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Date Discharged

Date Admitted Hospital Name

Date Discharged

Date Admitted Hospital Name a8
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3 Please list all skilled nursing facility stays during the past 90 days: N/ A
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Date Discharged

Date Admitted ety SNF Name g
Date Discharged

4 Does resident have a primary or supplemental insurance HMO plan? If yes, we must have
a copy of the insurance card In order to contact the HMO plan prior to admission.
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 MONTHLY INCOME: —
Social Security $ \,LOO
Pension/Annuities $ O
IRA’s $ O
Interest/Dividend Income  § O
Rental Income \ 0O
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| | hereby warrant and represent that the financial information provided above 1s accurate and
complete. 1 understand that Valley Hi will rely upon it in making an admission decision, The
assets listed are in fact available to the Resident to pay for the Resident’s care.
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AUTHORIZATION for RELEASE of INFORMATION
O om\.D_\'sm&_Qra B/A/1A 6

(Patient/Resident Name
ime) (Patient/Resident Birth date)
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to release the following information from my medical records:

Va
MAR " Lab Reports
v
MEDS V" Therapy Notes
v’ History & Physical v/ Physician Orders

V" Last Date of Flu & Pneumonia Vaccine

OTHER:

\/ Last Date & Results of TB/Mantoux Vaccine

VALLEY HI NURSING & REHABILITATION
(Name of Facility)

To be sent to:

2406 HARTLAND RD. WOODSTOCK IL 60098 815-338-0458
(Address of facility) (Fax number)

Evaluation & Treatment

For the limited purpose of:

Information released is not to be further disclosed or used for any purpose other than that stated in this authorization.
It is understood that I have the right to revoke this consent in writing at any time. Apy rc.\'ocation slTall be in '
writing, signed by me and the signature witnessed by a person who can attest to my identity. No written revocation
of consent shall be effective until it is received by the person otherwise authorized (o disclose records and shall have
and copy the information

no effect on disclosures made prior thereto. 1 understand that 1 have the right to inspect . |
released. | further understand that my refusal to consent to the release of information specified will prevent

disclosure of such information to the facility or person named herein for the stated purpose.
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