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547 Central Street Winchendon, MA  01475
Our mission: to provide exceptional care in a safe, home-like setting that considers each resident’s physical, emotional and spiritual needs.
Application for Residency:
Name of Applicant:________________________________________Date:


___________


How did you hear about Broadview?








___________
Applicant is now at:
( 
Home)
(         Hospital)
(         Nursing Home/Rehab)


Identify facility if applicable:
Name








General Information

Social Security #:
                                   Date of Birth:                                            _                                              

Address:












How long at this address:




Rent

___Own




Present Landlord
Name








Address






Telephone #






Marital Status



Spouse’s Name






Birth place 




Language spoken





Do you own a automobile and plan on bring it to Broadview with you? Yes
    No



Make and Year of automobile











Previous Occupation











Who would be the primary contact person in the event of emergency?

Contact Person # 1:





     Relationship:

_____
Address:










            
 
Telephone: Home:



Work:


Cell:


            
   
Email






Drivers License Yes

No



Contact Person # 2:





Relationship:




Address:












Telephone: Home:



Work:


Cell:




Email






Drivers License Yes

No



Insurance Information
1.
Medicare #












2.
Enrolled in Fallon Sr. Program?
Yes

No


3.
Supplemental Insurance?  Yes
     No
       Policy #







Name








Address






Telephone #







Ins. I.D. #






Provide copies of all insurance cards front and back, along with Medicare card and license or picture I.D.
Advance Directives Information
Do you have a Health Care Proxy?
Yes

No


Do you have a Massachusetts Comfort Care Form (Do Not Resuscitate)? Yes
     No


Do you have a Durable Power of Attorney for Healthcare?
Yes

No


    “                    “                  “                 “      “    Finances?
Yes

No



    “                    “                   “      Healthcare & Finances? 
Yes
  
 No

 

Name of individual:





Relationship:



 
Address:












Telephone:  Home

        
    Work


  Cell




Email:












Medical Information
Primary Care Physician:





Phone #




Hospital Preference:



 

Phone #



Dentist:







Phone #




Podiatrist:







Phone #



Eye Doctor:







Phone #



Psychiatrist:







Phone #



Funeral Home:






Phone #



How often do you presently see your doctor?








Do you see a medical specialist?  Yes
    No

 
Why?






























Name:






Specialty






Diagnosis:














How would you describe your present state of health?
































Do you have a health condition that requires regular, daily attention or monitoring?




























Do you require assistance to administer your medication?
Yes

No


Please list Medications:

Do you have any allergies to medication, food or environment allergies? Yes
     No

 
	Task
	Independent
	Needs Assistance
	Complete Assistance
	Comments

	Fire Awareness


	
	
	
	

	Budgeting/check writing
	
	
	
	

	Transportation


	
	
	
	

	Personal Hygiene


	
	
	
	

	Dressing


	
	
	
	

	Bathing


	
	
	
	

	Walking


	
	
	
	

	Taking Medications


	
	
	
	

	Toileting


	
	
	
	

	Conversing with others
 
	
	
	
	


Broadview, Inc.

Assisted Living Community

Confidential Financial Statement of:

Printed Resident Name: _______________________________

Date: ______________


This Financial Statement is given to the Administrator prior to admission.  Be assured that the information is held in the strictest confidence.


Broadview, Inc. is a private pay facility.  To protect all concerned, it’s necessary that you provide Broadview, Inc. with a financial statement that shows the potential resident is financially capable of maintaining residency at Broadview.

Section A  Work sheet to the document prospective resident’s assets.

     Monthly Income:
Social Security Payments

$_______________________





Social Security Disability

$_______________________





Pension Payments                       
$_______________________

                                                Veteran’s Benefits


$_______________________





Interest Income


$_______________________





Investment Income


$_______________________





Rental Income



$_______________________





Support From Family


$_______________________





Other




$_______________________






Total Monthly Income:

$_________________________

     Assets & Accounts:







Bonds                                        
$________________________




Stocks




$________________________





Mutual & Money Market Funds
$________________________





Savings



$________________________




Life Insurance (Cash Value)

$________________________





Property



$________________________





Other




$_________________________





Total Assets & Accounts:
$_________________________

Do you have Long-Term Care Insurance?
Yes________

No__________

     Insurance Company__________________________ Policy Number_______________________

     Telephone Number___________________________


  I attest that the figures above are accurate. I have provided copies of income and financial holdings.

Signature: ___________________________________________

Date: ______________

Print Name: __________________________________________

*Please attach copies of supporting documentation, along with this page.

Section C


Please provide names of people who have access to these funds should it become necessary due to mental incapacity of the resident:

1.  Name: ___________________________________
 Relationship: _______________________


     Phone Number: ____________________________ 
 e-mail: __________________________


_
     Address: ___________________________________________________________________


_

2.  Name: ___________________________________ 
Relationship: __________________



     Phone Number: ____________________________ 
e-mail: _______________________

_____

     Address: _______________________________________________________________

_____

Section D

Please provide names of people who accept responsibility for meeting monthly payment obligations other than the Resident themselves.

1.  Name: ___________________________________ Relationship: ___________
____
_____



     Phone Number: ____________________________ e-mail: _________________
__
____



     Address: _________________________________________________________
________



     Signature: _________________________________ Date: ____________________

_____

__

2.  Name: ___________________________________ Relationship: ______________

___

______

     Phone Number: ____________________________ e-mail: ____________________


__
______

     Address: ________________________________________________________________




     Signature: _________________________________ Date: ______________________


____


Section E
Thank you for taking the time to share this information with us.  All information provided is held in strictest confidence and is locked in a secure environment, in accordance to HIPAA laws. 

I understand and agree that the foregoing application is not a contract or reservation for residence.  Nothing contained herein is binding on either party until all parties have signed a Residency Agreement, I certify that the information that I have provided in this application is true and correct.

I understand that if there comes a time that the Directors of Broadview feel that we are unable to provide you with the care necessary for your optimal well being, we reserve the right to request that you transfer to a more appropriate facility, which would better suit your needs.

Date: ________________

Signature of Applicant: ___________________________________________________________

Signature of Responsible Party: ____________________________________________________

Broadview Assisted Living

547 Central St.

Winchendon, MA 01475

978-297-2333
Authorization for Night Checks/Service Charts in Room

and Medication Delivery to Room

______ I give permission for the staff at Broadview to enter my room for the purpose of                        
   checking on my welfare during the night hours. 

______ I do not wish to have the staff at Broadview enter my room nightly for the purpose of  

             performing safety checks.
        

_____ I give permission for the Pharmacy deliver my medications into my room, 

           accompanied by Broadview staff, without my presence.

_____ I would like to personally accompany the staff from the Pharmacy when they deliver

           my medications into my room.

Resident Signature__________________________Date___________

Responsible Party___________________________Date___________  

Resident Photographic Release

We have many events at Broadview and like to share pictures on our website or on our Facebook page.  Many residents like their families to see what they are enjoying. We may also use some of these on rare occasions in advertisements to show life at Broadview.
I hereby consent that all photographs or film footage of me and / or my personal belongings may be used by Broadview Inc., for the purposes of illustration, advertising, publication and promotion. I also give consent to their use of my name in the newsletter, newspaper, or as described above.
Name of Resident Printed_______________________

___________________________________________

Resident Signature                                          Date

___________________________________________

Guardian/ Power of Attorney                         Date

 AUTHORIZATION TO RELEASE PATIENT INFORMATION TO: Broadview Assisted Living
FAMILY:  COMPLETE THIS ENTIRE DOCUMENT & GIVE A COPY TO PHYSICIAN.
Items not checked or blanks unfilled are assumed to be non-applicable or specifically not authorized for release. This release is not valid if it does not contain the patient’s original signature and date signed or if it has expired as descried below. A copy of this assigned form will be provided to the patient. This authorization may be revoked by the patient at any time.


I hereby authorize:

     Name of medical provider (physician, etc.) :_________________________________________

     Address:_____________________________________________________________________

To disclose the health records of:

          Name:_________________________________________________________________

                                 Last                   First                    M.                            Previous Name

          DOB:__________ SS#:_________________ Telephone:______________ Work:___________

           Address: ___________________________________________________________________

                              Street                                   City                       State                       Zip


Covering the periods of Healthcare (Dates) of service:

             From date:_________________ To date:_________________

             Purpose:  “At the request of the individual”  or other reason:________________________


To Disclose to: Broadview Assisted Living

  The following information: Please indicate types of records, (i.e., clinical summaries):
  I understand that this will include information relating to:


______  Acquired immunodeficiency syndrome (AIDS) human immunodeficiency virus (HIV) infection

_______ Behavioral Health service / psychiatric care


_______ Treatment for alcohol or drug ab use

   If compensation will be received: I understand that______________________ will receive compensation for
   its use/disclosure of the information released pursuant to this authorization. Initials:  ____________     


AFFIRMATION OF RELEASE  I give ________________________________ or the named agency_______________________ 
                                                                        (Physician’s Office)                                                                          (Agency name)

permission to release the information I have selected on this form to the individual or agency I have named and for the purposes I have checked.  I understand that this release is valid up to the expiration date stated below. I may refuse to sign this authorization or revoke this authorization at any time. Any revocation or refusal to sign this authorization will not affect my ability to obtain treatment or payment of my eligibility for benefits. The revocation will take effect on the day it is received in writing. As a patient I have the right to access my treatment records. Copies of the records may be obtained with reasonable notice. I further understand that if the person or entity that receives the above specified information is not a health care provider, health plan or health care clearinghouse covered by the federal privacy regulations or a business associate of these entities, the information described above may be re-disclosed and no longer protected by the regulations.

__________________________________________________________________________________ ______________________

Signature of Applicant/Representative and Relationship                                                                                     Date Signed

This form is not intended in any way to be legal advice. Users are urged to seek legal counsel prior to using.

1. Please return original to Broadview Assisted Living.
2. If physician needs a record of this, please make a copy.

PERSONAL HISTORY AND PHYSICAL EXAMINATION

BROADVIEW ASSISTED LIVING 547 Central street, Winchendon, MA 01476

Phone: 978.297.2333; Fax: 978.616.1871
  DATES:  INITIAL EXAM__________    BI-ANNUAL EXAM ____________     ANNUAL EXAM______________
	PRESENT ILLNESS, CONDITION OR INTERNAL HISTORY

	Prospective Resident Name Printed:____________________________________

	DESCRIPTION:

ALLERGIES:

	PHYSICAL EXAMINATION

	Initial Exam- Date of Last Physical:                              Date of Last Office Visit:

	E.E.N.T
	Date of Shots: Flu __________      Pneumonia :____________

	GLANDS                                               TEMP:                  PULSE:                       BP:

	HEAD                                                   NECK                    CHEST

	BREASTS                                                                           HEART

	ABDOMEN                       

	SKIN                                                                                  EXTREMITIES

	NEUROLOGICAL                                                         

	PELVIC                                                                              RECTAL

	MENTAL STATUS                                                            BEHAVIOR

	POSITIVE FINDINGS:



	PROGNOSIS



	SUMMARY (MEDICAL DIAGNOSIS)



	REHABILITATIVE  POTENTIAL

	RESIDENT AWARE OF MEDICAL CONDITION:   YES[      ]    or   NO [      ]

	

	LAB TESTS OR X-RAYS

	OTHER:



	RECOMMENDED PLANS:



	______________________________              ___________________________                   _______/_______/_______

        PHYSICIAN SIGNATURE                                               NAME PRINTED                                                            DATE

	


BROADVIEW ASSISTED LIVING, INC.

Self-Administered Medication Management (SAMM)
Disclosure of Risks
Self- Administered Management (“SAMM”) is available to residents who need or desire the

Residence to assist them in managing their prescription and over the counter medication taken 
according to a schedule or as necessary (PRN). When assisting with SAMM, the Residence will 
follow the requirements set forth in the Assisted Living Regulations 651CMR 12.02; 12.07(3); 
12.07(6); and 12.08(1) (G).

The Residence will assist a Resident with SAMM utilizing a Bubble Pack system dispensed from the Resident’s Pharmacy or ‘Family Filled’ container in which the medication has been removed from its original pharmacy labeled packaging or container by another person (i.e. by the Resident’s Family). 
The following requirements must be met by all SAMM medication packaging systems:

1. Medications must be delivered directly to the Resident, Resident’s Room or Resident’s Medication Box.


2. The pharmacy filled bubble pack or ‘family filled’ cassette must state the name of the Resident, the name of the medication, the day, date, and time the Patient Care Assistant is to remind or assist the Resident to take his/her medications.


3. The Resident and/or Legal Representative is responsible to inform the Residence of the Resident’s current medication information to ensure the accuracy of the bubble pack or ‘family filled’ cassette’s corresponding medication list.


4. The Residence may prohibit the use of ‘family filled’ systems if the Individual filling the container has demonstrated his or her inability to fill the containers properly and/or in a timely basis.
The following risks may be associated with family filled cassettes:



If a family filled cassette is utilized and the cassette is not filled on a timely basis there are the following risks: (a) the resident may not receive the correct medication; (b) the resident may not receive the correct dosage; (c) the resident may not receive the medication at the proper frequencies; (d) the medication may be omitted.


          If a family filled cassette is utilized and is filled improperly, there are the following risks: (a) the resident may take the wrong medication; (b) the resident may take an incorrect dosage; (c) the resident may take the dosages at incorrect intervals; (d) the medication may be omitted.
Signature:


 ________________________________________
Date:______________






Responsible Party/Resident, Legal Guardian
__________________________________________________Date:________________


Person Refilling (note if same as above)








 

 Date:





Resident Care Director or Designee
ITEMS TO BRING TO BROADVIEW

New Admissions: Residents and families are asked to bring personal clothing and accessories, the day before admission. It’s helpful if clothing and linens are labeled and placed in the room, prior to the resident’s arrival.

All Clothing: Please label clothing with an indelible marker.

Medication Policy: Broadview does not supply “over the counter” medications such as Aspirin, Tylenol, Maalox, Pepto Bismol, etc. 

Residents and/or family are responsible for filling prescriptions, and maintaining an adequate medication supply. Monitoring medication supplies is always the responsibility of the family as needs change.  An excellent option is using McNabb Pharmacy in Townsend, MA who will coordinate with you and your physician. They will bubble pack the pills and ensure that deliveries are made on time. Delivery is free. Please ask for more information. 
Laundry:  We do laundry, but not dry cleaning. If dry cleaning items are brought in, arrangements must be made for dry cleaning services separately. 
You are Responsible For…

Bath soap, brush, comb, cotton balls, cotton swabs, thermometer, denture supplies, mouth wash, toothpaste, toothbrush, deodorant, moisturizing lotion, nail care items, razors, sanitary napkins, shampoo, hair dryers, curlers, shaving cream, tissues, towels, face cloths, hand towels, pillows, sheets, blankets & comforters.
Mattress & Box Spring Covers: Plastic mattress and box spring covers are required for sanitation practices. Please have the cover in place before move-in.
Not included in basic room rates:

Telephone, Beautician Services, Oxygen, Pharmacy, Rehabilitation Services, Dry Cleaning, Scheduling Doctor’s appointments and Transportation to Doctors.


ACKNOWLEDGEMENT OF

NOTIFICATION OF THE RIGHT TO LEGAL REPRESENTATION

This document is to verify that we have had a preliminary conversation, prior to scheduling a formal meeting, during which you were advised, in accordance with Massachusetts Assisted Living Regulations, that you have the right to be accompanied by:

· A Legal Representative, 
· Resident Representative, or
· Other advisor;

should you decide to schedule a formal meeting to discuss further the possibility of residency at Broadview.

In addition, during your first formal meeting, which would have taken place this date, you were provided the following documents to review while considering residency at our community:

· Consumer Guide

· Disclosure of Rights and Services 

· Residency Agreement

· Fee Schedule 

This document is designed to affirm that you’ve been informed of your legal right to representation should you choose to do so.

Name of Prospective Resident Printed________________________________

Signature of Family Representative:__________________________________
Signature of Broadview Representative:___________________________
Date: _______________________

