FELLOWSHIP MANOR

3000 Fellowship Drive

Whitehall, PA 18052

(610) 799-3000

APPLICATION FOR ADMISSION TO NURSING FACILITY

Applicant’s Name ______________________________________________________________________

                                    (first)                                                 (middle)                                                     (last)

Present Address ______________________________________________Phone_____________________

                             _____________________________________________Zip Code ___________________

Age ________
     Sex     M     F
Date of Birth __________________Birthplace__________________

Education:  ___No Schooling  ___8th grade/less  ___9-11 grades  ___High School  ___Technical or Trade 

                     ___ Some College ___Bachelor’s Degree  ___ Graduate Degree

Military Services:    Yes          No
 Branch __________________________________________________

Language:  (
)English     (   )Spanish      (  )French
       (  )
Other _________________________________

Marital Status:
       (  )
Married      (  )
Divorced    (  )
Widowed   (  )
Never Married
      (  )Separated

Occupational History:__________________________________________________________________

Social Security # __________________________________ Medicare #____________________________

Other Health Insurance:_________________________________________________________________ 

Legal Representative:   An individual who, under independent legal authority (i.e. guardian, healthcare 



     surrogate, power of attorney), has authority to act on the Applicant’s behalf.
Name



    Address


                 Source of 

Phone 










     legal authority
(home/work)

_________________________ ______________________________  ___________  (H)_______________  

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________ ___________   (H)_______________

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________ ___________   (H)_______________

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________  ___________  (H)_______________  

                                                   ______________________________ ___________   (W)_______________

Responsible Party:  
An individual other than a Legal Representative who has access to or physical control 


of the Applicant’s available income or resources to pay for the care and services 



provided by Fellowship Manor (i.e. spouse, relative, friend).

Name



    Address


                 Relationship     Phone (home/work)

_________________________ ______________________________  ___________  (H)_______________  

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________ ___________   (H)_______________

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________ ___________   (H)_______________

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________ ___________   (H)_______________

                                                   ______________________________ ___________   (W)_______________

Fellowship Manor will contact the Legal Representative and/or Responsible Party first.  If neither the Legal Representative nor the Responsible Party can be reached, Fellowship Manor will contact the following people (i.e. family, friends) in the order in which they are listed until one (1) contact has been made: 



Name



    Address


                 Relationship     Phone (home/work)

_________________________ ______________________________  ___________  (H)_______________  

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________ ___________   (H)_______________

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________ ___________   (H)_______________

                                                   ______________________________ ___________   (W)_______________

_________________________ ______________________________ ___________   (H)_______________

                                                   ______________________________ ___________   (W)_______________

Applicant’s current personal attending physician _______________________________________________

Address _____________________________________________________ Phone ____________________

Residents at Fellowship Manor require an attending physician who will provide medical care on a continuing basis. Fellowship Manor’s Medical Director is willing to meet the medical needs of the residents at Fellowship Manor. Residents may, however, choose to continue with their current attending physician provided that the attending physician makes successful application for staff privileges at Fellowship Manor or is already a member of Fellowship Manor’s medical staff. Application for staff privileges must be completed prior to admission.

Current Health Problems ________________________________________________________________

_______________________________________________________________________________________

Special Needs __________________________________________________________________________

______________________________________________________________________________________

Residents of Fellowship Manor may not use tobacco, alcoholic beverages or narcotics at Fellowship Manor except as prescribed by his/her physician.

List hospitalizations starting with the most recent:

Hospital


Dates


Reason for hospitalization

              Physician

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Nursing Home


Dates


Reason for placement



  Physician

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Did Medicare pay for any part of these nursing home stays? ______________________________________

If yes, please give the dates of payment:                        ______/______/_______ to _______/______/______

Church Affiliation:
Name & Address ______________________________________________________




Pastor ____________________________________ Phone _____________________




Active Member     ______Yes     ______ No

Whose funds will be used to pay your account at Fellowship Manor?  






If someone else will be using their own funds (as opposed to the Applicant’s funds) to pay for the services provided by Fellowship Manor, that person’s address is 






.

CONFIDENTIAL FINANCIAL STATEMENT (Attach additional pages as necessary)

Monthly Income (of applicant)


Social Security ________________________________
Source __________________________


Pension ______________________________________
Source __________________________


Annuity ______________________________________
Source __________________________


Dividends ____________________________________
Source __________________________


Other (describe) __________________________________________________________________

Capital Assets *** Indicate individual (I) or joint (Jt.) accounts. List savings and checking accounts, certificates of deposit, money market funds, etc. (Please attach copies of most recent statements)
Bank Name






Type of Account  (I or Jt.)   
       Amount









If joint, identify other party

______________________________________________ ____________________________  ___________

______________________________________________ ____________________________ ____________

______________________________________________ ____________________________ ____________

Stocks and Bonds (Please attach copies of most recent statements)
Description






(I or  Jt.)

                  Current Value









If joint, identify other party

______________________________________________ ____________________________ ____________

______________________________________________ ____________________________ ____________

______________________________________________ ____________________________ ____________

Real Estate (Please provide a copy of the most recent real-estate tax bill)

Description and Location




(I or Jt.)


      Current Value









If joint, identify other party

______________________________________________ ____________________________ ____________

______________________________________________ ____________________________ ____________

______________________________________________ ____________________________ ____________

Automobile ___________________________________________________ Value ____________________

Personal Property ______________________________________________ Value____________________

Other ________________________________________________________ Value____________________

Insurance (life, health, accident, nursing home, etc. – of applicant) – Please provide most recent statements and/or most recent summaries of benefits.

Company



Type

Policy Number

Amount


_____________________________ ____________ _______________________  _______________


_____________________________ ____________ _______________________  _______________


_____________________________ ____________ _______________________  _______________


_____________________________ ____________ _______________________  _______________

Liabilities


Mortgages (provide location, description, to whom obligation is owed, and purpose for which 
obligation was incurred) 


______________________________________________________________________________


Current Pay-off amount 











Notes payable (indicate amounts and to whom each obligation is owed) ____________________

Notes or other indebtedness guaranteed (indicate amounts, primary debtor and to whom each obligation is owed) 
______________________________________________________________________________
  


Personal debts (indicate amounts and to whom each obligation is owed) _____________________


_______________________________________________________________________________


Other __________________________________________________________________________

Have you transferred any real estate, personal property, money, stocks, bonds, mortgages, or anything else of value during the last three years?  If so, please specify date, to whom, and the amount:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you given funds to a bank, funeral director, or anyone else for your burial?  If yes, give name, address, and phone number of Funeral Director. If you plan to be a Long Term Resident here, please make Funeral Arrangements within 1 month of admission and give this information to the Admissions Director.
_______________________________________________________________________________________

_______________________________________________________________________________________

APPLICATION AGREEMENT


Individuals signing this Application for Admission as Applicant, Legal Representative and/or Responsible Party agree to adhere to the rules and regulations governing Fellowship Manor and understand that any false or inaccurate statements shall be sufficient cause for Applicant to be denied admission to Fellowship Manor or to be dismissed from Fellowship Manor.  Individuals signing this Application for Admission as Applicant, Legal Representative and/or Responsible Party affirm that the information provided on the Application for Admission is true and correct to the best of his/her/their knowledge, information, and belief, and agree to update the information provided in this Application for Admission upon the request of Fellowship Manor.

_______________________________________________________________   ______________________

Signature of Resident                                                            



Date

_______________________________________________________________   ______________________

Signature of Legal Representative (if applicable)                                                     Date

_______________________________________________________________   ______________________

Signature of Responsible Party (if applicable)                                                          Date

NURSING INFORMATION SHEET

Applicant ______________________________________________________________________________

Spouse’s Name _________________________________ # of years married _______________________

Most recent family Physician:__________________________________Phone#____________________

In the past 5 years has the resident lived:


In this Nursing Home _______________________________________________________________


In another Nursing Home ____________________________________________________________


Personal Care Home  _______________________________________________________________


Mental Health Setting ______________________________________________________________

I. Activities of Daily Living – Check all that apply

A. Bathing

__________1.  Able to bathe unassisted

__________2.  Requires assistance bathing

__________3.  Requires complete bathing

__________4.  Prefers showers in the AM or PM / Bed Baths / Sponge Baths

B. Dressing

__________1.  Able to dress self

__________2.  Needs minimal assistance with dressing

__________3.  Requires complete dressing by another

__________4.  Wears bed clothes most of the day

C. Eating

__________1.  Able to feed self

__________2.  Needs minimal help with tray preparation

__________3.  Requires extensive assistance with eating

__________4.  Distinct food preferences _________________________________________

__________5.  Eats between meals all or most days

__________6.  Uses Alcohol or Tobacco

D. Ambulation

__________1.  Ambulates independently or with cane or a walker

__________2.  Requires supervision/assistance with ambulation

__________3.  Can propel self in wheelchair

__________4.  Needs assistance to propel wheelchair

E. Transfers

__________1.  Able to transfer self

__________2.  Transfers with assistance of 1_______ or of 2________

__________3.  Requires maximal assistance or assistive devices in order to be transferred

F. Routine Housekeeping Chores (maintaining closet and dresser)

__________1.  Functions without help

__________2.  Needs Assistance

__________3.  Needs total support

II. Behavior

__________1.  Able to act in a manner that takes into account own needs and the needs of     

                         others



__________2.  Occasionally uncooperative and disruptive



__________3.  Person is aggressive, disruptive, uncooperative, or belligerent



__________4.
 Wandering

III. Mental Condition

__________1.  Person is oriented to place and time

__________2.  Occasionally cannot understand directions or is forgetfull

__________3.  Usually disoriented to place and time

IV. Sleep Patterns

__________1.  Stays up late at night (e.g. after 9 p.m.)

__________2.  Naps regularly during the day (at least 1 hour)

__________3.  Likes to sleep late

__________4.  Likes to get up early

V. Continence

__________1.  Has complete control of bladder and bowel

__________2.  Is intermittently incontinent

__________3.  Is continent of bladder and bowel

__________4.  Has indwelling catheter

__________5.  History of constipation

__________6.  Wakens to toilet all or most nights

__________7.  Wears Pads or Briefs (Y or N)

VI. Special Needs and Medical Treatments

__________1.  Oxygen

__________2.  Tube Feeding

__________3.  Ostomy Care

__________4.  Other (please specify) ____________________________________________

__________5.
 Any open areas:  Y or N – Location: ________________________________

__________6.  Hearing Problems:  Speak into:   Right   or   Left   ear    (circle one)

__________7.  Vision: _____Blind _____Limited _____ Corrected with glasses

VII. Allergies

__________1.  No known allergies (food or medication)

__________2.  Please list all known allergies ______________________________________

                                                                          ______________________________________

VIII. Assistive Devices

__________1.  Glasses

__________2.  Hearing Aid

__________3.  Dentures:     _____Upper  _____Lower _____ Partial _____ Bridge

__________4.  Prosthesis

__________5.  Other _________________________________________________________

IX. Immunizations and Dates Received (if unknown please indicate family physician & phone #)

__________1.  Flu __________________________

__________2.  Tetanus ______________________

__________3.  Pneumovaccine _________________

__________4.  History of Tuberculosis – Y or N:  Approximately When: _______________

__________5.  Present Infections

Family Physician: ________________________________ Phone# _____________________

X. Hobbies and Interest

__________1.  Goes out 1+ days a week

__________2.  Stays busy with hobbies, reading, watching TV

__________3.  Daily contact with relatives and close friends

__________4.  Usually attends church, temple, etc.

__________5.  Daily animal companion/presence

__________6.  Involved in group activities

List information below that you feel would be helpful for us to better serve your loved one.
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