

[image: ]


Loudonville Assisted Living:  _____
Enhanced Assisted Living:  ______
Gerald Levine Center for Memory Care:  _____


Prospective Resident’s Name:  _______________________________DOB:  _________________________

Religious Affiliations (if any):  _______________________
Sex:  _______________SS#:  ________________________Marital Status:  ___________________________

Responsible Person:  ____________________________ Relationship:   _____________________________


Street:  __________________________________________________________________________

City, State, Zip:  ___________________________________________________________________

Email:  ____________________________________Phone:  ________________________________


Health Care Providers

Attending Physician:  _____________________________________________________________________

Address:  ________________________________________________________________________

Phone:  ___________________________________Fax:  ___________________________________


Other Health Care Providers, If any:
Name:  ________________________________  Speciality:  ________________________________

Address:  ________________________________________________________________________

Phone:  ___________________________________Fax:  ___________________________________


Other Health Care Providers, If any:
Name:  ________________________________  Speciality:  ________________________________

Address:  _________________________________________________________________________

Phone:  ___________________________________Fax:  ___________________________________

Health Insurance Information

Insurer:  _________________________________________ID #:  __________________________________

Medicaid No.  ____________________________________ Medicare No.  __________________________

Prescription Drug Plan (if any):  ______________________Plan ID #:  ______________________________


Other Health Insurance:   __________________________Plan #:  __________________________________

Please attach copies of each card


Area Hospital of Choice:   __________________________________________________________________


Present Residence

Nursing home______ Hospital________ Own home_______ Other_________________________________

Current Address:  _________________________________________________________________________

Please provide date you expect to become a resident of the Loudonville Assisted Living Residence __________________________



Financial Information

Monthly Income:  _________________________Assets:  _________________________________________

Social Security:   _________________________Real Estate:  ______________________________________

 Pension:  _________________________________Other:  ________________________________________

 Dividends:  _________________________________Family Assistance:  ____________________________

    Total Monthly Income:   ___________________Total Assets:  ___________________________________

Do you have any liabilities that may reduce your income? _______________________________________


Prospective Resident’s Respresentative

 Name:  ______________________________Relationship:  _______________________________________

Address:  _______________________________________________________________________________

Email:  _______________________________Phone:  ____________________________________________



Name:  ______________________________Relationship:  _______________________________________

Address:  _______________________________________________________________________________

Email:  _______________________________Phone:  ____________________________________________



Name:  ______________________________Relationship:  _______________________________________

Address:  _______________________________________________________________________________

Email:  _______________________________Phone:  ____________________________________________











It is understood that all information given in this application is true and correct.

Signature:  _____________________________________________Date_____________________________

Signature:  _____________________________________________Date_____________________________
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