
	Full Name:
	     

	
	First  Middle and Last





Black Mountain Neuro-Medical Treatment Center

North Carolina

Division Of Mental Health, Developmental

Disabilities And Substance Abuse Services

ALZHEIMER’S ADMISSION APPLICATION

	Full Name:
	     

	
	First  Middle and Last

	     
	
	     

	Preferred Name
	
	Maiden

	     
	
	     
	
	     
	
	     

	Date of Birth
	
	County Of Birth
	
	City Of Birth
	
	State Of Birth

	     
	
	     
	
	     
	
	 FORMCHECKBOX 
  Yes
       FORMCHECKBOX 
  No

	Social Security Number
	
	Medicare Number
	
	Medicaid Number
	
	Medicaid # Approved


A. Current Living Situation

If less than 6 months please list prior facilities & hospitalizations from most recent to first time placed in a facility.

	1. 
	     

	2. 
	     

	3. 
	     

	4. 
	     

	5. 
	     

	6. 
	     

	7. 
	     

	8. 
	     


B. Legal Status

	1. If adjudicated incompetent, date North Carolina guardianship qualified:
	     

	 FORMCHECKBOX 
  General
	 FORMCHECKBOX 
  Guardian of Person
	 FORMCHECKBOX 
  Guardian of Estate

	Name of Guardian
	     

	Address
	     

	Phone Number
	(   )      
	Relationship to Applicant:
	     


	2. If legally competent, type of North Carolina Registered Power of Attorney?  (Check Which)

	 FORMCHECKBOX 
  General
	 FORMCHECKBOX 
  Durable
	 FORMCHECKBOX 
  Financial

	County Registered In
	     

	Date Registered
	     

	Name of Power of Attorney
	     

	Address
	     

	Phone Number
	(   )      
	Relationship to Applicant:
	     

	3. Responsible Party if no Guardian or Power of Attorney:

	Name
	     

	Address
	     

	Phone Number
	(   )      
	Relationship to Applicant:
	     

	4. Advance Directives  (please check all that apply)

	 FORMCHECKBOX 

	Living Will
	Date:
	     
	 FORMCHECKBOX 

	Health Care Power of Attorney
	Date:
	     

	 FORMCHECKBOX 

	Portable DNR
	Date:
	     
	
	
	
	


C. Family Information
	Marital Status
	 FORMCHECKBOX 
 Single
 FORMCHECKBOX 
 Divorced
 FORMCHECKBOX 
 Widowed

	# of Years if Married
	     

	Spouse’s Name
	     

	Address (if living)
	     

	
	

	Mother’s Maiden Name
	     

	Father’s Name
	     

	Applicants Religion
	     

	Education  (last grade completed)
	     

	Occupation
	     

	Veteran
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
	BRANCH:
	     


D. Behavioral Concerns
	BEHAVIOR
	FREQUENCY
	DATEs
	CIRCUMSTANCE

	Example:  Hitting
	III
	5/6, 5/9, 5/11
	hit peer, hit CNA, hit family member

	Hitting
	     
	     
	     

	Grabbing
	     
	     
	     

	Kicking
	     
	     
	     

	Pinching
	     
	     
	     

	Biting
	     
	     
	     

	Scratching
	     
	     
	     

	Hair Pulling
	     
	     
	     

	Cursing
	     
	     
	     

	Disrobing
	     
	     
	     

	Resists ADL Care
	     
	     
	     

	Wandering
	     
	     
	     

	Loud Vocalizations
	     
	     
	     

	Intrusive
	     
	     
	     

	Threatening Others
	     
	     
	     

	Pilfering
	     
	     
	     

	Sexual Behavior
	     
	     
	     

	Please List Others Below:

	1. 
	     
	     
	     
	     

	2. 
	     
	     
	     
	     

	3. 
	     
	     
	     
	     

	4. 
	     
	     
	     
	     


E. Medical Information

	Date Diagnosed with Dementia
	     

	Brain Imaging Studies  (CAT Scan, MRI, PET Scan)
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
	Date:
	     


Allergies  (Food, Medications, Neuroleptic Malignant Syndrome (NMS), Bee Sting, Etc.)

	ALLERGIC TO
	DESCRIBE REACTION

	     
	     

	     
	     

	     
	     

	     
	     


F. Psychotic Symptoms

	A.  Delusions
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	If  “Yes”, describe:
	     

	B.  Hallucinations
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	If “Yes”, describe:
	     

	C.  Psychiatric Evaluation
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	If “Yes”, describe:
	     


G. Substance Abuse

	SUBSTANCE
	YES
	NO
	AGE STARTED
	FREQUENCY AMOUNT
	LAST USED

	Alcohol
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     

	Cigarettes/Tobacco
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     

	Drugs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     
	     

	
	

	List Drugs Abused:
	     


H. Risk Assessment

5. Potential for Falls

	Has applicant fallen within the past 6 months?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
	# of Times
	     

	If injured, date of injury:
	     

	Please Describe:
	     

	Ambulation Status:  Steady Gait
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO


6. Nutritional Screen:

	Has there been a significant weight change?
	 FORMCHECKBOX 
 GAIN      FORMCHECKBOX 
 LOST
	# of lbs.
	     

	Time Period
	     

	Poor appetite 10 days or greater?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	Swallowing problems?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	Swallowing Study?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
	Date:
	     

	Results
Please Describe:
	     

	Current Diet
	     
	Consistency:
	     

	Feeds Self?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	Adaptive Equipment Used?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	If Yes,
Please Describe:
	     

	
	

	Height
	     
	Weight
	     

	
	

	7. Sensory Assessment::
	     

	a. Glasses Worn?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	If Lost:
	Where?
	     

	
	When?
	     

	b. Dentures Worn?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	Uppers?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	Lowers?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	If Lost:
	Where?
	     

	
	When?
	     

	How long has it been sense last wore dentures?
	     

	c. Hearing Aid?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	If Lost:
	Where?
	     

	
	When?
	     

	d. Prosthesis
Please Explain
	     


8. Immunization: Please check vaccines/tests given

	
	Immunization Given ?
	

	Immunizations
	No
	Unknown
	Yes
	If Yes, Date Given

	Flu Vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Pneumo Vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	Tetanus Vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Hepatitis B Vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	Results
	If positive, chest 
x-ray results:
	     

	TB Test:
	Date Given
	Positive +
	Negative -
	
	

	
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	


I. Current Physician

	Name  
	     

	Address
	     

	City, State, ZIP
	     

	Phone Number
	(   )      


I hereby request residential services at the Black Mountain Neuro-Medical Treatment Center’s Alzheimer’s Unit.

	     
	
	     

	Person Making Application / Relationship
	
	Date

	     
	
	

	Phone Number
	
	


Please attach the following information…

1. Provide a separate authorization to disclose health information (document available on web site to print) for each health care provider that has pertinent health information on this applicant.  Also include telephone numbers and fax numbers if possible.

2. Current FL-2 (must be approved by EDS if Medicaid)

3. Copy of this month’s MAR including any PRN medications

4. Most recent History and Physical or admission H&P if in hospital

5. If in hospital current MD progress notes covering current stay

6. If in LTC previous 4-6 months of MD progress notes

7. Nurses notes (2 weeks minimum)

8. Falls Record

9. Most recent Labs

10. Immunization Record

11. PASARR

12. Psychosocial Assessment

13. Brain Imaging Report(s) (CAT Scan, MRI, PET Scan if available)

14. Psychiatric evaluation (if available)

15. Registered Power of Attorney or Guardianship Papers.  If neither are available, Black Mountain Center staff will provide assistance to families in securing the necessary guardianship immediately following admission.

16. Advance Directives (if they have any)
Health Care Power of Attorney
Living Will
Portable DNR

Please fax to Black Mountain Neuro-Medical Treatment Center’s Alzheimer’s Admission Office at 828-669-3346

OR mail to:

Alzheimer’s Admissions

Black Mountain Neuro-Medical Treatment Center

932 Old US 70 Highway

Black Mountain, NC 28711

OR email to:

Kirsten.mitchell@ncmail.net

Should you have any questions regarding the admission process please call our Admissions Department at 828-669-3379.

Print and fill out by hand OR


To fill out on Computer:


Type information into the shaded areas.


Tab to next field.


Click on box to mark it or tab to it and press the space bar.
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