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Connecticut Department of Veterans’ Affairs  

Veterans’ Home at Rocky Hill - Health Care Services
287 West St.

Rocky Hill, CT 06067

Dear Veteran,

Thank you for your interest in the Connecticut Veterans’ Home.  Enclosed is an application for admission..  

In order to process the application, each of the following requirements must be met:

1. _____The application must be completed and signed.

2. _____The medical certificate must be completed by your physician.  

3. _____A copy of your military discharge (DD214) must be included with the application.

4. _____A copy of your Medicare card and other insurance cards must be included with the application.

5. _____ If you have any of the following, a copy must be provided with the application:

a. _____Medicaid (Title XIX) card

b. _____Living Will

c. _____Durable Power of Attorney for Health Care 

d. _____Health Care Agent

e. _____Health Care Representative

f. _____Durable Power of Attorney

g. _____Conservatorship

h. _____Organ Donor

Please be advised that a date for admission will not be considered until all documents are submitted and the application is reviewed and approved.

If you have questions concerning the application or the application process contact:

Admissions Office 

860 616-3705
Please mail completed application, including the supportive documents to:

CT Department of Veterans’ Affairs 
Health Care Facility Admissions Office

287 West Street

Rocky Hill, CT 06067

Applications may also be faxed:

860 616-3545
CT Department of Veterans’ Affairs

HCF Admissions Committee
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Connecticut Department of Veterans’ Affairs  

Veterans’ Home at Rocky Hill - Health Care Services
287 West St.

Rocky Hill, CT 06067


ON-line APPLICATION FOR ADMISSION 
 to:            Long Term Care         Respite       (Please check one)  
Last Name:_________________________  First Name:_________________   Middle Name:_______________

Other name/s used:___________________________________________

Social Security Number:_______________________   Maiden Name (if applicable):______________________

Street Address:__________________________________        Home telephone number:___________________

City:____________________________  Zip:__________        Cell phone number:_______________________

Fax #:__________________  E-mail address:_______________________________  Pager:________________

Where are you living? ____Home     ____Nursing Home   ____Other: Please specify:____________________

If nursing home or other, please provide name and address:__________________________________________

Gender: ___Male  ___Female    Date of birth: __________________      Place of birth:____________________  

Religion: ___Catholic   ___Protestant   ___Jewish   ___Other:________________________________________

Are you Hispanic or Latino? ___Yes  ___No   

What is your race? ___American Indian/Alaska Native  ___Black or African American    ___White

                               ___Asian     ___Native Hawaiian or Other Pacific Islander

If not born in U.S.- are you a naturalized citizen? ___ No    ___Yes Naturalization number: ________________

MILITARY SERVICE: Service Number: __________________________    Rank:_____________________

       
Branch of Service: ___Army ___Navy    ___Marines   ___Air Force   ___Coast Guard

       Character of Discharge: ___Honorable   ___Under Honorable Conditions

       Name you served under is different from your current name:_____________________

       Date of Entry:___________________  Place of Entry:_____________________

       Date of Discharge: _______________  Place of Discharge:______________________

Check yes or no for each of the following questions:
Are you a purple heart recipient? ___Yes  ___No           

Are you a former prisoner of war?  ___Yes  ___No           

Do you have a VA service connected rating?  ___Yes  ___No     If yes, what % ____ VA Claim #:___________

Did you serve in combat after 11/11/998?  ___Yes  ___No                 

Was your discharge from the military for a disability incurred or aggravated in the line of duty?  ___Yes  ___No     

Are you receiving disability retirement pay  instead of VA compensation?  ___Yes  ___No           

Do you need care of conditions potentially related to service in SW Asia during the Gulf War?  ___Yes  ___No           

Were you exposed to agent orange while serving in Vietnam?  ___Yes  ___No           

Were you exposed to radiation while in the military?  ___Yes  ___No           

Did you receive nose and throat radium treatments while in the military?  ___Yes  ___No           

Do you have a spinal cord injury?  ___Yes  ___No                 

Do you receive a VA pension?  ___Yes  ___No          If yes, VA Claim #:_______________________________
Have you been seen at a VA Health Care Center?  ___Yes  ___No   If yes,VA Claim # :___________________
Education (highest grade completed):__________________________ Occupation:_______________________

Employment: ___Employed full time  ___Employed part time    ___Not employed     ___Retired

           If employed, name and address of employer:________________________________________________

Family and Spousal Information
Mother’s Maiden Name:_________________________      Father’s name:______________________________
Mother’s place of birth:_______________________            Father’s place of birth:____________________

___Living     ___Deceased 
                                                   ___Living     ___Deceased 

Marital Status: ___Never Married   ___Married (1,2,3,4)    ___Divorced   ___Separated   ___Widowed

Spouse’s name:___________________________  Spouse’s maiden name:______________________________

        Spouse’s address and telephone #:__________________________________________________________

        Spouse’s date of birth:_______________________  Spouse’s Social Security #:_____________________

        Date of marriage:___________________________   

        Spousal employment status: ___full time  ___part time   ___not employed   ___retired

                        If employed, employer:___________________________________________________________

How many children do you have?__________________       # Adults:________________  # Minors:_________

For minor children, please provide date of birth, address :___________________________________________

If your spouse or dependent child did not live with you in the past year, amount you contributed to support:____

Legal Information: 

Have you ever been convicted of a felony? ___No   ___Yes     

If yes- What were the charges?______________________________  Court of jurisdiction:_________________

Are you currently under any legal restrictions? ___No   ___Yes     If yes, explain:________________________

Advance Directives and Surrogate Decision Maker:

Do you have a Living Will? ___No   ___Yes (please enclose copy)

Have you appointed a Durable Power of Attorney for Healthcare?  ___No   ___Yes (please enclose copy)
Have you appointed a Health Care Agent?  ___No   ___Yes (please enclose copy)
Have you appointed a Health Care Representative? ___No   ___Yes (please enclose copy)


Next of Kin/Emergency Contact:________________________________________ Relationship:____________

Street Address:__________________________________        Home telephone number:___________________

City:____________________________  Zip:__________        Cell phone number:_______________________

Fax #:__________________  E-mail address:_______________________________  Pager:________________

Do you have a conservator?  ____No    ___Yes (complete information below and enclose a copy of decree)
Conservator:________________________________________ Conservator of: ___Person  ___Estate   ___Both

Street Address:__________________________________        Home telephone number:___________________

City:____________________________  Zip:__________        Cell phone number:_______________________

Fax #:____________________ E-mail address:______________________________________

Do you have a Power of Attorney?  ___No   ___Yes (complete information below and enclose copy of POA)
Power of Attorney: __________________________________________________________________________

Street Address:__________________________________        Home telephone number:___________________

City:____________________________  Zip:__________        Cell phone number:_______________________

Fax #:_________________________________  E-mail address:______________________________________

FIANACIAL INFORMATION: 

Check all that apply:

_____ I have not applied for Medicaid (Title XIX)

_____ I have applied for Medicaid (Title XIX)   Application date:__________  District Office:______________

            Intake Worker’s Name:______________________________   Tel #:____________________________

_____ I have been granted Medicaid (Title XIX)        My client ID# is:____________________

           Effective date: _________________ Worker’s Name:_________________ Tel#:___________________

_____I have Medicare A     Medicare #:___________________________     Effective Date:________________

_____ I have Medicare B    Medicare #:___________________________     Effective Date:________________    

Name exactly as it appears on my Medicare Card:__________________________________________

_____I have other medical insurance

          Name of Insurance Company:_________________________________   Policy Holder: ______________


Policy #: _____________________    Group #: ____________________________

PLEASE READ CAREFULLY BEFOR SIGNING

(Sections 2 & 4 do not apply to Respite Care)

1. I agree that upon admission I will obey the rules and regulations of the CT Department of Veterans’ Affairs.

2. I understand and agree that I shall pay for the housing and medical care provided to me as specified in the CT State Statutes.

3. I agree that I will participate in developing my plan of care and that I will follow my plan of care.

4. I understand that in the event of my death, the Commissioner may make a claim against my estate for the cost of care provided to me.

5. I understand and agree that I am responsible for any money, clothing, or other valuable retained by me during my stay at the Veterans’ Home @ Rocky Hill – Health Care Services.

Billing Office Notification

1. I understand that I am  required to complete a billing determination prior to setting an admission date to the Department of Veterans Affairs.

2. I understand that there is a charge for long term care at the CT Veterans’ Home and that the Billing Office staff will inform me of specific details.

3. I understand that I must contact the Billing Office: 860 616-3644 or 860 616-3647 before an admission date can be scheduled.

I have read the above information and I verify that the information I have provided is true and complete to the best of my knowledge.

___________________________________________________
       ________________________________

             Signature                                                                                                               Date

___Self   ___ Power of Attorney   ___Conservator of Person   ___Conservator of Estate

NOTE: This application must be sworn to under oath (CGS-27-108(b))

The person who signed this application personally appeared before me and acknowledged the instrument to be his/her free act and deed.                      

Sworn and subscribed before me this _____day of ________________, ____________    __________________________________

Notary Public, My Commission expires:

_____________________________
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STATE OF CONNECTICUT/DEPARTMENT OF VETERANS’ AFFAIRS 

INCOME/ASSETS QUESTIONNAIRE (IA)/DVA CASE#: 






Form: DVA-BO-IAQ (Rev. 01/07) Page 1 of  2

Instructions: Please complete form in its entirety. If no Income or Assets are indicated, please fill in each area with a zero. In addition, please initial each section; sign and date at the end of this form. According to Connecticut General Statue 27-108 such veterans who are able to pay in whole or in part for services are required to pay their cost of care based on their ability to pay. If unable to pay, those entering the hospital are required to have a completed and filed “pending” Medicaid (Title XIX) application. The veteran and/or responsible party are required to provide full disclosure of all financial information in accordance with CGS 27-117. If there is a pending Medicaid application , the veteran and/or responsible party are required to continue paying the charges assessed by the DVA pursuant to CGS 27-108 until such time as The Department of Social Services (DSS) determines that the veteran is eligible for assistance. Once Medicaid eligibility is determined, Medicaid assumes the primary responsibility for paying the veteran’s care at the hospital; however, the veteran remains responsible for contributing his/her “applied income” towards the cost of care as computed by DSS pursuant to its administration of the Medicaid program. 

	Veteran’s Name:
	
	Spouse’s Name:
	

	Street Address:
	
	Street Address:
	

	City, State, Zip:
	
	City, State, Zip:
	

	Home Phone:
	
	Home Phone:
	


	Type of Income/

Acct # (If applicable)
	Source of Income

Address (if applicable)
	Veteran

Amount
	Spouse

Amount
	Frequency

	Social Security

	Social Security Administration
	
	
	Monthly

	VA Pension.Comp.


	U.S. Department of Veterans’ Affairs
	
	
	Monthly

	Retirement/Pension
	
	
	
	

	Retirement/Pension
	
	
	
	

	Dividends/Interest

Account #:
	
	
	
	

	Rental Property Income

	
	
	
	

	Other (describe)


	
	
	
	


	Type of Asset

ID # (if applicable)
	Location of Asset

Name/Address/Phone (if applicable)
	Veteran Amount
	Spouse Amount

	Savings Account 
Account #:
	
	
	

	Savings Account

Account #:
	
	
	

	Checking Account Account #:
	
	
	

	Checking Account Account #:
	
	
	

	Certificate of  Deposit Account #:
	
	
	

	Stock Certificate Number(s):
	
	
	

	Bonds Certificate Number(s):
	
	
	

	Prepaid Funeral Contract #:
	
	
	

	Life Insurance Policy Policy #:
	
	
	

	Motor Vehicle 
VIN Number #:
	
	
	

	Real Estate 
Address:
	
	
	

	Other Asset 
Account ID #:
	
	
	


IA/DVA QUESTIONNAIRE                                    NAME:______________________________   CASE #:_________________
Form: DVA-BO-IAQ (Rev. 01/07) Page 2 of  2

COURT- ORDERED OBLICATION INFORMATION   (Note: Court Documentation is required)
	TYPE OF 

OBLIGATION
	Paid to (Name/Address)
	Veteran Amount
	Spouse Amount
	Frequency

	Alimony

	
	
	
	

	Child Support

	
	
	
	

	Other:

	
	
	
	


COURT- ORDERED OBLICATION INFORMATION  
	TYPE OF

HOUSEHOLD COST
	Paid to (Name/Address)
	Veteran Amount
	Spouse Amount
	Frequency

	Rent

	
	
	
	

	Mortgage

	
	
	
	

	Real Estate Tax

	
	
	
	

	Rental/Mortgage 
Insurance
	
	
	
	

	Real Estate Tax

	
	
	
	

	Other (identify)


	
	
	
	


FINANCIAL RELATIONSHIP TO VETERAN: (Please check one)


       Self                Power of Attorney                 Conservator of Estate   Probate Court:_______________________________   Appointment Date:__________________
                                                                 (Jurisdiction)

I certify that the information provided on this form is complete and accurate to the best of my knowledge. I understand that I am required to provide this information completely and accurately according to the Connecticut General Statutes (CGS) 27-117. I also understand that I am responsible for paying for the cost of my care at the Department of Veterans’Affairs (DVA), and that I will be assessed monthly charges based on my ability to pay as per CGS 27-108 and DVA regulations. I understand that paying the assessed charges may result in the depletion of my resources. If I reside in the hospital, I understand that I am required to apply for the Title XIX Medicaid benefits upon request, and to take all steps reasonably necessary to obtain Medicaid eligibility. If I apply for Title XIX benefits, I understand that I am responsible to continue paying for my portion of the cost of care as assessed by the Department of Veterans’ Affairs pursuant to CGS 27-108 until such time as Title XIX is granted. If Medicaid eligibility is determined by the Department of Social Services, I understand that I am then responsible for contributing my “applied income” towards the cost of care, as computed by the Department of Social Services. 

SIGNATURE:_____________________________________________________________________   DATE:___________________
CT Department of Veterans’ Affairs






VETERANS’ HOME & HOSPITAL

H-36  RESPITE  Rev. 11/91, 6/95, 11/96, 10/97, 6/02, 6/05                                                                                                                             
       Rocky Hill. CT 


MEDICAL CERTIFICATE

Veteran’s Name: _______________________________     Date of Birth:________________

1. History of Present Illness / Chief Complaints: _______________________________________
    ________________________________________________________________________________________

2. Past Medical History (including any surgery w/ dates)
__________________________________________________________________________________________

__________________________________________________________________________________________

3. Review of Systems (circle and/ or explain)

Cough____________
     Abdominal Pain____________
Extremities____________Mental Status_________

Dyspnea__________      Vomiting_________________
Skin______________      Vision_______________

Chest Pain_________      UTI/ frequency____________      Dentures___________      Hearing_____________

Substance Abuse_____    Other_____________________
Other____________________


4. Allergies : ______________________________________________________________________________

5. Physical Exam: P ________  R ________  B/P ______/_______  T ________ Wgt________Ht_________

	Check
	Normal
	Abnormal
	                              Positive  Findings

	General
	
	
	

	Head - Eyes/Ears/Mouth
	
	
	

	Chest/ Breast
	
	
	

	Lungs
	
	
	

	Heart/ Vascular
	
	
	

	Abdomen/ Rectum
	
	
	

	Genitalia/ Pelvic
	
	
	

	Extremities/ Back
	
	
	

	Neurologic
	
	
	

	Skin/ Other
	
	
	


6. Laboratory Studies:


X-Ray______________________________

EKG:_________________________________


Blood Tests:
WBC______
HBG______
HCT______
PLT______
FBS______ 
K______


CRT______
BUN______
Other:___________________(ie. PSA, TSH, Electrolytes etc)

7. PPD & Influenza and Pneumococcal Vaccinations

 Annual PPD is required 
Date of PPD:___________________
Date read:________________   Test Result:__________________

If positive, Treatment: _______________________________________________________________________

If positive/ no treatment, please explain:_________________________________________________________

Date of Influenza vaccination_________________
Date of Pneumococcal vaccination ____________

8. Diagnoses 

	Diagnosis/Problem
	Plan of Care

	
	

	
	

	
	

	
	

	
	

	
	

	
	


9. Medications: (should reasonably reflect diagnoses) 
	Medication Name & Dosage
	Directions:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


10. History of Infectious Diseases    
Has the patient had any of the following:

	TB
	HEPATITIS
	CHICKEN POX
	OTHER:________
	OTHER:________

	Yes
	No
	Yes
	No
	Yes
	No
	Yes
	No
	Yes
	No


If any of the above are checked, please explain:_________________________________________________

11. Other Problems: (ex. MRSA colonization or Vancomycin Resistive Enterococcus) Please specify:

_________________________________________________________________________________________

12. Mental Status:  ___Alert   ___Slightly Confused   ___Moderatly Confused    ___Very Confused    ___Euphoric            ___Depressed          ___Hallucinations   ___Paranoia   ___Forgetful   ___                              Mentally competent?  ___yes   ___no

13.  Activity Status:   ___bed rest   ___bed to chair   ___limited   ___as desired   ___as tolerated

14.  Transfer:  ___Independent   ___Supervise   ___Assist  ___Unable

15.  Ambulation:  ___Independent   ___Supervise   ___Assist   ___Unable   Can climb stairs?  ___Yes   ___No

                            ___Wheelchair   ___Cane    ___Walker

16. Nutritional Status: ___Overweight  ___Underweight  ___Malnourished  ___Adequate  ___Tube   

     Diet:_________________________________

17.  Devices:   ___eyeglasses   ___contact lenses   ___dentures   ___hearing aide/s  

18.  Fall risk:   ___low    ___moderate    ___high

19.  Special Instructions/Concerns: ___________________________________________________________

Examined by_________________________________________, MD      Date:________________________

        Address:_________________________________________

                      _________________________________________     Telephone #:_______________________
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