The Lexington Center Assisted Living Community
Application for Residency

	This application must be completed prior to any resident being admitted to the community


Resident Name: _____________________________________

Resident’s Social Security Number:   ________________________________
Resident’s Usual Residence:   __________________________________________________
Resident’s Sex:    ___ Female       ___ Male                          
Resident’s Martial Status:  ___ Single   ___Married  ___ Divorced   ___ Widowed

Resident’s Date of Birth: ______         ______           _________
                                            Month              Day                   Year
Resident’s Usual Occupation: __________________________________________________
Resident’s Emergency Contacts: 

First Contact:  ____________________________Relationship________________________
Address:  _________________________________________________________________
Home Telephone: _____________________  Cell Number  __________________________

Business Number:  _______________________________
Second Contact: __________________________Relationship________________________
Home Telephone: ______________________ Cell Number __________________________

Business Number:  _______________________________
Resident’s Physician: ________________________________________________

Address:                   ________________________________________________            

Telephone Number  ______________________   Fax Number: _____________________

Resident’s Pharmacy Preference: _____________________________________

Telephone Number: _____________________  Fax Number: ______________________

Resident’s Medicare/Medicaid Number: _______________________________________

