rk

Care « Sorg

36 Escombe Ave, Parktown West,
JOHANNESBURG, 2193

P O Box 72061,
PARKVIEW, 2122
Registration:

Older Person’s Act, Sect 18.3: Reg No 28/2012

001-176-NPO
PBO No 930009409

BTW/VAT Reg No 4500110541

APPLICATION FOR ADMISSION

A.IDENTIFYING PARTICULARS OF APPLICANT:

Children- Female:

Ages of above:

Surname: Maiden Name:
Full Names: Also known as:
Identity number: Date of birth: Age: yrs
Attach a Certified
(Copy of ID) Gender: Male [ Female ]
Current Address:
Postal Code:
Telephone No: Home: Work: Cell No:
Marital Status Unmarried: Married: Divorced: Separated: Widowed: Traditional:
If married, full first
names of spouse | Name:
and address:
Address:
Tel No:
Home Language: Church Affiliation:
Number of Children: | Children- Male: How many are still dependent:

Name of person
applicant is staying
with if not living
independently:

Name:

Relationship to Applicant:

Contact details:

Tel: (011) 482-2060/1

Fax: (011) 726-8219

E-mail: socialworkerl@parksorg.org.za
Chairman: F Swanepoel

Executive Manager: C Botha

4 www.parkcare.co.za
a www.facebook.com/parksorg

Office Hours: 07:00 - 15:30 weekdays

“

Talel

Bank Details

Acc. Name:  Park Care Centre /
Sorgsentrum

Bank: ABSA

Branch: Fourways

Acc. Number: 2840970089
Branch Code: 632 005


http://www.parkcare.co.za/

B. MEDICAL INFORMATION

It is essential for the applicant’s placement in the correct section and planned nursing care that all details concerning any
current and previous illnesses, operations, accidents, mental health, allergies and other incidents be disclosed.

Medical Aid Details Name of private doctor / specialist:
Name:
Tel No.
Number:
PLEASE ATTACH COPY OF MEDICAL AID CARD:
Do you make use of state medical Yes: No: If yes, name of hospital:
services / hospital:
Diagnosis:
General Health Status: Good: Frail: Extremely Frail: Bedridden:
1. 9.
2. 10.
List of medication: 3. 1.
(Please provide a script if application is | 4. 12.
successful) 5. 13.
6. 14,
7. 15.
8. 16.
Mobility: Ambulant Walker Wheelchair Walking
stick/crutch
Orientation: Good: Fair: Poor:
Eyesight: Good: Fair: Poor;
Hearing: Good: Hard of Hearing: Deaf:
Sleep: Well: Poorly: With medication:
Speech: Good: Fair: Poor/Loss of speech
Swallowing: Good: Fair: Poor:
Wearing Glasses / Contact lenses: Yes: No
Dentures: Yes: No
Hearing Aid: Yes: No
Disabilities
List previous illnesses:
List operations done and the dates thereof:
Allergies: Medication Allergy: Food Allergy (Provide medical Other Allergy:
confirmation):
Diabetic: Yes: No:




Special Diet: Yes: No:
(Give details)
Incontinence: Urine: Bowels:
Regular use of Laxatives: Yes: No:
Regular diarrhoea: Yes: No
Previous treatment for Alcoholism/Alcohol abuse: | Yes: No
Previous treatment for Drug addiction/ Drug Yes: No
Abuse:
Previous treatment for Medicine abuse Yes: No
(Prescribed or Over the Counter)
Smoking: Yes: No
(Indicate when you have stopped smoking if relevant)

Dressing: Bathing:
Assistance needed with: Personal hygiene/care: Feeding:

(hair care, nails, shaving, efc)

Yes No
Treatment in Mental Health Hospital: Name of Hospital(s): Date(s):

Psychiatrist:

Name:

Contact details:

Any other relevant information regarding
applicant’s functioning or nursing care needs’:

Please ensure that all Devices & Aids are clearly marked.

C. FUNERAL ARRANGEMENTS

Funeral policy: Yes: No
Name of Undertaker & Contact details:

Burial: Yes: No
Cremation: Yes: No
Do you have a Will & Testament? Yes: No
Do you have a Living Will? Yes: No
(Please provide a copy)

Please note that Park Care takes no responsibility to pay or arrange the burial / cremation of any resident!




D. CONTACT DETAILS FOR FAMILY / FRIEND(S) IN CASE OF EMERGENCIES

(List Children’s names first)

1. Surname: First Names: Relationship:
Home Address: Code:

Postal Address: Code:

Tel (H): Tel (W): Cell:

E-Mail Address:

Occupation:

2. Surname: First Names: Relationship:
Home Address: Code:

Postal Address: Code:

Tel (H): Tel (B): Cell:

E-Mail Address:

Occupation:

3. Surname: First Names: Relationship:
Home Address: Code:

Postal Address: Code:

Tel (H): Tel (B): Cell:

E-Mail Address:

Occupation:

4, Surname: First Names: Relationship:
Home Address: Code:

Postal Address: Code:

Tel (H): Tel (B): Cell:

E-Mail Address:

Occupation:




E. FINANCIAL POSITION APPLICANT

Main source of Income; Investments: Pension: SASSA:

Yes: No: Yes: No: Yes: No:
Property (ies) owned: 1. Address: 2. Address: 3. Address:
Value of properties sold in last 15 1 R 2 R 3 R
years
Rental Income: 1. R 2. R 3. R
Investment Income: 1. R 2. R 3. R
Other Income: Describe 1. R 2. R 3. R
Declaration of Total Income: R Annual Income: Monthly Income: Family Support:

R R

NOTE: DG/OA Pensions to be paid over to the Home’s pay point after admission:

Bank Account Details:

Account Holder:

(Please attach 3 x months Bank: Branch Code:
statements) Account no

Who is responsible for your financial | Name: Contact No:
matters / Has power of attorney? Email

F. ACCOUNT PAYMENT

PLEASE NOTE: Annual Increase in fees every 1st of April

(Please provide proof of residence)

Details of person responsible for payment of the monthly boarding fee account:

Surname: First Name: Relationship:

Home Address: Code:
Postal Address: Code:
Work Address: Code:
Tel (H): Tel (W): Cell:

E-mail address:




G. HISTORY & BIOGRAPHIC INFORMATION

1. BACKGROUND
Where were you born and where did you grow up:

How is/was the marital relationship and how many children were born from this marriage? (Also mention previous
marriages if applicable):

2. HOUSING:
Where is the applicant living at present? If he/she is living with children or family, must he/she share the room? What level
of care is there? If the applicant lives alone, is he/she capable of maintaining the household?:

3. RELIGIOUS ASPECTS:
What role does religion play in your life:




4. HOBBIES AND INTERESTS:

How does the applicant occupy him-/herself during the day?:

6. MOTIVATION FOR THE ADMISSION OF THE APPLICANT:

What are the reasons for your wish to be admitted to the Centre? Is admission according to your own wishes and/or the
wishes of your next of kin?:

H. DECLARATION
|, the undersigned, hereby apply for admission to the abovementioned Centre and declare that | understand and agree to the
following:
a. The information provided in this application form is, to the best of my knowledge and belief, true and correct.
b. | acknowledge that the provision of false or misleading information constitutes fraud and may result in immediate
cancellation of the admission contract, with the resident being required to vacate the premises within 24 hours.
c. lunderstand that monthly boarding and lodging fees are payable in advance, on or before the seventh (7th) day of each
month. Such fees are non-refundable in the event of death or if the resident leaves the Centre for any reason.
d. I confirm that | am familiar with, and agree to comply with, the conditions of admission and accommodation, including any
amendments or additions thereto.
e. | acknowledge that the Centre reserves the right to relocate a patient/resident to another room or section if deemed
necessary by senior management, and | accept such decision.
f.  lunderstand that the Centre accepts no responsibility for the loss of cash, as safekeeping facilities are available at the
office.
g. | understand that the Centre accepts no responsibility for the loss of jewellery or other valuables, including cell phones,
and that families are advised not to leave valuables in the resident’s possession.
h. lacknowledge that firearms or weapons of any kind, including traditional weapons, are strictly prohibited on the premises.



i.  lacknowledge that the Centre is a smoke-free facility and agree to comply with the Smoking Policy.

j- lunderstand that when a patient/resident is escorted to hospital by an escort nurse, such escort will remain with the

resident until 16h00, after which responsibility transfers to the family, who must be present at the hospital prior to the escort

nurse’s departure.

k. lunderstand that the Centre does not provide transport to hospitals or medical appointments after hours, on weekends, or

on public holidays.

. lacknowledge that |, or my family, am responsible for providing all personal items and needs, including toiletries (including

toilet paper), adult incontinence products, clothing and footwear, medical care, medication, and related personal

requirements.

Signature of Applicant

Witness:

Name

Signature

Date

Date

OFFICE USE:

Source of Income:

Econ:

Sub-Econ:

Diagnosis at Admission:

Funeral Policy:

Yes

No

Name of Undertaker:

Contact No:

Burial:

Cremation:

Date of Leaving

Discharge:

Death:

Notes:




