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ߐ  

Date of Birth  Gender  

Current Address 

ߐ

City __________________________________________ State _________ Zip _________________________ 

Home _________________________  Cell ________________________  Work ________________________ 

Email ___________________________________________  Add to monthly e-newsletter? Yes No 

Marital Status:  Married   Separated Widowed Divorced  Never Married 

If applicable, name of spouse/partner  

Primary Language Spoken ___________________ Religious Identification ____________________________ 

Military Service? Yes   No    ߐ

(if different from applicant)  

Contact’s Address _______________________________ Relationship to Applicant _____________________ߐ

City __________________________________________ State _________ Zip _________________________ 

Home  Cell  Work  

Email   Add to monthly e-newsletter? Yes Noߑ
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Preferred Name

Race ___________________             Ethnicity ____________________________ 



 

Social Security Number  Medicare number ߐ
Please note ending (Medicare A, B or D?)

Medicaid Number, if applicable  State of Medicaid eligibility  

Name of other Health Insurance Company ߐ

Policy Number  Group Number  

Name of Insured  Effective Date  

Longterm Care Insurance Company, if applicable ߐ

Policy Number  

Benefit Amount  Benefit Term  
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Current Address  Relationship to Applicant ߐ

City  State  Zip  

Home  Cell Work  

Email  Add to monthly e-newsletter? Yes No 

 

Current Address  Relationship to Applicant ߐ

City  State  Zip  

Home  Cell  Work  

Email  Add to monthly e-newsletter? Yes No 

Do you have Advanced Directives?  Yes No        
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To whom should monthly invoices go?



ߐ

_____________________________  

Physician Address ߐ

City  State  Zip 

Work Phone  Cell Phone  

Please list all medical specialists (Cardiologist, Dentist, etc.) and insert additional pages if needed.ߐ

           

Physician Address ߐ

City  State  Zip ߐ

Work Phone  Cell Phone  
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Physician Addressߐ

City           State  Zip ߐ

Work Phone  Cell Phone  



In case of emergency, please contact the following person:ߐ

    Relationship to Applicant  

ߐ
Current Address ߐ
ߐ
ߐ
City  State  Zip  

Home  Cell  Work  

Email  Add to monthly e-newsletter? Yes No 

If the person listed above is unavailable, please contact the following person:ߐ

    Relationship to Applicant  

ߐ
Current Address ߐ
ߐ
ߐ
City  State  Zip  

Home  Cell  Work  

Email  Add to monthly e-newsletter? Yes No 
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Do you have any medication allergies? If so, please describe ߐ
ߐ

ߐ
Do you have a chronic illness or disability? If so, please describe ߐ
ߐ

ߐ
What do you like to do for fun?

ߐ
What are your favorite movies/TV shows? 
ߐ

ߐ
What are your favorite books? 
ߐ

ߐ
What religious services (if any) would you like to participate in at Forest Hills? 
ߐ

 

Do you have any food allergies? If so, please describeߐ
ߐ

ߐ
Do you require a special diet? If so, please describe 
ߐ
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I hereby warrant that the information set forth in this Application is accurate and complete to the best of my 
knowledge. 

I understand that the Executive Committee at Forest Hills of DC will determine the admission of the 
Applicant based on this Application, the Applicant’s interview, and the health, medical and financial 
information of the applicant. 

_____________________________________ 
Signature of Applicant or Representative  Date 

ߐ
Printed Name of Applicant or Representative 

_____________________________________ 
Signature of Forest Hills Representative

ߐ
Date
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Date Application Received ____________ Date of Interview ____________ Date of Move-In ____________

Printed Name of Forest Hills Representative 
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