
Vestal Nursing Center
~

"Our Root. Are LcMng Care"

Admission Application
Date

Name Street Address

City/State Phone ( )

Presently at: [ ] Home [ ] Hospital (please specify ) Other (please specify)

Sex Martial Status Date of Birth Place of Birth

Responsible Party for Payment Primary Care Physician

Power of Attorney Lawyer

Social Security No. Medicare No. Medicare Part B Coverage [ ] yes [ ] no

Secondary Insurance [ ] yes [] no Company IDNo. Group No.

Medicaid No. Medicaid No. Pending [ ] yes [ ] no Appt. Date Case Worker

EPIC [] yes [] no Policy No.

Personal laundry to be done by [ ] Family [ ] Vestal Nursing Center

Funeral Home to be called in case of death

Address Telephone

Persons to notify in case of an emergency:

Name Address Cell

Relationship Tel: Home Work

Name Address Cell

Relationship Tel: Home Work

Name Address Cell

Relationship Tel: Home Work

Other Members of Immediate Family or Friends:

Name Address Telephone Relationship

Is this for [ ] Short Term Stay [ ] Long Term Stay

County of residence

Additional comments and type of room preferred

How did you hear about us? [ ] yellow pages [ ] doctor [ ] family or friends [ ] hospital

[ ] other (please explain)




