
	Applicant's Full Name:
	     






BMNTC GREENWOOD INN - RESPITE APPLICATION

	Applicant's Full Name:
	     
	Date:
	     

	Street Address:
	     

	City:
	     
	State:
	     
	ZIP:
	     

	County:
	     
	Birth Date:
	     
	Age:
	     

	Social Security Number:
	     
	Religious Preference:
	     

	Mother's Maiden Name:
	     
	Father's Name:
	     

	Birthplace:
	     
	Education:
	     
	Veteran:
	 FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO

	Previous State Institution:
	     
	Admission Date:
	     
	Discharge Date:
	     

	

	Responsible Person:
	     
	Relationship:
	     

	Street Address:
	     

	City:
	     
	State:
	     
	ZIP:
	     

	Home Phone Number:
	(   )      
	Work Phone Number:
	(   )      

	Do you have Power of Attorney
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
	Legal Guardianship
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	

	Tobacco use: Does she/he smoke?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 Cigarettes
	 FORMCHECKBOX 
 Pipe
	Other
	     

	Alcohol use (describe):
	     

	Can she/he communicate her/his needs?
	 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

	Behavioral: 
Please describe any problem behaviors you have encountered (agitation, aggression, wandering, property destruction, etc):

	     

	Do you receive any day services (adult day care, meals on wheels, home health, etc)?  Please describe:

	     


	Private Physician:
	     

	Address:
	     

	City, State, ZIP:
	     

	Phone Number:
	(   )      

	Last Visit:
	     
	Why?
	     


	Most Recent Hospital Stay Date
	     
	Reason:
	     

	Medical Problems (Please List All)

	     


Medicines:  (Include Non-Prescription Drugs): 

	
	Name Of Medicine
	Dosage
	How Is Medication Given

	1. 
	     
	     
	     

	2. 
	     
	     
	     

	3. 
	     
	     
	     

	4. 
	     
	     
	     

	5. 
	     
	     
	     

	6. 
	     
	     
	     

	7. 
	     
	     
	     

	8. 
	     
	     
	     

	Advance Directives*  (please check all that apply)

	 FORMCHECKBOX 

	Living Will
	 FORMCHECKBOX 

	Health Care Power of Attorney

	 FORMCHECKBOX 

	Portable DNR
	
	

	* These must be brought with you at the time of the first visit

	
	

	Allergies (Food, Medicine, Others)
	     

	Height:
	     
	Weight:
	     
	Diet:
	     

	Able To: (Check One)
	 FORMCHECKBOX 
 Walk Independently
	 FORMCHECKBOX 
 Walk W/Assist
	 FORMCHECKBOX 
 Transfer

	Uses: (Check Any that Apply
	 FORMCHECKBOX 
 Dentures
	 FORMCHECKBOX 
 Eyeglasses
	 FORMCHECKBOX 
 Hearing Aid

	
	 FORMCHECKBOX 
 Cane
	 FORMCHECKBOX 
 Walker
	 FORMCHECKBOX 
 Wheelchair

	
	Other:
	     

	
	

	
	Independent
	Assist
	Total Assist

	Bathing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Dressing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Eating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Oral Hygiene
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Toileting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Please Describe Sleep Habits:

	     

	Special Instructions/Preferences (Information which may help)

	     


Print and fill out by hand


OR fill out on Computer:


Save to your Computer


Type information into the shaded areas.


Tab to next field.


To mark a box, click on it with your mouse or tab to it and press the space bar.


Save changes and email as an attachment





Return To:	Kirsten Mitchell, Admissions Coordinator�Black Mountain Neuro-Medical Treatment Center�932 Old Highway 70 �Black Mountain, NC  28711 �Phone: 828/669-3379 / Fax: 828/669-3346 �Email: Kirsten.Mitchell@ncmail.net
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