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FACILITY APPLICATION FORM
Applicant Information
Full Name: ____________________________________________
Date of Birth: ____________________ Age: ___________
Gender: ☐ Male ☐ Female ☐ Other
Social Security Number: ______________________________
Address: ____________________________________________
City: ____________________ State: ______ ZIP: ___________
Phone Number: ___________________________
Email: ______________________________________________

Emergency Contact Information
Name: ______________________________________________
Relationship to Applicant: ____________________________
Phone Number(s): ___________________________________
Address: ____________________________________________

Primary Physician
Name: ______________________________________________
Phone: _______________________ Fax: __________________
Clinic/Hospital Name: ________________________________

Medical Information
Primary Diagnosis: ____________________________________
Other Medical Conditions: ____________________________
Allergies: ___________________________________________
Medications (please list all current prescriptions):



Mobility:
☐ Independent
☐ Requires Cane/Walker
☐ Wheelchair
☐ Needs Assistance

Dietary Restrictions: __________________________________

Do you have any history of falls? ☐ Yes ☐ No
If yes, please describe: ________________________________

Level of Assistance Required
Please check all that apply:
☐ Bathing
☐ Dressing
☐ Medication Management
☐ Meal Preparation
☐ Housekeeping
☐ Transportation
☐ Other: ______________________________

Financial Information
Responsible Party/Guarantor: __________________________
Relationship: __________________ Phone: ______________
Address (if different): ________________________________

Preferred Move-In Date: ______________________________

Additional Information
How did you hear about our facility? ___________________
Any special needs or requests? ________________________

Certification and Authorization
I certify that the information provided in this application is true and complete to the best of my knowledge. I authorize the Hillside Personal Care Home to verify any of the above information as needed.

Applicant/Representative Signature: ________________________
Date: _____________________
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