Liberty Place Assisted Living
	APPLICATION FOR ADMISSION - Personal History       LOCATION:  _________________________
Name: ___                                                                                                                                   Sex:_________                                  First                                              Middle                                                    Last

Address:  _________________________________________________________________________________                                        Street                                                        City                                                                  State                                           Zip
Significant Other:                                                             Address: ___________________________________ Relationship:                                                                     Phone:___________________________________   Telephone:                                                                         Marital Status:   M   S   W   D

Date of Birth:                       Age:                 Birthplace and State: ___________________________________ Physician:                                            ____  Address/Phone:________________________________________ Dentist:                                             __         Address/Phone: _______________________________________

Pharmacy:                                            ____ Address/Phone:________________________________________ Church Affiliation:                               ___ Address/Phone:________________________________________  Pastor:                                                   ___  Address/Phone:________________________________________ Health Insurance:                                                                                      Policy No:______________________   Social Security#:          _____________________________________________

Medicare#:_______________________________ 
Preferred Funeral Home:                                                                                Phone: _____________________ In case of emergency (list in order of preference), please notify:

Relationship                                     Name                                                     Address, City, State, Zip                                                           Phone
Do you have a living will?  [    ]Yes   [    ] No     Power of Attorney - Health Decision?  [    ] Yes [   ] No

Approximate Date of Desired Occupancy:___________________

I authorize the facility to discuss my service needs and preferences, as well as the delivery of these services with my family, designated agents and health care professionals; exchange written information with family, designated agents, and health care professional; receive and store medications, supplies, equipment, and/or mail on my behalf; enter my residential suite in my absence to perform scheduled services or maintenance tasks upon my request; and/or send a copy of the monthly billing to family or designated financial agent.

SIGNATURE OF APPLICATION FOR OCCUPANCY: _________________________________________

The information in the personal history and in the health history sections is confidential.

I understand that when this application for occupancy is approved, the information supplied will become part of the Admission Agreement I will make with Liberty Place Assisted Living at the time I become a resident, and I agree to abide by and comply with all of the guidelines, rules and regulations of Country  Living of Larned as are now in force or adopted. Any misrepresentations, concealments or omissions may cause the agreement to be voided at the option of Liberty Place Assisted Living management.

Thank you for completing this application. It will help us to understand you better and to assure that Liberty Place Assisted Living is a place to meet your needs and desired lifestyle. That it is a place where you will reside happily, comfortably and securely.

Signature of Applicant:                                                                                           Date:_______________

Or

Signature of Responsible Party:                                                                             Date:_______________
Person Financially Responsible:__________________________________________________________                                                                                           
Health History                                                                 Resident Name: ____________________________
Estimate in your own words the condition of your health:  _____________________________________

Vision is:      [   ] Good   [   ] Average   [   ] Fair   [   ] Poor

Hearing is:   [   ] Good   [   ] Average   [   ] Fair   [   ] Poor

Describe any chronic disease (heart, diabetes, kidney, etc): ______________________________________

_________________________________________________________________________________________

Specify any physical limitations: _____________________________________________________________

_________________________________________________________________________________________

Describe any allergies, including reactions to drugs or foods: ____________________________________

_________________________________________________________________________________________

Have you ever had the following, with what treatments and results?

Lung Disease: _____________________________________________________________________________
Arthritis: _________________________________________________________________________________

Cancer: __________________________________________________________________________________

Mental Illness/Depression: __________________________________________________________________
Diabetes:_________________________________________________________________________________
Blood Disease: ____________________________________________________________________________

Stroke: ___________________________________________________________________________________
Other (Describe):  _________________________________________________________________________

Are you presently under special medical care? [   ] Yes   [   ] No

If yes, please explain: _______________________________________________________________________

Do you use a cane, crutches, wheelchair, or other prosthetic device?   [   ] Yes   [   ] No

If yes, describe and to what extent: ___________________________________________________________

Do you have occasional memory loss/confusion?   [   ] Yes   [   ] No

If yes, describe to what extent: _______________________________________________________________

Do you have occasional problems with bowel or bladder?   [   ] Yes   [   ] No

If yes, describe and to what extent: ___________________________________________________________

Do you require assistance with any tasks of day-to-day living?

Dressing:   [   ] Yes   [   ] No          Eating:          [   ] Yes   [   ] No          Bathing:                [   ] Yes   [   ] No

Cleaning:   [   ] Yes   [   ] No          Grooming    [   ] Yes   [   ] No          Transportation:   [   ] Yes   [   ] No

Are you currently receiving services from a home health agency or private party?     [   ] Yes   [   ] No

If yes, from whom and how often? Describe the service received. _________________________________

_________________________________________________________________________________________

State any regular medicines and/or medical treatments you receive. _______________________________

_________________________________________________________________________________________

How does your health compare to 3 years ago? _________________________________________________

_________________________________________________________________________________________

Do you have any current physical or emotional conditions that keep you from doing the things that you enjoy? Please explain:  ___________________________________________________________________

_________________________________________________________________________________________
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