IOWA MASONIC HEALTH FACILITIES

APPLICATION FOR RESIDENCY

Application Date _______________________

Name  ________________________________  Gender __________

Address  ______________________________  City _______________ State_____ Zip ________

Date of Birth: _______________ Age: ______ Race: _______________________

Marital Status ________________
Lifetime Occupation: ___________________

Referred By: ________________________________________________________

OTHER INSURANCE INFORMATION:

Health Supplemental: _______________________Policy Number: __________________

Nursing Home Insurance: ____________________Policy Number: __________________

******************************************************************************

EMERGENCY CONTACT PERSON

RESPONSIBLE PARTY

Name: _________________________________
Name: ________________________

Address: _______________________________
Address: ______________________

_______________________________________
_____________________________

Phone (H) _______________________________
Phone : (H) ____________________


(W) ______________________________
              (W) ___________________


(C) ______________________________
              (C) ___________________

Relationship: ____________________________
Relationship:  __________________

Financial Power of Attorney (P.O.A.)
           Durable Power of Attorney for   Healthcare

Name ______________________________________
Name ____________________________

Phone No. ___________________________________
Phone No. ________________________

Living Will 
__________ YES  
_________NO
Religious Preference ____________________________
Church __________________________

Attending Physician  ____________________________________________________________________

Dentist _______________________________________________________________________________

Eye Doctor ____________________________________________________________________________

Podiatrist _____________________________________________________________________________

Hospital Preference _____________________________________________________________________

Funeral Home Preference ________________________________________________________________

MEDICAL INFORMATION

Current Diagnosis

 ___________________________________________________________________________

 ___________________________________________________________________________

 ___________________________________________________________________________

History/Past Diagnosis

 __________________________________________________________________________

 __________________________________________________________________________

 __________________________________________________________________________

 __________________________________________________________________________

Current Medications

__________________________________________________________________________

 __________________________________________________________________________

 __________________________________________________________________________

 __________________________________________________________________________

I DECLARE THAT THE ABOVE STATEMENTS ARE TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.

__________________________________________________________________________

Applicant/Responsible Party                                                      Date

Upon admission, please bring Insurance/Medicare cards, Living Will, and Durable Power of Attorney.

Iowa Masonic Health Facilities

2500 Grant Street

Bettendorf, Iowa  52722

(563) 359-9171

(563) 359-6900 (Fax)

iowamasonic@iowamasonichealth.org
