
[image: image3.png]Does the applicant have any of the following disorders/conditions? (or attach a copy of the patients current problem and medication list)

Condition et

Yes No

If "yes” please provide particulars (please attach additional information if required)

Heart Disease

High Blood Pressure

Stroke

Diabetes

Arthritis

Epilepsy

Ityes,

Mild

Moderate Severe

Renal Failure

Ityes,

Mild

Moderate Severe

Incontinence (bladder)

Ityes,

Mild

Moderate Severe

Incontinence (bowel)

Ityes,

Mild

Moderate Severe

Respiratory Deficiencies

Parkinson's Disease

Ityes,

Mild

Moderate Severe

Cognitive Impairment

Ityes,

Mild

Moderate Severe

Alzheimer's Disease

Iyes,

Mild

Moderate Severe

Wandering

Mental lltness

Uncontrolled, Aggressive
or Violent Behavior

Socially Inappropriate or
Disruptive Behavior

Depression

Alcohol or Drug Abuse.

Ityes,

[ Present Details:

Infectious Diseases

If yes, Type:

smoking

Tuberculosis

Nutritional Deficiencies

mmunication Difficulty] Due to:

Mental Causes

Deafness/Speech

Impediment

Language Barrier

Crowsnest Pass Senior Housing provides meals, housekeeping ser

without assistance, able to:

rvices and 24 hour non-medical supervision. Given this information isyour patient,

YES

NO

Comments

Administer own medications

Physically manage care including dressing

Maintain appropriate level og personal hygiene

s the applicant able to independently ambulate to
and from the dining room in the lodge setting?

Live in a lodge settingwithout assistance such as
reminders and prompting?

Socially fit in and interact withother seniors?

Does the applicant require Home Care Services?

Are there any other support agencies involved?

Please provide an explantion of any special concerns that have not been captured on the medicalform below or on a separate page.

Please return completed form to:

Crowsnest Pass Senior Housing - Box 580, Coleman, Alberta, TOK 0MO, Fax 403.562.2106




Regular Lodge Living

Application Form

Applicant’s Name: _________________________________





Co-Applicant’s Name: ____________________________________________________
Date: ___________________________________________





Submission Date: 











Updated January 7th, 2025
Statement of Declaration & Authorization to Release Personal information
I, ___________________________ understands that this application does not constitute an agreement on the part of Crowsnest Pass Senior Housing (CPSH) or its agents to provide me rental accommodation.
I further acknowledge the right of CPSH or its agents, at any time prior to the execution and delivery to me of a lease hereby applies for, to withdraw, revoke or cancel without penalty or liability for damages or otherwise, and acceptance or approval of this application previously made or given.
I hereby authorize CPSH, or its agents to investigate any or all of the statements made herein, being fully aware that discovery of any false statement shall cancel any further consideration of my application; It is my obligation to advise CPSH, or its agents, of any changes in family composition, gross family income, assets, employment or change of address, should they occur.
I authorize CPSH to exchange information concerning my health and social needs with the local Health Region, its agents and employees, health professionals, and any other agency or social service provider or my designated emergency contacts.

I understand that this information will be kept confidential and will be used only in my best interest for assessing my health and social needs, for planning services to meet those needs, and for determining appropriate housing and services for me. 

I release Crowsnest Pass Senior Housing, its employees, and agents, from all claims which may arise as a result of the release of the information described above.

This authorization shall be valid during the time that I am a Resident with CPSH unless terminated at an earlier date by myself in writing
Applicant






Witness



Applicant General Information:

Full Name (please print): _________________________________________Date of Birth: ___________________ 
Alberta Health Care No:_____________________________ email: _____________________________________
Address: ___________________________________________________________________________________
Mailing PO Box: _________________ Town: _____________________ Postal Code: ______________________
Phone: (cell)___________________________

    Phone  (Home) _______________________________
Co-Applicant/Spouse(please print): ________________________________Date of Birth: __________________ 
Alberta Health Care No:____________________________ email: _____________________________________
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Check here if same as Main Applicant address: 

Address: ___________________________________________________________________________________
Phone: (cell)___________________________

      (Home) ___________________________________

Accommodations:________ Single ________Double 

_________ Wheelchair Accessible

Please provide the following information:

	
	Yes
	No

	Are you currently receiving services from Homecare?
	
	

	Please list the Homecare services are you receiving:

	

	Are you a smoker? 
	
	

	Independently travel to/from designated smoking area?
	
	

	Are you a Veteran?
	
	

	Have you applied for Veteran’s Affairs Benefits?
	
	

	Are you currently receiving Alberta Seniors Benefit?
	
	

	Where are you currently living? Do you live alone or with family?
	
	

	Do you have concerns about staying in your present location?
	
	

	Do you use an electric scooter?
	
	

	
	

	*Please provide of copy of your latest notice of assessment
	

	Additional Comments:

	


Name and Mailing Address of Next of Kin/Emergency contact:
	Main Contact Name
	Tel:
	Relationship
	Email:

	
	
	
	

	Alternate contact name
	Tel:
	Relationship
	Email
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Trusteeship/Guardianship:

Verify if you have any of the following: Circle one choice:
A Will?  Yes or No   Executor Name: _____________________________________  Tel:____________________

A Personal Directive? Yes or No   Name: __________________________________​​ Tel:____________________
Is it Enacted? _______YES________NO   
A Power of Attorney? Yes or No   Name: _________________________________​​ Tel:____________________
Do you have a Goals of Care? Yes or No   
Base Rent 

In order to calculate the base rent, we require a copy of the most recent Notice of Assessment (NOA) provided by Revenue Canada. Failure to provide this document will result in a delay of the application process. The base rent rate is based on 30% of applicant’s income (line 150 on the NOA). The Lodge Program Minimum Disposable Income amount is $357. 
Lodge Services
In addition to the base rent, the resident is required to pay $905 (single room) for a Lodge Service Package which includes:
· Suites complete with 3-piece bathroom (walk-in shower), shower curtains and a wet bar
· Window covering

· 3 delicious meals served daily in the dining room

· Complimentary beverages and snacks available 24-hours per day

· Weekly Housekeeping and linen service

· Annual Suite Cleaning

· 24 hours friendly and caring staff on duty
· Planned activities and recreation program

  Safety & Security

· Personal emergency response system (nurse call) for each resident
· Lodge is 100% barrier free
· Personal in-room safe for valuable storage
· 24-hour video surveillance at all common area exits

· FOB automatic keyless door access

· Fire suppression system
Note: Accommodation charges for residents assessed as Supportive Living level 3, 4 or 4D are determined by Alberta Health. As such, the above base rent and lodge service package do not apply. 
	
             PO Box 580, Coleman, AB   Tel: 403.562.2102   Fax: 403.562.2106





         Additional Services and Costs

  Effective January 1, 2025

	Additional Service (per month)

	Medication Assistance        
	     $65.00 

	Cable TV 
	     $30.00

	Vehicle Parking
	     $25.00 

	Scooter Charging 
	     $15.00 

	Personal Laundry Service – Weekly           
	     $65.00

	Use of Laundry Equipment (includes Detergent)
	     $20.00

	Additional Power for Air Conditioners (June-Aug)
	     $20.00

	Adult Aprons (Bibs) 
	     As per cost (estimate $8 each)

	Personal Care Supplies (Gloves, wipes, peri wash, etc)
	     $12/month



Effective January 1, 2025
	Suite Transfer fee - for non-medical transfers only at Peak to Pines    
	     $250.00 

	Suite Transfer Internal Room Move 
	     $60.00 per/hr. 

	Additional Housekeeping 
	     $30.00 per/ hr.

	NSF charge
	     $25.00

	Additional/Replacement Key
	     $10.00 

	Additional/Replacement Suite FOB key
	     $30.00 

	Call Bell replacement
	     $250.00 

	Unreturned cable box
	     $100.00 

	Replacement cable remote
	     $30.00

	Guest Suite – per night
	     $85.00 

	Slings Golvo and sit to stand 
	At manufacture cost 

– current range 500-900

	Slider Sheets
	As per manufacture costs

	Tray Service – nonmedical 3 meals
	$5.00 per day

	 Party Room Rental – Room only 
	$40 per day 

(Fee waived with paid guest meals)


[image: image1.emf]Address:

Date:

Date:

YESNO

Hearing:NormalImpairedAbsent

Visual:NormalImpairedAbsent

Mobility:

CaneRegularOccasional

WheelchairElectricManualRegular

ScooterElectricManualRegular

WalkerRegularOccasional

DiabeticCut Up Food

Low FatMinced Food

Allergies:FoodMedicationDescribe:

Given name

Applicant



Physicians Name:Office Phone Number:

Application for Seniors Lodge Medical Report



Date of Last Examination:Last Annual Physical:





Alberta Health Care 

Number:

Last Name

Date of Birth:

I hereby authorize the release of information requested by Crowsnest Pass Senior Housing and waive any and all claims against the person or 

organization releasing the report or any of the officers, servants, agents, staff membersoe employees for any purpose whatsoever in connection with 

the communication and discloser of the said information.

I understand that this personal information is being collected in accordance with the Freedom of Information and Protection of Privacy Act (FOIPP), and 

I consent to the said collection.

Applicants Signature:

Witness Signature:







Date of Examination:Physician's Signature:



Authorization For Release Of Medical Information

If "Yes", please provide details and current management:







Does the applicant have:

Pace Maker



Is Applicant's current health stable?

Has the applicant had serious medical issues in the past year?

YES

YES

NO

NO

Uses wheelchair and can transfer in & out

Good - minimal help with mobility aid

Colostomy Bag

Oxygen

Ileostony Bag

Artificial Limb

Other Aids to Daily Living: (please specify)

Applicant ability to manage without assistance:













Hearing Aid

Good with Glasses

Pureed

Gluten Free

Other:

Special Diet:

Environmental

Confined to wheelchair

Check any of the following mobility aids and frequency of usuage:

Occasional

Occasional

Low Cholesterol





Excellent - no mobility aid

Good - but dependant on mobility aid
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OTHER COSTS AND SERVICES – Per Instance
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