Elm Crest Manor
100 Elm Ave

New Salem ND 58563

701-843-7526
Fax 701-843-8376
NURSING HOME APPLICATION

NAME:  __________________________________________  DATE: ______________

CURRENT ADDRESS:_______________________________ PHONE #: _____________

DATE OF BIRTH: ________________  PLACE OF BIRTH: _______________________

AGE: _______  SEX: _________   CURRENT MARITAL STATUS: _________________

EDUCATION: _______ OCCUPATION & EMPLOYMENT HISTORY: ________________

SOCIAL SECURITY # _____- _____- ______  MEDICARE # _____________________

MEDICAID # ________________________  Effective date: _____________________



Will you be applying soon? ___________________

MEDICARE-Part D  PLAN NAME: ____________________________ #: ______________

SUPPLEMENTAL INSURANCE (NAME AND PHONE #) _________________________________________

                                           POLICY # ______________________________________

NURSING HOME INSURANCE (NAME AND PHONE#) _________________________________________ 

                                            POLICY # ____________________________

FULL NAME OF SPOUSE:  ______________________________ LIVING:  Yes       No

RESPONSIBLE PARTY: _________________________________________________

LEGAL PAPERWORK * Durable Power of Attorney _______ Guardianship ________

     Conservatorship________ Other: _______________________________________

ADVANCE DIRECTIVE:  Durable Power of Attorney/Healthcare _____  Living Will _________

     Durable Power of Attorney/Financial _________  Other: __________________________

              CODE STATUS: (Circle)   I     II     III  

NEXT OF KIN:
RELATIONSHIP:       FULL MAILING
PHONE#

(LIST 3 & IN ORDER TO



     ADDRESS: 

BE CALLED OR ON LEGAL 

PAPERWORK LISTED ABOVE (*)

______________________  _____________          ____________________      (H) _______________

                                                             (W)  ______________






                                                             (Cell)______________

______________________  _____________         _____________________     (H) _______________






                                                             (W) ______________






                                                             (Cell) _____________

______________________  _____________         _____________________     (H) _______________






                                                              (W) ______________










 (Cell)  _____________

DIAGNOSIS: __________________________________________________________

MEDICATIONS: ________________________________________________________

DOCTOR’S name/address/phone#: _______________________________________


      Last Seen: __________________________                   (continued - over)
Page 2      RE:  (NAME):    _____________________________________

DENTIST’S name/address/phone#: _______________________________________

                 Last Seen: __________________________

EYE DOCTOR’S name/address/phone#: ___________________________________

                 Last Seen:  __________________________

CLINIC: ___________________________    HOSPITAL: ______________________

LAST Flu Shot: ___________ Tetanus Shot: _________ Pneumonia Shot: ________

RELIGION/Name of current church:_______________________________________

                Pastor’s Name: ______________________________________________

FUNERAL HOME/MORTICIAN: name/address/ phone #: _______________________

                ____________________________________  Pre-paid Burial:   Yes   No

PAYMENT SOURCE FOR CHARGES TO RESIDENT/APPLICANT:

Self ______ Medicaid ______ Insurance _____ Other: _______________________

***PLEASE COMPLETE AS OF THE DATE OF APPLICATION:  (Check all that apply)***

IS APPLICANT:    Ambulatory _______ Bedfast _______ Ambulates with Assistance ______



     AND USES A:   Cane _______ Walker _______ Wheelchair _______ (Own it?) 

                                                    Standby Assistance_______  Other: ___________________




COMMENTS: ____________________________________




CONTINENT ________ INCONTINENT______ :(Bladder _____ Bowel ______)




   Wears Incontinence Product ______ (Type) _________________




COMMENTS: ___________________________________




MENTAL CONDITION:  Clear _____ Confused _____ 
Forgetful_______

      Wanders _______  Any Behaviors (explain): ______________________




COMMENTS: ______________________________________

IN THE FOLLOWING QUESTIONS, GIVE TYPE OF TREATMENT AND DATE OF TREATMENT:

Does Applicant or has Applicant used, abused, been in treatment for any of the following?
ALCOHOL : _____________________ SMOKING/TOBACCO PRODUCTS:  ___________________

DRUGS OF ANY TYPE: ______________________________________ 
HAS  APPLICANT  BEEN  INVOLVED  IN  ANY TYPE OF TREATMENT, (INPATIENT OR OUTPATIENT),

     FOR BEHAVIOR OR MENTAL PROBLEMS OR CONCERNS? ______________________________ HAS  APPLICANT  EVER  BEEN LISTED  ON  ANY  TYPE  OF  SEXUAL OR  PREDATOR  LIST  BY   ANY 

             STATE? ________________________________________________________ 

 HAS APPLICANT BEEN CONVICTED OF A FELONY? ____________________________________

DOES APPLICANT NEED ASSISTANCE TO: (check all that apply)




Dress/Undress____ Get in/out of Bed ____ Use or find the Bathroom _______

Transfer in/out of Chair ______   Bathe ______   Eat  ________

Special Diet__________  OTHER ASSISTANCE NEEDED:________________




SPECIAL TREATMENTS OR OTHER CARES: ______________




SPECIAL EQUIPMENT ______________________________

HEIGHT________________ WEIGHT ___________________

WEARS:    Glasses ____________         Dentures/Partials: Both_____  Upper  _____ Lower ____ 


   Hearing aid:    Right ear _____ Left ear  ______ Both ______

HOSPITAL STAY WITHIN THE LAST:   30 days _____  60 days ______  90 days ______
RECEIVING HOME CARES:  Meals on Wheels _____ Nursing __________ 
Housekeeping____________    Bathing/Dressing _______ Other ____________ FAMILY ASSIST (explain):___________________________
REFERRED BY : ________________________   ADDRESS___________________

Reason for referral :________________________________________________

PERSON TO BE CONTACTED REGARDING APPLICATION: _____________________

DAYTIME PHONE NUMBER: _____________________
A PHYSICAL EXAM WILL BE REQUIRED 5 DAYS PRIOR TO ADMISSION TO ELM CREST MANOR

N.H. APP  Revised:  Jan-06

