Petite Fleur Nursing Home  - ADMISSION APPLICATION
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It is the policy of Petite Fleur Nursing Home to make available its facilities and services and to admit, treat and retain residents without regard to race, color, creed, national origin, age, religion, marital status, sex, sexual preference, handicap, blindness, sponsorship, or source of payment.  The same policy applies to the employment and promotion of personnel, and to all contractors providing services. 

Completion of the following is important in aiding us to render the highest level of personally planned care.  This application will be considered only after receipt of a completed Patient Review Instrument (PRI) and Screen.

Date __________________ Applicant’s Name ______________________________________________

Social Security # ____________________________  Date of Birth ______________________________

How did you hear about our facility? ______________________________________________________

Present Address _______________________________________________________________________

Prior Address _________________________________________________________________________

Applicant’s Present Location _____________________________________________________________

Place of Birth ________________________ Citizenship Status __________________________________

Married______ Widow______ Separated______ Single______ Divorced______ # of Children ________

Spouse’s Name ______________________ Is Spouse living_____ Deceased_____ SS# ______________

Was applicant / spouse a veteran? Yes_____  No_____             WWI _____WWII_____VN_____K_____

VA file # (if applicable)__________________  
    Branch of service __________________________

Name of Applicant’s Sponsor for Admission _______________________________________________

Relationship _________________________

Address ______________________________________________________________________________

Home phone # _____________________________ Business Phone # ____________________________

Name of Alternate Contact Person _______________________________________________________

Relationship _________________________

Address ______________________________________________________________________________

Home phone # _____________________________ Business Phone # ____________________________

Name / Address / Phone of other relatives __________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

What person or firm, if any, holds power of attorney for applicant?

Name _______________________________________ Telephone _______________________________

Address ______________________________________________________________________________

Name of conservator (if any) _________________________ Telephone ___________________________
Address ______________________________________________________________________________

If no Power of Attorney or Conservator, who handles applicant’s affairs? 

Name ______________________________________ Telephone _______________________________

Address ______________________________________________________________________________

HEALTH INSURANCE INFORMATION:   The facility requires copies of the Social Security card, Medicare card, Medicaid card, Health Insurance card and premium notice, income checks or bank statement of direct deposit (including social security, pension and veteran’s checks).

Medicaid # ____________________ County ____________________ Caseworker __________________

Medicare # ____________________

Medicare Part A:  Yes ______    No ______







Medicare Part B:  Yes ______    No ______

Blue Cross / Blue Shield # (If any)  ____________________________

Other Company Name _________________________  Co. Address ______________________________

Co. Phone ______________ Policy # ______________ Sponsoring Employer  _____________________

Is applicant able to pay privately?  ______________ If yes, total amount available? _________________

APPLICANT’S CURRENT INCOME:

1)  Social Security $______________ 

     If Direct Deposit, Bank Name, Branch Location, & Acct. # __________________________________

2)  Pension $_____________ Name of Company _____________________________________________

     Address of Company _________________________________________________________________

     If Direct Deposit, Bank Name, Branch Location, & Acct. # __________________________________

3)  Veteran’s Pension $ ____________  Veteran’s Name ______________________________________

     If Direct Deposit, Bank Name, Branch Location, & Acct. # __________________________________

4)  OTHER   
Supplemental Security Income (SSI) $___________Dividends $____________ 



Business Income $____________     


Interest Income $____________   



Trust Fund $____________  
Principal Amount $____________



Cash on Hand $____________


BANK ACCOUNTS:

1) Bank Name & Address _______________________________________________________________

    Account # _____________________________________  Balance $___________________________

    Names of Account Holders ____________________________________________________________

2) Bank Name & Address _______________________________________________________________

    Account # _____________________________________  Balance $___________________________

    Names of Account Holders ____________________________________________________________

3) Bank Name & Address _______________________________________________________________

    Account # _____________________________________  Balance $___________________________

    Names of Account Holders ____________________________________________________________

APPLICANT’S PROPERTY:  (Please indicate both individual and joint holdings)

Does Resident own home?    Yes_____  No_____      Location __________________________________

Estimated Value $_________________________
  Unpaid Mortgage $__________________________

Co-Owners & Relationship, if any _________________________________________________________

Does Resident own other property?    Yes_____  No_____             Value $_________________________

Type of Property (Residential, Commercial, Vacant Land) ______________________________________

Stocks &/or Bonds?  Yes_____  No_____      Value $_______________ Co. Name __________________

Safe Deposit Box? Yes_____  No_____          Location? _____________ Who holds key? ____________

Life Insurance Company? ___________________________  Policy #_____________________________

Beneficiary ______________________________________

Other Assets __________________________________________________________________________

Debts and Obligations __________________________________________________________________

Has there been any disposition of assets within thirty-six (36) months prior to admission application? Yes_____  No_____             If yes, Date _____________________  Amount $______________________

Recipient’s Name, Address, & Relationship ________________________________________________

_____________________________________________________________________________________

HEALTH HISTORY AND CURRENT CONDITION:

Illnesses / Operations ___________________________________________________________________

Allergies _________________________________ Medications _________________________________

Previous Hospitalizations and Cause _______________________________________________________

_____________________________________________________________________________________

Previous Nursing Home Stay? (Location & Dates) ____________________________________________

Does Applicant have a Health Care Proxy or Advance Directive? ________________________________

Does applicant have any history of mental retardation, mental illness or any other mental health problem? Yes_____  No_____      If yes, please explain ________________________________________________

In your own words, why is resident seeking placement in this facility? ____________________________

_____________________________________________________________________________________

Applicant’s Present Physician _____________________________ Telephone ______________________

Is applicant able to understand admission paperwork? Yes_____  No_____             

Can applicant sign name? Yes_____  No_____             

	LEVEL OF SELF CARE (please check one)
	INDEPENDENT
	NEEDS HELP
	UNABLE

	Walking
	
	
	

	Feeding
	
	
	

	Transfer in / out of Bed
	
	
	

	Transfer in / out of Chair
	
	
	

	Use of Toilet
	
	
	

	Bathing
	
	
	

	Dressing
	
	
	

	Care of Hair / Teeth / Nails
	
	
	

	Shaving
	
	
	


Bladder Control -   Normal ________    Occasional Loss of Control ________     No Control _________

Bowel Control -     Normal ________    Occasional Loss of Control ________     No Control _________

Mobility:  
Walks Normally ________   Unsteady ________

(please check all that apply)   With Cane ________With Walker ________ Brace ________

                                            Wheelchair Bound ________ Wheels Self ________  Must be wheeled _____

                                             Bedridden ____________

Comments or Additional Information ______________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

According to my best knowledge and belief, the foregoing information is accurate and true in all respects.

________________________________________     ________________________________________             

                 Signature of Applicant



           Signature of Sponsor




If returning application by mail, please send to:


PETITE FLEUR NURSING HOME

300 BROADWAY AVENUE

SAYVILLE, NEW YORK 11782

(631) 567-9300  Fax (631) 567-0374
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