	115 Wolfe Street

Winchester, VA 22601

E-mail Address:

adultcare@ntelos.net
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	            Office Phone

              540 722-2273

             Fax Phone

              540 450-2263




`
APPLICATION FOR ENROLLMENT
	Participant Name:
	 

	Preferred Name:
	 

	Age and Date of Birth:
	___________________                ___________________________________

	Place of Birth:
	 

	Social Security Number:
	____________ - __________ - ____________

	Phone:
	 

	Address: 
	 

	
	 

	Marital Status:
	Single _____   Married _____   Widowed _____   Divorced _____

	Spouse:
	 

	
	 

	Name of Caregiver: 
	 

	Phone of Caregiver:
	Cell:  __________________________   Home: ________________________

	
	Work: ________________________

	
	

	Current Living Situation:
	 

	Directions to Home:
	 

	
	 

	
	 

	Church Affiliation:
	 

	Former Occupation:
	 

	Education Level:
	 

	Military/War Service: 
	 

	Power of Attorney:
	 

	Guardian: 
	 

	Advanced Directives: 
	 


  If DNR order is in effect, an original must be on file in the Center.
	Nearest Responsible Relative:
	 

	Relationship:
	 

	Phone: 
	 

	Address: 
	 

	Employer: 
	 

	Work Phone: 
	 


Emergency Contact Information
Please provide the names and contact details of two persons who may be contacted in the event of an emergency. 
	
	

	Name:
	 

	Relationship:
	 

	Phones:
	 

	Address:
	 

	
	 


	Name:
	 

	Relationship:
	 

	Phone Contacts:
	 

	Address:
	 

	
	 


Medical Information
	Primary Physician
	 

	Name:
	

	Phone:
	 

	Address:
	 

	
	 

	
	 

	Hospital Preference:
	 

	Date of Last Admission:
	 

	
	 

	Additional Physicians
	 

 

	Name:
	

	Phone:
	 

	Type of Care:
	 

	
	 

	Name:
	 

	Phone:
	 

	Type of Care:
	 

	
	 

	Other Services
	 

	Physical Therapy
	 

	Name of Agency
	 

	Will this be needed in Center?
	 

	
	 

	Speech Therapy
	 

	Name of Agency
	 

	Will this be needed in Center:
	 

	
	 

	Occupational Therapy
	 

	Name of Agency:
	 

	Will this be needed in Center:
	 

	
	 

	Dental Care
	 

	Name of Agency:
	 

	Will this be needed in Center:
	 

	
	 

	In-Home Care
	 

	Name of Agency
	 

	Type of Care
	 

	Will this be needed in Center:
	 

	
	 

	Social Services:
	 

	Contact Name:
	 

	
	 

	Best date/time for Assessment: 

	Desired Start Date:
	 

	Planned days of attendance:
	       Mon _______  Tue _______  Wed _______  Thu ______  Fri _______

	Planned hours of attendance: 
	 

	Transportation to/from the Center by:
	 

	Other Possible Drivers:
	

	
	

	
	

	
	 

 

	Signature of person completing application:
	

	Printed name: 
	 

	Date:
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