
Admission Application

You have contacted this facility and indicated a desire to be
considered for admission. Your name will be placed on our waiting
list after you substantially complete and return this application.

Please check off all the communities in which you are interested:

			   Skilled Nursing Communities
					     o Jerome Home
					     o Jefferson House
					     o Southington Care Center

			   Assisted Living Communities
					     o Arbor Rose
					     o Cedar Mountain Commons 
					     o Mulberry Gardens of Southington 
					     o The Orchards at Southington

SMOKE FREE ENVIRONMENT

 Jerome Home: 975 Corbin Avenue • New Britain, CT 06052 • 860.229.3707

Jefferson House: 1 John H. Stewart Drive • Newington, CT 06111 • 860.667.4453 

Southington Care Center: 45 Meriden Avenue • Southington, CT 06489 • 860.621.9559 

Arbor Rose: 975 Corbin Avenue • New Britain, CT 06052 • 860.229.3707

Cedar Mountain Commons: 3 John H. Stewart Drive • Newington, CT 06111 • 860.665.7901 

Mulberry Gardens of Southington: 58 Mulberry Street • Plantsville, CT 06479 • 860.276.1020

The Orchards at Southington: 34 Hobart Street • Southington, CT 06489 • 860.628.5656



Hartford HealthCare Senior Services
Application for Admission

Vital Statistics

Name__________________________________________________________________Telephone_________________________

Address__________________________________________ City__________________State________Zip Code______________

Sex  o   M   o   F	 Date of Birth________________________________Place of Birth____________________________

Marital Status______________________ Religion_______________________ Place of Worship_______________________

Occupation (Current or Former)___________________________________________________________________________

Type of Placement Being Sought (Please Check):

o   Short Term Rehab     o  Hospice Care     o  Long Term Care        o  Assisted Living

Medical Information

Present Location__________________________________________________________________________________________

If Hospital/Health Facility, Date of Admission_ _____________________________________________________________

Admitting Diagnosis______________________________________________________________________________________

Surgery (include dates)_ __________________________________________________________________________________

_________________________________________________________________________________________________________

Past Medical History______________________________________________________________________________________

_________________________________________________________________________________________________________

Allergies_________________________________________________________________________________________________

Current Medications______________________________________________________________________________________

_________________________________________________________________________________________________________

Skin Condition:

Surgical Site______________________________________________Reddened Areas_________________________________

Decubitus________________________________________________Treatment_ _____________________________________

Diet__________________________________________________________________________ HT____________WT__________

Mental Status:

o   Alert	 o Oriented	 o  Confused	 o  Disoriented	 o  Forgetful

o  Vague	 o  Non-responsive	 o  Depressed

Behavior Patterns:

o  Cooperative	 o  Wanders	 o  Paces	 o  Combative	 o  Verbally Abusive

o  Resistive to Care	 o  Easily Agitated	 o  Other_ __________________________________________________

Restraints	 o  Waist	 o  Vest	

Restraints	 o  Always	 o  Daytime	 o  Nighttime	 o  As Needed	 o  None



Current Therapies   o  PT	 o  OT	 o  Speech 

		  o  Other_ ___________________________________________
Functional Data Summary

Bathing

Dressing

Toileting

Eating

Transferring

Ambulating

Independent Unable MaximumAssist
(1-2 Person)

Minimal Assist
(Supervise)

___ G Tube 
___ NG Tube

___ Hoyer Lift

Continence

o  Continent	 o   Incontinent 

	      If Incontinent:	 o  Urine	 o   Stool

o   Foley Catheter	 o   Suprapubic Catheter	 o   Texas Catheter (External Device)

o   St. Catheter	 o   Colostomy	 o   Ileal Conduit

Mechanical Aids

Oxygen/Liters_____________________________________________________________________________________________

Pace Maker	 o  Yes	 o  No	 Date Inserted____________________________________________

Prosthesis (Type):__________________________________________________________________________________________

History of Psychiatric Problems or Disorders (Include Details and Dates of Hospitalization)

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

History of Alcohol or Substance Use? If Yes, Describe

__________________________________________________________________________________________________________

Smoker	 o  Yes	 o  No

Miscellaneous Information

Primary Care Physician_____________________________ Address & Phone______________________________________

Other Physician(s)__________________________________ Address & Phone______________________________________

Attorney___________________________________________ Address & Phone______________________________________

Advance Directives o  Yes	 o  No

If Yes, please indicate:	 o  POA	 o  DPOA	 o  HCA	 o  Living Will	 o  Organ Donor	 o  Conservator

During the last 60 days, has there been a stay in a hospital or nursing facility?_____ If so, please indicate

where and when stay took place.___________________________________________________________________________

__________________________________________________________________________________________________________

Have Home Care Services been used in the past?____________________________________________________________

If so, please indicate which agency._________________________________________________________________________

Funeral Home Preference:_____________________________________ Address:_____________________________________

Have arrangements been made?______________________________ Prepaid?_____________________________________



Emergency Contact:

Primary Contact

Name________________________________________________ 	 Relationship_____________________________________

Address______________________________________________ 	 Home Phone_____________________________________

City______________________________	 State_ ______ 	 Zip Code_ ______________

Work Phone______________________ 	 Cell Phone_______________________	 E-mail_____________________________

Secondary Contact

Name________________________________________________ 	 Relationship_ ____________________________________

Address______________________________________________ 	 Home Phone_____________________________________

City______________________________State__________ 	 Zip Code_ ______________

Work Phone_________________________ Cell Phone______________________ 	 E-mail_____________________________

Send update letters to_____________________________________________________________________________________ 	

Power of Attorney (POA)___________________________________________________________________________________ 	

ATTACHED FINANCIAL DISCLOSURE FORM MUST ALSO BE COMPLETED.

(All information supplied will remain confidential. Application cannot be processed without this information.)

Social Security Number_______________________________	 Medicare Number_ _______________________________

Medicaid Number (Title 19)_ _____________________	 Pending?      o  Yes     o  No

Medicaid Caseworker’s name_____________________	 Phone___________________________________________________

Managed Medicare, Commercial, Medicare Supplement_________________Policy No.____________________________

Does Applicant Own a Long Term Care Insurance Policy?____________________________________________________

Name of Company______________________________________Is this a Partnership Approved Policy?______________

Veteran (or spouse of a veteran)    o  Yes               o  No                   U.S. Citizen    o  Yes       o  No

Signature of person completing application________________________________________

Date of Completion_______________________________________________________________



Hartford HealthCare Senior Services

Applicant’s Financial Disclosure

Applicant’s Name:_ ____________________________ Date:___________

The applicant and/or responsible party may be required to submit copies of all current 

accounts (checking, savings, money market, mortgage, etc.) upon completion of this form 

and at the time of admission.

Applicant’s Own income-list GROSS amount	 Spouse’s income-list GROSS amount

	 Not applicable   ____

Social Security	 $_____________ /Mo	 Social Security	 ___________ /Mo 
Pension	 $_____________ /Mo	 Pension	 ___________ /Mo 
Annuity	 $_____________ /Mo	 Annuity	 ___________ /Mo 
Interest	 $_____________ /Mo	 Interest	 ___________ /Mo 
Dividends	 $_____________ /Mo	 Dividends	 ___________ /Mo 
Other	 $_____________ /Mo	 Other	 ___________ /Mo

Does the applicant receive income from or have any interest in a trust?  Yes____No____

Does the applicant’s spouse receive income from or have any interest in a trust?

Yes____No____

Will the money in this trust be avilable for the applicant’s care? Yes____No____

Does the applicant have a Long Term Care Insurance policy? Yes____No_____

Has the applicant ever applied for any other benefits (VA benefits, Pilot Program) that will 

potentially give additional income?  Yes____No____

If yes, please describe what benefits have been applied for and the date of application.

____________________________________________________________________________
____________________________________________________________________________

Applicant’s Assets
(NOTE: If any asset is jointly held, please give name of joint owner. If married, list all  
assets owned by the applicant and his/her spouse, regardless of whether the assets are  
owned individually or jointly).

Properties
Address and approximate value:_ ______________________________________________

Names on Deed:______________________________________________________________

Does the spouse live in the home?  Yes____  No____

What is the amount of equity in the home:  $__________________________________

Mortgage notes held on the property:__________________________________________



Stocks and Bonds - Please describe and give approximate value
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Bank Accounts
Bank:	 Type of account:	 Single/joint with whom:	 Balance:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Life Insurance - List only those policies having a cash surrender value and give approxi-
mate surrender value.
______________________________________________________________________________
______________________________________________________________________________

Annuities - Has the applicant purchased or does the applicant receive income from any 
annuity? If yes, please describe. please list specifics with each annuity (monthly payments 
and/or yearly payment).
_____________________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Transfer of Assets within 60 months (5 years)
Within 60 months (5 years) prior to the date of this application, has the applicant or 
spouse given away assets of any kind (cash, securities, real estate, etc.) or transferred  
assets of any kind?
Yes____  No_____

If so, please describe fully all such gifts or transfers of $500 or more, including the asset 
transferred, date of transfer, names, addresses and relationship of the person to whom the 
gift was made and the value of the gift or transfer.
_____________________________________________________________________________________
_____________________________________________________________________________________

Within 60 months prior to the date of this application, has the applicant or spouse created 
a trust or placed funds or any other assets in a trust that already exists?  Yes____  No____
If so, please describe fully all existing or newly created trusts.
_____________________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________



If signed by the Applicant:
I hereby certify that this is a true and complete statement of my (and if applicable, my 
spouse’s) income and assets and any gifts or transfers in excess of $500 and any trusts 
created or transfers of any assets to any trust that I or my spouse have made.

If signed by the Responsible Party:
I certify that I have investigated the applicant’s financial records and that this is a true 
and complete statement of the applicant’s income and assets and any gifts or transfers 
in excess of $500 and any trusts created or transfers of any assets to any trust that the 
applicant or his or her spouse has made.

Applicant Signature	 Date

Person Acting for Applicant

Print Name

Title

Date



ATTENTION: If you speak English, free language assistance services are available to you.  Appropriate auxiliary aids 
and services to provide information in accessible formats are also available free of charge.  Call 1-860-696-1246 (TTY 
1-860-545-2247) or speak to your provider.   
 

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística.  También contamos 
con recursos y servicios auxiliares adecuados para proporcionarle información en formatos accesibles, sin cargo 
alguno.  Llame al 1-860-696-1246 (TTY: 1-860-545-2247) o hable con su proveedor.   

ATENÇÃO: Se você fala português, disponibilizamos serviços gratuitos de assistência linguística.  Recursos auxiliares 
serviços apropriados para fornecer informações em formatos acessíveis também estão disponíveis gratuitamente.  
Ligue para 1-860-696-1246 (TTY: 1-860-545-2247) ou converse com seu provedor.   

UWAGA: Jeśli mówisz po polski, dostępne są bezpłatne usługi wsparcia językowego.  Do dyspozycji są również 
bezpłatne materiały pomocnicze i usługi, umożliwiające przekazywanie informacji w przystępnej formie.  Zadzwoń 
pod numer 1-860-696-1246 (TTY: 1-860-545-2247) lub skonsultuj się ze swoim świadczeniodawcą.   

注意：如果您会说 汉语，则可以享受免费语言协助服务。  我们还免费提供以无障碍格式提供信息的适当辅

助工具和服务。  致电 1-860-696-1246 (TTY 1-860-545-2247) 或与您的服务提供方联系。   

ATTENZIONE: se parli italiano, sono disponibili servizi di assistenza linguistica gratuita.  Sono inoltre disponibili 
gratuitamente adeguati servizi e supporti ausiliari per fornire informazioni in formati accessibili.  Chiama il numero 
1-860-696-1246 (TTY 1-860-545-2247) o contatta il tuo fornitore.   

ATTENTION : Si vous parlez français, des services d’assistance linguistique gratuits sont à votre disposition.  Des 
aides et services auxiliaires appropriés pour fournir des informations dans des formats accessibles sont également 
disponibles gratuitement.  Appelez le 1-860-696-1246 (TDD : 1-860-545-2247) ou discutez-en avec votre 
fournisseur.   

ATANSON: Si w pale kreyòl ayisyen, gen sèvis asistans ki  disponib gratis pou ou.  Asistans ak lòt sèvis ki apwopriye 
pou bay enfòmasyon nan fòma aksesib yo disponib tou gratis.  Rele 1-860-696-1246 (TTY 1-860-545-2247) oswa 
pale ak founisè w la.   

ВНИМАНИЕ! Если Вы говорите Русский язык, Вам доступны бесплатные услуги языкового сопровождения.  
Для обеспечения доступного формата информации также бесплатно предоставляются соответствующие 
вспомогательные средства и услуги.  Тел. +1 (860) 696-12-46, (телетайп: +1 (860) 545-22-47).   

CHÚ Ý: Nếu quý vị nói Tiếng Việt, sẽ có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho quý vị.  Các hỗ trợ và dịch vụ 
hỗ trợ thích hợp để cung cấp thông tin ở các định dạng dễ truy cập cũng được cung cấp miễn phí.  Gọi 1-860-696-
1246 (TTY: 1-860-545-2247) hoặc trao đổi với nhà cung cấp của quý vị.   

  تنبيه: إذا كنت تتحدث 
 
ة عَرَبِيَّ

ْ
ل
َ
، تتوافر لك خدمات مساعدة لغوية مجانية  كما تتوافر وسائل مساعدة وخدمات مساندة مناسبة لتوفير المعلومات  ا
ا.   

ً
 بأشكال ميسرة مجان
   1246-696-860-1اتصل على الرقم 

 (  2247-545-860-1)الهاتف النصي للصم وضعاف السمع: 
   .أو تحدث إلى مقدم الخدمة الخاص بك

주의: 한국어를 사용하는 경우, 무료 언어 지원 서비스를 이용할 수 있습니다.  접근 가능한 형식으로 정보를 

제공하기 위한 적절한 보조 보조 및 서비스도 무료로 제공됩니다.  1-860-696-1246(TTY 1-860-545-2247)으로 

연락하거나 서비스 제공자에게 문의하십시오.   

VËMENDJE: Nëse flisni shqip, shërbimet e ndihmës gjuhësore ofrohen falas për ju.  Shërbimet dhe mjetet e duhuara 
ndihmëse për të ofruar informacion në formate të përshtatshme janë gjithashtu pa pagesë.  Telefononi 1-860-696-
1246 (TTY: 1-860-545-2247) ose flisni me ofruesin tuaj të shërbimit.   

ध्यान दें : अगर आप बोल सकते हैं हहन्दी, तो आपके हलए मुफ़्त भाषा सहायता सेवाएँ उपलब्ध हैं।  ऐके्सस हकए जने वाले फ़ॉमैट में 

सूचना उपलब्ध कराने के हलए ज़रूरी सहायक साधन और सेवाएं भी हनिः शुल्क उपलब्ध हैं।  1-860-696-1246 (TTY 1-860-545-

2247) पर क़ॉल करें  या प्रोवाइडर से बात करें।   

PAUNAWA: Kapag nagsalita ka tagalog, may available na libreng mga serbisyo ng tulong sa wika para sa iyo.  
Available din ang libreng angkop na mga karagdagang tulong at serbisyo para magbigay ng impormasyon sa 
maaakses na format.  Tumawag sa 1-860-696-1246 (TTY 1-860-545-2247) o makipag-usap sa iyong provider.   

ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, έχετε στη διάθεσή σας δωρεάν υπηρεσίες γλωσσικής βοήθειας.  Παράλληλα, 
προσφέρουμε δωρεάν κατάλληλα βοηθητικά μέσα και υπηρεσίες για την παροχή πληροφοριών σε προσβάσιμες 
μορφές.  Καλέστε το 1-860-696-1246 (TTY 1-860-545-2247) ή απευθυνθείτε στον πάροχό σας.   
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