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Thank you for your interest in the Care Nest.  Please complete the Applicant Enrollment 

Form and email to carenesthomes@gmail.com  

A. Personal Information 

Applicant’s Name: ___________________________________  

Maiden Name: ____________________  

Address: ____________________________________________________________________ 

Home Phone: _____________________ Birth date: ________/_______/________ 

Age:_______ Gender: _____ Social Security: _______/_______/_______ 

Who shall we contact about this application? 

Name(s), address, telephone and email of nearest relative/responsible individual to assist you 

with this application process, and their legal capacity. 

Name __________________________________________  

Relationship __________________________  

Address____________________________________________________________________  

Email __________________________________________ 

Telephone: Cell ___________________ Home __________________ 

Work__________________  

mailto:info@carenesthomecareagency.com
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B. Medical Information 

Are you currently in a hospital, nursing home, or rehab center? Yes _____ No _____ 

Name and address of primary care 

physician:____________________________________________________________________

_________________________________________________________________  

Name and address of other physician(s) and reason for this 

services:_____________________________________________________________________

______________________________________________  

Name and address of other physician(s) and reason for their 

services:_____________________________________________________________________

_____________________________________________  

How do you normally get to your medical 

appointments_________________________________________________________________

__________________________________________________________ 

Please list your diagnosis/ medical 

issues:______________________________________________________________________

_________________________________________________________________ 

Do you need assistance with personal care? If yes, please explain what assistance you 

need:________________________________________________________________________

_______________________________________________________________________ 
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Upon acceptance into the program, a physical examination must be completed within 90 days. 

Care Nest concept is to provide affordable housing to frail and disabled elderly who are 

medically stable but unable to live independently. The availability of comprehensive, on-site 

services should allow them continued participation in community life and to avoid premature, 

long term care/nursing home placement. 

C. General Questions 

Do you have a legally binding POA (Power Of Attorney)? Yes _____ No _____  

(Please provide copy of document with application) 

Are you living: Independently ___ With Spouse/Partner___ With Family ___ 

Other._____________  

Do you know anyone else that lives here or has lived here in the past____________________ 

Have you been convicted of any felonies? Yes _____ No _____  

Are you a United States citizen?  Yes _____ No _____  

Are you or your spouse a U.S. Veteran?  Yes _____ No _____  

If yes, did you serve during wartime?  Yes _____ No _____  

Are you legally capable of entering a lease agreement?  Yes _____ No _____  

D. Financial Information: Income 

(All sources of regularly received money must be listed) 

Social Security Gross Monthly Amount $_____________ 

Pension Gross Monthly Income  $ _____________ 

VA Benefits Gross Monthly Amount. $ _____________ 

SSI Benefits Gross Monthly Amount. $ _____________ 

Interest Income Prior Year/12 Months $ _____________ 

Other Monthly Income  $ _____________ 

(List on back if more than one item, then put total here) 

Total Gross Monthly Income$ ____________ 
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E. Financial Information: Assets 

Checking Accounts 

Bank/Location_______________________________________ Balance $ _____________ 

Bank/Location_______________________________________ Balance $ _____________ 

Savings Accounts 

Bank/Location_______________________________________ Balance $ _____________ 

Bank/Location_______________________________________ Balance $ _____________ 

Certificates of Deposits, etc. 

Bank/Location_______________________________________ Balance $ _____________ 

Trust Accounts 

Bank/Location_______________________________________ Balance $ _____________ 

Stocks, Bonds (specify)  

Bank/Location_______________________________________ Balance $ _____________ 

Other ________________________________________________________________ 

Real Estate/Property 

Do you currently own any property? Yes_____ No_____ 

If yes, type of property________________ Location of property ____________________ 

Appraised market value $_______________ 

Have you sold or disposed of any assets in the last five years? Yes _____ No _____ 

If yes, list type of assets (e.g. money/land/house) ____________  

Date of transaction_____________ Market value when sold/disposed $_____________  

Amount sold/disposed for $_____________ 
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F. Insurances, Government Program Enrollments and Medical Coverage 

(Complete where appropriate and list any costs associated with each item.) 

Medicaid: State_____#_______________ 

MAN# ___________________________ Medicare #____________________ 

Supplemental Health Insurance___________________________  

Monthly amount $__________ 

Name, address and policy # of supplemental and/or long term care insurance company: 

____________________________________________________________________________ 

G. References 

Current Landlord (name, address, telephone #) 

____________________________________________________________________________

_______________________________________________________ 

Previous Landlords 

1. Name, address, telephone 

____________________________________________________________________________ 

Credit references (name, address, telephone) 

1.___________________________________________________________________________ 

2.___________________________________________________________________________

3.___________________________________________________________________________

______  

Personal references (name, address, telephone) 

1.___________________________________________________________________________

2.___________________________________________________________________________ 

We look forward to supporting you with wrap around care!!


