	Applicant’s Name:
	                                                      
	Date of application:



APPLICATION
MARGARET M. SHEA RN ADULT DAY HEALTH PROGRAM

229 River Street, Mattapan, MA  02126

617-298-7970. Fax:  617-298-0517
                      www.bmc.org/programs/margaret-m-shea-rn-adult-day-health-program
	Applicant’s Name:
	     




	Gender:  
 FORMCHECKBOX 
M   FORMCHECKBOX 
F
	Race:

	Date of Birth: 
	Place of Birth:       
	Social Security #:     

	Insurance

Information:
	     
	Policy Number:      


	Address:


	     
	City:      

	
	State:      
	Zip:      

	Phone Numbers:
	     

	Email: 
	

	Marital Status:
	 FORMCHECKBOX 
S       FORMCHECKBOX 
M       FORMCHECKBOX 
W        FORMCHECKBOX 
D       FORMCHECKBOX 
Sep
	Primary Language:      

	Living Situation:
	 FORMCHECKBOX 
Alone
	 FORMCHECKBOX 
With Family 
	 FORMCHECKBOX 
Senior Housing
	 FORMCHECKBOX 
Other: 

	Primary Language:    FORMCHECKBOX 
 English               FORMCHECKBOX 
 Spanish                   FORMCHECKBOX 
 French              FORMCHECKBOX 
 Other

	Education:  FORMCHECKBOX 
 No schooling    FORMCHECKBOX 
 8-11 grades   FORMCHECKBOX 
 High School    FORMCHECKBOX 
 Technical or trade school  FORMCHECKBOX 
 Some college                   FORMCHECKBOX 
 Bachelor’s degree                 FORMCHECKBOX 
 Graduate degree              

	Religion:                                                FORMCHECKBOX 
  N/A

	

	Emergency  Contacts

	Primary Contact/

Guardian:
	Name:       
Email:  
	Relationship:      

	Address:
	Street:                                  
	City:      
	Zip:      

	Phone Number:


	Work:      
	Cell:      

	Contact (2):
	Name:       
Email: 
	Relationship:      

	Address:
	Street:                                  
	City:      
	Zip:      

	Phone Number:


	Work:      
	Cell:      

	Contact (3):
	Name:      
Email: 
	Relationship:      

	Address:
	Street:                                  
	City:      
	Zip:      

	Phone Number:


	Work:      
	Cell:      


	Community Supports

	Visiting Nurse:
     
	Agency:
     
	Phone Number:
     

	Address:      
	Fax Number:
     

	Homemaker/Home Health Aid/PCA:

     
	Agency:
     
	Phone Number:
     

	List Homemaker/Home Health Aide Hours and Days: 

     
	

	Address:      
	Fax Number:
     

	Case Manager:

     
	Agency:
     
	Phone Number:
     

	Address:      
	Fax Number:
     

	DDS:

     
	Agency:
     
	Phone Number:
     

	Address:      
	Fax Number:
     

	Other:      

	Agency:

     
	Phone Number:
     

	Address:      
	Fax Number:
     


	Source of Payment for Adult Day Health Services:  This section must be fully completed or admission will be delayed:

	 FORMCHECKBOX 
  MassHealth Standard

 FORMCHECKBOX 
 Senior Whole Health  

 FORMCHECKBOX 
 United Heatlhcare
	 FORMCHECKBOX 
 Ethos   

 FORMCHECKBOX 
  Boston Senior Home Care   
 FORMCHECKBOX 
 Central Boston Elder Services 
	 FORMCHECKBOX 
 South Shore Elder Services

 FORMCHECKBOX 
 Mystic Valley Elder Services
 FORMCHECKBOX 
Commonwealth Care 
   Alliance    

	  FORMCHECKBOX 
  Other: ​​​​​​​​​​​​     

	 FORMCHECKBOX 
 Private Pay, responsible person:      
	Phone:      


	Any other community agencies or services involved (ie: Meals on Wheels, Lifeline):     



	Medical Information

	Physician’s Name:
	     
	Phone Number:      

	Address:
	     
	Fax Number:      

	Applicant’s Hospital Affiliation:
	     
	Address:      
	Phone Number:

     
Fax Number:

     

	Medical Problems,

Allergies, please

list:
	_______________________________________________________________________________________________________________________________________________________________________________________________________________

	Pharmacy Name 
	     
	Address:      
	Phone Number:

     
Fax Number:

     

	Prescription Plan:
	     
	At-home delivery? (  Y       (   N


	​Please list medications taken regularly:

	Name:      
	Dose:      
	Frequency:      
	Prescriber:      

	Name:      
	Dose:      
	Frequency:      
	Prescriber:      

	Name:      
	Dose:      
	Frequency:      
	Prescriber:      

	Name:      
	Dose:      
	Frequency:      
	Prescriber:      

	Name:      
	Dose:      
	Frequency:      
	Prescriber:      

	Describe risks that affect following care plan needs:      


	Have you been hospitalized within the last two years?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  If yes, when, where and why:     


	Have you been in a long-term care (nursing, rehab or psychiatric) facility in the past 2 years?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

If yes, where, when and why:      

	Activity restrictions/limitations:      


	Goals for program attendance:      


	ACTIVITIES OF DAILY  LIVING

	Please check the appropriate Boxes:
	

	Activities
	By Self
	Needs Help
	Unable

	1. Dressing 

Shoes and stockings
	
 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Outer clothing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Under clothing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2.
Diet


Feeds self
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Prepares meals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.
Personal Hygiene


Bathing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Mouth care, dentures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Shampoo
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Shaving
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Toileting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.
How person moves


In and Out of car
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Walking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Climbs stairs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Transfers to toilet
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Manages wheelchair
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
Uses walker, cane
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5. 
Takes medication
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Identified Educational Needs

	Educational Need
	Not Applicable
	Identified by Participant
	Identified by Family

	Diagnosis/Illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Prevention
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Medication
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Nutrition/Diet
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pain Management
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health/Safety/Emergency Planning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Person in Environment Fit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Communication
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Infection Control/Hygiene
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Participant/Family Responsibilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Application Agreement 2

