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                 PO Box 580, Coleman, AB   Tel: 403.562.2102   Fax: 403.562.2106




ACCOMMODATION APPLICATION
SENIOR HOUSING
2025-02-24
RENTAL RATE INFORMATION
Locations: 

Tecumseh Mountain Manor 1802 – 112th Street Blairmore, Alberta

Westwind Apartments 2502 – 212th Street Bellevue, Alberta

Rates Effective September 2024
Rent:

The Tenant pays 30% of Line 15000 of their current personal Income Tax Return to a maximum rent ceiling of $750.00 (Reviewed annually). A copy of the latest Notice of Assessment must be produced before moving in and provided annually for rent adjustment.

Additional Charges:
	Damage Deposit
	Equivalent to one month’s rent

	Electricity
	$50.00
	

	Parking
	$15.00
	

	Power for A/C (June – Sept.)
	$15.00
	

	Scooter Charging
	$15.00
	


The Rent is due on the 3rd day of the month via PREAUTHORIZED DEBIT. 

The Tenant is responsible for telephone and cable television. 
Laundry facilities are available at no charge. 
The Tenant must sign a fixed term lease with Crowsnest Pass Senior Housing. The first term is for a 3-month trial period and then may be renewed each year on September 1.
APPLICATION FOR ACCOMMODATION
(Confidential)

I understand that this application does not constitute an agreement on the part of Crowsnest Pass Senior Housing or its agents to provide me with rental accommodation.
I further acknowledge the right of Crowsnest Pass Senior Housing 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 Crowsnest Pass Senior Housing, 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.
I further agree that I am obligated to advise Crowsnest Pass Senior Housing, or its agents, in writing, of any changes in family composition, gross family income, assets, employment or change of address, should they occur.
I also agree that the information provided by me pertains to all persons named within this application.

Applicant






Witness

QUESTIONAIRE
Please answer ALL questions to the best of your ability:
1. Applicant’s Name: 












Date of Birth: 




 Social Insurance No. 






Alberta Health Care No. 



 
Spouse’s Name: 













Date of Birth: 




 Social Insurance No. 






Alberta Health Care No. 




Are you a

 Canadian Citizen?




 Landed Immigrant?




 Other, please specify: 







2. Present address: 










_______
Telephone:











3. If you are on Social Assistance, please state the name and office address of your Social Worker:

Name:














Address:













4. Monthly Income:
	
	APPLICANT ($)
	
	SPOUSE ($)

	Old Age Security and Guaranteed Income Supplement
	
	
	

	Alberta Assured Income Supplement
	
	
	

	Spouse allowance
	
	
	

	Canada Pension Plan
	
	
	

	Company Pension
	
	
	

	War Veterans Allowance
	
	
	

	War Disability Pension
	
	
	

	Employment Income
	
	
	

	Social Assistance
	
	
	

	Other Income (Please specify):
	
	
	

	TOTAL
	
	
	


Please list all investments/assets and interest/income derived from investments such as stocks, bonds, term deposits, bank accounts, real estate etc.

INVESTMENTS/ASSETS




INTEREST/INCOME












Yearly $ 

 Monthly $ 











Yearly $ 

 Monthly $ 











Yearly $ 

 Monthly $ 











Yearly $ 

 Monthly $ 



TOTAL






Yearly $ 

 Monthly $ 



Note: All incomes must be verified upon acceptance as a tenant
· The latest notice of assessment must be presented upon confirmation of a move in date *
5. If you or your spouse have employment income(s), please state the name(s) and address(es) of the employer(s).

Name of Employer: 













Address: 






 Telephone: 






Spouse’s Employer: 












Address: 






 Telephone: 






6. Do you own or rent you present accommodation:

 Own 

 Rent?
Present rent or mortgage payment is $ 

 per month, plus $ 

 for heat and

$ 

 for light, water, and sewer.

7. If renting, name your present landlord: 









Address: 






 Telephone: 






8. Is your present accommodation: 
 House         Apartment        Rooming House 
   Hotel        Other
9. Rooms in your present accommodation: 
   Kitchen 
   Living Room 
       Dining Room 


  Bathroom No. of Bedrooms 



10. Number of person(s) sharing your present accommodation: 

 Adults 

 Children

11. Do you share with other occupants the use of the kitchen, bathroom, or your bedroom? 
 Yes  ______No
If yes, Number of person(s) sharing the kitchen. 



If yes, Number of person(s) sharing the bathroom. 


If yes, Number of person(s) sharing the bedroom. 

12. Are your current accommodations detrimental to your physical health? I.e. fire hazards, broken windows/doors

               ____________Yes                ___________No 

13. Is your current environmental condition detrimental to your health? I.e. pollution, suitability to medical conditions

        ___________Yes                  __________No 

14. Are your nutritional needs being met?                 __________Yes     ____________No

15. Do you participate in any activities/services outside your home?  I.e. church, golf, gatherings

________yes          _________no 

16. Do you have access to services in your community?   Pharmacy, grocery store

__________yes   _____________no 
17. Is there any member of the household in one of the following populations? 

· Indigenous People

· People with disabilities

· Individual fleeing violence

· People at risk of homelessness or transitioning out of homelessness support.

· People dealing with mental health and addiction Youth exiting government care.

· Veterans

· Recent immigration and refugees 

· Racialized groups
18. Do you have a pet?
           Yes   
    No
If yes, what kind(s) and how many of each? 










19. Reasons you want to move:


























If you have been given a “Notice to Vacate” please submit a copy of the notice and state the reason for eviction: 






























20. Please list any physical disabilities: 

























Family Doctor’s Name: 












Address/Phone No. 













21. Other related information you wish to provide;











































































































































_______ The personal information in this form is being collected by Crowsnest Pass Senior Housing under section 33(c) of the Freedom of Information and Protection of Privacy Act for the purpose of administering applications for subsidized housing or rental benefits. If you have questions regarding the collection of this information, please contact Peaks to Pines Reception, 403-562-2102.                                  

PERSONAL INFORMATION
· Next of kin. If none available please list alternate contacts:

Name 





 Address 







Relationship 




 Phone No. 






Name 





 Address 







Relationship 




 Phone No. 







· Do you have a will?          Yes           No
Name of Executor:













Address: 





 Phone No. 







Do you have a Power of Attorney? 
□ Yes    □  No
Do you have a Personal Directive? □ Yes     □ No
· Family Doctor: 
Name 





 Address 







Phone No. 







Physical Disabilities: 








































FUNCTIONAL ASSESSMENT

Dear Health Care Provider:

As part of the application and placement process of a prospective resident, they are required to provide a current assessment of their ability to manage their daily living independently.  A Functional Assessment may also be needed in a case where it is believed a resident’s needs may have changed over time.  The information requested in this form is to ensure that independent seniors’ living suites align with the applicant’s/resident’s needs.  Please complete the questionnaire in full with all the pertinent information concerning the applicant.  Please be aware that the independent seniors’ living suites are non-medical.  Residents may access health supports through Alberta Health Services Home Care and/or through arrangements they have with private health providers.

Please note the applicant is applying for subsidized housing.  As the applicant is on a fixed, lower income, we kindly ask that you waive any fees associated with completing this functional assessment.

Thank you in advance for completing this functional assessment in its entirety.

If you have any questions regarding the functional assessment, please feel free to contact Christine Klyne at 403 553 2102 or FAX 403 562 2106, Tuesday – Friday 1 p.m. – 4:30 p.m.

Crowsnest Pass Senior Housing

P.O. Box 580

Coleman, Alberta

T0K 0M0

Phone:
(403) 562-2102

Fax: (403) 562-2106


GENERAL INFORMATION AND AUTHORIZATION

1) This medical information form is required for all applicants seeking admission into self-contained, independent living suites.

2) All information must be current within a 6-month time frame.  The applicant is responsible for notifying the Client Relations Coordinator if their circumstances change, affecting their health and the validity of this application.

3) The form is to supplement other information to determine if the applicant is physically and mentally able to look after themselves in a self-contained apartment-type complex.

4) All information is confidential, and its specific purpose is in accordance with the Freedom of Information and Protection of Privacy Act.

AUTHORIZATION:
I hereby authorize any Physician, Medical Clinic, Hospital, or other people with any record(s) or knowledge of my health to provide full information to Crowsnest Pass Senior Housing or any authority acting on their behalf.

I hereby authorize Crowsnest Pass Senior Housing to provide full information to any housing agency or any authority acting on their behalf.

Signature of Applicant: _________________________________

Printed Name of Applicant: ______________________________

Date: _________________________________

	Applicant/Patient Information (please print)

	Last Name:
	First Name:

	Date of Birth:

mm/dd/yyyy
	Phone Number:

	Current Address:

	Health Care Provider Information (please print)

	Last Name:
	First Name:

	Clinic:
	Phone Number:

	Address:


How long has the patient been under your care? _______________________________________________

What date was your patient’s most recent medical appointment? _________________________________

Does your patient have any history of addictions that impact their health?
Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your patient have any chronic diseases which may cause incapacitation to the point of specialized care in the near future?
Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your patient been hospitalized for a chronic condition in the past six months?
Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your patient have any communicable diseases that would jeopardize the health of other vulnerable seniors living in the building?
Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is your patient able to administer their medication safely and accurately?
Yes
No

Is your patient able to dress themselves?

Yes
No

Is your patient able to bath/shower unassisted?
  
Yes
No

Does your patient smoke?



Yes
No

Is your patient known to have issues with falling?
Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is your patient known to have wandering issues or significant confusion?

Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your patient show any signs of dementia or memory loss?


Yes
No

If yes, please explain and provide a copy of the MMSE or MOCA:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has your patient been diagnosed with any mental health condition that may impair their ability to manage independently presently or in the near future?

Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your patient been diagnosed with any physical health condition that may impair their ability to manage independently presently or in the near future?

Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does your patient have a history of any violent or aggressive behaviour?

Yes
No

If yes, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If your patient currently receiving Home Care Support:

Yes
No

If yes, please explain: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you consider your patient suitable to live in independent seniors’ living suites where no special care is provided?
Yes
No

Mentally?
Yes
No

Physically
Yes
No

Socially?
Yes
No

If no, please explain:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please detail any medical information you feel would be important to your patient’s application for subsidized independent seniors’ living.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________
Signature of Physician: _________________________________

Printed Name of Patient: ______________________________

Date: _________________________________

Phone Number: _____________________________

Independent Living with Basic Support (self-contained seniors’ apartment)
Residents must be able to manage their daily needs and activities, including shopping, meal preparation, and cleaning.  There are no staff on-site, although residents may have homecare arrangements or other supports activated.  Residents can access maintenance on call 24 hours a day and access a manager or Resident Client Relations.

Is this patient capable of functioning independently in this setting?
Yes
No

If no, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Independent Living with Enhanced Supports (private suite in a congregate site)

Residents must be able to manage their daily needs and activities within the congregate setting.  Services provided include dining, weekly housekeeping, maintenance, active ageing programs, resident support team (social workers) and 24-hour staff on site.

Is this patient capable of functioning independently in this setting?
Yes
No

If no, please explain:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

24-Hour Health/Medical Support

Would the patient be more appropriately accommodated in a site with 24-hour health/medical Support?

Yes
No

If yes, please explain:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________________


________________________________

 (Health Care Provider Signature)



(Date mm/dd/yyyy)
2

