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“Thank you for considering Brookview Residential Homes for you or your loved one.  We recognize the difficult time that families 

may experience when making the decision for when assisted living is right for them. Our mission here at Brookview is to create a 

safe, intimate, homestyle atmosphere where residents and staff feel more like family, and assisted living feels more like home. Please 

do not hesitate to reach out with any questions or concerns that you may have while you are completing this application and we 

will be happy to help in any way that we can.”    Kim and Tim  

  PERSONAL INFO 
Name of Applicant: _________________________________________  Desired Admission Date:____________________ 

Address:___________________________________________________________Phone: __________________________ 
 
Social Security #: __ __ __ - __ __ - __ __ __ __                                    Date of Birth: __ __ / __ __ / __ __    Age: _________ 
Place of Birth:___________________________                                        Ethnicity:____________________________________ 

 
Marital Status:  Single_____     Married_____     Widowed_____     Separated_____     Divorced_____ 

Gender:  Male_____     Female_____     Neutral_____ 

Code Status: Full Code____    DNR____    Do Not Hospitalize____         Primary Occupation:_________________________ 

Primary Language: __________________________                             Form of Communication:_________________________ 
Religion:___________________________________                                        Church Affiliation:_________________________ 
 

Are you a registered voter?                                                                                                                                     Yes____ No____ 

If No, would you like assistance in becoming a registered voter?                                                                        Yes____ No____ 

After 6 months of residency with Brookview Residential, you will be considered a resident of Albany Township 

EMERGENCY CONTACTS 

First Emergency Contact:____________________________________________       Relationship:_______________________ 

Address:_________________________________________________________         Phone:____________________________ 

Second Emergency Contact:__________________________________________       Relationship:_______________________ 
Address:__________________________________________________________       Phone:____________________________ 

LEGAL INFO 

Does the applicant have any of the following legal directives? 

Legal Guardian_____  DPOA for Finances_____  DPOA for Health Care_____   Advanced Directive_____ 
Funeral Home Affiliations_____     Rep Payee_____     Other____________ 

Please include a copy of legal items above when submitting this application 

 

Would you like information on appointing Brookview Residential as your rep payee or about opening up an account through 
our financial department?                                                                                                                                       Yes____ No____ 

Would you like Brookview to assist you in making arrangements regarding any of the items listed above?   Yes____ No____            
If Yes, Which Item(s)____________________________________________________________________________________ 
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INSURANCE INFO 

Medicare Number: __ __ __ __ __ __ __ __ __- __ __                 Long term MaineCare Number: __ __ __ __ __ __ __ __ __ 

Other (please specify):________________________________  Other Policy Number:______________________________ 

FINANCES 

Please provide applicants monthly total income and assets: 

Social Security:___________________________________________________          $_____________________ 
Retirement Pension:_______________________________________________          $_____________________ 
Rental Income:____________________________________________________                               $_____________________ 

Annuities/Investments:_____________________________________________           $_____________________ 
Other (please specify):_____________________________________________           $_____________________ 

LIVING SITUATION 

Is the applicant currently residing in his/her own home alone?                                                                          Yes____ No____ 

If no, please explain:____________________________________________________________________________________ 

If yes, does he/she rent or own?__________________________________________________________________________ 

Has the applicant ever spent an extended amount of time in a hospital or skilled nursing home?                   Yes____ No____ 
If yes, please explain:___________________________________________________________________________________ 

What is the monthly cost for the applicant to maintain his/her own home?                         $_____________________ 

This includes items such as mortgage payment, taxes, rent, utilities, food 

LEVEL OF CARE 

Please indicate with a ✓ the level of assistance needed by the applicant for his/her activities of daily living (ADL) listed below. 

Activities of Daily Living I can handle myself I need some assistance Unable to Do  

Bathing    
Dressing    
Mouth/Skin care    
Shaving/Grooming    
Toileting    
Mobility/Transfers    
Medication management    
Night care    
Housekeeping    
Meal Preparation    
Eating    
Clothing management    
Finance management    
Handling Cash/Purchases    

 
Is there anything else about your level of care that we need to know about in order to assist you better?___________ 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________ 
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MEDICAL HISTORY 

Primary Care Provider:_____________________________________________________Phone:_______________________ 

Address:_______________________________________________________________________________________________ 
Dental Provider:___________________________________________________________Phone:_______________________ 
Address:_______________________________________________________________________________________________ 
Ophthalmologist:__________________________________________________________Phone:_______________________ 
Address:_______________________________________________________________________________________________ 
Other:___________________________________________________________________Phone:_______________________
Address:_______________________________________________________________________________________________ 
Other:___________________________________________________________________Phone:_______________________ 

Address:_______________________________________________________________________________________________ 
Other:___________________________________________________________________Phone:_______________________ 
Address:_______________________________________________________________________________________________ 

Please include names of any Specialty Providers such as Cardiologist, Urologist, Physical or Occupational Therapists, etc. 

How would you describe your present state of health?   Good_____     Fair_____     Poor_____ 

Have you fallen within the past six months?                                                                                                         Yes____ No____ 
Have you been to the ER or had any hospitalizations within the past six months?                                               Yes____ No____ 
If yes to either of the above questions, please provide dates and explanation: __________________________________ 

______________________________________________________________________________________________________ 
Which hospital would you like us to contact in the event of an emergency?_____________________________________ 

Are you managing diabetes? Yes____ No____   If yes, last HGA1C results? Date: _________ Results: _______ 
Are you insulin dependent? Yes____ No____                         If yes, is it sliding scale? Yes____ No____ 

Have you had a stroke or cardiac event? Yes____ No____ Are you prescribed nitroglycerin or Aspirin? Yes ____ No ____ 

Are you taking anticoagulants? Yes____ No____      If yes, when was your last PT/INR?_________________ 
If yes to either of the above questions, please provide dates and explanation:___________________________________ 
______________________________________________________________________________________________________ 
Are you prescribed any inhalers or nebulizers?                                                                                                     Yes____ No____ 

Are you oxygen dependent? Yes____ No____       If yes, how many liters? ________           Continuous or Intermittent 
Do you have sleep apnea?     Yes____ No____      If yes, do you use a CPAP machine?                         Yes____ No____ 
Is your hearing impaired?     Yes____ No____     If yes, do you have hearing aids?               Yes____ No____ 

Is your vision impaired?        Yes____ No____     If yes, do you have glasses?                          Yes____ No____ 
Do you wear dentures?          Yes____ No____          If yes, please indicate?  Upper____ Lower____ Partial____ Both____ 
Are you ambulatory? (able to walk)                                  Yes____ No____ 
Do you depend on an assistive device for ambulation?                                Yes____ No____ 
If yes, which assistive device(s) do you use?           Cane____     Walker____     Wheelchair____     Other________________ 
If you depend on assistive devices such as hearing aids, glasses, walkers, wheelchairs, dentures, etc.; are they in good 
working condition and functioning properly?                                 Yes____ No____   
If no, do you need assistance or resources in getting them repaired or replaced?                Yes____ No____  
Are your immunizations up to date?                    Yes____  No____  Unknown____ 

How often do you see your doctor?  1x a year____  2+ times a year____    When was your last visit? _______________ 
In order for us to provide the best coordination of medical care, a complete physical needs to have been completed within the past year. If the 

applicant has not had one, we recommend scheduling one as quickly as possible. 

 
Is your primary care provider aware that you are looking into assisted living options?                         Yes____  No____ 

If no, please contact applicants Primary Care Provider to let them know that Brookview Residential will be contacting them shortly to begin 

collaboration in providing the best possible care for you or your loved one. 



                                                                                                                                                                                                          page 4    

Version 03/2019 

 

740 VERNON STREET, ALBANY TOWNSHIP MAINE 04217    PH: 207-824-2082 

ALLERGIES, MEDICATIONS, DIAGNOSES 

Please list any allergies to food or medication: ________________________________________________________________ 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Are you on any medications at the present time?                                                                                                  Yes____ No____ 
If yes, specify the medication, dosage, prescriber, diagnosis, frequency and indicate if the medication is taken PRN. (as needed) 

Also include eye drops, ointments, and any over the counter medication. 

Medication(s) 
What medication(s) does your Dr. 

want you taking? 

Dosage 
How much 

are you 

taking with 
each dose? 

Prescriber 
Which one of your Drs 

prescribed this medication? 

Diagnosis 
Why did your Dr. prescribe this 

medication? 

Frequency 
How many 

times a day do 

you take this 
medication? 

✓ PRN 
Taken 

as 

needed. 
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Does the applicant have any difficulty preparing or administering medications safely?           Yes____ No____ 
We will need a physician’s statement regarding the applicants medication management ability.  If your provider feels you can safely manage 

your medication(s) during your stay here, and you choose to self-administer them; we will follow DHS standards on self-administration. 
Brookview staff can discuss this option with you in more detail during admission. 

 
Brookview Residential’s pharmacy of choice is Kennebec Senior Care. They specialize in medication management for seniors 
and assisted living facilities. Medications are specially packaged, labeled and delivered to our facility on a weekly cycle. This 
helps eliminate, medication errors, excess waste and unnecessary costs.  They provide next day delivery and their customer 
service is available 24 hours a day. You are in no way obligated to use this pharmacy for your medications. 

 
I would like to use Kennebec Pharmacy Senior Care as my pharmacy of choice if admitted into Brookview 

Residential?  Yes____ No____ Please provide additional information____ 

 
I would like Brookview Residential to administer all of my medications and to manage my refills.      Yes____ No____ 

 

Is there anything else about your health that we need to know about in order to assist you better?________________ 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

 

RELEASE OF INFORMATION 

I hereby authorize Brookview Residential and the providers (including Kennebec Valley Senior Care) in this 

application to release ALL of my protected health information with each other verbally, via phone or in person and 

in writing, via mail, email or fax.  This permission is for the purpose of coordination of care, delivery of services 

and case management.  I understand that my medical history and current conditions will be obtained and used to 

determine if I am a candidate for residency at Brookview Residential.  I also understand that this application is 

neither a contract, nor a reservation for residency. Nothing contained in this document is legally binding for me the 

applicant and/or Brookview Residential, until a State Approved Residency Agreement/Contract has been reviewed 

and signed by all parties.  

 

Name of Applicant/Resident______________________________________________________Date:_____________________ 

I understand that I can revoke authorization at any time and that this authorization is valid for one year. 

Signature of Resident/Legal Representative_____________________________________Relationship:___________________  
All applications must be accompanied by an application fee of $25.00. Application fees are non-refundable. 

 

 
 

 

 

Staff Use Only 

REVIEWED BY:________________________________________________________________________________   DATE:_______________________ 

(Circle One)            CANDIDATE                         NOT A CANDITATE                                                                                                                                                                                                                                      

 

Initial and Date Below 

PLACED ON WAITING LIST>___________________     APPLICATION WITHDRAWN>___________________     OFFERED ROOM NUMBER>___________________      

ACCEPTED ROOM>___________________     ADMITTED>___________________     DISCHARGED>___________________ 


