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Helen Purcell Home 
Application for Admission 
 

Thank you for your interest in Helen Purcell. We are proud to staff and manage one of this area’s most-respected and 
highly rated assisted living facility. When you or a loved one comes to Helen Purcell, you join our family. 

General Information 

Date: ____________________________________ 
 
Applicant’s Name: _________________________________________________________________________________ 

      Last    First    Middle Initial 
 
Home Address:  ___________________________________________________________________________________ 
    Street Address      Mailing Address if applicable 
 

___________________________________________________________________________________ 
City     State         Zip 

 
Date of Birth: _______________________  County: ________________________________ 
 

 
Spouse’s Name: ____________________________________________________ 
 
Applicant’s Former Occupation(s):  
 
_________________________________________________________________________________________________ 
 
Served in the Military?             Yes                     No   Branch of Services/Years: _______________________ 
 
Spouse’s Service:      Yes             No   Branch of Services/Years: _______________________ 
 
Church Affiliations/Volunteer Organizations:  ____________________________________________________________  
 
Health Insurance Information 

Social Security #: ______________________________ 
 

Medicare #: __________________________________  Part A Part B Part C Part D  
 

Medical Insurance: _______________________________________________________________________________  

 

Medical Insurance: _______________________________________________________________________________  
 

Long-term Care Insurance: ___________________________________________________ 
 

Preferred Hospital: __________________________________________________________ 
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Contacts 

Legal Contacts  

Healthcare Power of Attorney: __________________________________ Phone #: ________________________ 

Address: _____________________________________________________________________________________ 

Financial Power of Attorney:     __________________________________ Phone #: ________________________ 

Address: _____________________________________________________________________________________ 

Email: ______________________________________________________ 

Authorized Representative: ____________________________________  Phone #: ________________________ 

Address: _____________________________________________________________________________________ 

Email: ______________________________________________________ 

 

Primary Emergency Contact 

Name: ______________________________________________  Email: _____________________________ 

Address: ______________________________________________________________________________________ 

Phone: Home: _____________________      Cell: ______________________      Work: ________________________ 

 

Secondary Emergency Contact 

Name: ______________________________________________  Email: _____________________________ 

Address: ______________________________________________________________________________________ 

Phone: Home: _____________________      Cell: ______________________      Work: ________________________ 

 

Additional Contact 

Name: ______________________________________________  Email: _____________________________ 

Address: ______________________________________________________________________________________ 

Phone: Home: _____________________      Cell: ______________________      Work: ________________________ 

 

Additional Contact 

Name: ______________________________________________  Email: _____________________________ 

Address: ______________________________________________________________________________________ 

Phone: Home: _____________________      Cell: ______________________      Work: ________________________ 
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Medical Contacts 

Primary Care Physician: ________________________________________ Phone #: __________________ 

Address: ______________________________________________________________________________ 

 

Specialist: ___________________________________________________ Phone #: __________________ 

Address: ______________________________________________________________________________ 

 
Specialist: ___________________________________________________  Phone #: _________________ 

Address: ______________________________________________________________________________ 

 

Other: ______________________________________________________ Phone #: __________________ 

Address: ______________________________________________________________________________ 

 
Dentist: _____________________________________________________  Phone #: _________________ 

Address: ______________________________________________________________________________ 

Optometrist: _________________________________________________  Phone #: _________________ 

Address: ______________________________________________________________________________ 

 
Pharmacy: __________________________________________________  Phone #: __________________ 

Address: ___________________________________________________________________________________________________ 
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Financial Disclosure (information is considered confidential) 

Monthly Income          Amount    Source              Account # 

Social Security Income:  $ ________________ ________________________________ _____________________ 

Pension(s):  $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

Annuity(ies):  $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

CD’s   $ ________________ ________________________________ _____________________ 

CD’s   $ ________________ ________________________________ _____________________ 

Veterans Benefits: $ ________________  ________________________________  _____________________ 

Long Term Care Ins.:  $ ________________ ________________________________ _____________________ 

Other:   $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

Total Mo. Income $_____________ 
 

Assets      Current Balance  Financial Institution             Account #   

Checking:     $ ________________ ________________________________ _____________________ 

    $ ________________ ________________________________ _____________________ 

Savings:  $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

Other:   $ ________________ ________________________________ _____________________ 

    $ ________________ ________________________________ _____________________ 

Total Assets  $ ____________ 

Real Estate                                          Address     Value 

House:   ___________________________________________________ $ ____________________ 

Other:   ___________________________________________________ $ ____________________ 

   ___________________________________________________ $ ____________________ 
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Stocks/Bonds/Other Securities 

Name of Security/Account #’s      # of shares            Total current market value        Joint Account 

_____________________________________        ____________         _______________________  Yes          No 

_____________________________________        ____________         _______________________  Yes          No 

_____________________________________        ____________         _______________________  Yes          No 

Joint accounts are held with whom? _______________________________________________________________ 

Name of broker(s): _____________________________________________________________________________ 

 

Liabilities:    Current  Balance  Financial Institution             Account # 

Mortgage:  $ ________________ ________________________________ _____________________ 

Auto:   $ ________________ ________________________________ _____________________ 

Loans:   $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

Credit Card:  $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

Other:   $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

   $ ________________ ________________________________ _____________________ 

Total   $ ____________   

 
Final Arrangements 
 
Funeral Home: ___________________________________________________  Phone: ________________________ 
 
 
Address: ________________________________________________________________________________________ 
  Street #      City   State             Zip 
 
Cemetery: ______________________________________________________________________________________ 
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The Resident and Agents confirm they have provided Helen Purcell, on this 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. 
 
To the best of my knowledge, all of the information provided herein is correct and valid.   

 
 
Applicant Signature: ___________________________________________________  
 
Date: _________________________ 

 
 

Authorized Representative Signature: _______________________________________________  
 
Date: _________________________ 


