
   Admission Application 
  

 Cottage   Apartment   Residential   Health Care 
   

  Rachel Davis Dubois House Assisted Living   Evergreens Memory Support 
 
Name:___________________________________________Date:____________________________ 
                First Middle  Last 
 
Current  Address:__________________________________________________________________ 

          __________________________________________________________________ 

Telephone #: ________________________  e-mail Address: _______________________________ 

Previous Occupation: __________________________  Retirement Date: ______________________ 

Birth Date: _____________ Age: _____ Birth Place: _______________________________________ 
         Include Town, County, and State 

Mother’s Maiden Name and Birth Place: ________________________________________________ 

Father’s Name and Birth Place: _______________________________________________________ 

Religion: ______________________ Church Membership: _________________________________ 

Social Security #: __________________________Marital Status: ____________________________ 

Medicare #: __________________________ Medicaid #: __________________________________ 

Supplemental Health Insurance:_______________________________________________________ 
                  Company   Policy # 

Long-Term Care Insurance: __________________________________________________________ 
        Company   Policy # 

Do you have an Advance Directive?  Yes     No (if yes, please submit a copy with application) 

Do you have a designated Power of Attorney?         Yes     No    

If yes, please list name, address, and telephone number and submit a copy with application 

 

Name:   ________________________________________________________________ 
             First            Middle             Last 

Current Address:  ________________________________________________________________ 

   ________________________________________________________________ 

Phone # (Home):  _______________________ (Work): __________________________________ 

            (Cell): ___________________________________ 

  



 1st EMERGENCY CONTACT    2ND EMERGENCY CONTACT 

Name: _____________________________  Name: ______________________________ 

Relationship: ________________________  Relationship: _________________________ 

Address: ________________________  Address: _________________________ 

  ________________________    _________________________ 

Home Phone: _______________________  Home Phone: ________________________ 

Work Phone: ________________________  Work Phone: _________________________ 

 

3rd EMERGENCY CONTACT    4th EMERGENCY CONTACT 

Name: _____________________________  Name: ______________________________ 

Relationship: ________________________  Relationship: _________________________ 

Address: ________________________  Address: _________________________ 

  ________________________    _________________________ 

Home Phone: _______________________  Home Phone: ________________________ 

Work Phone: ________________________  Work Phone: _________________________ 

PHYSICIAN: ________________________  PHARMACY: __________________________ 

Address:       ________________________  Address:        __________________________ 

           ________________________    __________________________ 

Phone #:      ________________________  Phone #:    __________________________ 

 

DENTIST:   ________________________  FUNERAL HOME: ______________________ 

Address:       ________________________  Address:        __________________________ 

           ________________________    __________________________ 

Phone #:      ________________________  Phone #:    __________________________ 

 

Diet: _________________________________    Supplements______________________________ 

Allergies:_________________________________________________________________________ 

Diagnosis: _______________________________________________________________________ 

Hospital Preference:________________________________________________________________ 

      Mentally Alert       Slightly Forgetful          Confused   Feeds Self          Needs Assistance 

Continent:   Bowel     Bladder   Incontinent:    Bowel Bladder 

      Cane      Walker      Wheelchair Glasses Hearing Aid        Other 
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      Confidential Financial Information 

Copies of All Supporting Documents Are Required 

 
 

Applicant’s Name____________________________Social Security # __________________________ Birth Date_______________ 

 

Address ______________________________________ City___________________ State_________ Zip Code _______________    

 

Second Person _________________________ Social Security# ______________________________ Birth Date_______________ 

 

Relationship ___________________ 

 

             FINANCIAL DATA        MONTHLY INCOME 

Assets:           Applicant: Second Person: 

1.  Residence  $____________   8.  Social Security  $____________ $____________ 

2.  Checking  $____________   9.  Pension & Retirement*  $____________   $____________ 

3.  Savings & CD’s  $____________              10.  Annuities   $____________ $____________ 

4.  Stocks & Bonds $____________              11.  Dividends & Interest  $____________   $____________ 

5.  Other Real Estate $____________                              12.  Other                 $____________ $____________ 

6.  Other__________ $____________                            TOTAL COMBINED MONTHLY  $___________________________ 

7.  Other__________ $____________               *what occurs at death of spouse (if applicable)? 

Combined Assets $____________    noisneP ٱceases ٱ Pension reduces ______% ٱ No change 

Liabilities      *Does the pension amount increase with inflation?  If so, describe 

Mortgage  $____________   _________________________________________________________ 

Other Debts  $____________   _________________________________________________________ 

Notes on items 1-12:_________________________  _________________________________________________________  

__________________________________________  _________________________________________________________ 

 

__________________________________________ 

 

____________________________________________________________________________________________________________ 

 

Person to contact if we cannot reach you: ____________________________________ Relationship: __________________________ 

 

Address:  __________________________________________________________ Telephone Number: ________________________ 

 

I HEREBY DECLARE THAT ALL STATEMENTS MADE HEREIN ARE TRUE AND COMPLETE ACCORDING TO MY 
BEST KNOWLEDGE AND BELIEF.  IN WITNESS WHEREOF I HAVE SET MY HAND TO THIS APPLICATION THIS 

 

___________ DAY OF ________________________ 20________. 

 

__________________________________________________  __________________________________________________ 

                    Witness       Applicant 

__________________________________________ __________________________________________ 

                                    Witness       Applicant 


