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	APPLICATION FORM FOR RESIDENTIAL CARE

	Enquiry Update

Date:

Date:

Date:

Date:

Date:

Date:

Date:

Date:

Date of application:






Clare


 FORMCHECKBOX 

Ingle Farm 

 FORMCHECKBOX 

Jamestown

 FORMCHECKBOX 

Mawson Lakes 
 FORMCHECKBOX 

North Adelaide 
 FORMCHECKBOX 

Parafield Gardens 
 FORMCHECKBOX 

Port Pirie

 FORMCHECKBOX 


	1. Accommodation Details

	Type of Accommodation:
 FORMCHECKBOX 
 High Care

 FORMCHECKBOX 
 Low Care

Special Dementia Unit
 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No

	2. Aged Care Application

	Approval:


 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No

If Yes, date approved: 






	3. Personal Data

	Family Name:
	Given Names:

	Home Address:

Suburb:


Postcode:
	Current Location:
Suburb:


Postcode:

	Gender
 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	Date of Birth:

	Country of Birth:
	Primary Language:

	Religion:

	Spiritual Contact Name: 

Spiritual Contact Address:

Suburb:


Postcode:

	Phone:

	4. Contact Persons

	Next of Kin

	Surname:
	Given Names:

	Relationship:

	Phone (home):

	Phone (work):

	Address:

Suburb:


Postcode:

	Relative/Friend

	Surname:
	Given Names:

	Relationship:

	Phone (home):

	Phone (work):

	Address:

Suburb:


Postcode:

	5. Power of Attorney

	Do you have an enduring power of attorney / guardianship?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Surname:
	Given Names:

	Relationship:

	Phone (home):

	Phone (work):

	Address:

Suburb:


Postcode:

	Do you have a medical power of attorney?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Surname:
	Given Names:

	Relationship:

	Phone (home):

	Phone (work):

	Address:

Suburb:


Postcode:

	6. Benefits

	Do you receive a Centrelink pension?

 FORMCHECKBOX 
 Yes
          FORMCHECKBOX 
 No

If Yes:  FORMCHECKBOX 
 Part           FORMCHECKBOX 
 Full
Pension No: ____________________

Expiry Date: ____________________
	Do you receive a Veterans Affairs Pension?
 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

If Yes:  FORMCHECKBOX 
 Part           FORMCHECKBOX 
 Full

Pension No: ____________________

Expiry Date: ____________________

	Do you receive an overseas pension?      FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

If Yes:  FORMCHECKBOX 
 Part           FORMCHECKBOX 
 Full

	7. Health Insurance

	Do you belong to a Medical / Hospital Fund?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Name of Fund:



	Date of Renewal:


	Membership No:

	Type of cover:


 FORMCHECKBOX 
 Premium

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Extras

	Department of Veterans Affairs Health Care:


 FORMCHECKBOX 
 Gold
 FORMCHECKBOX 
 White                                 Card Number: __________________________________

	Medicare No:





  Expiry Date: 







	Do you have Ambulance Cover?



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Date of Renewal:


	Membership No:

	Do you have Access Cab membership? 


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Date of Renewal:


	Membership No:

	Please send a photocopy of all membership cards


	8. General Practitioner

	Will you be retaining your current GP? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	GP Surname:
	GP Given Names:

	Phone:

	Address:

Suburb:


Postcode:

	Have you confirmed whether your GP will visit at your new address? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	OR

	Other General Practitioner? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	GP Surname:
	GP Given Names:

	Phone:

	Address:

Suburb:


Postcode:

	If you need to change general practitioners please arrange a summary to be forwarded to your new general practitioner

	9. Executor and Other Information

	Do you have a Will?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Executor Surname:
	Executor Given Names:

	Phone:

	Address:

Suburb:


Postcode:

	Do you have Funeral Arrangements? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Undertaker Address:

Suburb:


Postcode:
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