@ Holy Family
| Services ADMISSION APPLICATION FORM AF -2

APPLICANT DETAILS:

SUPNAME: ittt e e e GIVEN NAMES ..ottt
CUITENT @OUMESS! . ettt ettt ettt e sttt et eb e s ek e et s e et es e e b ses et e b eb £t e bt o e 22 ek £at e b b £t eb e nes et eheses et ebs b ea sensesenteen
POSECOAE: ...t TRIEPNONE: .ottt st r b e et st st e nnan
BT ettt e et b e e b s e e b eae Sea e £ bR e et he SR £ benea eea et b sea et e s b s e eeser s

APPLICANT 'S PERSONAL DETAILS:

[ male [JFemale []Other Date of Birth: ....ccceevverreeeceeeerceene. ABE:
Marital Status: [] Married []Widowed []Single []DeFacto []Separated [] Divorced

Are you Aboriginal and/or Torres Strait Islander? Clves 1 No L] Prefer not to answer

Country of Birth: ......ccccueeeeveeieriens Place of Birth: ....cccoeeeeveeeeeeeriereee. Preferred Language: .......ccccoevveeveceveeceeevevierees
How Long in Australia: ................... Religion/organisational affiliations ..........cceeeeuieeeeiiee et

SPOUSE / PARTNER INFORMATION:

Are you and your spouse/partner applying together for a place in an aged care home? ] Yes ] No [JN/A
Does your spouse/partner already live in a residential aged care home? [ Yes [1No

Spouse/partner's NAME: .......ccoeeeeveeeeeerereeeenenns Spouse/partner’s residential aged care home: .......ccccceveeveeercnnene.
PENSION AND BENEFIT DETAILS:

Do you receive a Commonwealth Government Pension? []Yes [] No [7] Full pension [7] Part pension

If yes, please indicate the type of your pension:

L] Age [ 1 Widow [ 1DVA [ Disability [ ] Other

Pension Number: |:| |:| |:| |:| |:| |:| |:| |:| |:| |:|

If NO, please iNdiCate SOUICE OF INCOME: .....ciiu ettt sttt eeteste et e e e s bteeeesantaeaaesssseseaaeesanssssaaessannssanaaaaessanes
Do you own a house? [Jves [ JNo Do you receive superannuation? [JYes [ No

If yes, how much do you receive Per fOrTNIGNT? ...ttt ettt st et e e eteste e e e et et bebesserssassanasestennen

MEDICARE AND HEALTH INSURANCE DETAILS:

Medicare Number: |:| |:| |:| |:| |:| |:| |:| |:| |:| |:| Number on card: |:|
Exp: HRpEnn.

Are you a member of a health benefit organisation such as MBF, Medibank, HCF, etc? Llves [INo
Name of FUNd: ....cccveeieeeececeeeeee e Membership NUMDEI: ...ttt e sn e
What is covered by your insurance (hospital, amBUIANCE)? ...ttt ettt e e e e e etare e e e e e e trae e e e e eeaaes
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@ Holy Family
- Services ADMISSION APPLICATION FORM

YOUR GENERAL PRACTITIONER:

NAME: vttt e (@00} Tt ol 01010 0] o 1= TR

SUBSTITUTE DECISION MAKER:

AF -2

SUINAME: ..ottt Given Name: ....ccoeveeveveeveeeeee e Relationship: ..o
AGAIESST .ottt sttt sttt eb et st st ettt b e bbb e Sea e E bR SRR R R b b e R Sex s R e e b b eae sen et ehe bR et ebe st eebene
Telephone: (HOME) ....cvveceeeceieeecee et (MWOTK) ettt ettt et et er s s et nes
MODIIE: .. EMI@ILE et bbb s st
BT ettt ea et b et eb e b e e b ae Sex e £ b A Sea b eE b SR £ bk ea eea et e b sea et s bbb st eeer s

LEGAL AND FINANCIAL MANAGEMENT DETAILS:

Have any of the following people been appointed on your behalf?

[]Guardian [] Power of Attorney (Financial) [] Enduring Power of Attorney

[] Financial Manager (Financial) []Enduring Power of Attorney/Guardian (Medical-Treatment)

If yes, please provide a name of the person appointed and a copy of the document:

[N T2 0 =T CoNtact NUMDEI: ..ottt e
PN o [ STy TSN
Have you made a will? [Yes ] No

If yes, please provide the name and address of person/organisation holding the Will:

NAMIE! ettt ettt s s et bbb Contact Number: ......ccccoeveevcieniennes
ADAIESS: ...ttt ettt st st e s e b e e bRt e R R e e R e R R e a e et eRe e e en e neeaeere nean
BT et b e b s b b e e e b ehe st e bR e n et b bt e et enee
FUNERAL ARRAGNAGEMENT

Have you made funeral arrangements? (] Yes [J No

If yes, please provide the name and address of the Funeral Director to be notified:

NAIME: ettt et et er e e sbe st eb e et saesebeebbe e sees Contact Numbers: .....ccoevevvvervecriennene.
AAAIESS: oottt ettt b e ebe et et e sbesbe st et aesbe et et sasensseraenarenrenaesans
Please indicate your wishes: [ 1 Burial [ ] Cremation

If no funeral arrangements have been made, please provide us with name of the person responsible for your burial

arrangements:
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@ Holy Family
| Services ADMISSION APPLICATION FORM AF -2

NAME! i e e e CoNtact NUMDEIS: ..ot
AGAIESST ettt sttt sttt sttt sttt bbbt ses st h b b £ £ eSS e bRk eeR e E SRR €4 SR e e SRRt e SR bt Sae e SRt e na b et e be e eabeeenbee e aneeebeeeres
BT ettt e e b e e b s e e b ae Sex e e £ s R e e b SR £ besea eea et b sea et s s b s e eeer s
EXISTING/PREVIOUS RESIDENT OF AN AGED CARE HOME:

Do you currently receive, or have you ever received, permanent care in a residential aged care home?

[] Yes [ INo If Yes, please complete the following details:

Name of current or previous residential aged CAre NOME: ... e e e e e e abr e e e e e e anrees
Address of current or previous residential aged care home:

Date you accepted a place...... /. ..... Y A Date of Departure (if applicable): ...... YA O
PERMANENT RESIDENTIAL AGED CARE RQUEST FOR A COMBINED ASSETS AND INCOME ASSESSMENT:

Have you completed and lodged the Request for a Combined Assets and Income Assessment?

Yes [ ] No If yes, please attach copy of your assets and income summary statement.

OTHER INFORMATION:

ANY KNOWN GIIEIZIES: ...ttt sttt ettt et et st e e e be s e ae st e e bebe s eassteseatessesbes bessebbesbeb et st et ss et ersarssrsansansansansanns
HODDIES @N0 INTEIESES: ...eveiiititeieicietet ettt sttt sttt e ses e s et eae st et eae sttt e b s e eb e res e ebe s et ebe st

AP PIICANT'S PAIENT'S NAMES.....ecui ettt te ettt et e et e et e et beseebe e e s bessebessesestessssassasbes b et arseasaasaseate et sbessnssnsssentetbesesasens
Applicant’s Signature: ............cc.cooveeeeeieccece e DAte: cocecteeeeeee e

Substitute Decision Maker Signature (If applicable) ........ccccceeorrververveicercseesecseecerceenes DAte: coeeeeeeeeeeeee e

Date Application received: .........ccccecuvvereneee
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