No

Funeral home preference (name): __________________________________________________________

G.  Medicaid:
Has application for Medical Assistance (Medicaid) been completed on behalf of the applicant?

    (   Yes   (  No

Medicaid #________________________________________________________________

If the Applicant has applied, what was the date: _______________ County: _____________________

Dept. of Social Services Representative, if known: ___________________________________________

Representative’s Telephone: (____)_________________________

Office Use Only:
Room Number:  __________       Admission Number: _____________       Linen Number: _________

Admission Date: ________________________

Physician: _____________________________________________   Telephone: (___) _________________

Billing Status: _____________________________________________________________________________

Comments:  

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
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