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	STATE OF CONNECTICUT

DEPARTMENT OF VETERANS’ AFFAIRS

287 West Street

Rocky Hill, Connecticut  06067
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	Dear Veteran,
Thank you for your interest in seeking admission to the Connecticut Department of Veterans’ Affairs (DVA) Health Care Center.  


	Guidelines for Submitting an Application

	In order to process the application in a timely fashion, each of the following requirements must be met with your completed application:

	1.
	Enclose a copy(s) of your DD FORM 214 – Certificate of Release or Discharge from Active Duty, which lists your place of entry and discharge, date of entry and discharge, record of service, time lost, 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.  If you do not have a DD Form 214 – follow instructions on the enclosed Standard Form 180 (SF180) and mail it to the designated area listed.  



	2.
	Proof of Connecticut (CT) Residency – General Statutes of Connecticut Revised January 1, 2009, Volume 9, Section 27 – Armed Forces and Veterans, General Provisions Section 27-103(b) states “veteran” means any veteran who served in time of war, as defined in subsection (a) of this section, and who is a resident of this state, provided, if he was not a resident or resident alien of this state at the time of enlistment or induction into the armed forces, he shall have resided continuously in this state for at least two years.


	3.
	Complete and sign the application.  Omissions, false information, or lack of sufficient detail, will result in the delay or denial of the processing of your application.  A date for admission will not be considered until all documents are submitted and the application is reviewed and approved.


	4.
	Supporting documents needed (copy), if applicable:

· Application for Health Benefits (10-10EZ) 
· Medical Certificate completed by your Primary Care Provider at VA CT Healthcare System (Newington or West Haven Campus) or other Physician

· Probate Court for Conservator 

· Living Will 
· Health Care Representative and/or a Durable Power of Attorney document(s)

· Copy of Legal Dispositions - recent court cases or current terms/conditions of Probation/Parole
· Medical/Health Insurance cards (VA CT Health System Card, Medicare, Medicaid)
· Marriage certificate

	1.

2.
3.

4.

5.

	Admissions Criteria
A veteran must have received an honorable discharge or general under honorable discharge from the Armed Forces of the United States.  Veterans with a dishonorable discharge are not eligible for admission.
The veteran must require 24 hour nursing care.
Each veteran will be charged for care provided.  Ability to pay for care is determined by the Department of Veterans’ Affairs Regulations. 

Any applicant who meets the above eligibility criteria, but has been denied admission has the right to appeal in writing to the Commissioner within 10 days of notification.
A veteran must meet all other legal requirements as outlined in the Connecticut Statutes.
For questions concerning the application or application process for admissions to the Health Care Center contact the Health Care Admissions Office (860) 616-3703

Application can be submitted on line, mailed or faxed to (860) 616-3545 

Mail applications to:

Heath Care Center Admissions Coordinator

Department Of Veterans’ Affairs

287 West Street

Rocky Hill, Connecticut  06067




Connecticut Department of Veterans’ Affairs Application for Admission
Sgt. John Levitow Health Care Center

PLEASE FILL OUT EACH SECTION COMPLETELY (PRINT)

	PERSONAL DATA

	FIRST NAME


	MIDDLE NAME
	LAST NAME
	SOCIAL SECURITY NUMBER



	OTHER NAME/S USED 
	
	MAIDEN NAME (if applicable)
	

	GENDER

      M  (      F (
	DATE OF BIRTH

___/___/___
	PLACE OF BIRTH
	RELIGION
	MARITAL STATUS

	HOME ADDRESS


	APT.#
	CITY
	STATE
	ZIP CODE

	HOME PHONE

(    )
	CELL PHONE

(    )
	WORK PHONE

(    )
	EMAIL ADDRESS



	State of Connecticut Resident From                        to                    

	What is Your Race? (Information is required for statistical purposes only.  You may check more than one.)

	· American Indian or Alaska Native
	· Black or African American

	· Asian
	
	· Native Hawaiian or other Pacific Islander

	· Spanish, Latino, or Hispanic
	· White
	· Other

	Have you appointed a Health Care Representative?
	· Yes
	· No

	Have you appointed a Conservator Of Person?  
(�YES
�
(    NO              

Have you appointed a Conservator Of Estate?                YES                   NO


	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 at this address?__________________

	

	HEALTH INSURANCE INFORMATION

	Are you covered by Health Insurance?
	· Yes
	· No

	Name of Policy Holder                                                                  Policy #                                         Group Code

	Health Insurance Company’s Name, Address (Street, City, State, Zip), and Telephone #

_____________________________________________________________________________________________


	· Are you enrolled in VA CT Healthcare System? �  (    Yes     (   No  
	(   Not Sure
	

	Do you have Medicare “A”?
	· Yes
	· No
	Medicare #
	Date 

	Do you have Medicare “B”?
	· Yes
	· No
	Medicare #

	Do you have Medicaid?
	· Yes
	· No
	Medicaid Claim #

	Have you applied for Medicaid?
	· Yes
	· No
	Date Applied

	Case Worker’s Name____________________________

	Case #_________________

	
	

	REASON FOR ADMISSIION

	Why are you seeking admission to the Health Care Center?



	Have you ever lived on the Rocky Hill Veterans Campus?    (  Yes       (    No


Name: _______________________________________________________
Last 4 Digits of Social Security #: ___________
	PRIMARY EMERGENCY CONTACT

	FIRST
	MIDDLE


	LAST
	RELATIONSHIP

	HOME ADDRESS


	CITY/STATE
	ZIP
	COUNTY

	HOME PHONE # (    )
	CELL PHONE # (    )


	WORK PHONE # (    )

	POWER OF ATTORNEY? 

· YES

· NO
	HEALTH CARE REPRESENTATIVE?

· YES

(      NO

	CONSERVATOR OF PERSON?
	· YES
	· NO                        CONSERVATOR OF ESTATE?   (   YES   (  NO

	SECONDARY EMERGENCY CONTACT

	FIRST
	MIDDLE
	LAST


	RELATIONSHIP

	HOME ADDRESS
	CITY/STATE
	ZIP


	COUNTY

	HOME PHONE # (    )


	CELL PHONE # (    )
	WORK PHONE # (     )

	· POWER OF ATTORNEY? 

· YES

· NO
	HEALTH CARE REPRESENTATIVE?

· YES

· NO

	CONSERVATOR OF PERSON?
	· YES
	· NO                CONSERVATOR OF ESTATE?      YES     NO


	CONSERVATOR CONTACT

	FIRST
	MIDDLE


	LAST
	RELATIONSHIP

	HOME ADDRESS


	CITY/STATE
	ZIP
	COUNTY

	HOME PHONE # (    )
	CELL PHONE # (    )


	WORK PHONE # (    )

	POWER OF ATTORNEY? 

· YES

· NO
	HEALTH CARE REPRESENTATIVE?

· YES

(      NO

	CONSERVATOR OF PERSON?
	· YES
	· NO                        CONSERVATOR OF ESTATE?   (   YES   (  NO

	CONSERVATOR CONTACT

	FIRST
	MIDDLE
	LAST


	RELATIONSHIP

	HOME ADDRESS
	CITY/STATE
	ZIP


	COUNTY

	HOME PHONE # (    )


	CELL PHONE # (    )
	WORK PHONE # (     )

	POWER OF ATTORNEY? 

· YES

· NO
	HEALTH CARE REPRESENTATIVE?

· YES

· NO

	CONSERVATOR OF PERSON?
	· YES
	· NO                CONSERVATOR OF ESTATE?      YES     NO


	SUBSTANCE ABUSE & RECOVERY INORMATION

	Have you ever taken drugs or alcohol or been told that you have a substance abuse problem?


	· Yes
	· No

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


	· Yes
	· No

	Are you attending a substance abuse program now?     When did you start?  __________________      When will you complete it?__________     Where is it located?  _________________________________

	· Yes
	· No

	Are you interested in participating in our Recovery Support Services to assist you with your ongoing substance abuse recovery?
	· Yes
	· No


Name: _______________________________________________________
Last 4 Digits of Social Security #: ___________

	MILITARY SERVICE

	BRANCH OF SERVICE


	NAME SERVED UNDER (If different from your current name)

	DISCHARGE  TYPE:   (  Honorable    (   Medical     (   Under Honorable Conditions

· Other (Explain):   ____________________________________________________

	WARS SERVED IN?     (  WWII    (  KOREA    (   VIETNAM     (   GULF  OTHER: ________________________________

	Do you have a service connected rating?    (   Yes    (   No   If yes, what _______________%

For what condition(s):_____________________________________________________________



	Name of Service Officer___________________________________


	Phone # (      )______-________

	Are you a Purple Heart recipient?
	· Yes
	· No
	Are you a former prisoner of war?  �(  Yes
�(  No

	Are you a former prisoner of war?
	· Yes
	· No

	Have you been issued more than one (1) DD-214?    �  Yes
�  No

PLEASE NOTE:  That we need copies of all DD-214 in order to have a complete admission application.


	LEGAL HISTORY INFORMATION

	Have you been convicted of a felony?   Yes  (  No  (   If yes, dates ___________________________________

Type of convictions:_____________________________________________________________________________

County and state where convicted?_____________________________________________

	Are you currently on probation?  Yes    No     For what charges?_______________________________________

Probation officer name:_______________________________________    Phone number: (___)____-____
*** PLEASE PROVIDE A COPY OF YOUR CURRENT TERMS/CONDITIONS OF PROBATION/PAROLE

	Are you currently on parole?   Yes    No     For what charges?_______________________________________
Parole officer name:_________________________________________     Phone number: (___)____-____
*** PLEASE PROVIDE A COPY OF YOUR CURRENT TERMS/CONDITIONS OF PROBATION/PAROLE

	Are there any outstanding warrants for your arrest?    Yes    No     
If yes, please explain:______________________________________________________________



	Have you been arrested for any offenses that have not been resolved in court?     Yes    No     
If yes, please explain:______________________________________________________________________________

	Have you ever been incarcerated?     Yes    No     
If yes, please explain: (when, where, how long?)_______________________________________________________

	Are you registered as a sex offender?      Yes    No     


Please provide a complete listing of medications:

	MEDICATIONS

	Medication Name
	Dose
	Time given

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Name: _________________________________________________
Last 4 Digits of Social Security #: ___________



	MEDICATIONS (List Continued)

	Medication Name
	Dose
	Time given

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	MEDICAL INFORMATION

	Ambulation
	Continence
	Feeding
	Bathing

	(  Independent
	(  Continent
	(  Independent
	(  Independent

	(  With assist
	(  Incontinent
	(  With assist
	(  With assist

	(  Walker
	     (  Bowel
	     (  Total assist
	(  Total care

	(  Cane
	     (  Bladder
	     (  Feeding tube
	Dressing

	(  Wheelchair - manual
	(  Foley catheter
	          (  NG
	(  Independent

	(  Wheelchair - electric
	
	            Peg
	(  With assist

	(  Bedbound
	(  Texas catheter
	          (  Gastric
	(  Total care

	(  Transfers
	    (  Ostomy (type) 
	          (  J-tube
	

	     (  Independent
	    _________________
	     (  Rate
	Smoker  (  Yes   (  NO

	     (  Assist of
	(   Commode utilized
	     (  Solution
	

	         (     1    (     2 
	
	(  Special diet _____________________________ ___

	Hoyer lift  (  Sara  (
	(  Food allergies:_______________________________________________________ 

	Mental Status
	Behavior
	Miscellaneous

	(  Alert
	(  Cooperative
	Weight  ____________

	(  Understands
	(  Depressed
	Height_____________

	(  Forgetful
	(  Withdrawn
	(  Hearing impaired

	(  Confused
	(  Belligerent
	(  Speech impaired

	(  Non responsive
	(  Noisy
	(  Vision impaired 

	(  Oriented
	(  Needs restraints
	(  Oxygen        (   CPAP

	(  Disoriented
	(  Wanders 
	(  Allergies

	Wears glasses     yes   no
	(  Combative
	(  Skin:

	Hearing aids      right ____  left ___
	Dentures:   upper ____   lower ____
	     (  Intact                (  Reddened

	History of falls in the past 6 months:_________________________________

Therapies received:   P.T   O.T   Speech     Prosthetics: _____________
Treatments:____________________________________________________
	     (  Open area
               Size

              Location


Additional information that you feel is important for us to know in terms of medical care :
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
I certify that the information provided on this form is complete and accurate to the best of my knowledge.

X____________________________________________________ Date ________________

               Signature of Veteran or Conservator of Person
Name: _______________________________________________  Last 4 Digits of Social Security #:___________
State of Connecticut Department of Veterans’ Affairs Income/Assets Questionnaire
If you are 70 or greater service connected, you do not need to complete the following.  Proof of service connection needs to be provided.

Instructions:  Please complete form in it’s entirely.  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:
	
	Hone 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 

Acct. number:
	
	
	
	

	Rental Property Income


	
	
	
	

	Other (describe)
	
	
	
	

	Type of Asset

ID # (if applicable)
	Location of Asset

Name/Address/Phone (if applicable)
	Veteran

Amount
	Spouse

Amount
	

	Savings Acct #:


	
	
	

	Savings Acct #:


	
	
	

	Checking Acct #:


	
	
	

	Checking Acct #:


	
	
	

	Cert of Deposit Acct #:

	
	
	

	Stock Cert Acct #:


	
	
	

	Bonds Cert Acct #:


	
	
	

	Funeral Contract #:

	
	
	

	Life Insurance Policy #:

	
	
	

	Motor Vehicle Vin #:


	
	
	

	Real Estate Address:


	
	
	

	Other Asset Acct #:
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Name: _______________________________________________Last 4 Digits of Social Security #:___________

COURT-ORDERED OBLIGATION INFORMATION (NOTE: Court Documents Required)

	TYPE OF OBLIGATION
	Paid to 

(Name/Address)
	Veteran

Amount
	Spouse
 Amount
	Frequency

	Alimony

	
	
	
	

	Child Support

	
	
	
	

	Other:


	
	
	
	


COURT-ORDERED OBLIGATION INFORMATION
	TYPRE OF HOUSEHOLD COST
	Paid to 

(Name/Address)
	Veteran

Amount
	Spouse 

Amount
	Frequency

	Rent


	
	
	
	

	Mortgage


	
	
	
	

	Rental/Mortgage
Insurance
	
	
	
	

	Real Estate Tax

	
	
	
	

	Other (Identify)


	
	
	
	


Have you transferred any money in the last 5 years?   Yes    No     
If so, amount $ __________________ and to whom: ___________________________________________________

FINANCIAL RELATIONSHIP TO VETERAN: (please check one)

       Self           Power of Attorney          Conservator of Estate - Probate Court: _________________________ 

          Appointment Date:_______________________

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 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 Health Care Center, I understand that I am required to apply for 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 DVA 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. 
X  __________________________________________    Date: ______________________________

               Signature of Veteran or Conservator of Person
Name: _______________________________________________Last 4 Digits of Social Security #:___________
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.

· Please note that social security numbers are used for identification purposes only.
         X____________________________________________________ Date ________________

                            Signature of Veteran or Conservator of Person 

Name: _______________________________________________Last 4 Digits of Social Security #:___________

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 (CTDVA).  A copy will be provided to you upon admission.

2.
I understand and agree that I shall pay for care provided to me and if unable to pay healthcare costs that I must have a completed and filed “pending” Medicaid (a/k/a Title XIX) application.  I agree that I will comply with medical care as determined by the medical staff at this facility.  Read below the Fiduciary Responsibilities according to Regulations CT State Agencies Section 27-102/d: (Amended October 11, 2007).

 Sec. 27-102/(d)-253 Fiduciary duties

(2)  If a veteran is or may be eligible for a third party payment, including federal veterans’ benefits, Medicaid and Medicare, based on a means test or other qualifying criteria, the Department shall take actions designed to ensure initial and continued eligibility for such benefits and programs.

Sec. 27-102/(d)-254 Liability for services rendered

(a)  Each veteran or his legally liable relative shall be liable for the cost of services rendered, except as otherwise provided in the Regulations of Connecticut State Agencies and state or federal law(s).  A presumption shall exist that a veteran can pay in full for all services rendered.  The burden is at all times on the veteran to demonstrate that he is without ability to pay.
Sec. 27-102/(d)-259Third Party benefits

(a) The Department may execute and maintain agreements with other public agencies and private entities to participate in reimbursement programs, including but not limited to Title XVIII (Medicare) and XIX (Medicaid) of the Social Security Act and the United States Department of Veterans’ Affairs.

(b) Each veteran who the Commissioner determines may be eligible for reimbursements from a third party insurer of governmental program is obligated to provide necessary information and fully cooperate with the Department in the application for and maintenance of such income reimbursement or benefit.  Failure to comply with this subsection shall be grounds for involuntary assignment of income and assets or involuntary discharge.

(c) For any program administered by the CTDVA for which the Department is a Medicaid provider and for the purposes of determining order of liability, the state Department of social services through the Medicaid program shall be “payor of last resort” and all other payment sources shall be exhausted before any bill is presented to the Department of Social Services.

(d) For any program administered by the CTDVA for which the Department is a Medicaid provider and in the event that a portion of the regulations of Connecticut state agencies is in conflict with the Department of Social Services’ Uniform Policy Manual as amended from time to time, the Department of Social Services regulation shall prevail.

(e) The veteran shall, or shall cause his representative to, promptly file and claim income, assets, and reimbursement due and owed, or available to the veteran for payment of or reimbursement of expenditures made on his behalf or which may be claimed for services rendered to him.  Sources covered by this subsection include, but are not limited to private insurance, a trust or any other arrangement under which the veteran is or could be a beneficiary, whether specifically named or not.

(f) The veteran shall cooperate in any action, including making application, or preceding that can or may be brought for the purpose of making the veteran’s income, asset or reimbursement available to meet the costs of his care.  In the event that the veteran refuses or fails to cooperate in such efforts, the Commissioner may:

(1)
Apply for a conservatorship to accomplish these tasks;

(2)
Consider the failure to comply with the regulations of Connecticut state agencies as a ground for involuntary assignment of the same; or

(3)
Initiate proceeding for involuntary discharge.

Name: _______________________________________________Last 4 Digits of Social Security #:___________

3.
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.  At the time of death all items of intrinsic value with be collected, inventoried and given to the Fiscal Department.  Items that have no intrinsic value, but have a significant family value will be turned over to next of kin.  CTDVA will make every reasonable effort to locate and to contact the patient’s family and responsible party.  In the event that the family/responsible party makes no effort to collect the patient goods, the CTDVA will dispose of the goods after thirty (30) days.  This includes donating items to other CTDVA patients.
4.
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.  

5.
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.

___________________________________________________
Date: _______________
          Print Name of Veteran or Conservator of Person     
___________________________________________________ 
Date: _______________


                Signature of Veteran or Conservator of Person  

      
 ___________________________________________________
Date: _______________

               Print Name of Witness     

___________________________________________________ 
Date: _______________



                Signature of Witness        

MEDICAL CERTIFICATE 
Admission to State of Connecticut Department of Veterans’ Affairs Health Care Center
(Must be filled out by the medical provider)

Veteran Name:__________________________
Date of birth:_________________

Code status:____________________________
Date of flu Vaccination:___________________

Immunization dates:  1.) Influenza __________    2.) TD/Tdap __________     3.) Pneumonia ___________                     4. ) Zoster  _________
Colonoscopy date:  _____________________

Date of PPD:____________  Test results:  ______________Must have PPD placed within the last year.:______________

Dates of tetanus/diphtheria:  _____________________________    Date of pneumovac vaccination: _________________

Allergies:___________________________________________________________________

Organ/tissue donor?
�
(  Yes
�(  No

Medical and Surgical History
	1.
	5.
	 9.

	2.
	6.
	10.

	3.
	7.
	11.

	4.
	8.
	12.


Review of Systems
	Cough____________
	Abdominal Pain_________
	Extremities___________
	Mental Status________

	Dyspnea__________
	Vomiting___________
	Skin_______________
	Vision______________

	Chest Pain________
	UTI/frequency___________
	Dentures_____________
	Hearing_____________

	Substance Abuse______________
	Other_______________________________________
	


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
	
	
	

	Mental Status
	
	
	

	Skin/ Other
	
	
	


Laboratory Studies:

X-Ray_________________________________
 EKG:_________________________________

Blood Tests:
WBC______
HBG______
HCT______
PLT______
FBS______ K______


Cr______
BUN______
Other:__________________(i.e. PSA, TSH, Electrolytes etc.)

	Name of PCP _______________________  Signature of PCP:  ______________ Date:_______________
Address: _____________________________________________           Telephone #: ______________________
               ______________________________________________




1
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