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Phone: (989) 743-3491 FAX: (989) 743-8681 
 

	
Admission Request 

	
Completion of this form by the attending physician and return of the completed information to the 

facility is required before a patient will be admitted. Transfer patients from hospitals will have this 
information supplied by the transferring hospital. Please complete the information as completely as 
possible and if you are returning the forms by FAX, please include the patient’s name on each page. If 
current information is on file regarding the patient, completion of our form in its entirety may not be 
necessary. A signed certification of nursing home need, signed by the physician is a requirement. (Please 
see the bottom of page 3). Please call the facility with any questions. 
	
	
This portion may be completed by patient’s family or responsible party. 
	
Patient Name:_____________________________________________________________________ 
Date Of Birth:_____________ Age:    Marital Status:______ 
Sex: Religion:_____________ 
Last Hospital Admission & Discharge Date:______________________________________ 
Name Of Hospital:____________________ 
Responsible Party Name:  ____________________________________________________________ 
Address: __________________________________________________________________________ 
Telephone:___________________ 
Medicare #:___________________ Medicaid #:________________________ 
Blue Cross/Blue Shield #:____________________ 
Other Insurance:______________________________________________________________________ 
  
The Attending Physician Must Complete The Remainder Of The Information. 
	
Diagnosis:___________________________________________________________________________
____________________________________________________________________________________ 
	
Allergies If Any: _____________________________________________________________________ 
Current Treatment:____________________________________________________________________ 
Diet Order: _________________________________________________________________________ 
	



	

	

	
	
	
Drugs: 
Name Dosage Mode Frequency Reason For Med 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
________________________________________________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
_________________________________________Rehabilitation Potential: Poor______  Fair_______
 Good________ 
 
Treatments And Other Therapy: E.G. Oxygen, I.V., P.T., Dressings, Tube Feedings, Speech Therapy, 
Etc. 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Check if Present: 
Disabilities:   Amputation limb(s)_____  Prosthesis______ 
   Paralysis R L______  Limb(s)_____ 
   Contractures_____ Site(s)_____________ 
 
Incontinence:  Bladder_____Catheter_____Bowel_____ 
   Colostomy Saliva_____ Suctioning needed____ 
Impairments:  Speech________   Hearing______Vision______Sensation______ 

 
Requires use of any adaptive equipment:   Wheelchair_______Cane_____ 
         Crutches ________Walker________Other_____ 
  



	

	

Activity tolerance 
limitations: None 
________  Med._____  Sev._____ 
  
Difficulty breathing:_______________________ Oxygen/Amt.___________ 
Difficulty swallowing:  _____________________________Suction/Freq.____________ 
Difficulty eating:   Needs help______  Partially fed______ Totally fed______ 
           Tube feeding_____ Gastrostomy_____I.V. therapy_______ 
 
Behavior:   Alcoholic_____  Belligerent_____  Suspicious ____Withdrawn_____Noisy______ 
 
Mental status:Alert_____Forgetful_____Confused_____ 
 
 
Communications:             YES NO 

Speaks    _________________ ________   
Writes    _________________ ________ 
Understands Speech  _________________ ________ 
Understands Gestures  _________________ ________  
Understands English  _________________ ________ 
 

If Not English, State Language Spoken:_____________________ 
 
Additional Pertinent Information: 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
__________________ 
____________________________________________________________________________________
______ 
 
 
 
**Chest X-Ray Date Result_______________________________________ 
**Required Test 
C.B.C. Date Result____________________________________________ 
Urinalysis Date Result___________________________________________ 
Please enclose, mail, or FAX Radiologist’s and lab reports. 
 
 
Certification For Extended Nursing Home Care 
I certify that continued care in an extended care facility or nursing home is necessary for the following 
reason (s):  _________________________________________________________________________ 



	

	

___________________________________________________________________________________ 
___________________________________________________________________________________ 
____________________________________________________________________________________
________________ 
I estimate that the period of E.C.F. inpatient care will be__________days or indefinite_______.______ 
Continued E.C.F. care is for the same condition for which patient received inpatient hospital services 
yes_________ no_______________ 
I will_______not________ care for this patient after admission to the nursing home.  

 
Physician Signature______________________________Date___________________________________________ 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 



	

	

	

	

MEDICAL	HISTORY	AND	PHYSICAL	EXAMINATION	

Last	Name	 First	Name	 Primary	Care	Physician	
	

First	Name	 Primary	Care	Physician	

MEDICAL	HISTORY	 		 	 	 	 	 	

(Order	of	recording)	 	 	 	 	 	 	

	 	 	 	 	 	 	 	

1.	Chief	Complaint	 	 	 	 	 	 	

2.	Present	Illness	 	 	 	 	 	 	

3.	Past	History	 	 	 	 	 	 	

4.	Family	History	 	 	 	 	 	 	

5.	Social	History	 	 	 	 	 	 	

6.	Systemic	Review	 	 	 	 	 	 	

	 	 	 	 	 	 	 	

PHYSICAL	EXAMINATION	 	 	 	 	 	

(Order	of	recording)	 	 	 	 	 	 	

	 	 	 	 	 	 	 	

1.	General	 	 	 	 	 	 	

2.	Skin	 	 	 	 	 	 	

3.	Lymphatic	 	 	 	 	 	 	

4.	Eyes,	Ears,	Nose,Throat	 	 	 	 	 	 	

5.	Mouth	 	 	 	 	 	 	

6.	Neck	 	 	 	 	 	 	

7.	Chest	 	 	 	 	 	 	

8.	Heart-blood	vessels	 	 	 	 	 	 	



	

	

 

9.	Abdomen	 	 	 	 	 	 	

10.	Genitalla,	Vaginal,	 	 	 	 	 	 	

					Rectal	 	 	 	 	 	 	

11.	Locomotor	 	 	 	 	 	 	

12.	Extremities	 	 	 	 	 	 	

13.	Neurological	 	 	 	 	 	 	

	 	 	 	 	 	 	 	

Diagnostic	Impression	 	 	 	 	 	 	

	 	 	 	 	 	 	 	

Signature	and	Date:	 	 	 	 	 	 	

	 	 	 	 	 	 	 	

ADMITTING	 	 	 	 	 	 	

PROGRESS	NOTE	 	 	 	 	 	 	

	 	 	 	 	 	 	 	

I	certify	that	NF	services	are	required	to	be	given	on	an	inpatient	basis	because	of	this	patient's	need	for	skilled	or		

intermediate	nursing	care.	 	 	 	 	 	

	 	 	 	 	 	 	 	

This	patient	has	been	informed	of	his/her	medical	condition.	 YES:_______	 NO:________	

	 	 	 	 	 	 	 	

If	NO:	Medical	contraindication	for	informing	of	medical	condition	is:_______________________________________	

	

Dated:_________________	 Signature:_____________________________________________________________	
	

	 	 	 	 	 	 	


	AdmissionPacket
	PreadmissionForm

