East Side Nursing and Rehabilitation Center 
62 Prospect Street 
Warsaw, NY 14569
585-786-8151




Below is the information that East Side Nursing and Rehabilitation Center will need in order to begin the screening process for admission. 


-Admission Application 
-Financial information form 
-Medical information from the Patient’s Primary Care Provider or facility where is presently admitted
- Power of Attorney forms, signed. 
- Health Care Proxy if designated 
- Copy of all Insurance cards (Medicare, Secondary Insurance, Prescription Plans)

* The above information must include: 

*Coming from home					*Coming from another facility or hospital
- Doctors visits for the last 4 months 			- Admission History and Physical reports
- Medication list 					- MD notes and orders 
- Reports from Labs/Culture reports			- Physical therapy evaluations and updates
- Reports from X-rays / Scans etc. 			-Occupational therapy evaluations and updates  
-Demographic sheet/ Face Sheet			-Reports from Lab work/ X-rays/ Scan  
- Immunization records 					- Operative reports if applicable 
-Other Physician’s notes 				- Medication list 			
-PRI( Patient Review Instrument) 			- Demographic sheet/Face Sheet 
							- PRI( Patient Review Instrument) 
							 



After reviewing the above information, if anything further is required we will notify you or the facility as soon as possible. If you have any further question, please do not hesitate to contact us at 585-786-8151. 

Thank you in advance for your assistance. 

Tracy Ford
 Admissions Coordinator

 



East Side Nursing and Rehabilitation Center
62 Prospect Street
Warsaw, NY 14569
585-786-8151


Admission Application 
Please fill out the following information to the best of your knowledge. East Side Nursing and Rehabilitation Center will need this application returned for the admission process. Any question or concerns please feel free to contact the admissions office at 585-786-8151. 
Thank you for your time! 

Name:  _________________________________ Date of Birth:  ________________________________

Address: ________________________________ Soc. Sec. #: __________________________________

Town: _______________________ State: _________ Zip: ________ Phone: _____________________

Sex: Male_______ Female: ______ Birth Place: ____________________________________________

Race/Ethnicity: (Please circle) 
1. American Indian/ Alaskan Native
2. Asian/ Pacific Islander
3. Black, Not of Hispanic origin 
4. White/ Not of Hispanic origin
Religion: ______________________________ Attends Church: ________Yes _________ No 
Finds strength in his or her faith: ____ Name of Clergyman: ______________________________
Church Address: ____________________________________Phone: ____________________________
Past Occupation: _________________________ Education: ________________________
High School applicant attended: ________________________________________________
Year of graduation: ________________________
Has applicant served in the armed forces? ___________ When? _________ Branch: _______________
Father’s name: _________________________ Occupation: ____________________________________
Mother’s name: ________________________ Occupation: ____________________________________
Siblings Name (Please list- Name, living and deceased and addresses/phone of surviving siblings)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Marital Status: (Circle) Never married, Married, Widowed, Divorced, Separated 
Spouse Name: ______________________________ Living ____________ Deceased (Date) ___________
Date of Marriage: ___________________


Children: (names, living, deceased and address/phone of surviving children): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________
Please send in a copy of the following information if you have this in place
Does applicant have a Power of Attorney? Yes _____ No_____ If Yes, 
Name: _____________________________________
Address: ___________________________________ Phone: _________________ Cell: ______________
Does the applicant have a health care proxy? Yes_____ No____ If Yes, Name of Agent: _____________
Address: _____________________________________________________________________________
Phone: (      ) _____________________ Cell: (     ) ________________ Work (       ) __________________
Does the applicant have a living will? Yes _______ No ______ 
Does the applicant have a community DNR? Yes _______ No________
 Can applicant speak a different language?__________________________________________________
Is English language clear? _____________________ Is other language clear? _____________________
Does the applicant like or have a fear of animal’s companions? ________________________________
Does he/ she have or recently had a (dog, cat, bird, etc…)?_____________________________________
What are the applicant’s interests or hobbies? 
Cards ____ Board Games ____ Crafts ____ Art ____ Exercise ____ Sports ____ Music ____ Reading ____
Walking ____ Wheeling/ Outdoors ____ Gardening  ____ House planting ____ Talking/Conversing ____
Helping others ____ Computers ____ 
Is he/ she involved in community groups? (Example: Garden club, church group, ladies night, men’s club)_________________________________________________________________________________
Does the applicant have any allergies? _____________________________________________________
Does the applicant wear glasses? _______ is sight adequate with glasses? ______ Are glasses worn at all times? ______ Just for reading? _______
Does the applicant wear dentures? Upper___ Lower____ Partial___   Does he/ she wear daily______
Does the applicant wear hearing aids? _______  Worn daily? ________________
Are there any problems with hearing normal talk, TV, or phone? ___________________
Does he/ she wear a prosthesis? _______________________________________________________
Did the applicant ever use tobacco products? __________ How Long? ________  Still? ______________
Does the applicant enjoy beer or other alcoholic beverages? __________________________________
Is there a history of alcohol abuse? _______________________________________________________
Is he/ she oriented to: Date, Time, Day, Season, Location, Able to recognize family and friends?______
Is applicant aware of planned admission to nursing home? ____________________________________

Can he/ she make decisions regarding regular tasks of daily living? (Circle)
1. Independent- Decisions consistent/ reasonable
2. Some difficulty in new situations only
3. Decisions poor-requires cues and supervision 
4. Never/ rarely makes decisions 

Does he/ she have any difficulties making self understood? 
1. Understands and expresses ideas clearly 
2. Usually understood- difficulty finding words or finishing thoughts 
3. Sometimes understands- ability is limited to making definite requests 
4. Rarely/ Never understood 

Does he/ she make needs known by: Speech: __________ Writing Messages: _________ Signs/ Gestures/ Sounds_____ Communication board____ American Sign Language_______________

Are there any problems taking medication? ________________________________________________
Please give example of usual daily routine: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does he/ she enjoy: Bath: ____ Shower ______ Evening ____ Morning ___ Prefer Sponge Bath _______
Nutrition Pattern: Food likes: ______________________ Dislikes: _______________________________
Have there been any eating problems/ disorders? ___________________________________________
Any problems chewing or swallowing? ____________________________________________________
Large meal served in the evening or at noon? ______________________________________________
Does he/ she usually eat breakfast? _______________________________________________________
Does he/ she enjoy snacks? ______________________________________________________________
Does he/ she require assistance with grooming, dressing, eating? 
Explain: ______________________________________________________________________________
What are his/ her abilities regarding walking, getting in and out of bed? _________________________
Does he/ she require one person or two to help? _______ or is he/ she independent________________
Does he/ she use a cane, walker, wheelchair, or other appliance? ______________________________
What had been the usual bowel pattern (remember what may be normal for him or her may not be normal for someone else) _______________________________________________________________
Has there been a history of laxative use? ________ How often? _______ Any Incontinence___________
Has he/ she experienced difficulty sleeping? _____ If yes, has this required medication______________
	What kind of medication? ________________________________________________________
Has there been any problem with urinary incontinence or other urinary problems? ____________________________________________________________________________________
What is currant weight? _____________ has it been stable? _________Explain if no________________
Is there evidence of extremity weakness? __________________________________________________
Has applicant had any injuries from falls? __________________________________________________
Has applicant fallen in the past 6 months? __________________________________________________
Has his/ her abilities changed in the last 3 months? __________________________________________
Does he/ she wander, have verbal outbursts, or aggressive behaviors? _________________________
Explain:______________________________________________________________________________
Has he/ she demonstrated any signs of distress such as sadness, sense that nothing matters, hopelessness, vocal expressions,  anxiety or grief, withdrawal, or suicidal thoughts: _______ 
If so please explain: ____________________________________________________________________
Has he/ she gone to see a specialist in the past few years such as: Please list dates
	Gynecologist ______ Urologist ______ Gastroenterologist _______ Neurologist _______
Psychiatrist __________ Dentist _________ Audiologist _________ Podiatrist _________


Please list any doctors that applicant sees other than Primary Care Provider
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who is his/ her Primary Care physician: ___________________________________________________
		Address: __________________________________________________________
		Phone: ______________________________

Per New York State regulations, it is necessary to inquire regarding Funeral Home Arrangements: Please indicate below: 
	Funeral Home: ____________________________________
Address: ________________________________________________
	Phone: _______________________________

If organ donor, name of receiving facility and phone number: 
	Address: _______________________________________________________
		________________________________________________________
	Phone: ________________________________________________
		(Please send in a copy of the paperwork for organ donation)




If there is any additional information that you would be able to provide, please feel free to share the information with us, as our goal is to provide as smooth and pleasant a transition as possible from your home to ours. Thank you for your cooperation and understanding. 

Date Completed: ______________________________

Name of person or persons involved in completion of this questionnaire: 

_________________________________ Relationship to applicant: ______________________________
_________________________________ Relationship to applicant: ______________________________

FEDERAL AND STATE LAWS PROHIBIT DISCRIMINATION IN ANY FORM ON THE BASIS OF RACE, CREED, COLOR, NATIONAL ORIGIN, SEX, AGE, DISABILITY, HANDICAP, BLINDNESS, MARITAL STATUS, SEXUAL PREFERENCE, SPONSOR OR SOURCE OF PAYMENT IN THE ADMISSION, RENTENTION AND CARE OF RESIDENTS. 

					

Attached is the financial information that needs to be completed. Even if you are applying for Medicaid, please be sure this information is filled out. If you have any questions or concerns, please feel free to contact us at 585-786-8151. 

					Financial Information 

Name: _______________________________________ Date of Birth: ________________________
Address: __________________________ City: _______________ State: ____________ Zip: _________
County of Residence: __________________ Social Security #: _________________________________
Medicaid Cin # _________________________Medicaid MA # _________________________________
Case Worker: ______________________________ Contact Number: ___________________________
Medicare #: ____________________________
Part A (Effective) _________________________ Part B (Effective Date) ________________________
Part D (Effective)_________________________
Major Medical Coverage: ______________________________ Policy # _________________________
Other Insurance: 
Company: _____________________ Address: __________________ Policy: _____________________
Company: _____________________ Address: __________________ Policy: _____________________
 Person responsible for accounts: _______________________________________________________
Relationship: _____________________________ Address: ___________________________________
Income: 				Monthly Amount: 			Total Value:

Social Security:				$ ____________

SSI 					$ ____________

Pension (Source_____________) 	$ ____________

Interest/Dividends (from stocks/Bonds)$ ___________

V.A. Benefits				$ ____________

Other Income (Mortgage, rent, IRA, etc) $ ___________

Trust Funds 									$ ______________

Life Insurance (cash value)							$ ______________

Savings Account (Bank________________) 					$ ______________

Checking Account (Bank ______________) 					$ ______________

Real Estate (Please circle) OWN or Transferred or Rent 	           Fair-market Value$ ______________
If real estate has been transferred, has it been in the last 5yrs?
Yes ____________ No __________ When? ______________
Burial Fund: ____Yes _____ No   Funeral Home: ___________________________________________ 
I certify that all information given is true and correct to the best of my knowledge.
Signature of applicant: _________________________________Date: ___________________
Signature of Representative: ____________________________________ Date: _________________
Address of Representative: _____________________________________ Phone: __________________
										Revision Date: January 28, 2014
