Ashley Medical Center Skilled Nursing Facility
Application for Admission
Resident Information
Full Name: _____________________________________________________________________
Date of Birth: _______________ Age: _____ Social Security Number: ______________________
Gender: ☐ Male   ☐ Female   Marital Status: ☐ Single   ☐ Married   ☐ Widowed   ☐ Divorced   
[bookmark: _Hlk196891608]Current Address: ________________________________________________________________
City: __________________________ State: __________________ ZIP: _____________________
Phone Number: ______________________Primary Language Spoken: _____________________
Responsible Party/POA Information
Name: _________________________________________________________________________
Relationship to Resident: _________________________________________________________
Current Address: ________________________________________________________________
City: __________________________ State: __________________ ZIP: _____________________
Phone Number: ______________________ Email Address: ______________________________
Emergency Contact (if different from above)
Name: _________________________________________________________________________
Relationship: ___________________________________________________________________
Phone Number: _________________________________________________________________
Provider/Doctor Information
Primary Physician Name: __________________________________________________________
Clinic/Hospital Affiliation: _________________________________________________________
Phone Number: ___________________________Fax Number (if known): __________________

Medical History
Primary Diagnoses: ______________________________________________________________
Secondary Diagnoses: ____________________________________________________________
Past Medical History (major surgeries, chronic conditions): ______________________________________________________________________________
Known Allergies (medications/food/environmental): ______________________________________________________________________________
Cognitive Status: ☐ Intact  ☐ Mild Impairment  ☐ Moderate Impairment  ☐ Severe Impairment  

Psychiatric History (if applicable): ___________________________________________________
Mobility Aids Used: ☐ Cane   ☐ Walker   ☐ Wheelchair   ☐ Lifts   ☐ None   
[bookmark: _Hlk196891116]Sensory Aids Used: ☐ Glasses   ☐ Hearing Aids   ☐ Dentures   ☐ Partials
Continence Status: ☐ Continent   ☐ Incontinent   ☐ Needs Assistance   
Dietary Needs/Restrictions: _______________________________________________________
Uses Tobacco Products: ☐ Yes   ☐ No   ☐ Previously Used   
Currently Receiving or Requiring:
☐ Dialysis   ☐ Chemotherapy   ☐ Radiation Treatment   ☐ Tube Feeding   ☐ Wound Care   
If checked, please specify details, frequency, and provider involved: ____________________________________________________________________________________________________________________________________________________________
Financial Information
Medicare Number: ______________________________________________________________
Medicaid Number: ______________________________________________________________
Long Term Care Insurance: ________________________________________________________
Policy Number: _________________________________________________________________
Is the applicant applying for Medicaid: ☐ Yes   ☐ No   
Veteran Status: ☐ Yes   ☐ No   
Placement Needs
Reason for Admission: ☐ Long-Term Care   ☐ Short-Term Rehab   
Assistance Required With (check all that apply): ☐ Dressing  ☐ Toileting  ☐ Bathing  ☐ Walking  ☐ Eating  ☐ Other (specify):  ______________________________________________________
History of (check all that apply): ☐ Wandering  ☐ Falls  ☐ Aggression  ☐ Elopement  
☐ Behavioral Health Needs  ☐ Isolation Precautions

Signature
By signing below, I confirm the information provided is accurate and complete. I understand that submission of this application does not guarantee admission.
Applicant / Responsible Party Signature: _____________________________________________
Date: _________________________________________________________________________

For Office Use Only
Date Received: __________________________________________________________________
Reviewed By: ___________________________________________________________________
Status: ☐ Accepted   ☐ Denied  ☐ Waitlisted    
