ADMISSION APPLICATION FORM 
APPLICATION DATE:  

GOOD NEIGHBOR HOME
Email or Fax to Erin Jerome
105 McCarren Drive
ejerome@goodneighborsociety.org
Manchester, Iowa
Fax: 563-927-1589
563/927-3907

Name:  
Birthdate:     _/ 
/ 
Age:     Phone No.  

Address: 
City:  
State:  
ZIP: 

Religion:  
Church:  
Town: 
Pastor:  

Birthplace:  
Education Completed:  
Previous Occupation: 

Marital Status:     M      W      S      D   Spouse’s Name:  
Date of Marriage: 

(Delete the answer that does not pertain)
Veteran Status: Self: Yes  No  Spouse: Yes  No  VA Number: 
Branch of Service:  

Approx. dates served:  
Applied for VA Benefits? Yes  No  Receive VA Benefits Yes No
Insurance Information: (Cards must be produced for verification/copies at time of application)
Social Security #:  
Medicare #:  
  Medicaid/Title XIX #:  

Supplemental Health Ins. Co:  
  Policy #:  

Prescription Plan Provider:  
  Policy #:  

Nursing Home Ins. Co:  
  Policy # :  

Physician:  
 Hospital: 
  Pharmacy:  

Dentist:  
 Optometrist:  
  Funeral Home:  

Send billing to: Name:  
  Relationship:  

Address:  
City:  
State:  
 Zip:  

Phone: Home:  
Work: 
Cell: 
Email:  

GNH notifies the Physician, Pastor and one of the following listed persons in case of an emergency:

1st  Contact: Name:  
  Relationship:  

Address:  
City:  
State:  
 Zip:  

Phone: Home:  
Work: 
Cell: 
Email:  

2nd  Contact: Name:  
  Relationship:  

Address:  
City:  
State:  
 Zip:  

Phone: Home:  
Work: 
Cell: 
Email:  

3rd  Contact: Name:  
  Relationship:  

Address:  
City:  
State:  
 Zip:  

Phone: Home:  
Work: 
Cell: 
Email:  

Does this individual have any of the following: (Delete the answer that does not pertain)
	Court appointed guardian:
	YES
	NO
	Name:  
Ph:  


	Court appointed conservator:
	YES
	NO
	Name:  
Ph:  


	Durable Power of Attorney for Healthcare:
	YES
	NO
	Name:  
Ph:  


	Financial Power of Attorney:
	YES
	NO
	Name:  
Ph:  


	Living Will:
	YES
	NO
	

	Do Not Resuscitate (DNR)
	YES
	NO
	


A copy of Guardianship, Conservatorship, Power of Attorney (Financial and Durable for Health Care), Living Will, CPR Form must accompany this application.
Method of payment:




 
Private Pay

 
Title XIX (Medicaid)

 
Long Term Care Insurance (most providers pay directly to the insured)

 
Medicare (Criteria set by Medicare)
(OVER)

Type of room requested:

 
First Available

 
Double

 
Semi Private

 
Private

 
Memory Care

Personal Laundry:  
GNH  
Family

Check one:

 
Place this application on the waiting list.

 
Place this application on file for future use.

The Good Neighbor Society includes licensed long term care and assisted living.   It is dedicated to serve all persons regardless of race, color, religion, sex, national origin, age, disability or any other prohibited basis of discrimination.  The Good Neighbor Society is a SMOKE FREE community.

The Admission Policy details the mutual rights, responsibilities, policies, and privileges regarding a resident, the family, and the Good Neighbor Home.   I have received a copy of the Admission Policy and have had my questions answered in regard to the Policy and other factors to my satisfaction.

I  give  authorization  to  the  GNH  to  provide  copies  of  my  CPR  decision,  Living Will  and/or  Durable

Power of Attorney for Health Care to my physician.   I understand that it is my responsibility to keep the GNH abreast of any change in Advance Directives.

I hereby certify that I have carefully studied this application and understood it in detail and that I have answered correctly, to the best of my knowledge and belief, all the questions herein contained.

The prospective resident should sign this form. If the prospective resident is not capable of signing this form a family member may sign it for the resident

 
Date  

Accepted by the Good Neighbor Home:

 
Date  

Board President
 
Date  

Board Secretary
 
Date  

Administrator
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