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I am applying for admission to the Eastern Montana Veterans Home under the provisions of Montana Statute 10-2-403.  It is my understanding that access to the information in this application will be used by the Eastern Montana Veterans Home staff.  No other use, specifically authorized by law, will be made of this information without my prior consent.  I also understand that I am under no obligation to supply the information requested by this form; however, my eligibility cannot be determined without providing such information and the consequences of such a refusal would make me ineligible for admission.
	Applicant/Resident Information:

	Name:
	DOB:
	Age:
	Sex:

	Address:

	County:

	Phone: (    )


	Marital Status:    S    M    Sep    D    W  
	Birth Place:

	Social Security:
	Medicare #:                       
	Medicaid #:

	Health Insurance #1:
	Policy #:

	Health Insurance #2:
	Policy #:

	Attending Physician:  
	Last Seen by Physician:
	Physician Phone #:

	Applicant/Resident Likes to be Called (Nickname)

	Current Living Arrangements:      FORMCHECKBOX 
 House      FORMCHECKBOX 
Apartment        FORMCHECKBOX 
 Other:  

	Do you live alone?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	Previous Occupation:

	Education:                                                                                          
	Spiritual/Religious Preference: 

	Cultural Background, if any:                                                                           
	Primary Language: 

	Is This Placement:      FORMCHECKBOX 
 Short Term     FORMCHECKBOX 
 Long Term    FORMCHECKBOX 
  Other


	VA Information:                                                     

	Veteran’s Administration #:             
	Branch of Service:

	Dates of Service:           
	Receiving A& A from VA:         FORMCHECKBOX 
  Yes                  FORMCHECKBOX 
   No

	VA Outpatient Card:      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No              Are you currently receiving Service Connected Disability:   FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No       

	Percentage of your disability:                                     Income Sources: (VA, Social Security, Other) 


	Legal Documentation:

	Do you have the following documents?  (These must be sent with the application)

	 FORMCHECKBOX 
 Certified Copy of Honorable                  Military Discharge (DD-214)
	 FORMCHECKBOX 
Copy of Birth Certificate
	 FORMCHECKBOX 
 Durable Power of Attorney 

	 FORMCHECKBOX 
Durable Medical Power of Attorney
	  FORMCHECKBOX 
 Living Will   
	  FORMCHECKBOX 
  Guardianship  
	  FORMCHECKBOX 
  Conservator 

	 FORMCHECKBOX 
 Do Not Resuscitate                    FORMCHECKBOX 
  List Other Advanced Directives 


	Financially Responsible Party:

	Name:
	Relationship:

	Home Phone: (   )
	Business Phone: (    )

	Address:
	City:
	State:
	Zip:

	Send Statement/Bill To:  (Name, Address, Phone)



	Family Members:  

	Spouse Name:                                                                                             FORMCHECKBOX 
Living                                  FORMCHECKBOX 
  Deceased     Date:                                                                                          

	Children: (If more, list on back of form) 

	Name:    
	Address:
	Phone:  (    )

	Name:                                                                    
	Address:
	Phone: (   )

	Name:
	Address:
	Phone: (   )

	Name:    
	Address:
	Phone:  (    )

	Name:    
	Address:
	Phone:  (    )

	Parents – Father’s name:                                                                        Mother’s name(& maiden name):

	Occupations:                                                                                                # of Siblings: 

	#of Grandchildren:                                                                                   # of Great Grandchildren:


	  In Case of Emergency, Notify:

	Name:
	Relationship:

	Home Phone:  (     )  
	Business Phone:  (     )   

	Address:                                        
	City:
	State:
	Zip:

	Name:
	Relationship:

	Home Phone:  (     )  
	Business Phone:  (     )   

	Address:                                        
	City:
	State:
	Zip:


	Funeral Arrangements:

	Have pre-arrangements been made?      FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No  

	Mortuary Name:                                                                                                                                          Phone# (    )

	Address:                                      
	City:
	State:
	Zip:

	I designate the following person(s) to receive my personal possessions at the time of my death ( this does not constitute a will or 

	Transfer of title):

	


	 Psychosocial:  

	How do you feel about your current status?

	How does your family feel about your current status?

	Do you have any financial concerns?

	Have you had any recent significant losses?     FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No   Please explain:

	Handicaps?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
 No   If yes, how does this make you feel?


	Which of the Following Best Describes the Applicant’s/Resident’s Behavioral Status:  Please Check those that apply

	 FORMCHECKBOX 
 Oriented to person
	 FORMCHECKBOX 
 Able to verbalize feelings
	 FORMCHECKBOX 
 Crying

	 FORMCHECKBOX 
 Oriented to place
	 FORMCHECKBOX 
 Confused
	 FORMCHECKBOX 
 Anxious       Meds?

	 FORMCHECKBOX 
Oriented to time
	 FORMCHECKBOX 
 Forgetful
	 FORMCHECKBOX 
 Nervous         Meds?

	 FORMCHECKBOX 
Oriented to situation
	 FORMCHECKBOX 
 Able to make eye contact
	 FORMCHECKBOX 
 Noisy

	 FORMCHECKBOX 
 Opens eyes but does not respond
	 FORMCHECKBOX 
Aggressive      FORMCHECKBOX 
 Verbal       FORMCHECKBOX 
 Physical
	 FORMCHECKBOX 
 Yells Out

	 FORMCHECKBOX 
Unresponsive to stimuli
	 FORMCHECKBOX 
 Angry
	 FORMCHECKBOX 
 Wanders

	 FORMCHECKBOX 
Sexually inappropriate behavior                        
	 FORMCHECKBOX 
 Agitated
	 FORMCHECKBOX 
 Depression      Meds?

	 FORMCHECKBOX 
History of psychiatric treatment      Where?                                        When?                                  Meds?

	Using medication for anxiety or depression:        FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Type:

	 Has medication been changed recently:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	Comments:


	  Special Interest:        

	Hobbies:   

	Club Memberships:

	Recreational Activities:

	Other Interests:

	Clothing Sizes & Preferences:     Pants:                                   Shirt:                                                              Shoes:                         Underwear:

	Comments:  


	   Socialization/Activity Interests:

	 FORMCHECKBOX 
  Prefers to be alone
	 FORMCHECKBOX 
  Enjoys Being Around Others

	Normal time to rise:                                                     
	Usual Bedtime:                                                              
	Naps:    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 No        Time of Day :   

	Bath:     FORMCHECKBOX 
 Tub         FORMCHECKBOX 
  Shower        FORMCHECKBOX 
  AM          FORMCHECKBOX 
  PM   


	  Hospitalization:

	Have you been hospitalized in the last 12 months?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No
	If yes, please complete the following information:

	Acute Hospital Name: (most recent)
	Admit date:
	Discharge date:

	Skilled Nursing Facility Name:  (most recent)
	Admit date:
	Discharge date:

	Applicant/Resident is currently residing at:
	Admit Date:


	 Oral Care:

	 FORMCHECKBOX 
 Own Teeth
	 FORMCHECKBOX 
 Full Dentures
	 FORMCHECKBOX 
 Partial Dentures
	 FORMCHECKBOX 
 Upper  Dentures
	 FORMCHECKBOX 
 Lower Dentures

	 FORMCHECKBOX 
 Missing Teeth
	 FORMCHECKBOX 
 Dental Cavities  
	Last Dental Exam Date:

	Name of Dentist:                                 
	Address/Phone:


	  Vision:

	 FORMCHECKBOX 
 Normal Vision
	 FORMCHECKBOX 
 Wear glasses
	 FORMCHECKBOX 
Limited (Large Print)
	 FORMCHECKBOX 
Legally Blind
	Last Exam: 

	Name of Eye Doctor:
	Address/Phone;


	   Hearing:   

	 FORMCHECKBOX 
 Normal Hearing
	 FORMCHECKBOX 
Hearing Loss
	 FORMCHECKBOX 
 Right Ear

 FORMCHECKBOX 
 Left Ear
	 FORMCHECKBOX 
 Hearing Aide
	 FORMCHECKBOX 
 Right Ear

 FORMCHECKBOX 
 Left Ear

	Name of Audiologist:
	Address/Phone:


	Nutritional Status: 

	Special Diet:     FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No    
	Type:  
	Changes in weight over last 30 days to 6 months?

	Adaptive equipment:   FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	Type:

	Use of Supplement:   FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No
	Type:
	Spiritual/Ethnic Food Preferences:

	Chewing problems:    FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No  
	Swallowing problems:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	Mouth Pain:    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No

	Likes:                                                                                                                  Dislikes:

	Allergies:                                                                                                              Other:


	  Personal Care Activities:  Has resident had changes in the following areas in the last 90 days?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	
	Fully

Independent
	Needs

Supervision
	Needs Some

Physical Assist
	Needs Much

Physical Assist
	Needs Total

Care

	Bathing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Bed Mobility
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Dressing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Eating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Personal Hygiene
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Toilet Use
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	  Current Physical Health Problems:

	 FORMCHECKBOX 
 Alzheimer’s, Dementia
	 FORMCHECKBOX 
 Hallucinations
	  FORMCHECKBOX 
 Parkinson’s
	  FORMCHECKBOX 
 Cancer

	 FORMCHECKBOX 
 Decubitus Ulcer
	 FORMCHECKBOX 
 Fracture
	  FORMCHECKBOX 
 Contratures
	  FORMCHECKBOX 
 Heart Disease

	 FORMCHECKBOX 
  Hypertension
	 FORMCHECKBOX 
 CVA/Stroke 
	  FORMCHECKBOX 
 Paralysis
	  FORMCHECKBOX 
 Speech Impaired

	 FORMCHECKBOX 
 Insomnia
	 FORMCHECKBOX 
 Arthritis
	  FORMCHECKBOX 
 Pain; Location
	  FORMCHECKBOX 
 Seizure Disorder

	 FORMCHECKBOX 
 Heart Disease
	 FORMCHECKBOX 
 Bowel Incontinence
	  FORMCHECKBOX 
 Urine Incontinence
	  FORMCHECKBOX 
 Catheter Use

	 FORMCHECKBOX 
 Diabetes
	 FORMCHECKBOX 
 Obesity
	  FORMCHECKBOX 
 Respiratory;   Using O2 @ __________ Liters

	 FORMCHECKBOX 
 Infections (UTI, Respiratory, etc.)
	 FORMCHECKBOX 
 Alcohol Consumption
	 FORMCHECKBOX 
Smoker

	 FORMCHECKBOX 
Allergies  (list)                                                                                                                          FORMCHECKBOX 
Others

	Comments:


	   Which of the Following Best Describes the Applicant’s Ability to Walk:

	 FORMCHECKBOX 
 Fully independent
	 FORMCHECKBOX 
 Uses wheel chair independently

	 FORMCHECKBOX 
 Unsteady
	 FORMCHECKBOX 
 Uses wheel chair with assistance

	□  Scooter

	 FORMCHECKBOX 
 Uses cane or walker with assistance
	 FORMCHECKBOX 
 Uses gait belt
	 FORMCHECKBOX 
 Total assistance with transfers

	Falls History:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                                Most Recent Fall Date:                                           How many falls in last month?

	Comments:


	Current Medications List    

	Medication/Drug
	Amount/Dosage (mg, etc)
	Is it taken by mouth or

injection
	What time?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Any Other information that you feel may be important:

	

	

	

	

	

	

	

	


Signature

Date

Witness

Date

ALL SERVICES AND BENEFITS ARE PROVIDED BY THE HOME ON A NON-DISCRIMINATORY BASIS AS REQUIRED BY THE CIVIL RIGHTS ACT AND REGULATIONS OF THE VETERANS ADMINISTRATION ON THE GROUNDS OF RACE, COLOR, OR NATIONAL ORGIN.
Revised 10/2010
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