Riverbend Residential Care Home

P.O. Box 7

Chelsea, VT 05038

685-2250

Riverbend2250@gmail.com

Application for Admission

Date of Application:_______________________

Applicants Name-________________________________

DOB:___________

Mailing Address:_____________________________________________________________________

Phone-H) ________________________________

Marital Status:________________

Applicant is now at:
Home

Hospital
Nursing home (list):________________________

Living Will- Y/N
DPOA HC: Y/N
DPOA Financial: Y/N

Guardian: Y/N

Primary care physician/number:_______________________________________________________

Specialist (name & number):___________________________________________________________

Hospital of choice:___________________________________________________________________

Insurance:


Medicaid-______________ Medicare-______________VA ______________  CFC:_______________

LTC insurance:_____________________________ Other:____________________________________

 

  (name)

(policy number)
(name)


(policy number)

Primary Contact-

Name:_________________________________ Phone-H) ______________W) _____________

Mailing address:_____________________________________________________________________

Relationship to Applicant:______________________________________________________________            

About yourself:

Please describe your daily schedule:______________________________________________________

______________________________________________________________________________________________________________________________________________________________________

Please list any interest or hobbies:_______________________________________________________

___________________________________________________________________________________

Please describe your food preferences and eating habits:______________________________________

Do you have a doctors order diet? If so please describe:______________________________________

Do you have any of the following and please explain assistance needed:

Dentures Y/N

Explain:_________________________________________________________

Eye glasses Y/N
Explain:_________________________________________________________

Hearing aid(s) Y/N
Explain:__________________________________________________________

Other:_____________________________________________________________________________

Please describe your care needs and explain assistance needed: Bathing:___________________________________________________________________________

Dressing:___________________________________________________________________________

Walking:___________________________________________________________________________

Walker: Y/N
Cane: Y/N
Wheelchair: Y/N 


Stairs: _____________________________________________________________________________

Toileting:___________________________________________________________________________Eating:_____________________________________________________________________________Sitting to Standing:___________________________________________________________________

Sleeping:___________________________________________________________________________

Hospital bed: Y/N
Rails: Y/N
Position:______________________________________________

Please list any other medical equipment:__________________________________________________

Do you have any problems with the following: 

Wandering Y/N 
If yes describe:_____________________________________________________

Sleeping Y/N
If yes describe:__________________________________________________________ 

Confusion or Mood Y/N
If yes describe:_______________________________________________

Aggression Y/N
If yes describe:_____________________________________________________

Fall/Balance Y/N
If yes describe:____________________________________________________

Incontinence bowel: Y/N
Incontinence bladder: Y/N 
If yes please describe:__________________

Skin Care Y/N   If yes describe:_________________________________________________________

Smoking Y/N    If yes describe how much and how often: ____________________________________
Medical information:

Primary reason for admission:__________________________________________________________

__________________________________________________________________________________

List any medical hospitalizations within the last year include reason:___________________________

__________________________________________________________________________________

List any medical diagnosis:_____________________________________________________________

___________________________________________________________________________________

Psychiatric diagnosis: Y/N List any psychiatric diagnosis:___________________________________

Psychiatric hospitalizations: Y/N  
If so when?______________________________

Medications:


Name:


Dose:



Reason:

________________________
_____________
________________________

________________________
_____________
________________________

________________________
______________
________________________

________________________
_____________
________________________

________________________
_____________
________________________

________________________
______________
________________________





(please attach additional sheet if necessary)

Allergies:__________________________________________________________________________

Financial Information

Monthly income $____________________________

Do you have any income from the following?

Social Security Y/N
VA pension Y/N
Disability benefit Y/N

Any other income:____________________________________________________________________

Do you have any of the following?:

Savings Y/N

Bank:______________________
Balance:___________________________

Checking Y/N

Bank:______________________
Balance:___________________________

CDs/Bonds Y/N
Bank:______________________
Balance:___________________________

Other assets:_______________________________________________________________________

Do you have any of the following?: If so please list company and amount(s)

Life insurance:________________________________

___________________

Long term care insurance:________________________

___________________

I hereby certify that to the best of my knowledge, the above information is accurate, up to date and complete. All of the information will be maintained for the purposes of admission decisions and will be protected as all other health care information is protected under HIPAA by Riverbend RCH. 

Signature of applicant:_________________________________________Date____________________

Legal representative:__________________________________________Date:___________________

Do you want to be placed on a waiting list?: Y/N

It is the policy of Riverbend RCH to provide access to its programs and services without discrimination based on race, creed, color, national origin, disability, age, or veteran status. In addition, each person applying for admission will be individually screened to ensure that this facility can provide them with proper treatment.
4

