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Cedar Lane Independent Respite Care Program

                                                                  Admissions Application
                                22680 Cedar Lane Court

Leonardtown, MD 20650

( Please complete both sides of application )
301.475.8966

Fax 301.475.1629
	Dates Desired for Respite Care:        Start:                                          End: 

(please note there is a 7 day minimum)

	

	Applicant’s Name:                                                                                                     Date: 

	                                        First                     M.I.                             Last

	Birth Date:
	Place of Birth:

	Social Security # 
	Citizenship:

	

	Current Address:

	City:
	State:
	Zip:

	Phone:
	Cell:

	Email Address:

	

	Spouses Name:

	Address:            

	City:              
	State:           
	Zip:

	Birth Date:
	Citizenship:

	Marital Status: (Please circle)     Single     Married     Widowed     Separated     Divorced 

	

	Do You Smoke? (Please circle)   Yes           No    

	

	Sponsor/ Emergency Contact Information:

	Who should we notify in case of emergency? 

Please include one person who has Power of Attorney (POA) to handle your personal and financial affairs.

	Sponsors Name:
	Relationship:

	Address:

	City:
	State:
	Zip:

	Phone:  (Home)                                             (Work)                                     (Cell)

	Power of Attorney?              Yes           No
	

	

	Name:
	Relationship:

	Address:

	City:
	State:
	Zip:

	Phone:    (Home)                                            (Work)                                       (Cell)

	Power of Attorney?              Yes           No
	

	

	Party Responsible for Payment: 

	Name: 

	City:
	State:
	Zip:

	Phone: 

	


Intake Information:

	Primary Care Physicians Name:
	Phone:

	Address:

	
	

	Additional Physicians: 
	Phone: 

	Address: 

	

	Additional Physicians:
	Phone: 

	Address

	

	

	Medicare #
	Medicaid #

	Other Health Care Card:
	Insurance Co:
	Group #

	


	Religious Denomination:
	Church/Synagogue Name:

	Address:

	Pastor/Rabbi/Priest Name:
	Phone: 


	Has a Living Will or Durable Power of Attorney been executed?                     Yes                   No

	


Applicant Signature or POA (copy of POA must accompany application)



Date:

Application must be signed by applicant or Power of Attorney for applicant and 

a copy of the POA must be submitted with the application.
How did you hear about Cedar Lane Respite Care?______________________________________


Cedar Lane Independent Respite Care services are private pay at the rate of $175 per day.
No insurance is accepted.
	Medical History

	

	Name: 
	Age:
	Birthdate: 

	Address:

	City:
	State:
	Zip:

	

	

	Current Medications: (include dosage, frequency, diagnosis/reason) 

If more room is needed please list meds on separate paper.

	

	

	

	

	

	

	

	

	

	

	Special Dietary Requirements:


	

	

	Allergies:  (Please include food and drug)

	

	

	

	

	Surgeries: 

	

	

	

	Other Important Information: 

	

	

	


www.cedarlaneapts.com








Date Received:_________  
Time Received:_________   Received By:_________


