
 Hughes Health and Rehabilitation, Inc. 
 Application for Admission 
 Full name: ______________________________________________________________________________________ 
 First Middle Last 

 Present address: __________________________________________________________________________________ 
 _________________________________________ Telephone: _______________________ 
 Social security number: ________________Date of birth: _______________Place of birth: ______________________ 
 Primary language: _____________________________________ Speaks English: _________________________ 

 Father's name: ________________________________________ Place of birth: ______________________________ 
 Mother's name: ________________________________________Place of birth: ______________________________ 
 (Maiden) 

 Are you an United States Citizen? _____________Yes__________ No 
 Do you have a Green Card? ___________________Yes ___________No 

 Green Card Number: ____________________________ Green Card Exp Date: _______________________________ 

 Military service (Applicant or spouse): _____________________  Please specify branch: _______________________ 

 Veteran's service number and/or claim number: ________________________________________________________ 

 Marital status: __________Name of spouse: _________________Spouse's social security number: _______________ 
   (If Living) 

 Next of kin: __________________________________________ Relationship: _______________________________ 
 Address: _______________________________________________________________________________________ 

_______________________________________________________________________________________
 Phone: ______________________ (H) _________________ (W) _______________________ (Cell) 
  
 Next of kin: __________________________________________ Relationship: _______________________________ 
 Address: _______________________________________________________________________________________ 

_______________________________________________________________________________________
 Phone: ______________________(H) _________________ (W) _______________________(Cell) 
 
 Next of kin: __________________________________________ Relationship: _______________________________ 
 Address: _______________________________________________________________________________________ 

_______________________________________________________________________________________
 Phone: ______________________(H) _________________ (W) _______________________ (Cell) 

 Name and Address of nearest relative or trusted friend: __________________________________________________ 

 Where have you lived most of your life? ______________________________________________________________ 
 Your occupation (before retirement): ___________________________________Date retired: ___________________ 
 Current living arrangements: _______________________________________________________________________ 
 Your religion: ________________________Active: _______Yes ___________No 
 Church/Synagogue: _______________________________________________________________________________ 
 Funeral home: _________________________________________ Cemetery: _________________________________ 



 Name and address of present physician: _______________________________________________________________ 
 Will this physician continue your care if you are admitted? _________________Yes ________________No 
 If not, who will? Physician's name and address: ________________________________________________________ 

_______________________________________________________________________________________________  

Do you have any specialist physicians? If so, who? ______________________________________________________ 
 Hospital preference: ___________________________________ Ambulance preference: _______________________ 
 Please give dates and nature of any major illnesses or operations you have experienced: ________________________ 

_________________________________________________________________________________________ ______ 

_______________________________________________________________________________________________  

Have you been seen within the last two (2) years by an ophthalmologist or an optometrist for vision testing? ________ 
 If yes, please state who and when: ___________________________________________________________________ 
 Have you ever lived in a place like Hughes Health and Rehabilitation before? ___________ Yes __________ No 
 If yes, please state where and when: ____________________________ from _______________ to _______________ 

 Have you ever been treated for any nervous or emotional disorder? _________________________________________ 
 If yes, please state where and when: ____________________________from ________________to _______________ 

 Have you ever been treated for: Alcohol abuse _______________Drug abuse ___________Other _______________ 
 If yes, please state where and when: ____________________________from ________________to _______________ 

 Can you completely care for yourself without assistance? ____________ Yes __________ No ____________________ 
 If not, in what way do you need assistance? ____________________________________________________________ 

_______________________________________________________________________________________________ 
___________________________________________________________________________

 Medicaid number: ___________________Worker's name: ________________________________________________ 
 Medicare number: ____________________ Part A ___________Part B _________________ 
 Med D company: _____________________________Med D ID number: ____________________________________ 
 Blue Cross number: ____________________  Other insurance: ____________________________________________ 
 Name Number 
 Other insurance: _________________________________________________________________________________ 
 Name Number 

 Do you own a Connecticut Partnership for Long-Term Care approved insurance policy? ________________________ 
 How were you referred to Hughes Health and Rehabilitation, Inc.? _________________________________________ 
 Name of person responsible for the account: ___________________________________________________________ 
 Mail bills to: ____________________________________________________________________________________ 

Address: ________________________________________________________________________________________ 

_____________________________________________________________________ 
Phone: ______________ (H) ______________________ (W)  _________________ (Cell) 

 Other remarks: __________________________________________________________________________________ 

_______________________________________________________________________________________________ 


