Saint Elizabeth Community
Just like family

A CareLink Member
Application for Admission
(please check location of interest)
LSaint Elizabeth Manor~East Bay USaint Elizabeth Court~Providence
1 Dawn Hill 109 Melrose St.
Bristol, RI 02809 Providence, RI 02907
Phone (401) 253-2300 Phone (401) 490-4646
Fax (401) 254-1919 Fax (401) 490-4537
[ISaint Elizabeth Home~East Greenwich [ISaint Elizabeth Place~Providence
One Saint Elizabeth Way 700 Westminster St.
East Greenwich, RI 02818 Providence, RI 02903
Phone (401) 471-6060 Phone (401) 273-1090
Fax (401) 471-6056 Fax (401) 453-0173

The following is an application for admission to our facility. Please complete this application and return it to the
facility of your choice to be considered for admission. Criteria for admission is the same for all persons without
regard to race, gender, national origin, age, physical or mental impairments or financial resources.

Please complete the following:

Name:

Last First Middle

Social Security Number

Present Address Phone( )

Permanent Address Phone( )

Date of Birth Age Place of Birth Sex

Marital Status M D W S Sep.

Spouse’s Name Spouse’s Place of Birth

Religion Place of Worship

Address

Burial Plan  Yes No  Funeral Director

Lifetime Occupation Education

Primary Language US Citizen? Yes No

Recommended by

Readiness for Placement
The applicant is: (Please circle yes or no)

A. In immediate need for placement. Yes No
B. Is presently in the hospital. Yes No
C. Is living in the community. Yes No
D. Is planning ahead for possible future needs Yes No

E. Please provide a brief description of the applicant’s medical needs and the reason for placement
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Relatives or Significant Others

Person to be notified in an emergency:
(First)
Name Phone # (H) W)

©)

Address Relationship

Email
(Second)
Name Phone # (H) (W)

©)

Address Relationship

Email

Physicians / Hospitalizations

Primary Care Address Phone

Date of last visit Will physician follow to Nursing Home? Yes
Physicians consulted in past 2 years:
Name Address Phone

Specialty

Name Address Phone

Specialty

Hospitals utilized during the past 2 years:
Name Address Dates

Reason

Name Address Dates

Reason

Nursing Home or Rehab Facility utilized within the LAST year:
Name Address Dates

Reason

Financial / Billing Information
Health Insurance (Kindly provide copies of all cards)
Social Security #

Federal Medicare #
State Medicaid # Effective Date

Social Worker
Telephone #
District Office

Other Insurance Number

Veteran’s Claim #




