@ Holy Family
| Services ADMISSION APPLICATION FORM AF -2

APPLICANT DETAILS:

SUPNAME: .ttt e e e e GIVEN NAMES .ottt
CUMTENT @OUMESS! ..ttt ettt ettt st h e sttt et eb e s et e et s e et es e e b ses et e b s £t e b st o e 4s ek ot e b s £t eb e es et eh s et ebsebea sen et enteen
POSECOAE: ..t TRIEPNONE: .ttt st r b e e et st e nnean

BT ettt h e b st h b s s b e Sea s R R e e b eae sea e b st sea bbb st eea e ebe e e

APPLICANT °S PERSONAL DETAILS:

[dMale [ Female [ Prefer nottoanswer [1Other (Please specify) .......cvrrvevurenene

Date of Birth: ......ccceeeeeieirieeeenen. AgE: i,

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: ......ccccuveeeveceeeienns Place of Birth: ....cccoveeeveeeceecriereee. Preferred Language: .......ccccoeveveeeceveececeeveerees
How Long in Australia: ................... Religion/organisational affiliations ..........ccecevevieeeiiiee et

SPOUSE / PARTNER INFORMATION:

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

Spouse/partner's NAME: .......ccoeeeeveeeeverereeeenenns Spouse/partner’s residential aged care home: .......cccccceveeveeercnnene.
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 N0, please iINICate SOUICE OF INCOMIE: ........uiiceceeee ettt sttt e s et e e e e abe e e e e e nbaaeaeeeeenbaaeaeeeeesnteeeeeseennsrennas
Do you own a house? [Jves [ No Do you receive superannuation? [JYes [ No

If yes, how much do you receive PEr fOrTNIGNT? ...ttt st et e eteste e e e et es b esssrssassanasesteneen

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: ....ccoueeeeeeeeceeeeeeee e Membership NUMDEI: ...ttt e sn e
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@ Holy Family
| Services ADMISSION APPLICATION FORM AF -2

What is covered by your insurance (hospital, amBUIANCE)? ...t e e e e srbae e e e e e e vrae e e e e eanes
YOUR GENERAL PRACTITIONER:

NV =10 0 TSR Contact NUMDEr: ....uuveeeeiiiiiieeeeeeeeees

SUPPORTER:
SUINAME: ..ottt Given Name: ....cccoovveceveveeeree e Relationship: ..o
AGAIESS: uvvieeieeiet sttt ettt ee st et s et eae st e aesesteeatseeseea et eaesesse s et eheeR b ee e Rt ae Rt ee kR R e R ae R e s e R ek eR et et e R eesen et eneeee s ek ene ehe e tereeetes

Telephone: (HOME) ....oveveeeevecieiceicieeeeeee (WOPK) vttt e Mobile: ..o

SUBSTITUTE DECISION MAKER:

Same as above supporter: [1Yes [ No - if no please provide the details below:

SUMNAME: ..t Given Name: ....cccooeeeceeeeeeeecee e Relationship: ..o
AGAIESST ettt sttt sttt b e seb e st st ettt b bbb ae sea e Sea £ eE £ b bR SRR R bbb e £ e R S4x et eh aee £ eE b b ea sen et b b ea e bt et neneae e bne
Telephone: (HOME) ....oveeecervecieiceieieecteeee (WOIK) vttt e Mobile: ..o

BT ettt b b et b e a sea e b b Sea bbb Sea £ Sex ek ehe s £ ee £ b eae Sea e b e aeh £t e e et e R bt ees et eaenen e

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:

NBMIEE ettt ettt bbb st e behe b e et be st e et be bt et eae s Contact number: ......ccceveervenicieeeeen,
ADAIESS: ..ttt st e sttt st b s be s e R e et SRR e e R R AR RS e e e SR SER R e SR Sea R e e R nea R et eEe sexReR et e R seRereneereneanen
Have you made a will? [Yes ] No

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

NAME: <ot s e s e s Contact NUmber: ... e
ADAIESS: ..ttt sttt sttt s b b st b e se s E e st SR bRt Sex R e R Sex SR SR Sea £ SE SR SeA R EaE SR eE SEa R s eae SR SR Sea bR e eRe e neaben e e eaeere nean

[0 0 F= 1 RN
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@ Holy Family
| Services ADMISSION APPLICATION FORM AF -2

FUNERAL ARRANGEMENT

Have you made funeral arrangements? L] Yes ] No

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

NBMIEE ettt ettt bbb st s behe b e e he s st b bt teeene s Contact number: ......ccccevevrenecneeneeen.
AQAIESS: ettt st st et st st et bbb bbb b e s e

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 funeral
arrangements:

NAME! et CoNtaCt NUMDEIS: ..o
AGAIESS! ettt sttt sttt ettt st hthe et ses e sttt b b bt £ eSS4 E bRt £ eeR et eEE £ e SR e e SR E e 4 eh bt SaE e e eaE e e e b et e bt e eabeeeabee s eheeebeeenes
BT ettt b e b et b ea sea e bk Sea b b Sea e Sea s b s e e b eae sen e ebeeh £t eea bbb st et esebeen e
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: ...t et e e e e e e e e e e e be 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 A
PERMANENT RESIDENTIAL AGED CARE REQUEST 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 IIBIZIES: ...ttt sttt et ettt be ste e b ebe st s e ste e e bese s assstesanbesbesbes besbebbesbeb et st et st et ersarsarsansaasansansanes
HODDIES @N0 INTEIESES: ...eiveieietcieieictetet ettt ettt ettt et st st s s et eae st et eae sttt b s £t eb e aen e ebe bt ebe st
SIGNATURES:

Applicant’s Signature: ..............cocoeeeeeieeceeee et DAte: oo
Supporter (if applicable) ..o, Date: oot

Substitute decision maker signature (if applicable) .............ccocoeeiiieicieeeeee. Date: oot

Date Application received: .......ccceeeeuennen.
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