
Masonic Village at Elizabethtown
Application - SHORT TERM REHABILITATION STAY
Note:  The Masonic Village is a SMOKE FREE community  
                                                                                                                           Date: 




Name: 









   Phone: 



                    (Last)                     
 
       (First)         

               (Middle)

Address: 













                         (Street Address)                           (City)                        
       (State)                    (Zip Code)

Type of residence:     □ Rent        □   Live w/ family      □   Own    Name on deed: 





Date of Birth: 


      Place of Birth: 


       U. S. Citizen   □ Yes    □ No    
Sex:     □ Male 
□ Female 
Marital Status: 


Spouse’s Name: 




Legal Power of Attorney’s Name: 




    Phone: 




POA’s Address: 












                                   (Street Address)            

   (City)               

         (State)              (Zip Code)
Type of POA:  □Financial   □HealthCare      Do you have an Advance Directive for Health Care?   □ Yes  □ No
Social Security Number: 




Medicare Number: 




Are you affiliated with a Pennsylvania Mason or a member of the Order of Eastern Star?  □ Yes    □ No
If yes, list relationship & full name:










In case of serious illness, death, or billing problems, contact the following in the order provided:
1. Name: 





  Relationship: 





Address: 












Phone: (H) 



 (W) 



 (Cell) 




2.  Name: 





   Relationship: 





Address: 












Phone: (H) 



 (W) 



 (Cell)



  

Personal History:
Occupation (former if retired)



    Retirement Date: 



Spouse’s occupation (former if retired) ________________
     Retirement Date: 

______
Are you a Veteran?  (□ Yes  □ No)or spouse of Veteran? (□ Yes  □ No)Branch of service:


Mother’s maiden name: 





  Father’s Name: 




Do you have a last will/testament?    □ Yes     □ No       Name of Executor:   






Do you request?     □ Burial     OR      □ Cremation                Is it prepaid?     □ Yes      □ No  

Funeral Home: 



    
     Address: 







Do you have a cemetery plot?       □ Yes      □ No    Location: 






Religious Affiliation/Congregation: 










	Financial Information:  THIS SECTION MUST BE COMPLETED 



	Asset
	Joint (J)

Individual (I)
	Balance
	Income Source
	Joint (J) Individual (I)
	Monthly Income

	
	
	
	
	
	

	 Cash on Hand
	J or I
	$_________________
	Social Security
	J or I
	$_________________

	Checking
	J or I
	$_________________
	Pension
	J or I
	$_________________

	Savings
	J or I
	$_________________
	Source of Pension: _____________________________

	CD’s
	J or I
	$_________________
	RR Retirement
	J or I
	$_________________

	Savings Bonds
	J or I
	$_________________
	VA Benefits
	J or I
	$_________________

	Mutual Funds
	J or I
	$_________________
	Interest/Dividends
	J or I
	$_________________

	Stocks/Bonds
	J or I
	$_________________
	Rental Income
	J or I
	$_________________

	IRA
	J or I
	$_________________
	IRA
	J or I
	$_________________

	Annuities
	J or I
	$_________________
	Annuities
	J or I
	$_________________

	Trust Account
	J or I
	$_________________
	Worker’s Comp 
	J or I
	$_________________

	Real Estate
	J or I
	$_________________
	Total  Income
	
	

	 Busines
	J or I
	$_________________
	
	
	

	Loan to Others
	J or I
	$_________________
	
	
	

	Other
	J or I
	$ ________________
	Liabilities
	
	

	
	
	
	
	
	

	Total Assets
	
	$________________
	Rent
	J or I
	$_________________

	
	
	
	Mortgage
	J or I
	$_________________

	Automobile Make and Model __________________
	Credit Card Debt
	J or I
	$_________________

	Automobile Make and Model __________________
	Other
	J or I
	$_________________

	Boats/Motorcycles/Snowmobiles _______________
	Other
	J or I
	$_________________

	
	
	
	Total Liabilities
	
	$_________________


Life Insurance:    □ Yes    □ No         If yes, provide Name of company, face value of policy and owners:
______________________________________________________________________________________________________________________________________________________________________________________

If you have a trust account listed above, is it Revocable or Irrevocable?_________________________________

Within the past 5 years, immediately preceding the date of this application, have you transferred, gifted or sold any assets?                     □ Yes    □ No

If yes, please provide name of asset, value and date transferred:________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Health Information:
Name of Family Physician: 





Phone:





Physician’s office address: 











Do you have an ambulance membership?    □ Yes   □ No   Ambulance name: 





Do you use tobacco?    □ Yes   □ No  

Do you use alcohol?     □ Yes     □ No

Are you an organ donor?      □ Yes    □ No   

 

Previous admission to skilled nursing or assisted living facility (this year)?     □ Yes     □ No
Facility name: 






Dates of stay: 





Reason for past admissions: 











Reason for pursuing rehabilitation placement @ this time: 







I have answered all questions truthfully to the best of my knowledge.  I understand this information will be held                confidential, and is supplied for the purpose of determining my eligibility for admission.  I also understand that I 
may be required to furnish proof of financial information stated above to the nursing facilities at their request.
      _____________________________________







                          Signature of Applicant                                                                    Date
     _______________________________________

______________________________
             Signature of person completing application                                               Date
                        If other than applicant
    _________________________________________
                            Relationship to Applicant
	For Office USE ONLY: 

Indicate location of admission:                                                                                         Indicate type of Admission:

                             _____Elizabethtown     _____Sewickley                                                _____  Long-term care/Nursing     _____ Retirement Living

                                                                                                                                                                _____  Short-term rehab                  _____ Personal Care
                              _____Warminster          _____ Lafayette Hill                                      


MASONIC VILLAGE INSURANCE QUESTIONAIRE

To be completed prior to admission

	Applicant’s name as it appears on Medicare card or on Social Security card if you do not have Medicare:

	                                                 Date of birth:

	                             Address prior to admission:

	Do you currently have Medicare?                                                                            ( Yes   ( No
	If yes, complete Section A

	Do you currently have prescription benefits?                                                         ( Yes   ( No  
	If yes, complete Section B

	Are you or your spouse currently employed?                                                           ( Yes   ( No
	If yes, complete Section C

	Do you have Medicare Supplemental Ins. or coverage through a retiree group?    
                                                                                                                                   ( Yes   ( No
	If yes, complete Section D

	Do you have dental coverage?                                                                                 ( Yes   ( No
	If yes, complete Section E

	Are you insured through an HMO or Access card?                                                ( Yes   ( No
	If yes, complete Section F

	Are you insured through a Medicare HMO or Medicare Advantage Plan?                                                                 
                                                                                                                                   ( Yes   ( No
	If yes, complete Section F

	Do you have long-term care insurance?                                                                 ( Yes   ( No   
	if yes, complete Section G

	
	

	Section A (Medicare) If so, please copy the following information exactly as it appears on your Medicare card:

	                                           Medicare claim #:

	    Hospital (Part A) effective date:
	

	Medical (Part B) effective date:
	

	Prescription (Part D) effective date:
	

	
	

	Section B (Prescription Benefits)    

	    Please provide the following information:

	      Name of Company:

	      Identification #:
	Group #:

	
	

	Section C (Employment)

	    Are you employed?        ( Yes ( No
	Is your spouse employed?       ( Yes ( No

	       If yes, will you or your spouse be employed at the time of admission?       ( Yes ( No

	       If employed, are you insured through this employer?       ( Yes ( No

	       Please provide information about your insurance through your employer below:

	           Name of Insurance Company:

	           Claims Office Address:

	           Insurance Telephone Number:

	           Policy #:                              
	Group #:

	           If insured through spouse, please provide spouse’s date of birth:


	Section D (Medicare Supplemental Insurance or Retiree Group Coverage)

	    If you have supplemental insurance please provide the following information:

	           Is the cost of your retiree coverage deducted from a pension?       ( Yes ( No

	           What is the current cost of this coverage?  $                                  Monthly/Quarterly/Semi-annually/Annually

	           Name of Insurance Company:

	           Claims Office Address:

	           Insurance Telephone Number:

	           Policy #:                                                                   
	Group #

	Is this coverage is Plan A, B, C, E, F G, H, I, J, K, L, M. or N ?

If you carry Plan A or Plan B:  You do not meet the minimum insurance requirements as stated in the Residence Agreement and may be required to change your plan or you may be required to pay all coinsurance charges

	If benefits are provided through a retiree or employee group, please check to confirm that you have coverage for skilled nursing facility coinsurance for days 21 through 100.  Some large retiree groups like the Federal Employee Program, NALC, and Mail Carriers do not cover skilled nursing facility coinsurance or have limited skilled facility benefits.  This should be confirmed prior to admission per the Residence Agreement.

	

	Section E  (Dental Coverage)

	    If you have dental coverage, please provide the following information:

	           Name of Dental Insurance Company:

	           Dental Claims Office Address:

	           Insurance Telephone Number:

	           Policy #:                              
	Group #:

	
	

	Section F  (Medicare HMO, Medicaid HMO, Medicare Advantage Plan or Access Card)

	Masonic Village locations are not participating with all HMO or Medicare Advantage plans.

	    If you are insured through an HMO, Medicare Advantage Plan or Access card, please provide the following 

    information:

	           Name of HMO or Medicare Advantage Plan Insurance Company:

	           Claims Office Address:

	           Insurance Telephone Number:

	           Policy/Access Card #:                              
	Group #:

	           Effective date of HMO or Medicare Advantage Plan:
	Disenrollment date, if appropriate:

	

	Section G   (Long-term Care Insurance)                                                          (Circle one below)

	    What is the current cost of this coverage?     $                                   Monthly/Quarterly/Semi-annually/Annually

	    Name of Insurance Company:

	    Claims Office Address:

	    Telephone Number:

	    Policy #
	Elimination Period:

	    Benefit Period:
	Daily benefit for assisted living  $

	    Daily Benefit for nursing care $
	Daily benefit for in-home care $

	    Does the policy include a benefit inflation adjustment rider?

	     If yes, what is the inflation percentage?


PLEASE PROVIDE COPIES OF ALL INSURANCE AND MEDICARE CARDS WITH THIS FORM

ITEMS NEEDED FOR ADMISSION FILE
The items listed below should be provided to the Admissions Office with your short-term application to the Masonic Village at Elizabethtown.  

_____ 
Social Security card



_____ 
Medicare card     

_____ 
Drug prescription card (copies of front/back)
_____ 
Supplemental health insurance card or Medicare Advantage/HMO Card (copies of front/back)

The Masonic Village at Elizabethtown is not contracted with any HMO for medical services, other than rehabilitation, and

we do not a participant in all Medicare Advantage Plans.  If you have Medicare HMO coverage or a Medicare Advantage 

Plan, this means the medical services provided by the Masonic Village may not be paid by your insurance.

_____ 
Power of attorney or guardianship papers - We encourage all residents to consider appointing a Power of 

Attorney.  In the event that you are incapacitated on a short-term or a long-term basis, your Power of Attorney 

will have the legal right to assist you.

_____ 
Living will or Healthcare power of attorney - We encourage all residents to consider executing a living will or    

healthcare power of attorney.  This allows your loved ones to know your wishes and assist them in making 
decisions should a health care crisis affect you.

_____ Photo ID- Driver’s license or other government issued photo


