
 

 

 

New Resident Information 
 

Client Name____________________________ Facility/Group_________________________ 

Client Address___________________________ City/State/Zip _________________________ 

Date of Birth __ __ / __ __ / __ __    Male/Female ___  

Telephone # ________________   SS#_________________  

Medical Doctor_________________________  Psychiatric Doctor______________________ 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Drug Allergies: 
 
 
Diagnosis: 
 
 
Special Directions: (ie- unable to swallow tablets, or 

separate noon doses on weekdays)  

 
 

Billing Information: 
 Cash 
 

 Medicaid ID number: __ __ __ __ __ __ __ __ __ __ __ __  
 

 Medicare D  
 Insurance Company ____________________ Cardholder Name_____________________ 
   
 ID#__________________________ Group # ________________ 
 

 Medicare B 
  Cardholder Name______________________   Medicare #__________________________ 
   

 Other Third party Insurance  
 Insurance Company ____________________ Cardholder Name_____________________ 
 

       ID#__________________________  Group # ________________ 
 

Responsible Party:_____________________________ Telephone # __________________ 
 
Street Address:_________________________ ___ City/State/Zip _______________________ 
 
Please advise who should be contacted in case of an emergency__________________________ 

Medications: (Attach prescriptions, or provide 
information on where to call for prescription 
orders.) 
 


