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ADMISSION APPLICATION

Application Date: _______________________

Contact Person & Information Provider______________________ Relationship_____________

Name of Applicant________________________________________ Tele.#:________________

Address___________________________City____________________State____ Zip_________

Social Security #______________________________Medicare #_________________________
Medicaid #______________________Supplemental Security Income:   Yes    No

Medical (Supplemental) Insurance__________________________________________________
Address___________________________________________
Policy#___________________________________________
Nursing Home Insurance_________________________________________________________

Address______________________________________ 
Policy #______________________________________
Self Pay__________________________________Other________________________________

Date of Birth:_____________________________Birthplace:____________________________

Marital Status:   
Single   
Married
Widowed
Divorced

Father’s Name:_____________________ Mother’s Name:______________________________
Spouse’s Name:____________________ Date & Place of Marriage:_______________________
Spouse living:   Yes    No         If no, date of death:_____________________________________

Applicant’s last regular occupation:_________________________________________________

Optometrist’s Name:__________________________________
Last exam date:___________

Dentist’s Name:______________________________________
Last exam date:___________

Audiologist’s Name:__________________________________
Last exam date:___________

Funeral Home of Choice:_______________________________

Education:______________________________________ Military Service:_________________
Hobbies & Past Interests:_________________________________________________________

_____________________________________________________________________________

Where has applicant lived the past 5 years:___________________________________________

Name & Address of Applicant’s Church_____________________________________________

Name of Applicant’s Doctor_______________________Address_________________________
Please describe their daily life schedule:  (wake up time, daily habits, naps bedtime, and etc)

Special activities/favorite things he/she enjoys-include hobbies and things they used to do:
What might trigger undesirable actions/behavior?

How did they handle unpleasant events/episodes?
What works best when he/she gets frustrated?

What are some of the significant events in his/her life?

What are the most important/enjoyable events/good memories/people and relationship?
Any other comments you want to add that will assist us in providing a comfortable environment for your loved one?

CHILDREN:  (If not enough room, please continue on back page)
Name________________________________________________________________________

Address____________________________________________ Telephone #________________

Name________________________________________________________________________

Address____________________________________________ Telephone #________________
Name________________________________________________________________________

Address____________________________________________ Telephone #________________

SIBLINGS:  (If not enough room, please continue on back page)
Name________________________________________________________________________

Address____________________________________________ Telephone #________________

Name________________________________________________________________________

Address____________________________________________ Telephone #________________

OTHER:  (If not enough room, please continue on back page)
Name________________________________________________________________________

Address____________________________________________ Telephone #________________

Name________________________________________________________________________

Address____________________________________________ Telephone #________________

EMERGENCY CONTACT PERSON:
______________________________________________________________________________

Name




Address & Phone #



   Relationship

Have you and/or your spouse transferred and/or gifted any assets to anyone (family, friends, etc.) in the past five (5) years?     Yes     No

If yes, explain:__________________________________________________________________

______________________________________________________________________________

Do you and/or your spouse have a trust?     Yes     No

If yes, what type of trust:________________________________ Date established:___________
Trustee:__________________________________Address:______________________________

Have you previously applied for Medicaid?    Yes    No

If yes, date:______________________  County:__________________  Approved?   Yes    No

Do you have a:

Financial POA:   Yes    No     Name:_______________________________________________
Address:_________________________________________________Telephone #___________

Durable POA for Healthcare:   Yes    No     Name:___________________________________

Address:_________________________________________________Telephone #___________

Guardian/Conservator:   Yes    No     Name:________________________________________

Address:_________________________________________________Telephone #___________

Life Estate:   Yes    No     Name:___________________________________________________

Address:_________________________________________________Telephone #___________

Health Care Directive:   Yes    No     

Agent, if one appointed: ________________________________        Organ Donor:    Yes     No

If you have transferred or gifted assets, have a trust or life estate, or have granted someone financial POA, will you apply for Medicaid assistance and/or asset assessment through the County Social Services and will you authorize the County Social Services to release information to Tioga Medical Center regarding your application, eligibility and/or reasons for denial, etc.?      Yes      No
________________________________________________

__________________

Signature of Applicant






Date

________________________________________________

__________________

Signature of Legal Representative/Responsible Party


Date

NOTE:  Please provide copies of the following:

1. Social Security Card

2. Medicare Card

3. Medicaid Notification

4. Insurance Card(s)

5. Authorization papers for Power of Attorney (financial and/or health care), Guardianship, Conservatorship, Life Estate, etc.

6. Medicare prescription drug plan card

7. Health Care Directive

8. Ability to pay

