New Admission Hospital Stay Information

** PLEASE COMPLETE THIS FORM PRIOR TO ADMISSION**


     Resident Name:


     1.  Resident admitted to Valley Hi from?


     2.  Please list all hospital stays during the past 90 days (please give dates and locations):
	
	Date Admitted To Hosp.:____________________

	Date Discharged From Hosp.:________________


	Date Admitted To Hosp.:____________________

	Date Discharged From Hosp.:_________________


     3.  Please list any Extended Care or Medicare Part A day’s used in a Skilled Nursing Facility
          during the past 90 days (please give dates and locations):

	Date Admitted To SNF: ___________________

	Date Discharged From SNF: ________________


Date Admitted To SNF: ___________________

	Date Discharged From SNF: ________________


    **** Must have a copy of all insurance cards, regardless of pay source.  If resident has
              a Medicare HMO plan, Valley Hi must have a contract with HMO prior to  
              resident admission.  If resident has previously had Medicare HMO plan and has 
              cancelled plan, then we must have a copy of the letter stating that coverage was 
              cancelled. ****


     4.  Does resident have or have they had a Medicare HMO plan?  If yes, must have copy of
          card in order to contact the HMO plan prior to resident’s admission to Valley Hi.

          Yes                         No


     5.  Signature____________________________________________      Date______________		
VALLEY HI NURSING & REHABILITATION
ADMISSION APPLICATION
DEMOGRAPHIC/HEALTH INFORMATION


	Name  Last, First, Middle Initial



	Admitted From & Address

	McHenry County Address (Street, City, State, Zip Code, Township)
	Phone Number

	Social Security Number

	Birth Date
	Age
	Birthplace (City/State/County)

	Religion
	Language
	Sex
	Marital Status

	US Veteran/Branch
	Citizen

	Nationality
	Medicaid ID Number

	Medicaid Case Number

	Medicare  Number
	Medicare Rx (Part D)/Other Pharmacy

	Supplemental Insurance Name/Number


	Personal Physician/Phone Number
	Dentist/Phone Number
	Eye Doctor/Phone Number


	Funeral Home Preference
	Church

	Power of Attorney/Guardian – Healthcare

	Power of Attorney/Guardian – Property (Financial)


	Notify in case of Emergency #1  Name/Address



	Home Phone Number:
Work Number:
Cell/Pager Number:
	Relationship

	Notify in case of Emergency #2  Name/Address



	Home Phone Number:
Work Number:
Cell/Pager Number:
	Relationship

	Notify in case of Emergency #3  Name/Address



	Home Phone Number:
Work Number:
Cell/Pager Number:
	Relationship



Consulting Physicians: (Cardiologist, Psychiatrist, Nephrologist, Dermatology, Audiology, Orthopedics, etc.)
	Name

	Specialty
	Phone Number

	

	
	

	

	
	

	
	
	

	
	
	

	

	
	

	
	
	

	History of Applicant
	Month & Year
	Where – Hospitalization/Institution
	Physician
	Type of Treatment

	Previous Nursing Home

	
	
	
	

	Current Illnesses
	
	
	
	

	Past Illnesses
	

	
	
	

	Operations
	
	
	
	

	Fractures

	
	
	
	

	Falls 
	
	
	
	

	Seizures or Convulsions
	
	
	
	

	Mental Illness/ Psychiatric Treatment

	
	
	
	

	Alcohol or Drug Abuse
	
	
	
	

	Infectious Diseases
(MRSA, VRE, HIV, AIDS, TB, Hepatitis)
	
	
	
	

	Other

	
	
	
	



Description:  Height_____________ Weight_____________

Describe use of:  Alcohol___________________________________ Tobacco________________________________

Describe sleep habits: ____ Normal ____ Requires sleeping pills ____ Noisy at night ____ Naps during day

____ Wanders at night ____ Awakens during night ____ Restless

Special Diet:  ________________________________________________________________________

Feeding abilities:  (Check all that apply) _____ Feeds Self   _____ Needs Assistance ____ Must Be Fed 
 
____ Requires Tube Feeding

Drug Allergies: (Include any sensitivities or side effects experienced).  _______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Food Allergies:  _________________________________________________________________________________________

Present Condition: (Check all that apply)
Ambulation		 Impairment	     Special Precautions	Applicant Has
__ Independent		__Vision		     __Combative		__Dentures
__Wheelchair		__Hearing	     __Chokes Easily 	__Eyeglasses
__Cane/Walker		__Speech		     __Hides Pills		__Hearing Aid
__Bedridden		__Bowel/Bladder	     __Suicidal		__Artificial Eye
__Assistance Required	               Control  	     __Wanders		__Artificial Limb
__One Person		__Contractures	  			__Braces/Splints
__Two Person		__Paralysis	              							
__Electric Wheelchair			  

Mental Status/Temperament
__Sociable		__Grouchy	__Sees things that don’t exist
__Timid			__Suspicious	__Anxious	
__Independent		__Withdrawn	__Strikes out		
__Prefers being alone	__Depressed	__Physically aggressive		
__Prefers groups	                __Forgetful	__Other________________________________
__Mentally alert		__Cries easily	
__Confused		__Chronic complainer
							
	Self-care Capability
	Independent
	Needs Help
	Unable
	Resistive
	Combative


	Washing face and hands
	
	
	
	
	

	Bathing and skin care
	
	
	
	
	

	Getting in and out of bed
	
	
	
	
	

	Caring for hair
	
	
	
	
	

	Caring for fingernails and toenails
	
	
	
	
	

	Shaving
	
	
	
	
	

	Brushing own teeth and/or dentures
	
	
	
	
	

	Using toilet or commode
	
	
	
	
	

	Taking tub bath or shower
	
	
	
	
	

	Dressing or undressing
	
	
	
	
	



Medications: List all medications currently being taken by resident (include: prescription & over-the-counter medications as well as herbal preparations).  Please use additional separate sheet of paper, if necessary.
	Drug
	Dosage
	How often
	Drug
	Dosage
	How often

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	




Application completed by:  ___________________________________________ Relationship:  _____________________


Address (City, State, Zip Code): ________________________________________________ Phone: _________________


Date:  _____________________



Financial Information

The facility requires that a source of payment be identified to pay for the Resident’s care.  A person, other than the Resident, may wish to be financially responsible for the cost of the care (“guarantor”).  The facility does not require a “guarantor”.

Name of the “Guarantor”:  ___________________________________________________.

Address:  ________________________ City: ______________ State: ______ Zip: ______.

Telephone No.: ________________Work No: _____________ Other No.:_____________

(This person(s) must also complete the “Guarantor” information and sign the application.)

Is Applicant currently receiving Medicaid assistance (Public Aid)?   Yes ____   No ____ 

Has a trust fund been established for the Resident? Yes _____ No_____

Has the Resident sold or given away any property and/or real estate in the past 36 months? 
  
Yes _____ No_____
If yes, please identify: _____________________________________________________

Has Power of Attorney been established for both health & property (financial)?

Yes_____ No_____ 
If yes, please provide a copy.

Has a legal guardian been appointed by a court?  Yes _____ No_____.  If yes, please provide a copy.

Has a burial trust been established?  Yes _____ No_____.  If yes, with whom? ______________




FINANCIAL ASSETS/LIABILITIES

To process your application, the following information is required.  The information supplied is confidential and allows us to assist you in your long-term care planning.  All income and amounts listed, whether listed under the Resident or Guarantor’s column, must either be owned by the Resident or in fact be available to the Resident to pay for the Resident’s stay at the facility.  Your cooperation is appreciated in order to expedite admission.  Please note that it is not mandated that a resident have a Guarantor, only that a source of payment be identified.  Thus, any person who agrees to be a Guarantor is doing so voluntarily.








ASSETS:			RESIDENT			GUARANTOR (if any)
Cash				$_______________________$_____________________
Checking			$_______________________$_____________________
Savings			$_______________________$_____________________
Money-Market		$_______________________$_____________________
Certificate of Deposit (CD)	$_______________________$_____________________
Securities (Stock /Bonds)	$_______________________$_____________________
Trusts				$_______________________$_____________________
Annuities			$_______________________$_____________________
IRA’s				$_______________________$_____________________

MONTHLY INCOME
Social Security		$_______________________$_____________________
Pension/Annuities (if not above)	$_______________________$_____________________
IRA’s (if not above)		$_______________________$_____________________
Interest/Dividend Income	$_______________________$_____________________
Rental Income			$_______________________$_____________________
Trust				$_______________________$_____________________
Investments			$_______________________$_____________________		
REAL ESTATE		(description/location)
Property:			______________________________________________
	(Name on Deed/Title)	______________________________________________
Property:  			______________________________________________
	(Name on Deed/Title)	______________________________________________

OTHER ASSETS:
Cash Value Life Insurance	______________________________________________
Vested Pension Benefits	______________________________________________
Business Interests		______________________________________________
Automobiles			______________________________________________
Other				______________________________________________
______________________________________________________________________
TOTAL ASSETS		$_______________________$_____________________
	
LIABILITIES:		RESIDENT			GUARANTOR (if any)
Home Mortgage		$_______________________$_____________________
Credit Cards/Charge Account	$_______________________$_____________________
Loans				$_______________________$_____________________
Other Debts			$_______________________$_____________________
Taxes Owed			$_______________________$_____________________
______________________________________________________________________
TOTAL LIABILITIES		$_______________________$_____________________
______________________________________________________________________
NET WORTH:		$_______________________$_____________________
(total assets minus total liabilities)








PLEASE SIGN BELOW:

I hereby warrant and represent that the information provided is accurate and complete.  I understand that the nursing facility will rely upon the accuracy and completeness of the above financial information in making an admission decision.  I also understand that if any of the information is not accurate or not complete, the facility will have detrimentally relied upon the above financial information and will suffer financial loss and harm.  The assets listed are in fact available to the Resident to pay for the Resident’s care.  I hereby consent to any investigation to verify or confirm the information I have given, and I understand that giving false information or failing to provide information requested above may result in referral for prosecution for fraud.


_________________________________		______________________________
Resident’s or Responsible Party’s Signature			Date


_______________________________________		____________________________________
Guarantor’s Signature					Date


---------------------------------------------------------------------------------------------------------------------------------

Business Office Use Only


Reviewed By:  ______________________________		____________________________________
	  Financial Coordinator			Date



NOTES:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________












     [image: Color Logo] 

PHYSICIAN LIST

Syed Haider, M.D.					Rex Nzeribe, M.D.
5911 Northwest Highway, Suite 101		      	3707 Doty Road, Suite E
Crystal Lake, Il  60014			           	Woodstock, Il  60098
815-788-0468		815-337-1263
Centegra Woodstock Hospital			Centegra Woodstock Hospital
Centegra McHenry Hospital 				Centegra McHenry Hospital 
								
David Martinez, O.D.					Bibiano Ronquillo, M.D.
3707 Doty Road, Suite H				2000 Lake Avenue
Woodstock, Il  60098					Woodstock, Il  60098
815-338-6600						815-337-7100                                      
Centegra Woodstock Hospital 			Centegra Woodstock Hospital
Centegra McHenry Hospital 				 
		
Sanjeev Gupta, M.D.					Devang Dharia, M.D.
284B Memorial Court					4900 South IL Route 31, Suite 117
Crystal Lake, Il  60014				Crystal Lake, Il  60012
815-459-8240	 	           				815-455-3515
Centegra Woodstock Hospital	Centegra Woodstock Hospital
Centegra McHenry Hospital 	Centegra McHenry Hospital 
Advocate Good Shepherd Hospital		Advocate Good Shepherd Hospital
		Sherman Hospital
Tanveer Ahmad, M.D.			
335 West Blakely, Suite A		Ifzal Bangash, M.D.S.C.
Woodstock, Il  60098					4314 West Crystal Lake Road		
815-338-0900 or 815-568-1074			McHenry, Il  60050
Centegra Woodstock Hospital			815-344-2300
Centegra McHenry Hospital				Centegra Woodstock Hospital
Belvidere Highland Hospital				Centegra McHenry Hospital

Michael Lesser, M.D.					Mohit Arora, M.D.
1095 Pingree Road					1664 South Eastwood Drive
Crystal Lake, Il  60014				Woodstock, Il  60098
815-459-6655						815-334-0100
Centegra Woodstock Hospital			Centegra Woodstock Hospital
							Centegra McHenry Hospital
							Advocate Good Shepherd Hospital
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PRIVATE PAY RATES
EFFECTIVE 12-01-2011


                              INTERMEDIATE CARE                $200.00 PER DAY
                              SKILLED I                                        $210.00 PER DAY
                              SKILLED II                                      $220.00 PER DAY
                              MEDICARE CO-INSURANCE      $144.50 PER DAY (01-01-2012)


MEDICARE CO-INSURANCE RATES BECOME EFFECTIVE ON THE 21ST DAY OF MEDICARE THRU THE 100TH DAY OF MEDICARE.

MEDICARE CO-INSURANCE RATES ALSO INCLUDE MEDICATIONS AND LABORATORY FEES.

INTERMEDIATE, SKILLED I, AND SKILLED II RATES ARE ALL INCLUSIVE WITH THE EXCEPTION OF: MEDICATIONS, PHYSICIAN/DENTAL SERVICES, PHYSICAL, SPEECH, AND OCCUPATIONAL THERAPY (provided by a therapist), TRANSPORTATION (not provided by Valley Hi), BEAUTY/BARBER SHOP SERVICES, DIAGNOSTIC LABORATORY CHARGES, SPECIAL EQUIPMENT NOT AVAILABLE AT VALLEY HI SUCH AS; AIR FLUIDIZED/FLOATATION SYSTEMS WHICH MUST BE RENTED, HYPERALIMENTATION THERAPY, AND PERSONAL EXPENDITURES SUCH AS; CLOTHING, ENTERTAINMENT, ETC.

WHEN A RESIDENT IS HOSPITALIZED OR GOES HOME (for a period longer than 24 hours), THERE IS A CHARGE MADE FOR HOLDING THE NURSING HOME BED. THE BED HOLD RATE IS 75% OF THE NORMAL DAILY RATE FOR EACH RESIDENT’S LEVEL OF CARE.  THIS CHARGE IS AUTOMATIC UNLESS THE FACILITY IS ADVISED THAT THE FAMILY DOES NOT WISH TO HAVE THE BED HELD FOR THE RESIDENT TO RETURN TO THE NURSING HOME.


SIGNATURE:  

_______________________________________________________________________


DATE:  __________________RESIDENT NAME_____________________________
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THE NEW ADMISSION HOSPITAL STAY INFORMATION FORM MUST BE COMPLETED AND RETURNED AT LEAST 2 DAYS BEFORE ADMISSION TO VALLEY HI NURSING & REHABILITATION.



TWO DAYS BEFORE ADMISSION, VALLEY HI MUST ALSO HAVE A COPY OF:


HISTORY & PHYSICAL (DONE WITHIN 5 DAYS OF ADMISSION)
SUPPLEMENTAL INSURANCE CARDS (FRONT & BACK)
RX/PHARMACY CARDS (FRONT & BACK)
MEDICARE CARD (FRONT & BACK)
 HFS MEDIPLAN CARD (MEDICAID) (FRONT & BACK)
SOCIAL SECURITY CARD
POWER OF ATTORNEY PAPERS
GUARDIANSHIP PAPERS
LIVING WILL *if you have one

$2000.00 DEPOSIT TO BE APPLIED TOWARD FIRST MONTH’S BILL
$30.00-$100.00 TO OPEN RESIDENT PERSONAL FUND ACCOUNT
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 	   AUTHORIZATION for RELEASE of INFORMATION

I, _______________________________________                ________________________________________
               (Patient/Resident Name)  			        	   (Patient/Resident Birth date)
					               OR
I, _______________________________________      for     ________________________________________
                    (The Responsible Party)		        	   (Patient/Resident Name)

Authorize ________________________________________________________________________________
                                               (Name of facility from whom information is requested)

to release the following information from my medical records:

_____ MAR						    _____ Lab Reports

_____ MEDS						    _____ Therapy Notes
 
_____ History & Physical					    _____ Physician Orders
 
_____ Last Date of Flu & Pneumonia Vaccine       
							    OTHER:  ___________________________
_____ Last Date & Results of TB/Mantoux Vaccine      

To be sent to:           VALLEY HI NURSING & REHABILITATION
                   (Name of Facility)

                               2406 HARTLAND RD.  WOODSTOCK IL  60098      815-338-0458
                                                 (Address of facility)                               	    (Fax number)

For the limited purpose of:  _________Admission to Valley Hi Nursing & Rehabilitation________________

Information released is not to be further disclosed or used for any purpose other than that stated in this authorization.  It is understood that I have the right to revoke this consent in writing at any time.  Any revocation shall be in writing, signed by me and the signature witnessed by a person who can attest to my identity.  No written revocation of consent shall be effective until it is received by the person otherwise authorized to disclose records and shall have no effect on disclosures made prior thereto.  I understand that I have the right to inspect and copy the information released.  I further understand that my refusal to consent to the release of information specified will prevent disclosure of such information to the facility or person named herein for the stated purpose.

This authorization is valid until:  ___________________________________________________________
                                                    (2 years from today’s date)

___________________________________________________________       Date:  __________________
(Patient/Resident or Responsible Party Signature)	

___________________________________________________________       Date:  __________________
 (Witness’ signature & Relationship to Patient) 
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