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Harmony House, Inc. 
Application for Resident Admission Form 

 
 
IDENTIFYING INFORMATION 
 
NAME_______________________________________________________________________________ 
                          First                                               Middle                                               Last 
 What does resident prefer to be called?_____________________________________________ 
 
DESIRED DATE OF ADMISSION___________________________________________________________ 
                                                               Month                              Day                                      Year 
 
PRESENT ADDRESS____________________________________________________________________ 
  
CURRENT LIVING SITUATION               ____ Own Residence                  _____Another’s Residence 
 
 _____Facility; if so, name and address______________________________________________ 
 
             _____________________________________________________________________________ 
 
REASON WHY POTENTIAL RESIDENT WANTS OR NEEDS TO BE ADMITTED TO HARMONY HOUSE: 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
DATE OF BIRTH________________________PLACE OF BIRTH________________________________ 
 
SOCIAL SECURITY NUMBER____________________________________________________________ 
 
MEDICARE NUMBER__________________________MEDICAID NUMBER_______________________ 
 
OTHER INSURANCE NAME AND NUMBER________________________________________________ 
 
MARITAL STATUS  ____Single ____Married ____Partnered ____Widowed ____Divorced  
                                 ____Separated 
 
GENDER  _____ Female          _____ Male 
 
RACE       _____Caucasian  ____African-American   ____Native American  ____Hispanic ____Other 
 
FAMILY      Father’s Name____________________________________________________________ 
 
                    Mother’s Name (include maiden name)________________________________________  
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Total Monthly Income_______________________________________________________________ 
 
       Spouse/Partner____________________________________________________________ 
 
  Address:______________________________________________________________ 
   
       Children _________________________________________________________________ 
 
          _________________________________________________________________ 
 
                                  _________________________________________________________________ 
 
        Siblings_________________________________________________________________ 
 
                                 _________________________________________________________________ 
 
                                 _________________________________________________________________ 
 
RESPONSIBLE PERSON (if applicable)__________________________________________________ 
 
 Address____________________________________________________________________ 
 
 Home Phone ______________________________Cell Phone ________________________ 
 
NATURE OF RESPONSIBILITY  ____Guardian     ____Power of Attorney    ____Healthcare Agent 
 
CONTACT PERSON (if Responsible Person is not designated)_________________________________ 
 
             Address ____________________________________________________________________ 
 
 Home Phone ______________________________Cell Phone _________________________ 
 
PERSON TO BE NOTIFIED IN CASE OF DISCHARGE OR DEATH 
 
 Name _____________________________________________________________________ 
 
             Address ___________________________________________________________________ 
 
 Home Phone ______________________________Cell Phone ________________________ 
 
 
RESOURCE INFORMATION 
 
ATTENDING PHYSICIAN____________________________________________________________ 
 
ADDRESS_______________________________________________________________________ 
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PHONE NUMBER_________________________________________________________________ 
 
 
ATTENDING PHYSICIAN____________________________________________________________ 
 
ADDRESS_______________________________________________________________________ 
 
PHONE NUMBER_________________________________________________________________ 
 
 
HOSPICE AGENCY________________________________________________________________ 
 
FUNERAL HOME_________________________________________________________________ 
 
OTHER_________________________________________________________________________ 
 
 
 
 
 
SIGNATURES 
 
The resident or his/her responsible person should be asked to sign this form only after all the above 
sections above have been completed.  The Executive Director of designee-in-charge is to review this 
form with the resident or his/her responsible person and revise as needed. 
 
 
____________________________________________________________________________________ 
Signature – Resident or Responsible Person                                                                 Date 
 
____________________________________________________________________________________ 
Name – Please print 
 
 
____________________________________________________________________________________ 
Signature – Executive Director or Designee-in-Charge                                                Date 
 
____________________________________________________________________________________
Name – Please print 
 
 
Admission evaluation pending receipt of the following: 
 
Copy DNR 
Copy MOLST 
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Copy of Guardianship 
Copy of Health Care Proxy 
Copy of Health Care Proxy Invocation if active 
Hospice Referral Information 
Copy of statement from Hospice agency that potential resident meets hospice criteria and that they 
will admit to hospice once resident arrives at Harmony House 
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