Fulmer’s Personal Care Home
Application for Admission 
The information requested on this form is needed to evaluate the applicant for admission, therefore, please complete this to the best of your ability.  All the information submitted will be kept confidential. 

Date_____________________

Name________________________________________________Sex______________Date of Birth____________________________
Address__________________________________________________________Telephone___________________________________
Hair Color__________________Eye Color________________________________________Race______________________________
Identifying Marks ___None______________________________________________________________________________________
Citizenship_____________Social Security #________________________________Medicare #________________________________
Access Card #________________________________Pace #______________________________STEP #________________________
Veteran____________________Which War?__________________________Service #______________________________________
Church Membership____None_______________________Marital Status:____Single   ____Married    ____Widow/er   ____Divorced   
Date and Place of Marriage/s____________________________________________________________________________________
Name of Spouse(s)_____________________________________________________________________________________________
Place of Birth______________________________Spouse Place of Birth__________________________________________________
Spouse Date of Death, If deceased__________________________ Parents’ Names_________________________________________
Name all living Children:	(If none, list three nearest relatives)
NAME			ADDRESS			TELEPHONE			RELATIONSHIP
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you living with another person? If so, what are the arrangements?   _________________________________________________ ____________________________________________________________________________________________________________
Previous Occupation(s) _________________________________________________________________________________________       ____________________________________________________________________________________________________________
Hobbies or Interests   __________________________________________________________________________________________
____________________________________________________________________________________________________________
Do you require assistance with:
Dressing?	_____________________________________________________________________________________________
Bathing?		_____________________________________________________________________________________________
Walking?	_____________________________________________________________________________________________
Eating?		_____________________________________________________________________________________________
Do you require a special diet?	_______________________________________________________________________________
Do you require special treatments?	_______________________________________________________________________________
Do you have allergies?		_______________________________________________________________________________

Primary Physician’s Name		____________________________________________Telephone__________________________
Address		_____________________________________________________________________________________________
Specialized Physician’s Name	____________________________________________Telephone__________________________
Address		_____________________________________________________________________________________________
[bookmark: _GoBack]Dentist’s Name_____________________________________________________________Telephone__________________________
Address		_____________________________________________________________________________________________
Who should be informed in case of an emergency?
NAME			ADDRESS			TELEPHONE			RELATIONSHIP
(Medical/Behavior Issues)
________________________________________________________________________________________________________________________________________________________________________________________________________________________
(Financial Issues)
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Dates and reasons for hospitalizations within the last year:  ___________________________________________________________
____________________________________________________________________________________________________________
List Health Insurance Companies and Policy Numbers:  _______________________________________________________________
____________________________________________________________________________________________________________
Has anyone been appointed POA?____________ If so, who?___________________________________________________________
Phone Number, Address: _______________________________________________________________________________________
Do you have a will?_________________ Attorney/Advisor_____________________________________________________________
Have any burial arrangements been made?_________________________________________________________________________
Choice of Funeral Director/Home ________________________________________________________________________________
Address & Telephone  __________________________________________________________________________________________
Is there a special day you wish to enter the home? Why?______________________________________________________________
Please send monthly statements to: ______________________________________________________________________________
Referral Source_______________________________________________________________________________________________
Financial Status:
Income:		Social Security $_________________________monthly	Pension $__________________________monthly
		Other Income $________________________________________________________________________monthly
Assests:		Real Estate $ ____________________________		Stocks/Bonds $____________________________
		Other Assests $______________________________________________________________________________
Checking Account (Bank/Acct. #)___________________________________________________Balance $____________________
Savings Account (Bank/Acct. #) ____________________________________________________Balance $____________________
Applicant’s Signature_________________________________________________________________________________________




