STATE OF CONNECTICUT

DEPARTMENT OF VETERANS’ AFFAIRS 

287 West Street, Rocky Hill, Connecticut 06067

APPLICATION FOR HEALTH CARE FACILITY
Please check the Level of Care Requested:   _____Health Care Facility (Long Term Care)    ____ Respite Care  

Last Name: ______________________  First  Name: ___________________  Middle Name: ____________                                     

Maiden name if any: ______________________________________

Current street address: ________________________________________               Apt. #: _________________

City: _______________________    State: _____________________      Zip Code:  ______________________

Telephone Number: _____________________________________            Sex: _____  Male   _____   Female

Where are you staying now if not at home address:    __Hospital      __Shelter      __ Other 

Name & Address of Facility: ____________________________________________________________________​​​​​​​​​​​​​​​​​​_____________________
Martial Status:  ___Never Married    ___Married (1, 2, 3, 4)      ___Divorced     ___Separated   ___Widowed                                                                                                  

Occupation:  _______________________________​​​_____         Are you currently employed:     ___Yes  ___No

Security Number: _________________________________     VA Claim Number:  _________________
Date of Birth: __________________________________       Place of Birth:  ____________________________
Are you a United States citizen?__Yes   __No   If you are a naturalized citizen, Naturalization Number:​​​​​_______
Education (Highest grade completed): _____  Connecticut resident from:___________________ to:   Present

Mother’s Maiden Name: _________________ Mother’s place of Birth: ___________          ___Living   __Deceased

Father’s Name: ________________________  Father’s Place of Birth: ___________           ___Living   __Deceased

How many children do you have? __________
In the space below, list your dependant children who are less than 18 years of age, attending school, or seriously disabled. 

____________________________________________________________________________________________________________________________________________________________________________________
Have you ever been convicted of a felony: ____Yes  _____No      Court of jurisdiction​​​​​​​​​​​​: ___________________ 

What were the charges? ______________________________________________________________________
Are you currently under any legal restrictions: ____Yes  ____No

Please explain the type and duration of the restrictions:______________________________________________
Have you made any ADVANCE MEDICAL DIRECTIVES:

•
Do you have a Living Will?  ____Yes   ____No  

•
Do you have a Health Care Agent?  ____Yes   ____No  
•
Do you have a Durable Power of Attorney For Health Care Decisions?    ____Yes   ____No  
•
Do you have a Health Care Representative?    ____Yes   ____No  
•
Are you an organ/body donor?     ____Yes   ____No  
If you have any ADVANCE MEDICAL DIRECTIVES, a copy of the document(s) must accompany this application.

Contact Person/Next-Of-Kin: ___________________________________          Relationship: ______________
Current street address: ________________________________________               Apt. #: _________________

City: _______________________    State: _____________________      Zip Code:  ______________________

Home Telephone: ____________________     Work Telephone:  ___________________  Ext: _____________
Contact Person/Next-Of-Kin: ___________________________________          Relationship: ______________
Current street address: ________________________________________               Apt. #: _________________ 

City: _______________________    State: _____________________      Zip Code:  ______________________
Home Telephone: ____________________     Work Telephone:  ___________________  Ext: _____________
Has a Probate Court appointed anyone as your Conservator? _____Yes  _____No

If “Yes”, in which Probate Court was the Appointment made: ________________________________________
Is the Appointment for:  ____ Person   ____ Estate



Name of Conservator: _______________________________________   Relationship: ____________________
Current street address: ________________________________________               Apt. #: _________________ 

City: _______________________    State: _____________________      Zip Code:  ______________________

Home Telephone: ____________________     Work Telephone:  ___________________  Ext: _____________
Have you appointed anyone as your Power of Attorney?   ___Yes           ___No    

Name of  Power Of Attorney: ____________________________________  Relationship: _________________
Current street address: ________________________________________               Apt. #: _________________ 

City: _______________________    State: _____________________      Zip Code:  ______________________

Home Telephone: ____________________     Work Telephone:  ___________________  Ext: _____________
A copy of the Power of Attorney document and/or the Conservator Appointment Decree must accompany this application.

Military Service:   Date of Entry: ________________________          Date of Discharge: _________________
                              Place of Entry: ___________________________         Place of Discharge: ______________
Branch of Service: ___Army  ___Navy   ___Marines    ___Air Force      ___ Coast Guard                                                                      
Character of Discharge:  _____Honorable    _____Under Honorable .Conditions

Service Number: ________________________________     Rank or Grade:_____________________________
Name you served under if different than your current name: _________________________________________
Do you have a service connected disability?  ___ No  ___ Yes   Were you a prisoner of war? ___ No ___Yes

A copy of your Discharge Paper(s) must accompany this application
PLEASE  READ  CAREFULLY  BEFORE  SIGNING

                              (Section 2, 4, 5, and 6, do not apply to Respite Care Patients.)
1.
I agree that upon admission I will obey the rules and regulations of the Connecticut Department of Veterans’ Affairs and have received a copy of same.

2.
I understand and agree that while residing in the Health Care Facility I will perform all  duties assigned to me.

3.
I understand and agree that I will obey all lawful orders of the Managers of the Connecticut Department of Veterans’ Affairs.

4.
I understand that under the General Statues of the State of Connecticut, Section 27-108, the Commissioner will determine the amount of payment to be made for my support and for medical and surgical care and treatment, food, clothing and incidentals furnished to me.  I  understand and agree that payment will be based  on a sliding scale and that failure to comply will result in attachment of funds and/or discharge from the Connecticut Department of Veterans’ Affairs Home and Hospital.

5.
I understand and agree that I shall pay for care furnished me and that I will accept medical  care as determined by the physicians of the Hospital.

6.
I understand and agree that in the event of my death, the Commissioner may make a claim against my estate for the cost of care provided to me.

7.
I understand and agree that I am solely responsible for any money, clothing, jewelry, or other valuables retained by me while a resident or patient at the Hospital.

8.
RELEASE OF INFORMATION  - I  consent that any physician, surgeon, dentist or  hospital that has treated or examined me for any purpose, or that I have  consulted professionally, may furnish to the Domicile and Hospital any information about myself, and I waive any privilege which renders such information confidential.

I consent to a check of my history, if any, by the Department of Public Safety, Division of State Police.

I HAVE READ THIS FORM AND I CERTIFY THAT THE INFORMATION GIVEN IS TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE.

__________________________​​​​​​​​​​​​​​_________________

Signature of Veteran or Conservator of Person or POA

The person who signed this application personally appeared before me and acknowledged the instrument to be his/her free act and deed. Note:  This Application must be sworn to under oath (CGS-27-108 (b))
Sworn to and subscribed before me this ________________day of ______________________, 200____
                                                               ______________________________________________________

                                                               Notary Public, My Commission expires     

Case Number                              Received                                    Folder Number 

Approved for Admission/ Readmission:  _____________________________________________________ Hospital Administrator                                                                    

