The Cottages
at Garden Grove

| g f\

R
A Skilled Nursing Community

RESIDENCY APPLICATION AND FINANCIAL DISCLOSURE

Phone: 315-459-7402
Fax: 315-571-0800



The Cotiages

at Garden Grove
o .. *
A Skilled Nursing Community
Perzonal Information:
Applicant's Full Name: Date of Birth: A
Soclal Security Number; Religion: '
Current Address:
County. . Number of Years:
Home Phone Number:
Previous Address:
County: Number of Years: -
Warital Status: __Single __ Mamied __ Divorced ___ Widowed __ Lagally Separated
Name of Spouse (even If deceasad): " Dete of Mamiage:
Social Security Number: Date of Birth: ____ Date of Death:
Addrees {If applicable): B
Health Insurance Coverage: (Provide coples Ofelrdlbrlllihltlpplw - -
Applioant | Spouss '
’ Medicare | PartA Yes No PartA Yes No
Part B Yes No Part B Yes No
‘__ B Madicara #: Medicare #:
edlcald Yes No ~ Medicald #: Medicald#
_ Applying Effective Date: I | Effsctive Date: T |
Medicare Supplemental | Name: ' Name:
insurance Addrese: Addrau'
| Polkcy #: Policy #:
JfMedicare D Prescription | Name: 'Name:
Plan Address: Address:
_ o Palicy #: Policy # B |
Health Insurance Premium Amount:
Emergency Contacte:
' | Primary ‘Secondary
Name j o B
' Relationship |
Address | = | —
'Home Phone | S R |
' Work Phone | i o
' Goll Phone [ - N
Emall address —— -
Physicians: . _ _
. — Primary - Other
 Name I E— B — o
" Phone , , B
Address | - _ | o B
Ememeney - ,
| Specialty P ——— o -
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Hospliai Preference:

Monthly Income Amount:
‘Source

| Applicant |

' Soclal Security

 8SI (ceases upon NH placement) |
“Veterans Penslon

"‘Raliroad Retirement Pension
Olhar Penaslon

HNTIJNT SA
Trust income

Other _
,Tohl Bonthly Incoms

Spouss |

ASSETS: :(Provide capies of currant statements for ail that appiy)

 Type'of Mnﬂun‘t
| CI'lecldng Acet (1)
Checking Acct (2)

Institution Name | Balance/Mit Vislue
|

| "As of” Dats | Applicant or Spouse |

' Savings Acct (1)
| Savings Acct (2)
CD (1)
o ()

“Investment Funds

 Stocka/Bonds
-Annuity/IRA

" Life Insurance: | Ins Co. Name

Face Value "Cash Value |

“Life'Ins. Pallcy (1)

'L¥e Ina. Pollcy (2)

Property Owned:
Home Addresa:

Market Value:

‘Rental/Other Property Address:

Market Value:

Life Use Estate Address:

Market Valus:

Funeral information:
‘Pre-paid burlal? Yes No

Camotsry Name:

Funeral Home Name:;

Hao either the applicant or spousa evsr baan In the Miitary? Yau, No,

if yes, who
Jdedioal Debts Outstanding:

h W S 1§

Amount Owed:



Has the applicant and/or spouss created a Truat? Yes No
Date Established: _ Attomey Name:

lsﬂuapplhmtoupomuumrﬂymﬂ:ﬂngwlﬂunmmm You No
ifyea, Attomey Name: = Phons:

Tranafer of Aszets within the last five years:

' Asset Transfemed | $ Amount or Value | Date of Transfer | Receiver Name

Application: will nesd to be revissad and updeted ifter 30 days.

PLEASE NOTE:

Both Federal and 8tate laws imposs severs panalties for obisining Madiosld freudidently. Thersfors, you must provide an acoursts and
mmmmmumbmhmmmdm& Thhmpll.:dndhnomt
mmnmemmmwmwmummmmummmmnmb

substantiste your request and application for Medicald
‘Plense ba advised that sflective 2008 Federal Law prehibits the tranefer of aseste for 80 monthe (5 yesss) prior to applying for Medioald,

{ heraby deciare that ail statements made harein are frus to the beet of my knowisdge; | authorize you to verity the financlal Information
-Hhnough credit checls and ingury to financisl instiiuions.

Applicant or Representztive Signature Date

Administrator Signature Date
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