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	STATE OF CONNECTICUT

DEPARTMENT OF VETERANS AFFAIRS
287 West Street

Rocky Hill, Connecticut  06067
	


RESIDENTIAL FACILITY
Every veteran admitted to the Residential Facility will participate in the Veterans Improvement Program.  This program, under the Residential and Rehabilitation Services department focuses on rehabilitation which includes substance abuse treatment, medical, recreational, vocational, education, and social work services.   The goal of this program is to facilitate a return to independent living for as many veterans as possible.

Guidelines for Submitting an Application for Admission 

 to the CT Department of Veterans’ Affairs – Residential Facility
To be considered for admission you must:

	1.
	Meet criteria for admission outlined on page 2.


	2.
	Complete the entire application.  Omissions, false information, or lack of sufficient detail, will result in the delay of the processing of your application.


	3.
	Sign the application on the following forms:

· Standard Form 180

· Release of Information Form

· Billing Information Form

· Application for Health Benefits Form


	4.
	Enclose a copy of your DD214 or other Military Discharge, which lists your date of entry, date of 

discharge and character of service.  If you served more than one period please submit a copy of each DD214 you have received.  A DD214 must be furnished to us even if you have been here in the past.

 

	5.
	Enclose a copy of any dispositions of recent court cases or current terms of Probation/Parole.


	6.
	In order to be admitted to the CTDVA, we must have the following information:

1.  The name of your primary care provider at the VA
2.  Verification of Continued Eligibility for VA Services - pg. 8

3.  A current PPD, lab report and chest x-ray.
4.  A current psychiatric and substance abuse assessment
5.  A current medical assessment and list of medications
If the above is not provided, the processing of your application will be delayed until this information is received.


	7.
	If a Probate Court has appointed a Conservator for you, or if you have appointed someone as your Power of Attorney, a copy of the document is required. 



FAX the completed application with the required supporting documents
to (860) 616-3556, or mail it to the address below.

Residential Admissions Coordinator

Department of Veterans’ Affairs

287 West Street

RRS Office – Bldg. 3, Rm. 104

Rocky Hill, CT 06067

If you have any questions, please call (860) 616-3802
EQUAL OPPORTUNITY/AFFIRMATIVE ACTION EMPLOYER
ADMISSIONS CRITERIA FOR RESIDENTIAL FACILITY
THE FOLLOWING GENERAL STATEMENTS APPLY:       

	1.
	Submit completed application.  


	2.
	A veteran must have been honorably discharged from the Armed Forces of the United States.



	3.
	A veteran must meet all other legal requirements of the Connecticut statutes.



	4.
	A veteran must have had a minimum of six months of active military duty to be eligible, except if the war, campaign or other operation lasted less than six months. “Active Military Duty” means service for the entire duration of the war, campaign or other operation, unless separated from service earlier because of service-connected disability rated by the Federal Department of Veterans’ Affairs.  


	5.
	In addition to the completed application, a veteran may be required to complete a medical, psychiatric, or substance abuse prescreen by our clinicians before a final determination for admission can be made

. 

	6.
	For residential care the Veteran must be ambulatory; require no nursing or attendant care, must be able to take own medication; be able to go some distance to the dining room without help; dress without assistance; make own bed and participate in an assigned therapeutic activity.



	7.
	Each veteran will be charged for care furnished.  Ability to pay for care is determined by the Department of Veterans’ Affairs Regulations.


	8.
	Cases with extenuating circumstances will be left to the discretion of the Administration.




SOME IMPORTANT FACTS
· All applicants will be subject to a Police Background Check;

· If admitted, motor vehicles are not allowed on grounds for ninety(90) days;

· A monthly billing fee will be determined upon admission; and
· In general once admitted, no authorization to leave the grounds will be permitted until the entire check in procedure is completed. (Minimum of one(1) week)
Connecticut Department of Veterans’ Affairs

287West Street

Rocky Hill, Connecticut 06067

Application for Residential Facility
Please Fill Out Each Section Completely

Have you ever been a resident at the CT DVA Residential or Hospital?  Yes (    No (
Section 1 - PERSONAL DATA
First                                                 
      Middle                                 Last

Name ____________________________     Name _______________    Name_________________________
Maiden name if any   ______________________________________________________

Home address ______________________________________________ Apt. Number _______
City _______________________________________ State ______________ Zip ___________
Home Phone (______) ___________________ Work Phone (______) ____________________
Sex:  Male (     Female (                 Date of Birth _______/______/_______         

State of Connecticut Resident from _____________________ to ________________________
Social Security Number _______/_______/_______ VA Claim Number ___________________
Religion_______________________

Current Marital Status:   Married   (            Never Married  (               Separated   (
                                      Widowed  (             Divorced          (               Unknown   (
Section 2 – CURRENT LOCATION

Are you currently living at your home address:  Yes (        No  (
If you are not staying at your home address, where are you staying now?  

Shelter   (     Substance Abuse Treatment Facility   (        Hospital    ( 

Rest/Nursing Home   (        With family/friends   (          Other   ( (Explain) _________________________
_______________________________________________________________________________________
Name of Facility:_________________________________________________________

Contact Person  ____________________________ Title ____________________ Phone # _____________
Address  _______________________________________________________________ _______________________________________________________________________

How long have you been at this address  _______________________
Section 3 – MILITARY SERVICE

Date Entered Active Duty ______________________ Place of Entry  __________________________
Date of Separation  ______________________  Place of Separation  __________________

Branch of  Service  ______________________   Service Number  _______________________

Character of Service:  Honorable  (       Under Honorable Conditions  (        Medical ( Other  ( (Explain)  
Were you issued more than one DD214?          Yes   (        No   (        If yes, provide copies.
Name you served under if different from your current name _____________________________________
Name_________________________________________

Section 4 - CONSERVATORSHIP/POWER OF ATTORNEY

Has a Probate Court appointed someone as your conservator:  Yes (          No (
If Yes, in which Probate Court was the Appointment made ________________________

Is this Appointment for – person  (          Estate  (          Effective date  _______________

Does anyone hold Power of Attorney for you:  Yes (          No (
                       CONSERVATOR                                                  POWER OF ATTORNEY
Name ____________________________________       Name _____________________________________
Relationship _______________________                      Relationship __________________________

Street ____________________________________       Street _____________________________________
Apartment Number ____________                                 Apartment Number ____________
City ____________________________                         City ________________________________

State ______________ Zip ____________                     State ______________ Zip ______________
Telephone-Home (_______) __________________       Telephone-Home (_______) ____________________
                  Work  (_______) __________________                          Work  (_______) ____________________
Section 5 - ADVANCE MEDICAL DIRECTIVES

Advance Medical Directives are NOT a condition of admission.  However, if you have already executed an Advance Medical Directive, a copy will be needed upon admission.

     Living Will (NOT your Last Will and Testament)  -  Yes (      No (
     (A Living Will states whether to administer life sustaining procedures or treatment should the patient be in a terminal condition or be permanently unconscious.)

     Health Care Agent  -  Yes (        No (


     (The Health Care Agent is appointed only to convey the patient’s wishes concerning the withholding or           

withdrawal of life supports if the patient is unable to understand and communicate informed consent 

regarding treatment.)

     Durable Power of Attorney For Health Care Decisions - Yes (    No (
     (The DPOA  For Health Care Decisions is appointed only to make medical decisions other than withholding or withdrawal of life support systems on behalf of the patient.  If there is more than one DPOA, please note if  they serve jointly or separately.  Note:  Not all Power of Attorney appointments include Health Care.)

     Organ/Tissue/Body Donor - Yes (        No (
Section 6 – EMPLOYMENT

Are you currently employed?  Yes (     No (        If Yes:  Full Time (     Part Time (
Where are you employed:  __________________________________________________  _________________________________________________________________________

Section 7 – EXPLANATION

Why do you want to be admitted to the CT Dept. of Veterans’ Affairs, State Veterans Home?
Are you interested in participating in a substance abuse treatment program at the Veterans Recovery Center?
       Yes (                      No (
Name_______________________________________

Section 8 –LEGAL HISTORY

OMISSIONS OR FALSIFICATIONS MAY AFFECT ADMISSION

1.  Have you ever been convicted of a felony:  Yes (       No (        If Yes, complete the remainder of this question listing all convictions and index the Degree (1st, 2nd, etc) and the date of the conviction and the office of jurisdiction.                                                  
                                                                Date of                                                                  Court of

Felony Charge                                        Conviction          Place of Conviction                 Jurisdiction

l.___________________________________________________________________________________

2.___________________________________________________________________________________

3.___________________________________________________________________________________

4.___________________________________________________________________________________

Use a separate sheet of paper to list any additional felonies.

Describe the circumstances of each felony charge and provide a copy of the police report and court documents.

2.  Are you currently on probation?  Yes (       No (     If yes, when does your probation end?_____________
     Are you currently on parole?  Yes (       No (  

3.  Please list the name of your probation/parole officer and the telephone number where they can be   

     reached.____________________________________________________________________________

***ENCLOSE A COPY OF YOUR CURRENT TERMS OF PROBATION/PAROLE –

YOUR APPLICATION WILL NOT BE PROCESSED WITHOUT ONE.

     Name______________________________

                                                              Section 8 - Legal History (continued)

4.  Are there any outstanding warrants for your arrest?  Yes (     No (    If yes, please explain.

5.  Have you been arrested for any offenses that have not yet been resolved in Court?       Yes (       No (        

     If “Yes”, please explain.
6.  Have you ever been incarcerated?  Yes (       No (        
      If “Yes”, please explain.

Where:

When:

Length of Time:

Name________________________________

Section 9 – MEDICAL INFORMATION

	Please answer all questions below. 
	Yes
	No



	Are you able to climb stairs without help?  If not, please explain.


	
	

	Are you able to shower/bathe without help?  If not, please explain.


	
	

	Are you able to feed yourself without help?  If not, please explain.


	
	

	Are you able to dress without help?  If not, please explain.


	
	

	Do you sometimes lose control of your urine or bowels?  If yes, please explain.


	
	

	Do you use a cane, walker, or crutches when walking?  If yes, please explain.


	
	

	Do you have difficulty remembering to do things?  If yes, please explain.


	
	

	Have you ever been told that you have trouble with your heart or blood pressure?  If yes, please explain.


	
	

	Have you ever been told that you have problems with your kidneys?  If yes, please explain.

	
	

	Do you have trouble breathing?  If yes, please explain.


	
	

	Have you ever had a seizure?  If yes, please explain.


	
	

	Do you have night sweats, cough or weight loss?  If yes, please explain.


	
	

	Have you ever had Tuberculosis (TB)?  If yes, please explain.


	
	

	Have you ever been told that you have PTSD?  If yes, please explain.


	
	

	Do you have trouble controlling your anger?  If yes, please explain.


	
	


Name_________________________________________________

Section 9 – MEDICAL INFORMATION (continued)

	Please answer all questions below                                                                                                    Yes         No

	Have you had any problems with depression?  If yes, please explain.


	
	

	Have you ever been told you have a Psychiatric illness?  If yes, please explain.


	
	

	Have you ever felt like harming yourself?  If yes, please explain.


	
	

	Have you ever taken drugs or alcohol or been told that you have a substance abuse problem?  If you, please explain.


	
	

	Have you ever attended a program for drug or alcohol abuse? If yes, when and where? 


	
	

	Are you attending a substance abuse program now?

When did you start?

When will you complete it?

Where is it located?


	
	

	Where do you go now for your medical care? 

 
	
	

	Have you been hospitalized in the past 5 years?  If yes, please say when, where, and for what reason.


	
	


MEDICATIONS

	What medications do you take or should you be 

taking?
	Dose


	How often do you take this 

medication?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


If you receive your care from the VA Connecticut Healthcare System, a signature below is required.

“This person will continue to be eligible for care within the VA Connecticut Healthcare System”
	
	
	

	VA Representative
	
	Date


RELEASE OF INFORMATION 

Veteran’s Name ____________________________________________ Date of Birth ______/______/______
Social Security Number ________-________-________ VA Claim Number _______________________
I HEREBY AUTHORIZE THE STATE OF CONNECTICUT, DEPARTMENT OF VETERANS’ AFFAIRS, TO OBTAIN INFORMATION FROM:

	1.
	VA Connecticut Medical Centers, Newington and West Haven, CT

	2.
	US VA Regional Office, Newington, CT

	3.
	Other Treatment Facilities (List)


______________________________________________________________________________
INFORMATION TO BE DISCLOSED:  (Initial each item that applies):
______ Copy of complete health records including outpatient, E.R.,    hospitalization


______ Alcohol Abuse


______ Drug Abuse


______ Psychiatric 


______ Sickle Cell


______ On-going communication (telephonic/written/faxed)


______ Military Service

I authorize the Connecticut Department of Veterans’ Affairs to release/obtain all pertinent information regarding my treatment which may include information relating to medical, psychiatric, alcohol, and drug abuse, HIV/AIDS, and Sickle Cell to/from such facilities as necessary for the admissions process and any treatment and care.

For release of information, this authorization will automatically expire ninety (90) days from the date below.

This facility, its employees, officers and attending physicians are released from legal responsibility or liability for the release of the above information to the extent indicated and authorized therein.

This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2 and 38CFR) and/or state law.  The Federal rules and/or state law prohibit you from making further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains, or as otherwise permitted by 42CFR Part 2 and/or state law.  A general authorization for the release of medical or other information is NOT sufficient information to criminally investigate or prosecute any alcohol or drug abuse patient.
         X____________________________________________________ Date ________________
                            Signature of Veteran or Conservator of Person 

PLEASE READ CAREFULLY BEFORE SIGNING
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 Residential 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, State Veterans Home.   .

5.
I understand and agree that I shall pay for care furnished me and that I will comply with medical care as determined by the medical staff at this facility.

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 of this facility.  

8.
RELEASE OF INFORMATION  - I consent that any physician, primary care provider, surgeon, dentist or hospital that has treated or examined me for any purpose, or that I have consulted professionally, may furnish to this facility, 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.

              X___________________________________________________
                            Signature of Veteran or Conservator of Person  

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

Sworn to and subscribed before me this__ _____________ day of ______________________ ,  __________

                                                               ______________________________________________________ 

                                                                                        Notary Public, My Commission expires           

INCOME INFORMATION SHEET
You will be responsible for paying your bill based on the current Department of Veterans’ Affairs regulations.
Any questions regarding “How the Billing is handled”, please contact the Billing Office (860) 616-3642.

Please provide the current monthly amounts you receive from the sources below:

	1.
	Social Security Disability
	

	2.
	Social Security Retirement
	

	3.
	VA Pension
	

	4.
	VA Compensation
	

	5.
	FT/PT Employment
	

	6.
	Other (pensions, VA Educational Stipends, etc.
	


I attest the above information is accurate to the best of my knowledge.  I authorize the Department of Veterans’ Affairs to verify the information provided.

Failure to provide accurate information will result in discharge from the Veterans’ Home.  Please remember we need full cooperation from everyone, in order for this program to be successful.  Thank you.

	
	
	
	
	

	Printed Name
	
	Signature
	
	Date


Connecticut Department of Veterans’ Affairs

Residential and Rehabilitation Services
AGREEMENT

The Connecticut Department of Veterans’ Affairs, State Veterans’ Home requires that all individuals 

who are admitted to the Residential and Rehabilitation Services Department sign and comply with 

the following Agreement.

During the ninety-day probationary period, I agree to the following:

· I will follow the rules and regulations of the CTDVA.

· Any violation of the rules and regulations related to substance use will result in involuntary discharge, unless I comply with the recommended treatment offered to me.

                          ADDITIONAL REQUIREMENTS ARE AS FOLLOWS:

· _______________________________________________________________________________

· ________________________________________________________________________________

           
              Resident’s Printed Name                                                       Staff Representative’s Printed Name

            

                 Resident’s Signature                                                                 Staff Representative’s Signature

                                                                 ________________________

                                                                                      Date

FAILURE TO SIGN THIS AGREEMENT WILL RESULT IN DENIAL OF ADMISSION TO CTDVA.

Revised 8/10/10
CWC
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