
Eddy Nursing Homes 
Application for Admission

Thank you for your interest in The Eddy. We are proud to staff and manage three of this area’s most-respected and highly 
rated nursing homes. When you or a loved one comes to an Eddy nursing home, you join our family.

We understand that completing the necessary paperwork can be daunting and have attempted to make it as easy as pos-
sible. In addition to the Universal Application form, we also kindly request that you answer some additional questions on 
this Eddy Nursing Home Application.

General Information

Date:_____________________________________

Applicant’s Name:___________________________________________________________________
	 Last	 First	 Middle Initial

Home Address: _____________________________________________________________________  
	 City	 State	 Zip

The Resident and Agents confirm that they have provided the Facility, on the Universal Application, a complete list of  
the Resident’s current Financial Agents, and all Powers of Attorney, Guardianship Commissions or other documents 
authorizing an agent to act for the Resident or to have access to or control of any applicant’s assets, e.g. access to joint 
ownership of bank accounts, stocks, or Social Security. Furthermore, they agree to inform the Facility of any future  
appointments or revocations immediately.

Initials:___________

Health Insurance Information

Social Security #:____________________________________________

Medicare #:_ _______________________________________________ 	  Part A     Part B    Part C    Part D 

Medicaid #:_ _______________________________________________  

Medical Insurance:_ __________________________________________________________

Long-term Care Insurance:____________________________________________________

Primary Care Physician:_______________________________________________________

Preferred Hospital:___________________________________________________________

The Resident, or the legal representative of the Resident, hereby directs all the Resident’s Agents, including future ap-
pointees, (1) to meet all payment obligations for the cost of nursing home care from the Resident’s assets and/or from 
insurance coverage; (2) to cooperate in obtaining Medicaid coverage, if needed; and (3) to manage the Resident’s assets 
responsibly so that the facility is not in a position where it is denied payment for the cost of care from the Resident’s funds 
and from Medicaid. 

Initials:___________



Financial Disclosure (information is considered confidential)

In addition to the financial information (monthly income, bank accounts and certificates of deposit) provided on the  
Universal Application, please take a few moments to complete the following:

Stocks/bonds/other securities
Name of Security	 # of shares	 Total current market value	 Joint Account

_____________________________________ 	 _____________ 	 ________________________ 	  Yes     No

_____________________________________ 	 _____________ 	 ________________________ 	  Yes     No

_____________________________________ 	 _____________ 	 ________________________ 	  Yes     No

Joint accounts are held with whom?_____________________________________________

Name of broker:_ ____________________________________________________________

If you are reporting that you own a home, please list the outstanding mortgage balance, if any:____________________

Do you plan to use this property to pay for your nursing home stay?    Yes     No

Other assets (please list)	 Amount

________________________________________________	 ______________

________________________________________________	 ______________

Have any assets been transferred within the last 60 months?     Yes     No

Nursing Home care might not be covered by any insurance or third-party payor. It is important to understand and agree 
that the Resident, Resident’s Spouse/Sponsor and/or Agents on the Resident’s behalf, agree to the following Resident 
payment obligations. The Resident agrees to pay for, or arrange to have paid for by Medicaid, Medicare or other third 
party insurers, all services provided, and agrees to pay any required third party deductible, coinsurance or monthly income 
budgeted by the Medicaid program (called the “NAMI” amount). The Resident and/or Designated Representative 
hereby acknowledges that these funds are to be used to pay for the care of the Resident at the Facility and agree to remit 
such funds promptly to the Facility. The Resident and the Resident’s Spouse (if any) shall be personally liable to the  
Facility if at any time he/she fails to turn over the money to the nursing home. 

Initials:___________

To the best of my knowledge, all of the information provided herein is correct and valid. I understand that the informa-
tion contained in this form will be shared with nursing homes in which I have interest.

___________________________________________________ 	 _ ___________________
Signature of Applicant or Responsible Party				    Date

THE INFORMATION PROVIDED SHALL REMAIN CONFIDENTIAL AND SHALL BE MADE AVAILABLE 
ONLY TO AUTHORIZED HOSPITAL AND NURSING HOME PERSONNEL INVOLVED IN THE PLACE-
MENT PROCESS AND TO ANY GOVERNMENTAL OFFICIALS AUTHORIZED ACCESS BY LAW TO  
SUCH RECORDS.

“ADMISSION AND ACCESS TO___________________________________________________________ 	 WILL  
BE AVAILABLE WITHOUT DISCRIMINATION TO ALL APPLICANTS REGARDLESS OF RACE, CREED,  
COLOR, NATIONAL ORIGIN, HANDICAP, SEX, AGE, PAYOR SOURCE, MARITAL STATUS, SEXUAL  
PREFERENCE, BLINDNESS, VETERAN STATUS OR RELIGION. PERSONS UNDER 15 YEARS OF AGE  
ARE NOT ELIGIBLE FOR ADMISSION CONSIDERATION UNLESS SPECIAL APPROVAL HAS BEEN  
RECEIVED FROM THE DEPARTMENT OF HEALTH.”


