Fellowship Terrace

Resident Admission Application













Date: ________

Name: _______________________________________________________________________________

Present Address: _______________________________________________________________________

Phone: _____________________  Date of Birth: _______________  Age: _______  Gender:    M       F

Education:  ___ No schooling   ___ 8th grade/less   ___ 9-11 grades   ___ High School   

___ Technical/Trade   ___ Some College   ___ Bachelor’s Degree   ___ Graduate Degree

Occupational History: ______________________ Military Service:    Yes    No    Branch _____________

Language:  (  ) English   (  ) Spanish   (  ) French   (  ) German   (  ) Other _________________

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

Name of Spouse:  _________________________________  Number of Children:  _________

Social Security #: __________________________
Medicare #: _________________________________

Check all that apply:  Medicare A (  )   Medicare B (  )   Supplemental Ins. (  )   Long Term Care Ins. (  )

Other health insurance:  _____________________________ ID Number: _________________________

Group Number: _______________  Pharmacy Plan Name & Number: ____________________________

PACE card number and effective date: _____________________________________________________

Legal Representative (Power of Attorney):

Name



Address



Relationship
Phone

______________________
_____________________________
___________
(H)________________



_____________________________


(W)_______________

______________________
_____________________________
___________
(H) _______________





_____________________________


(W)_______________

Responsible Party (Person responsible for paying the bill):

Name



Address



Relationship
Phone

______________________
_____________________________
___________
(H)________________





_____________________________


(W)_______________

Fellowship Terrace will contact the Legal Representative and/or Responsible Party first.  If neither can 

be reached, Fellowship Terrace 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

______________________
_____________________________
___________
(H)________________





_____________________________


(W)_______________

______________________
_____________________________
___________
(H)________________





_____________________________


(W)_______________

______________________
_____________________________
___________
(H)________________





_____________________________


(W)_______________

______________________
_____________________________
___________
(H)________________





_____________________________


(W)_______________

Applicant’s current personal attending physician:  ____________________________________________

Address: _____________________________________________ Phone: __________________________

Reason for need of assisted living facility:___________________________________________________

_____________________________________________________________________________________

Current health problems: ________________________________________________________________

_____________________________________________________________________________________

Special needs: _________________________________________________________________________

_____________________________________________________________________________________

Faith: ___________________________  

Church Affiliation:

Name & Address ______________________________________________





Pastor _____________________________ Phone ____________________





Active Member       ______ Yes     ______  No

If hospitalization is necessary, do you have a preference on which hospital you are sent to?  Y    N

Hospital preference: ________________________________________________________

Funeral Home:  ______________________________________________________________________

Confidential Financial Statement

Monthly Income (of applicant):

Social Security: ____________________

Pension: __________________________


Source: ______________________________

Annuity: __________________________


Source: ______________________________

Dividends: ________________________


Source: ______________________________

Interest: __________________________


Source: ______________________________

Other: _______________________________________________________________________________

Capital Assets:  Indicate individual ( I ) or joint (JT) accounts.  List savings and checking accounts, certificates of deposits, money market funds, etc.

     Bank Name




Type of Account


Amount







      (I or JT)

________________


__________________________
___________________

________________


__________________________
___________________

________________


__________________________
___________________

    Stocks & Bonds



     

      Description


                (I or JT)


     Current Value

________________


__________________________
____________________

________________


__________________________
____________________

________________


__________________________
____________________

       Real Estate



Description & Location


     (I or JT)


     Current Value

________________


__________________________
____________________

________________


__________________________
____________________

Liabilities:

Mortgages Held:  ____________________________
Personal Debt: ________________________

Monthly Insurance Costs: ______________________
Monthly Medication Costs: ______________

Other: ______________________________________

I understand that any misrepresentation or omission of information on this application will disqualify me from admission to Fellowship Terrace and will be cause for dismissal if discovered after my admission.

Signature of Applicant: _____________________________________
Date: ____________________

Signature of person completing application: _________________________________________________

ACTIVITIES OF DAILY LIVING

INFORMATION SHEET

Applicant ________________________________________________________  Date _______________________

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

B. Dressing

_____  1.  Able to dress self

_____  2.  Needs minimal assistance with dressing

_____  3.  Requires complete dressing by another

C. Eating

_____  1.  Able to feed self

_____  2.  Needs minimal assistance with eating

_____  3.  Requires extensive assistance with eating

_____  4.  Eats between meals all or most days

_____  5.  Distinct food preferences: ____________________________________________________

_____  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

G. 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

H. Mental Condition

_____  1.  Person is oriented to place and time

_____  2.  Occasionally cannot understand directions or is forgetful

_____  3.  Usually disoriented to place and time

I. Continence

_____  1.  Has complete control of bladder and bowel

_____  2.  Is intermittently incontinent of bladder ____ and/or bowel ____

_____  3.  Is incontinent of bladder ____ and/or 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)

J. Allergies

_____  1.  No known allergies (food or medication)

_____  2.  List all known allergies _____________________________






 ______________________________

K. Assistive Devices

_____  1.  Glasses _____

Contacts _____

_____  2.  Hearing Aids:
Left  _____
Right _____

_____  3.  Dentures:  Upper _____    Lower _____    Partial _____    Bridge _____

_____  4.  Prosthesis

_____  5.  Other ____________________________________________________________________

L. Immunizations and Dates Received

_____  1.  Flu _______________

_____  2.  Tetanus _______________

_____  3.  Pneumovaccine _______________

_____  4.  History of Tuberculosis - Y  or  N         If yes, when _____________

_____  5.  History of positive Tuberculosis test

_____  6.  Present Infections

M. Special Needs

_____ 1.  Catheter Care

_____  2.  Oxygen Monitoring

_____  3.  Tracheotomy Monitoring

_____  4.  Inhalation Therapy

_____  5.  Colostomy Monitoring

_____  6.  Special Skin Care & Precautions

_____  7.  Unaware of Unsafe Areas

Explain: __________________________________________________________________________

_________________________________________________________________________________
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