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NursiNG & REHABILITATION CENTER




APPLICATION FOR ADMISSION
The following is an application for admission to our facility.  Please complete this application and return it to the Admissions Coordinator.  Criteria for admission are the same for all persons without regard to race, religion, gender, national origin, age, physical or mental impairments.
Name______________________________________________________________________________

(last)



(first)




(middle)

Social Security Number___________________________________________________________​___
Present Address ____​___________________________________Phone (     ) ___________________
Permanent Address ______________________________________Phone (     ) _________________
Date of Birth _________________  Age _____  Place of Birth _________________ Sex __________
Marital Status  M____  D____  W____  S____  Sep.____

Spouse’s Name ________________________   Spouse’s Place of Birth ________________________
Religion ________________________   Place of Worship ___________________________________
Address ___________________________________________________________________________
Burial Plan:   Yes    No     Funeral Director _______________________________________________
Lifetime Occupation ______________________________  Education _________________________
Primary Language ________________________________  U.S. Citizen?  Yes______   No ________
Recommended by ___________________________________________________________________
READINESS FOR PLACEMENT
The applicant is:  (Please circle YES or NO)

A. in immediate need for placement




YES

NO
B. presently in the hospital





YES

NO
C. living in the community





YES

NO

D. planning ahead for possible future needs



YES

NO
E. diagnosed with Alzheimer’s Disease or another form of dementia 
YES 

NO

Please provide a brief description of the applicant’s medical needs and the reason for placement: ___________________________________________________________________________
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
RELATIVES OR SIGNIFICANT OTHERS

1st Person to be notified in an emergency:

Name _____  _________​​​​​​​__________​​______ Phone#: Home/Cell/Work______________________________
Address ________________________________________________________ Relationship_____________
2nd Person to be notified in an emergency:
Name ______________________________ Phone#: Home/Cell/Work______________________________
Address ________________________________________________________ Relationship_____________
PHYSICIANS/HOSPITALIZATIONS
Primary Care
Physician____________________ Address _______________________________Phone_______________
Date of last visit_________________________________________________
Physician(s) consulted in past 2 years: (May list on separate sheet.)
Name ________________________ Address______________________________ Phone_______________
Specialty ______________________________________________________
Name ________________________ Address______________________________ Phone_______________
Specialty ______________________________________________________
Hospitals utilized during the past 2 years:

Name ________________________ Address_________________________ Dates____________________
Reason ________________________________________________________________________________
Name ________________________ Address_________________________ Dates____________________
Reason ________________________________________________________________________________
Nursing Home or Rehab Facility utilized within the prior twelve months:
Name ________________________ Address_________________________ Dates____________________
Reason ________________________________________________________________________________
FINANCIAL/BILLING INFORMATION

HEALTH INSURANCE (Kindly provide copies of all cards, front & back)
1. Social Security #__________________________________________________________________
2. Federal Medicare # _______________________________________________________________
3. State Medicaid # _______________________________ Effective Date ________________________
Social Worker __________________________________Telephone ____________________________
District Office________________________________________________________________________
4. Medigap Plan C (or other supplemental insurance) __________________________________________
5. Medicare Part D (Pharmacy Plan) _____________________________ #________________________
6.   Other Insurance (such as Evercare) ____________________________ #________________________
Part I

By definition, a patient in Rhode Island is considered private paying until their individual assets are spent down to the R.I. Medicaid Eligibility Limit of $4,000.00.  Anyone who has less than $4,000.00 upon application would be eligible to apply for R.I. Medicaid Assistance, through the R.I. Department of Human Services, prior to admission.  We will be better able to guide you by responding to the following:
Based on the above criteria, the applicant would be:  (please circle one)

Private Pay

or

Medicaid Eligible

A. If paying privately, at approximately $9,000 per month, the applicant predicts that they would remain private paying for approximately _______________________months.
B. If there is a need for Medicaid Long Term Care Assistance, the applicant has:





______ already applied with a decision of eligibility.




______ already applied with decision pending.





______ not begun application yet.





______ a need to obtain further information regarding how to





  begin the decision process of Medicaid application.

Part II
A.  The applicant has Long Term Care (LTC) Insurance

Yes

No
B.  If yes, with whom is the applicant insured? ________________________________________








(Name of Insurance Company)


(Policy#)
C. If yes, please summarize the applicant’s coverage by the LTC Policy:  (Please indicate the payment amt. and duration of coverage) ___________________________________________________________________________
___________________________________________________________________________
DO YOU HAVE A:  (Please circle yes or no)

LEGAL GUARDIAN

YES

NO

Name ____________________________ Address _______________________________________

Phone: Home/Cell/Work_______________________________ Relationship __________________
DURABLE POWER OF ATTORNEY
 FOR HEALTH CARE?
YES

NO

Name _____________________________Address _______________________________________

Phone: Home/Cell/Work_______________________________ Relationship __________________

DURABLE POWER OF ATTORNEY FOR FINANCIAL MATTERS?
YES
 NO
Name _____________________________Address _______________________________________

Phone: Home/Cell/Work_______________________________ Relationship __________________
TRUSTEE



YES

NO

Name ____________________________ Address _______________________________________

Phone: Home/Cell/Work_______________________________ Relationship __________________
(If applicable, documentation of Legal Guardian, Power of Attorney, and/or Trustee will be needed at time of admission.)

FINANCIAL RESPONSIBLE PARTY (individual responsible to forward payment of charges)

Name ____________________________ Address __________________________________________
Phone: Home/Cell/Work___________________________________ Relationship _________________
CURRENT MONTHLY INCOME

Social Security  $__________________
Stocks and Bonds  $________________
Pension  $________________________
Investment Income  $_______________
Other $__________________________
CAPITAL ASSETS (including holdings jointly held)

Name of Bank________________________________________________________________________
Address of Bank______________________________________________________________________
Checking Account Amount______________________________________________________________
Savings Account Amount_______________________________________________________________
Real Estate (owned and mortgaged)_______________________________________________________
Life Insurance (list value)_______________________________________________________________
PLEASE LIST ADDITIONAL BANKS & ACCOUNT AMOUNTS ON THE BACK OF THIS FORM.

I fully understand that this is an application for the waiting list.  I also understand that after acceptance for admission, a physical examination by your primary physician or by your Medical Director is required before admittance to the facility.  The examination is for medical evaluation and to insure proper placement for level of care.
Applicant’s

Signature_________________________________________   Date ________________________________
The following nursing facilities are Carelink Members and application information can be shared with these facilities, upon request, in the event that we do not have an immediate available bed.

ST. ELIZABETH MANOR

ST. ANTOINE RESIDENCE
ST. CLARE HOME
1 Dawn Hill Road


400 Mendon Road


309 Spring Street

Bristol, RI 02809


North Smithfield, RI 02896

Newport, RI 02840

Phone (401) 253-2300


Phone (401) 767-3500


Phone (401) 849-3204

Fax (401) 254-1919


Fax (401) 769-5249


Fax (401) 849-5780

ST. ELIZABETH HOME

SCANDINAVIAN HOME


One Saint Elizabeth Way

1811 Broad Street




East Greenwich, RI 02818

Cranston, RI 02905




Phone (401) 471-6060


Phone (401) 461-1433




Fax (401) 471-6072


Fax (401) 461-4005







Please share the above information with the facilities listed above.
Signature _________________________________________ Date __________________________
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