
You have contacted this facility and indicated a desire to be considered for
admission. Your name will be placed on our waiting list after you substantially
complete and return this application.

Admission Application

45 Meriden Avenue • Southington, Connecticut 06489 • 860-621-9559

SMOKE FREE ENVIRONMENT

Primary Emergency Contact:

Name ___________________________________________ Relationship __________________________________

Address ______________________________ Town _________________ State ______ Zip Code _________

Phone Numbers: Home _____________ Work _____________ Cell _____________ E-mail _________________

Secondary Contact:

Name ___________________________________________ Relationship __________________________________

Address ______________________________ Town _________________ State ______ Zip Code _________

Phone Numbers: Home _____________ Work _____________ Cell _____________ E-mail _________________

Financial Disclosure: (All information supplied will remain confidential. Application cannot be processed without this information.)

Social Security Number ____________________________ Medicare Number _____________________________

Health Insurance Plan _____________________________ Policy # ______________________________________

Medicare Supplement _____________________________ Policy # ______________________________________

Medicaid Number (Title 19) ____________________ Pending? Yes No

Medicaid Caseworker's Name __________________ Phone ______________________________________________

Copies of cards enclosed (back and front) Yes No

Does Applicant Own a Long Term Care Insurance Policy? ________________________________________________

Name of Company _________________________________ Is this a Partnership Approved Policy? _____________

Established Monthly Income: Social Security _______________________ Other ___________________________

Assets: negotiable securities, stocks, bonds ____________________________________________________________

__________________________________________________________________________________________________

Savings/Checking Accounts:

Bank Type of Account Joint/Single Balance

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Properties: _____________________ Names on Deed: __________________________________________________

Mortgage notes you hold on properties ________________________________________________________________

__________________________________________________________________________________________________

Has there been a transfer of assets or monetary gifts within the last 60 months? Yes No

Be specific with dates and amounts: ___________________________________________________________________

__________________________________________________________________________________________________

Name ___________________________________________ Relationship __________________________________

Address ______________________________ Town _________________ State ______ Zip Code _________

Phone Numbers: Home _____________ Work _____________

Send update letters to_______________________________________________________________________________

Signature of person completing application ___________________________________________



Continence:

Continent Incontinent

If Incontinent: Urine Stool

Foley Catheter Suprapubic Catheter Texas Catheter (External Device)

St. Catheter Colostomy Ileo Conduit

Oxygen/Liters _____________________________________________________________________________________

Pace Maker Yes No Date Inserted ________________________________________

Prosthesis (Type): __________________________________________________________________________________

History of Psychiatric Problems or Disorders (Include Details and Dates of Hospitalization)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

History of Alcohol or Substance Use? If Yes, Describe

__________________________________________________________________________________________________

Smoker Yes No

Miscellaneous Information

Primary Care Physician______________________________________________________________________________

Other Physician(s) _________________________________________________________________________________

Advance Directives Yes No

If Yes, Please indicate: POA DPOA HCA Living Will Organ Donor Conservator

During the last 60 days, has there been a stay in a hospital or nursing facility? _______ If so, please indicate

where and when stay took place. ______________________________________________________________________

__________________________________________________________________________________________________

Have Home Care Services been used in the past? ________________________________________________________

If so, please indicate which agency. ___________________________________________________________________

Funeral Home Preference: ___________________________________________________________________________

Have arrangements been made? _____________________________ Prepaid? _______________________________

Current Therapies PT OT Speech
Other ________________________________________

Functional Data Summary

SSoouutthhiinnggttoonn CCaarree CCeenntteerr
AApppplliiccaattiioonn ffoorr AAddmmiissssiioonn

VViittaall SSttaattiissttiiccss

NNaammee __________________________________________________________ TTeelleepphhoonnee ______________________

AAddddrreessss _____________________________________ TToowwnn _____________ SSttaattee ______ ZZiipp CCooddee ____________  

DDaattee ooff BBiirrtthh _________________________________ BBiirrtthhppllaaccee __________________________________________

MMaarriittaall SSttaattuuss _________________________________ RReelliiggiioonn ____________________________________________

OOccccuuppaattiioonn ((CCuurrrreenntt oorr FFoorrmmeerr)) ______________________________________________________________________

Veteran Yes No U.S. Citizen Yes No

TTyyppee ooff PPllaacceemmeenntt BBeeiinngg SSoouugghhtt ((PPlleeaassee CChheecckk)):: 

SShhoorrtt TTeerrmm RReehhaabb HHoossppiiccee CCaarree RReessppiittee CCaarree LLoonngg TTeerrmm CCaarree

MMeeddiiccaall IInnffoorrmmaattiioonn

PPrreesseenntt LLooccaattiioonn ___________________________________________________________________________________

IIff HHoossppiittaall//HHeeaalltthh FFaacciilliittyy,, DDaattee ooff AAddmmiissssiioonn ____________________________________________________________

AAddmmiittttiinngg DDiiaaggnnoossiiss ________________________________________________________________________________

SSuurrggeerryy ((iinncclluuddee ddaatteess)) ______________________________________________________________________________

_________________________________________________________________________________________________

PPaasstt MMeeddiiccaall HHiissttoorryy ________________________________________________________________________________

_________________________________________________________________________________________________

AAlllleerrggiieess__________________________________________________________________________________________

CCuurrrreenntt MMeeddiiccaattiioonnss ________________________________________________________________________________

_________________________________________________________________________________________________

SSkkiinn CCoonnddiittiioonn:: 

SSuurrggiiccaall SSiittee ________________________________________ RReeddddeenneedd AArreeaass _______________________________

DDeeccuubbiittuuss __________________________________________ TTrreeaattmmeenntt ___________________________________

DDiieett __________________________________________________________________ HHTT _________ WWTT ________

MMeennttaall SSttaattuuss::

AAlleerrtt OOrriieenntteedd CCoonnffuusseedd DDiissoorriieenntteedd FFoorrggeettffuull

VVaagguuee NNoonn--rreessppoonnssiivvee DDeepprreesssseedd

BBeehhaavviioorr PPaatttteerrnnss::

CCooooppeerraattiivvee WWaannddeerrss PPaacceess CCoommbbaattiivvee VVeerrbbaallllyy AAbbuussiivvee

RReessiissttiivvee ttoo CCaarree EEaassiillyy AAggiittaatteedd OOtthheerr ______________________________________________

RReessttrraaiinnttss WWaaiisstt VVeesstt PPeellvviicc

RReessttrraaiinnttss AAllwwaayyss DDaayyttiimmee NNiigghhttttiimmee AAss NNeeeeddeedd NNoonnee

Independent Minimal Assist
(Supervise)

Maximum Assist
(1-2 Person) Unable

Bathing
Dressing
Toileting
Eating ___ G Tube

___ NG Tube

Transferring ___ Hoyer Lift

Ambulating


