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Application for Long Term Care
Date: ________________ 
Patient information:
Patient’s Name: _________________________________________________
Address: _______________________________________________________
______________________________________________________________ 
Phone Number: _______________ Date of birth: ______________________
Social Security #: _________________ Medicare #: ___________________
Effective date: Part A: _________________ Part B: _____________________
Religion: ________________________ Church: _______________________
Education level: _________________________________________________
Spouse’s name: _________________________________________________
Next of Kin/Emergency contact: ____________________________________
Primary Physician: _____________________ Phone #: __________________
Health insurance company: ________________________________________
Policy #: _______________________ Effective Date: ___________________
Monthly premium: _______________________

Medicare Supplemental Insurance: __________________________________
Policy #: _____________________ Effective Date: _____________________
Monthly premium: ________________________________

Do you have Florida Medicaid? ID # __________________________________

Do you have a valid Power of Attorney? _______________________________
Financial: _________ Medical: _________ Health Care Surrogate: _________ 
Living Will: ___________ DNR: _________ 
Funeral home: _________________________ Phone #: _________________
 Income information:
Social security income: ______________ SSI income: ___________________
Pension/Retirement income: _______________________________________
Veterans’ benefits: _________________ Other: ________________________
Do you have any garnishments? ____________________________________
[bookmark: _GoBack]Asset information:
Do you own your home or rent? ________ Monthly mortgage/rent: ________
Do you own any other property? ____________________________________
Cash on hand: __________ Checking: ___________ Savings: ____________

Stocks/Bonds/Annuities: __________________________________________
Do you have life insurance? Name of Company: ________________________
Cash Value: _________ 
Have you transferred/sold/gifted any assets in the last 5 years? ____________
______________________________________________________________

Comments: ____________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________
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