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	Application for Entry to Residential Aged Care


Please complete this form and send to the relevant BCS Facility with the following:
· Aged Care Client Record (ACCR) form completed by the Aged Care Assessment Team (ACAT)

· A completed Request for an Assets Assessment form

· A medical assessment form completed by your General Practitioner

NB: 
Couples will need to fill in separate forms & the declaration at point 5 must be completed.  Please advise us of any subsequent change in address. 

1. Applicant Details

	Title (Mr, Mrs, Miss, Ms, Dr, Rev etc)
	

	Last Name
	

	First Name(s)
	

	Gender
	
Male   FORMCHECKBOX 
     
Female    FORMCHECKBOX 


	Date of Birth
	             /                /              

	Marital Status
	


	Home Address
	

	
	

	
	
	Postcode:

	
	

	Email address 
	

	
	

	Contact Numbers
	Telephone:  (    )

	
	Mobile telephone:


	Where are you currently residing?

	Own home    FORMCHECKBOX 

	Rental Property    FORMCHECKBOX 

	Hospital/Facility    FORMCHECKBOX 



Existing/Previous Resident of an Aged Care Facility

Do you currently receive, or have you ever received, permanent care in a residential aged care facility?  If so, please complete the following details:

Name of current, or previous, residential aged care facility:
	


Address of current, or previous, residential aged care facility:
	

	
	Postcode:


	Date you accepted a place
	         /         /         

	Date of departure (if applicable)
	         /         /         


	Religious Denomination (if applicable)
	

	Place of Birth
	

	Language
	


	Are you enrolled to vote?
	Yes   FORMCHECKBOX 
      No    FORMCHECKBOX 


	How did you hear about BCS?
	


	Have you been receiving services at home?
	Yes   FORMCHECKBOX 
      No    FORMCHECKBOX 


	If yes, what type of services?

e.g. HACC, CACP, EACH
	

	How many hours of care did you receive each week?
	


2. Do you receive a full or part Centrelink pension (or other income support payment) from Centrelink?
	No, I do not receive a pension
	

	
	

	Yes, I receive a full pension
	

	
	

	Yes, I receive a part pension
	


	What type of pension do you receive (e.g. age, disability, service pension)?
	

	What is your pension number?
	


3. Do you receive a full or part DVA pension? (Tick one box)
	No, I do not receive a pension
	

	
	

	Yes, I receive a full pension
	

	
	

	Yes, I receive a part pension
	


	What type of pension do you receive (e.g. gold, white)?
	

	
	

	What is your pension number?
	


Next of Kin

	If your next of kin has the legal authority to make decisions for you, please advise the type of authority that they have, such as Power of Attorney, and attach a photocopy of the authority to this application.

	
	

	Type of authority (if applicable)
please tick
	
	General Power of Attorney

Enduring Power of Attorney

	
	
	

	
	
	Enduring Guardian

	
	
	Centrelink Nominee

	
	
	Guardianship Order


	Title (Mr, Mrs, Miss, Ms, Dr, Rev etc)
	

	Last Name
	

	First Name(s)
	

	
	

	Home Address
	

	
	

	
	
	Postcode:

	
	

	Email address 
	

	
	

	Contact Numbers
	Daytime telephone:  (    )

	
	Evening telephone:  (    )

	
	Mobile telephone:

	
	

	Relationship to you
	

	
	

	Type of authority (if applicable)
	


Billing Address Details (this is the address that invoices and statements will be forwarded to)
	Title (Mr, Mrs, Miss, Ms, Dr, Rev etc)
	

	
	
	

	Last Name
	

	
	

	First Name(s)
	

	
	

	Home Address
	

	
	

	
	
	Postcode

	
	

	Relationship to you
	


Please list at least two other significant people/relations/children:
Person One:
	Title (Mr, Mrs, Miss, Ms, Dr, Rev etc)
	

	
	
	

	Last Name
	

	
	

	First Name(s)
	

	
	

	Home Address
	

	
	

	
	
	Postcode

	Email address:
	

	
	

	Contact Numbers
	Daytime telephone:
(     )

	
	Evening telephone:
(     )

	
	Mobile telephone:
(     )

	
	

	Relationship to you
	


Person Two:

	Title (Mr, Mrs, Miss, Ms, Dr, Rev etc)
	

	
	
	

	Last Name
	

	
	

	First Name(s)
	

	
	

	Home Address
	

	
	

	
	
	Postcode

	Email address:
	

	
	

	Contact Numbers
	Daytime telephone:
(     )

	
	Evening telephone:
(     )

	
	Mobile telephone:
(     )

	
	

	Relationship to you
	


4. Health Insurance Details
Please write your Medicare details here:
	Card Number
	
	
	
	
	
	
	
	
	
	
	
	

	
	

	Expiry Date
	          /           /        


	The number that appears at the left of your name (e.g. 1, 2)
	


If you have a Department of Veterans’ Affairs Gold Repatriation Health Care Card, please write the card number here:
	
	


If you have private health insurance, please write your details here:

	Name of Fund
	

	Membership Number
	

	Level of Cover
	


If you have ambulance cover, please write your details here:

	Name of Fund
	

	Membership Number
	


5. Declaration
I declare the foregoing answers are true in every detail and I acknowledge that if my application is declined that Baptist Community Services – NSW & ACT will be under no obligation to give any reason for such declining.

Date this                                                    day of                                                       20

Signed:  
Before me:   
Witness Name:
Witness’ address:
Please ensure you have included a medical assessment form completed by your General Practitioner
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