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	PREADMISSION APPLICATION
Please print clearly and complete every applicable field


	APPLICANT AND ADMISSION INFORMATION


	Applicant legal name  Last  First  Middle
________________________________________________________________
	Preferred name
________________________________________________

	Current address  Street  City  State  ZIP
________________________________________________________________
	Primary phone
________________________________________________

	Desired admission date
________________________________________________________________
	Current residence
________________________________________________

	Reason for seeking admission
________________________________________________________________
	Referral source and phone
________________________________________________



	Date of birth
__________________________________________
	Age
________________________
	Sex
_________________________________
	Marital status
________________________________________________________



☐ Long term care   ☐ Short term rehabilitation   ☐ Respite   ☐ Other __________________
	Birthplace
________________________________________________________________
	Previous occupation
________________________________________________________________

	Religion or faith preference
________________________________________________________________
	Church or congregation
________________________________________________________________



	MILITARY SERVICE


	Applicant veteran  Branch and service dates
________________________________________________________________
	Spouse veteran  Name  Branch and service dates
________________________________________________________________



	MEDICAL DESIGNATIONS


	Provider or service
	Name

	
Primary
	


	
Eye Care
	


	
Dental Care
	


	
Pharmacy
	


	
Other
	




	DECISION MAKING AND LEGAL DOCUMENTS


☐ Applicant makes own healthcare decisions   ☐ Applicant makes own financial decisions
	Healthcare decision maker or agent
________________________________________________________________
	Relationship
__________________________________________
	Phone
___________________________________________

	Financial decision maker or agent
________________________________________________________________
	Relationship
__________________________________________
	Phone
___________________________________________



☐ Financial power of attorney attached   ☐ Healthcare power of attorney attached   ☐ Healthcare directive or living will attached   ☐ Guardianship or conservatorship documents attached   ☐ No documents currently in place
	EMERGENCY CONTACTS


Primary emergency contact
	Name
____________________________________________________
	Relationship
____________________________________________________
	Phone
____________________________________________________

	Address  Street  City  State  ZIP
____________________________________________________
	Email
____________________________________________________
	




Secondary emergency contact
	Name
____________________________________________________
	Relationship
____________________________________________________
	Phone
____________________________________________________

	Address  Street  City  State  ZIP
____________________________________________________
	Email
____________________________________________________
	
____________________________________________________



	BILLING CONTACT


	Name
____________________________________________________
	Relationship
____________________________________________________
	Phone
____________________________________________________

	Mailing address  Street  City  State  ZIP
____________________________________________________
	Email
__________________________________________________
	




	FUNERAL HOME PREFERENCE


	Funeral home and city
________________________________________________________________
	Phone
___________________________________________________

	Prepaid burial
________________________________________________________________
	Amount or policy information
___________________________________________________



☐ Yes   ☐ No   ☐ Unknown
	CURRENT RESIDENCE AND PRIOR CARE


	Current residence  Home  Hospital  Assisted living  Nursing facility  Other
________________________________________________________________
	Current residence name if applicable
_______________________________________________________

	Current residence address  Street  City  State  ZIP
________________________________________________________________
	How long at current residence
_______________________________________________________



☐ Applicant has lived in a nursing facility before   ☐ Applicant has not lived in a nursing facility before
	If yes, facility name and location
________________________________________________________________
	Dates of residence
_______________________________________________________



	CODE STATUS


☐ Full Code   ☐ Do Not Resuscitate  DNR   ☐ Unsure or wishes to discuss
	Supporting document available  DNR order  POLST  Healthcare directive  Other
________________________________________________________________
	Copy attached  Yes or No
__________________________________________



The selection above communicates the applicant's current preference and does not replace a valid medical order. Code status will be confirmed during the admission process.
	MEDICAL HISTORY


List current and significant past diagnoses, conditions, surgeries, hospitalizations, allergies, and other medical history. Attach an additional page if needed.
	Diagnosis condition or event
	Approximate date
	Treating provider or facility
	Current status or notes

	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	




☐ No known medical history to report   ☐ Additional medical history attached
	CURRENT MEDICATIONS


List all prescription medications, over the counter medications, vitamins, supplements, inhalers, injections, and as needed medications. Attach a current medication list if available.
	Medication and strength
	Dose and route
	Frequency or time
	Reason or prescribing provider

	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	




☐ No current medications   ☐ Current medication list attached   ☐ Medication information verified by pharmacy or provider
	IMMUNIZATION RECORD


Enter the most recent date and other requested information. Attach a state registry or clinic record if available.
	Immunization or screening
	Date received
	Dose or series
	Provider location or notes

	Influenza
	

	

	


	COVID 19
	

	

	


	Pneumococcal
	

	

	


	Shingles
	

	

	


	Tdap or Td
	

	

	


	RSV
	

	

	


	TB screening
	

	

	


	Other
	

	

	




☐ Immunization record attached   ☐ State registry record requested   ☐ Applicant declines to provide immunization history
	INSURANCE AND BENEFITS


Attach copies of all insurance cards, front and back. Handle Social Security and insurance numbers securely.
	Social Security number
____________________________________________________
	Medicare number
____________________________________________________
	
_____________________________________________________

	Medicare Part A effective date
____________________________________________________
	Medicare Part B effective date
____________________________________________________
	
____________________________________________________

	Medicare Advantage or primary health plan
____________________________________________________
	Member or policy number
____________________________________________________
	
____________________________________________________

	Medicare supplement plan
____________________________________________________
	Member or policy number
____________________________________________________
	
____________________________________________________

	Medicare Part D plan
____________________________________________________
	Member or policy number
____________________________________________________
	
____________________________________________________

	Medicaid ID
____________________________________________________
	County
____________________________________________________
	Status  Pending or approved
____________________________________________________

	Prior Medicaid application  Date and county
____________________________________________________
	Approved date if applicable
____________________________________________________
	
____________________________________________________



	Long term care insurance company
________________________________________________________________
	Policy number
__________________________________________
	Daily benefit or elimination period
_______________________________________________



☐ Medicare card attached   ☐ Insurance cards attached   ☐ Medicaid documentation attached   ☐ Long term care policy information attached
	FINANCIAL SECTION INSTRUCTIONS


If the applicant currently receives Medicaid or has written Medicaid approval, skip the financial disclosure pages and proceed to the authorization and signature page. Otherwise, complete every financial table. Write None in any section that does not apply.
	FINANCIAL DISCLOSURE  ASSETS


List assets owned by the applicant, the applicant's spouse, or jointly, using values as of the application date. Include additional pages if needed.
	Owner
	Asset type and description
	Institution or location
	Approximate value

	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	




Examples include checking and savings accounts, certificates of deposit, investments, retirement accounts, life insurance cash value, annuities, trusts, real estate, land, vehicles, farm equipment, livestock, stored crops, burial plots, life estates, and other property.
☐ No assets to report   ☐ Additional page attached
	TRUSTS


☐ Applicant or spouse created a trust within the past five years or gave away large sums of money or land   ☐ No trust, large monetary gift, or land transfer within the past five years
	If yes, describe the trust, money, or land; include the date, recipient or trustee, relationship, and value
________________________________________________________________
________________________________________________________________



	TRANSFERS WITHIN THE PAST FIVE YEARS


List transfers or gifts of cash or assets, transfers of a remainder interest in real property, and property sold for less than fair market value by the applicant or spouse. This section must be completed. Write None if there were no transfers.

	Date
	Asset or cash transferred
	Recipient and relationship
	Value

	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	




☐ No transfers to report   ☐ Additional page attached
	FINANCIAL DISCLOSURE  INCOME


	Recipient
	Income source
	Payment frequency
	Gross amount

	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	




	FINANCIAL DISCLOSURE  DEBTS AND TRANSFERS


List all debts owed by the applicant or spouse as of the application date. Write None if there are no debts.
	Debtor
	Description of debt
	Creditor
	Amount owed

	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	


	

	

	

	




Examples include Social Security, pensions, retirement benefits, farmland or CRP income, oil or mineral royalties, trust income, rental income, veterans or military benefits, wages, and other income.
	AUTHORIZATION AND APPLICANT CERTIFICATION


Authorization. I authorize Maple Manor Care Center to contact county and state social services agencies regarding my Medicaid application and eligibility, when applicable, and authorize those agencies to release relevant information to Maple Manor Care Center. I also authorize Maple Manor Care Center to contact the financial institutions identified in this application to verify information concerning my assets and income, and authorize those institutions to release relevant information to Maple Manor Care Center. I further authorize Maple Manor Care Center to provide information from this admission application to its legal counsel when reasonably necessary to review or process my application.
Certification. I understand that incomplete or false information may delay review, result in denial of admission, or affect continued eligibility for services, subject to applicable law. I certify that the information in this application and any attachments is true and complete to the best of my knowledge.
Acknowledgment. I understand that submitting this application does not guarantee admission. Admission remains subject to Maple Manor Care Center's clinical, financial, and operational review and to applicable law.
	Printed name of applicant or authorized representative
________________________________________________________________
	Relationship to applicant
___________________________________________________

	Signature
________________________________________________________________
	Date
___________________________________________________



	WHAT TO BRING AT ADMISSION


Please bring the following documents or cards on the day of admission. Staff will make copies and return original identification documents when applicable.
☐ Social Security card   ☐ Driver's license or other photo identification   ☐ Medicaid card or approval information   ☐ Medicare card
☐ All other insurance cards   ☐ Power of attorney agreements   ☐ Long term care insurance policy information
	OFFICE USE ONLY



	
	

	Accepted /Wait list/ Declined

________________________________________________________________
	Decision date

________________________________________________________________

	
	



☐ Application complete   ☐ Insurance verified   ☐ Legal documents received   ☐ Financial documents received or Medicaid verified   ☐ Applicant or representative notified
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