	PERSONAL CARE HOME RELOCATION SHEET



	PERSONAL CARE HOME: 
	     

	Address:
	     
	City:
	     
	State:
	     

	Zip Code: 
	     
	Phone:
	     

	

	SECTION I
RESIDENT INFORMATION

	Resident’s Name:
	     
	DOB
	     
	Age
	   
	Sex
	 

	SS#
	     
	Medicaid: 
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	#:
	     

	Income Source(s) & Amount:
	     
	$      

	
	     
	$      

	Current Board & Care Monthly Charge:
	$     
	Date Last Paid:
	     

	
	Refund Due?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	

	SECTION II
  FAMILY / RESPONSIBLE PARTY / LEGAL SURROGATE:

	Name:
	     
	Relationship:
	     

	Address:
	     
	Phone:
	     

	Legal Guardian:
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	Rep. Payee: 
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	Power of Attorney: 
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 


	

	Name:
	     
	Relationship:
	     

	Address:
	     
	Phone:
	     

	Legal Guardian:
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	Rep. Payee:
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	Power of Attorney:
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 


	

	SECTION III
   HEALTH

	Advance Directive:
	     
	Living Will:
	     

	Doctor/Physician:
	     
	Phone:
	     

	Address:
	     

	Physical / Mental Health Status Including Diagnosis & Any Functional Limitations:

	     

	     

	     

	Mental / Behavioral Condition / Diagnosis / Status:

	            

	     

	     

	Medications:
	Rx Pharmacy: 
	     

	(Medication)
	(Dosage)
	(Schedules)

	     
	     
	     

	     
	     
	     


	     
	     
	     


	SECTION IV
  RELOCATION STATUS

	DATE OF RELOCATION:
	     

	

	REASON FOR RELOCATION:
	

	 FORMCHECKBOX 

	Substandard Care
	 FORMCHECKBOX 

	Court Order

	 FORMCHECKBOX 

	Adverse Action
	 FORMCHECKBOX 

	Fire

	 FORMCHECKBOX 

	No License
	 FORMCHECKBOX 

	Natural Disaster

	 FORMCHECKBOX 

	Other (please specify)
	     

	

	TYPE OF FACILITY:

	 FORMCHECKBOX 

	Personal Care Home
	 FORMCHECKBOX 

	Family Home

	 FORMCHECKBOX 

	Nursing Facility
	 FORMCHECKBOX 

	Hotel / Motel

	 FORMCHECKBOX 

	Board / Care
	 FORMCHECKBOX 

	Other
	     

	Is this a temporary Relocation?
	Y  FORMCHECKBOX 
   N  FORMCHECKBOX 


	Relocated by:
	     
	Phone #: 
	     

	

	FOLLOW-UP (date)

	DFCS
	     
	DPH
	     

	ORS
	     
	MH / MR / SA
	     

	OMBUDSMAN
	     
	OTHER
	     

	

	COMMENTS:
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