ADVANCE \l0Confidential Application for Admission
LutheranCare 108 Utica Road ( Clinton, New York 13323-1548

Check Facility of Interest:

  The Lutheran Home of Central New York (Adult Care Facility) 

                       The Martin Luther Home and Katherine Luther Home (Skilled Nursing Facilities)
                       Short-term Rehabilitation Program
                       Alzheimer’s/Dementia Unit


Applicant’s Name  
Address
Telephone   (       )



Current Hospitalization/Living Arrangements  

Has Applicant had a prior nursing home stay in the past six months?
   Yes
  No


If yes, give admission date and discharge date _______________________________________
How soon would you like to enter the facility? 
Birth date                                            
Birthplace  








U.S. Citizen?
         Yes     No

Is Applicant or Spouse a Veteran?
 Yes
  No

Veteran I.D. #
Applicant’s Marital Status: 
 Single
 Married
 Divorced
      Widowed        Separated

Spouse’s Name 




If deceased, date of death                                          
Contact Name(s)


Address


Phone



Relationship
1.








(       )
2.








(       )
3.








(       )
4.








(       )



(Financial Contact)
Applicant’s Legal Representative (Please Attach a Copy of Power of Attorney and Health Care Proxy Documents)
Power of Attorney










(       )
Applicant’s Attorney










(       )
Health Care Proxy










(       )

Burial Information

Does applicant have a burial account?    Yes    No   
If yes, is it irrevocable?    Yes    No    
Held by








Value $

Funeral Home to be contacted in event of death:













  (       )
Insurance Information - Copies of Applicant’s insurance card(s) must be provided with application
Social Security #






Medicare #                   
Medicaid/SSI Recipient?   
 Yes     No


Medicaid #  
Primary Insurance 






Group #     
Secondary Medical/Health Insurance Company




Policy #  

Life Insurance Company





Policy # 

Are you in enrolled in Medicare Part D?   

 Yes    No
If yes, indicate Insurance Company?








  Medicare Part D Policy # 
Secondary prescription coverage 
Do you have private long term care insurance?     
 Yes    No
If yes, please provide a copy of the insurance policy or insurance binder.

Household Income
Social Security Benefits
$                / Month

Direct Deposit?     Yes      No

Veteran's Benefits

$                / Month

Direct Deposit?     Yes      No

Pension


$                / Month from 
Other Income


$                / Month from 
To whom or where is your income presently being mailed?  

Assets of Applicant
Do You Own Bonds?   
 Yes      No     Value $ 


Owned by                        
Do You Own Stocks?  
 Yes      No     Value $ 


Owned by                         

Do You Own Real Estate? 
 Yes      No     Value $                                                       
Location of Property 






Mortgage?     Yes     No
Identify other Assets (Attach additional sheet if needed):

                                                                                
Value $     
                                                                                
Value $     


Bank/Credit Union Accounts: Include Joint Accounts Held (Attach Additional Sheet If Necessary)
Name of Bank/Credit Union                                   


(type of account:



Name on Account                                   
Account #                                           
Present Balance $ 

Name of Bank/Credit Union                                   


(type of account:



Name on Account                                   
Account #                                           
Present Balance $ 

Name of Bank/Credit Union                                   


(type of account:



Name on Account                                   
Account #                                           
Present Balance $ 

Name of Bank/Credit Union                                   


(type of account:



Name on Account                                   
Account #                                           
Present Balance $ 

Have you established a trust?   Yes   No      Date established 
Trust Administrator
Address  
Have you transferred any bank/credit union accounts, resources, real estate, or other assets in the past 60 months?  





 Yes
    No
If yes, have you transferred any assets prior to February 8, 2006?

 Yes
    No
If yes, please indicate the date of each transfer, the type of asset transferred [cash/real property/other] and the value of the asset transferred.

Date




Type




Value

______________________________________________________$___________

______________________________________________________$___________

______________________________________________________$___________

Assets transferred to the following person(s):  If more space is needed, attach a separate piece of paper.
Name/Address










Home Phone
(       )




Work Phone
(       ) 

Name/Address










Home Phone
(       )




Work Phone
(       ) 

Name/Address










Home Phone
(       )




Work Phone
(       ) 

Name/Address










Home Phone
(       )




Work Phone
(       ) 

Have you transferred any assets after February 8, 2006?


 Yes
    No
If yes, please indicate the date of each transfer, the type of asset transferred [cash/real property/other] and the value of the asset transferred.

Date




Type




Value

______________________________________________________$___________

______________________________________________________$___________
______________________________________________________$___________

Assets transferred to the following person(s):  If more space is needed, attach a separate piece of paper.
Name/Address










Home Phone
(       )




Work Phone
(       ) 

Name/Address










Home Phone
(       )




Work Phone
(       ) 

Name/Address










Home Phone
(       )




Work Phone
(       ) 

If you own your own home:  What is your home’s current fair market value?  $_________________
Are there any outstanding mortgages (including reverse mortgages) or home equity loans?










 Yes
    No
If yes, the current outstanding principal balance of each mortgage and/or home equity loan.



Mortgage/Home Equity Loan


Outstanding Principal Balance

 
__________________


    $________________


   

__________________


    $________________


Current home equity interest [subtract total outstanding principle of all mortgages/ 



home equity loans from current fair market of home]  $________________

[OPTIONAL] If your current home equity interest exceeds $750,000, are you willing to sell your home or are you willing to obtain a reverse mortgage or home equity loan?
   











 Yes
    No
Have you or your spouse purchased an annuity?


□Yes
   □No


If yes, was the annuity purchased before February 8, 2006?  
□Yes
   □No

If no, and the annuity was purchased after February 8, 2006, is the State of New York named a remainder beneficiary in either the first or second position?
□Yes  
   □No


Is the annuity irrevocable and non-assignable?


□Yes
   □No


Is the annuity actuarially sound?




□Yes 
   □No


Does the annuity provide for equal payments for the term of the annuity?














□Yes
   □No


Does the annuity provide for deferred payments or balloon payments?














□Yes
   □No

On or after February 8, 2006, have you purchased a promissory note, loan or  mortgage?











□Yes
   □No

If yes, provide a copy of the note, loan or mortgage purchased, and is the repayment term actuarially sound?








□Yes
   □No

Does the note, loan or mortgage provide for payments to be made in equal amounts during the term of the loan, note or mortgage?




□Yes
   □No


Does the loan, note or mortgage provide for deferred payments or balloon payments?












□Yes
   □No

Does the note, loan or mortgage provide for cancellation of the balance upon your death?










□Yes
   □No

Have you purchased a life estate interest in another individual’s home on or after February 8, 2006?









 Yes
    No
If yes, have you resided in that individual’s home for a period of at least one year after the date of purchase of the life estate interest?




 Yes
    No

The undersigned deposes and says that Deponent is the applicant or Designated Representative on the foregoing application for admission; that Deponent has read the application and knows the contents thereof; that, under the penalties of perjury, Deponent swears that the information contained in the application is true, correct and complete; and further, that Deponent hereby authorizes LutheranCare to verify any of the information in this application as may be necessary.


Signature of Applicant or Designated Representative




Date
Form #102

Revised February, 2007
Posted on Website: July 6, 2006; Revised February 6, 2007
NOTE:  This application will be reviewed in accordance with the policies and procedures of LutheranCare.  The act of filing an application does not guarantee placement.  Misrepresentation or falsification of any information provided in this application may result in the automatic denial of this application or may necessitate the subsequent discharge of the applicant from the LutheranCare facilities.











In the admission, retention and care of residents, Lutheran Care Ministries Network does not discriminate in the provision of services with regard to race, color, blindness, gender, sexual preference, sponsorship, national origin, disability, age, marital status or any other protected class.  All of the following information is necessary for admission and will be kept confidential.  Any questions regarding this application may be answered by contacting the Admissions Department at 315.235.7130, (toll free) 1.800.925.8115 or (fax) 315.235.7390








Individuals entitled to Medicare benefits under Medicare Part A or enrolled in the Medicare Part B program are eligible for Medicare Part D prescription drug coverage.  All individuals eligible for Medicare Part D may enroll in a Medicare Part D prescription drug plan.  The nursing facilities’ vendor pharmacy has contracted with a number of Medicare Part D prescription drug plans which allows residents the opportunity to choose among prescription drug plans that will best meet their needs.  All Medicare Part D eligible individuals admitted to one of the nursing facilities will need to enroll (if not currently enrolled) in a Medicare Part D prescription drug plan with which the facilities’ vendor pharmacy has a contract.  To assist in this process, the Medicare program has established a special enrollment period or SEP for individuals who move into, reside in or move out of a nursing home.  In this regard, an individual being admitted to or residing in a nursing home may change their Medicare Part D prescription drug plan at any time without having to wait for the annual enrollment period.  The effective date of a change in Medicare Part D prescription drug plan based on this SEP is the 1st of the month following the month in which the enrollment/disenrollment request is received.  Information about the Medicare Part D prescription drug plans that are available to residents of the nursing facilities is available upon request.








Name			 		Address				             Phone





Last			 		First					M.I.





Street			 	City			State		Zip		County			 





Name			 		Address				             			Phone





Street			 			City				State		Zip				 





Name			 		Address				             Phone





In processing an application for Medicaid, the County Department of Social Services will determine whether the Medicaid applicant transferred any assets for less than fair market value during an applicable look-back period.  For transfers of assets occurring prior to February 8, 2006, the look-back period is 36 months from the date of application for all transfers, except transfers to a trust, and 60 months for transfers to a trust. For transfers occurring on or after February 8, 2006, the look-back period is 60 months from the date of application for all transfers. The 60-month look-back period is being phased in and will be fully applied for applications made on or after February 1, 2011.  Transfers of assets for less than fair consideration made during the look-back period will result in a period of ineligibility for Medicaid coverage.  For transfers occurring on or after February 8, 2006, the period of ineligibility commences on the date of the transfer.  However, for transfers occurring on or after February 8, 2006, the period of ineligibility commences on the latter of:  (i) the first day of a month during or after which assets have been transferred for less than fair market value; or (ii) the first day the applicant is receiving nursing home services and would otherwise be eligible for Medicaid coverage for nursing home services.  In this regard, any transfer of assets for less than fair market value occurring on or after February 8, 2006, and during the applicable look-back period, will result (in most circumstances) in a period of Medicaid ineligibility which will commence while the individual is residing in the nursing home which likely will result in a situation where the nursing home is not being paid by the individual or by Medicaid on behalf of the individual for services provided to the individual, unless the transferred assets are returned to the individual. 











Name			 		Address				             Phone








