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Application for Residency
PERSONAL INFORMATION
Name_____________________________________________________________ __________
Current Address/Facility______________________________________________ __________
Gender    Male______Female________________Veteran   Yes                 No  ____________
Date of Birth______________________________  Place of Birth___________  ___   ________
Social Security_#________________________ _   Highest Grade Completed________   _____
Former Occupation(s)_________________________________________________  _________
Marital Status____    Married____ _ Single____ _  Divorced ____ _  Widowed___  __________
Name of Spouse_______                          _____       Living           Deceased____ Year___       _
How did you hear about Christian Care?_______________________________ ____________
____________________________________________________________________________
Why did you select Christian Care?________________________________________________
_______________________________________________________________ _____________
Do you know someone who lives here?__No_____Yes______If yes, who?_________________
_______________________________________________________________ _____________
Church Affiliation_____________________________________ City __________ _  _________

Funeral Home Preference_______________________________________________________
Prearranged Funeral                Yes        __   No_______________________________________

Primary Care Physician_________________________________________________________
Address_____________________________________________________________________
Phone_(_      )_________________________Hospital Preference_______________________
     
Application for Residency
CONTACT INFORMATION
Christian Care recommends that residents designate a durable power of attorney (DPOA) which includes an Advocate for Health Care Decisions. 
Please list each person in the order you wish them contacted in the event of an emergency.  You give Christian Care permission to share health information with these individuals.

Medical DPOA__________________________    __ Relationship________________________    
                        (Please provide documentation)

Name____________________________________    Relationship                                     __    _  
Address_______________________________                                                                   __    _
City/State/Zip______________________________                                                                  _ _
Home Phone (  ___)_________                  ________  Cell Phone (____ )____                      ___                                     
Work Phone (       )                                                        E-mail Address                                _____

Name____________________________________    Relationship                                     __    _  
Address_______________________________                                                                   __    _
City/State/Zip______________________________                                                                  _ _
Home Phone (  ___)_________                  ________  Cell Phone (____ )____                      ___                                     
Work Phone (       )                                                        E-mail Address                                _____

Name____________________________________    Relationship                                     __    _  
Address_______________________________                                                                   __    _
City/State/Zip______________________________                                                                  _ _
Home Phone (  ___)_________                  ________  Cell Phone (____ )____                      ___                                     
Work Phone (       )                                                        E-mail Address                                _____


Application for Residency
INSURANCE INFORMATION
Medicare #_____________________  _ 	       Medicaid #____________________________
Other Health Insurance / Type of Insurance__________________________________________
       Name of Insurance Company_________________________________________________
       Insurance Policy Number____________________________________________________

CONFIDENTIAL FINANCIAL INFORMATION
Financial DPOA_____________________________ Relationship______________________
                              (Please provide documentation)
 
Representative Payee      _                   _________  Relationship______________________
Address_______________________________           __________                                    __    _ 
City/State/Zip______________________________                                                                  _ _
Home Phone (  ___)_________                  ________  Cell Phone (____ )____                      ___                                     
Work Phone (       )                                                        E-mail Address                                _____

INCOME  
Social Security Income________________________ Pensions Income___________________
Savings/Investments___________________________Other Income                  ____________

I hereby make my application to Christian Care and affirm my answers on this application are true and fairly represent the facts.

Signature of Applicant__________________________________________Date____________
OR  Legal Guardian / DPOA_____________________________________________________   
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