
MOUNT ALVERNO CENTER
Bon Secours Charity Health System

20 Grand Street, Warwick, NY10990  
Phone:  845-986-2267   Fax:  845-986-3604

www.StAnthonyCommunityHosp.org

AAPPPPLLIICCAATTIIOONN
FFOORR AADDMMIISSSSIIOONN

This application is confidential. Please give complete replies,
using separate sheets of paper if necessary.

FFaammiillyy IInnffoorrmmaattiioonn

1. Full Name _____________________________________________________________________

Address __________________________________________
Social Security

_________________________________________________ Number _____________________

2. Telephone Number  _________________________________ Date of Birth ________________

3. Place of Birth _________________________________________________________________

4. Are you married? ______    Single? ______     Divorced? ______     Widowed? ______ 

5. Name of husband or wife ________________________________________________________

Address if living ________________________________________________________________

6. Persons to contact in emergency:

a. Name _____________________________________   Telephone # _____________________

Address ___________________________________   Relationship _____________________

___________________________________________________________________________

b. Name _____________________________________   Telephone # _____________________

Address ___________________________________   Relationship _____________________

___________________________________________________________________________

c. Name _____________________________________   Telephone # _____________________

Address ___________________________________   Relationship _____________________

___________________________________________________________________________

7. Present Location of Applicant _____________________________________________________



PPeerrssoonnaall IInnffoorrmmaattiioonn

1. With whom are you living now? ________________________ Relationship _________________

Describe your situation (i.e. own home, rental, 3rd floor walk up apartment)

_____________________________________________________________________________

2. Your profession or occupation (previous, if retired)  ____________________________________ 

___________________________________________________________________________

3. Educational background__________________________________________________________

4. How did you hear about us? ______________________________________________________ 

5. Do you wish to remain active in your present religious group? ____________________________

If so, what is your religion? _______________________________________________________

6. What are your special interests? (hobbies, music, art, birds...)

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

7. Additional information about yourself that we should know ______________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

8. What are the major goals, skills or abilities you want to improve? _________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________



HHeeaalltthh HHiissttoorryy
1. Give dates and nature of any major illness or operations you have experienced in the last ten years.

a.

b.

c.

d. Present diagnosis _______________________________________________________________ 

_____________________________________________________________________________

2. Name of present physician _______________________________________________________

Address ______________________________________  Telephone # _____________________

3. Have you ever been treated for any nervous or mental disorders? _________________________ 

If yes, when? __________________________________________________________________

Name of physician who treated you? _______________________________________________

Address ______________________________________  Telephone # _____________________

4. Can you walk without assistance? __________________________________________________

If no, what kind of assistance to you need? __________________________________________

_____________________________________________________________________________

5. Can you completely care for yourself without assistance? ________________ Bathe? ________

Dress? _________________________________  Use Restroom? ________________________

PPrreevviioouuss IIllllnneesssseess//SSuurrggeerryy//HHoossppiittaalliizzaattiioonn                 WWhheenn PPrreevviioouuss IIllllnneesssseess//SSuurrggeerryy//HHoossppiittaalliizzaattiioonn                 WWhheenn

HHyyppeerrtteennssiioonn ____ YYeess ____ NNoo
HHeeaarrtt DDiisseeaassee ____ YYeess ____ NNoo
EEppiilleeppssyy ____ YYeess ____ NNoo
DDiiaabbeetteess ____ YYeess ____ NNoo

CCaanncceerr ____ YYeess ____ NNoo
CCOOPPDD ____ YYeess ____ NNoo
TTBB ____ YYeess ____ NNoo
OOtthheerr ((ssppeecciiffyy)) __________________________________________________________________

FFaammiillyy HHiissttoorryy

MMeeddiiccaattiioonn HHiissttoorryy
NNaammee ooff DDrruugg               DDoossee && TTiimmee//FFrreeqq          LLaasstt DDoossee TTaakkeenn      PPaattiieenntt’’ss UUnnddeerrssttaannddiinngg ooff MMeeddiiccaattiioonn



FFiinnaanncciiaall SSttaatteemmeenntt

1. MMoonntthhllyy IInnccoommee::

Social Security $ _________________ List Pension Source & Amount

Veterans Benefits $ _________________ 1. ______________________________

R.R. Retirement $ _________________ 1. ______________________________

Dividends/Interest $ _________________ 1. ______________________________

Trust Income $ _________________ 1. ______________________________

Rental Income $ _________________ 1. ______________________________

Other $ _________________ 1. ______________________________

2. BBaannkk AAccccoouunnttss

Name of Bank Address Acct# Title of Acct Balance

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

3. SSttoocckkss aanndd BBoonnddss

Name of Company Number of Shares Approximate Value

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

4. RReeaall EEssttaattee

Location Approximate Value

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

NOTE: Please provide documentation of the above financial information with this application.
All information on this application is CONFIDENTIAL.



5. LLiiffee IInnssuurraannccee::

Company Type of Policy Face Cash  Beneficiary
Policy Number Value Value

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

6. AAnnyy OOtthheerr AAsssseettss NNoott IInncclluuddeedd AAbboovvee::

Description Approximate Value

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

7. LLiisstt AAllll DDeebbttss,, MMoorrttggaaggeess aanndd OObblliiggaattiioonnss::

Payments Made To Total Owed Monthly Payments

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

8. HHeeaalltthh IInnssuurraannccee::

Type                                                    Policy# Monthly Premium_____________________________________________________________________________

Medicare A ____________________________________________________________________

Medicare B ___________________________________________________________________

Medicaid ______________________________________________________________________

Blue Cross/Blue Shield ___________________________________________________________

Other (Name _____________________) ____________________________________________

Other (Name _____________________) ____________________________________________

Have you applied for Medicare?    Yes ______   No ______   Date: __________________

Medicaid? Yes ______   No ______   Date: __________________



9. PPeerrssoonn RReessppoonnssiibbllee ffoorr PPaayymmeenntt ooff BBiillllss - FFiinnaanncciiaall GGuuaarrddiiaann - PPoowweerr ooff AAttttoorrnneeyy::

Name Address Telephone# Relationship

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

I certify that the foregoing is a true and complete statement of my assets and liabilities and under-
stand that MMOOUUNNTT AALLVVEERRNNOO CCEENNTTEERR will act in reliance upon it.

I hereby authorize MMOOUUNNTT AALLVVEERRNNOO CCEENNTTEERR to contact my financial references if necessary to
verify the information contained in this statement.

I authorize MMOOUUNNTT AALLVVEERRNNOO CCEENNTTEERR to pursue third party reimbursement and to make available
such information of my medical and financial status as is appropriate.

MMOOUUNNTT AALLVVEERRNNOO CCEENNTTEERR WWIILLLL NNOOTT DDIISSCCRRIIMMIINNAATTEE AAGGAAIINNSSTT AANNYYOONNEE OONN TTHHEE BBAASSIISS OOFF
RRAACCEE,, CCRREEEEDD,, SSEEXX,, SSEEXXUUAALL PPRREEFFEERREENNCCEE,, AAGGEE,, DDIISSAABBIILLIITTYY,, NNAATTIIOONNAALL OORRIIGGIINN,, RREELLIIGGIIOONN,, 
MMAARRIITTAALL SSTTAATTUUSS OORR SSOOUURRCCEE OOFF PPAAYYMMEENNTT..

NNaammee _____________________________________________

SSiiggnnaattuurree _________________________________________

DDaattee:: ____________________________________________

MOUNT ALVERNO CENTER
Bon Secours Charity Health System

20 Grand Street, Warwick, NY10990  
Phone:  845-986-2267   Fax:  845-986-3604

www.StAnthonyCommunityHosp.org


