Cedarcroft Home, Inc. Prospective Client Fact Sheet

Name __________________________________________________________________


Last




Middle



First

TennCare Number __________________  Medicare Number _____________________

Social Security Number ____-___-_____  Are cards available? ____yes  ____ no

Date of Birth _____/_____/_____  Place of Birth _______________________________

Marital Status ___married ____ separated ____  divorced ____ widowed ____ single

Person to notify in case of emergency _______________________________________

Address ______________________________________________________________

Phone Day ___________________________ Night ____________________________

Family contact ___limited ____vary rare ____ supportive ____none

Source of income ___________________________ Amount of income $___________

Payee _________________________________________________________________

Food Stamps ___ yes ___ no 

Is a card available? ____ yes ____ no

List of agencies involved with this client ______________________________________

________________________________________________________________________________________________________________________________________________

Name of Doctor __________________________________________________________

Facility presently residing in ________________________________________________

Special equipment or aids used (hearing aid, glasses, walker, etc.) 

________________________________________________________________________

Medication and allergy list ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does this client need assistance in the following areas ____ dressing ____ bathing 

____ eating ____ toilet ____other (specify) ____________________________________

Smokes or uses tobacco products ____ yes ____ no What type? ____________________
Other pertinent information or client history ____________________________________

________________________________________________________________________________________________________________________________________________

Please attach any medical information available (discharge summary, progress notes, etc.)

Religious preference ______________________________________________________

No admissions without prescriptions attached or medications.

No admissions after 12:00 noon or weekends.

Information furnished by ___________________________________ Date ___/___/___

Information received by ____________________________________ Date ___/___/___

Cedarcroft Home, Inc. Client Accepted _____  Denied _____ 
     Date ___/___/___

