SOLOMONS NURSING & REHAB CENTER

Application for Residency

To apply for admission to Solomons Nursing & Rehab Center, please complete the following application, sign and return it to the facility Admissions Director before admission. This application will become part of the Resident Agreement and should be completed in its entirety. All information will be held in the strictest of confidence.

I. General Information

Date of Application____________________________

Name of Prospective Resident________________________________________Sex_____ Age_______

Date of Birth________________Maritial Status: ___Single  ___Married  ___Widowed  ___Divorced

Home Address_______________________________________________________________________

City__________________________________ State_______________________ Zip Code__________

Social Security # ______________________ Medicare # __________________Part A____ Part B____

Name of Facility Resident is coming from ___________________________ Admission Date________

Address of Current Facility_____________________________________________________________

Phone # of  Current Facility____________________  Contact Person___________________________

Current Physician_____________________________________________________________________

Address______________________________________________ Phone # _______________________

Contact Person (s)

1. Name____________________________________________ Relationship_____________________

Address_________________________________________________________________________

Telephone # (Home)_______________________ Work___________________ Cell____________

2. Name____________________________________________ Relationship_____________________

Address_________________________________________________________________________

Telephone # (Home)_______________________ Work___________________ Cell____________

II. Medical Information

Diagnosis___________________________________________________________________________

Please check all applicable conditions:

[  ] Mentally Alert

[  ] Ambulatory

[  ] Confused

[  ] Needs Assistance with Dressing, Bathing and Hygiene

[  ] Incontinent

III. Financial Information

To process your application, the following information is needed concerning the prospective resident’s finances.  Please indicate the resources which are available to pay for the cost of care. The information supplied will be strictly confidential and will be used to assist you in your long term planning.

Person who will be responsible to ensure that payment is made and made in a timely manner. 

(The person listed must also sign this application.)

Name____________________________________________ Relationship________________________

Address____________________________________________________________________________

Telephone # (Home)_______________________ Work___________________ Cell_______________

Has anyone been appointed Power of Attorney?   ____ Yes     ___ No

If yes, Who?_________________________________________________________________________

      Has anyone been appointed Durable Power of Attorney or Guardian?   ____ Yes     ___ No

     If yes, which & who?__________________________________________________________________

     Does the Resident have a Living Will or Advance Directives?   ____ Yes     ___ No

     If the answer to any of the above question is “Yes”, please provide copies of the documents with this    

     application.

    Was the applicant admitted to a skilled nursing center or hospital during the last 60 days? ____ Yes     ___ No

    If yes, provide name and telephone number_________________________________________________

    Does the applicant have any other insurance that covers skilled nursing care?          ____ Yes     ___ No

    Has the applicant applied, or will the applicant soon be applying for Medical Assistance? ___ Yes ___ No

    If yes, provide Medical Assistance #_______________________________________________________

    If the applicant has applied, what as the date_____________________________ County______________

    Department of Social Service Representative___________________________  Phone #_______________

Prospective Resident’s Monthly Income

Salary $_____________________________________

Social Security $______________________________

Pensions / Annuities $__________________________

IRA $_______________________________________

Interest / Dividend Income $_____________________

Rental Income $_______________________________

Other Income (specify) $________________________ / _________________________________________

Total Monthly Income $_________________________

Prospective Resident’s Assets

Cash assets in Banks, Credit Unions, and Financial Institutions:

Institution Name_____________________________________ Balance in account $___________________

Institution Name_____________________________________ Balance in account $___________________

Institution Name_____________________________________ Balance in account $___________________

Institution Name_____________________________________ Balance in account $___________________

Real Estate Assets

Does Resident own a home?  ____ Yes     ___ No     Approximate Value $___________________________

Does Resident own property?  ____ Yes     ___ No     Approximate Value $___________________________

Life Insurance Cash Value—Any policy with Cash Value?   ____ Yes     ___ No     

Company Name_______________________________________ Value $____________________________

Other Assets (Automobile, Business Interests)  specify___________________________________________

Value $___________________________________  Total Assets $_________________________________

Comments / Notes:________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Prospective Resident’s Liabilities

Home Mortgage $_______________________________

Credit Card Charge Amount $_____________________


Loans $_______________________________________

Other Debts $__________________________________/ (specify)__________________________________

Taxes Owed $__________________________________

Total Liabilities $_______________________________

Net Worth (Total Assets- Total Liabilities) $___________________________

IV. Payment Terms

This is the policy of Solomons Nursing Center to collect the equivalent of one month’s room charge in advance and at the beginning of each subsequent month. Resident bills are owed monthly and the amount due is payable by the 10th of that month. Amounts unpaid by the end of the month will be subject to late charges as provided by the admission agreement.

Please Sign Below

I hereby affirm that, to the best of my knowledge, the financial information provided is accurate and complete and that the assets listed are, in fact, available to pay for the resident’s care at Solomons Nursing Center. Solomons Nursing Center has my permission to obtain a credit report of me or contact any financial institutions listed herein. I understand that the facility will rely upon the accuracy and completeness of the financial information included on this application in making an admission decision.

Signature of prospective Resident (or Guardian)_________________________________________________

Date___________________________________________________________________________________

Signature of person responsible for timely payment______________________________________________

Date___________________________________________________________________________________

V. Facility Review

Director’s Signature___________________________________________ Date Received________________

Notes__________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

