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Applicant’s full name: ________________________________________________________________________     
                                      First                                          Middle                                      Last
Phone Number (_______) ______________Mother’s Maiden Name:___________________________________
Home Address ________________________________ City _________________ State ____ Zip __________
Virginia resident?   ( Yes ( No         How long? ________  ( Months   ( Years
Where did you enter the service?________________________________ Place of Birth:____________________
                                                                        City                                                 State

Date of Birth ______/_____/______ Age _____ Sex _____ Social Security # ________-_______-__________

Marital Status   ( Single     ( Married     ( Widowed     ( Divorced     ( Separated      ( Never Married
Spouse’s Name _____________________________________________________    ( Living       ( Deceased

Applicant coming to VVCC from ______________________________             Do you smoke? ( Yes
( No
Desired date arrival ____/____/____   Expected Level of Care: ( Assisted Living ( Nursing Home ( Dementia Care


Military Service:  ( Coast Guard      ( Army     ( Navy     ( Marine Corps     ( Air Force

Service Number ___________________________Type of Discharge: __________________________________     
Date entered into service ___/_______/________        Date separated from service ____/________/___________
Do you have a copy of your DD-214?    ( Yes  ( No  

Have you received treatment at a VA Hospital?  ( Yes  ( No   Where:_________________________________

Are you Service Connected?  ( Yes  ( No       What  percentage ? _____________________________________

litary Information

Military Information

Have you ever been treated for mental illness (es)?  
( Yes  ( No     If yes, dates of treatment and name facility __________________________________________________________________________________________
Have you ever been treated for drug or alcohol problems?  
( Yes  ( No   If yes, dates of treatment and name facility ______________________________________________________________________________________________________________________
Hospital stays during last 6 months? ( Yes  ( No   If yes, dates of treatment and name facility ______________________________________________________________________________________________________________________
Resident of healthcare center in last year?  ( Yes  ( No     If yes, dates of treatment _____________________________________________________________________________________________ 


Applicant’s payment source
   ( Private funds      I have adequate personal funds available to cover at least _______________months of care.

   ( Medicare (number) _____________ 
   ( Medicare Supplemental insurance (name of carrier) _____________________________________________
· Medicaid (number) ___________ 
(  We have applied for Medicaid  ( Yes  (No    What county did you apply in?________________________                                                      
Applicant’s source of monthly income

   ( Retirement/Pension $_____________________________________________________________________
   ( Social Security Income (SSA) $ ____________________________________________________________
_
   ( Veterans benefits $ _______________________________________________________________________
   ( Supplemental Security Income (SSI) $ _______________________________________________________
_
   ( Other (identify) _____________________________________________ $ __________________________
Applicant’s assets
   ( Real estate (type/location/value) ____________________________________________________________
        ______________________________________________________________________________________
   ( Bank accounts (checking, savings, CDs, IRAs, other) (value) _____________________________________
    ________________________________________________________________________________________
   ( Life Insurance policies
        Type/carrier ______________________________________________
Cash value $ _____________

        Type/carrier ______________________________________________
Cash value $ _____________

    ( Burial and /or Irrevocable Trust  ( Yes  ( No      
Has applicant transferred ownership of any type of assets in the past 5 years?          ( Yes  ( No

If yes, asset and date of transfer ______________________________________________________________
Social Security check is made payable to the applicant?        ( Yes  ( No

If no, name of representative payee ____________________________ Relationship ____________________
Representative’s address: ____________________________________________________________________  
City _______________________________________ State ______________________ Zip ___________

A Responsible Party is held responsible for paying for the Veteran’s stay with the Residents Funds.
Responsible Party___________________________________________________________________________

                                          First


Middle                                         Last


Relationship to Applicant: ____________________________________________________________________


Address _________________________________ City __________________ State _______ Zip ___________
Telephone (home) ______________________(cell)_________________ (work) _________________________
Power of Attorney (POA)?  ( Yes  ( No          (If yes, include copy with application packet)
Are you a Court Appointed Guardian?  ( Yes  ( No     (If yes, include copy with application packet)
POA Name ________________________________________________________________________________
POA Address ________________________________ City ________________ State ______ Zip __________
POA Telephone (home) ___________________(cell)________________(work) ___________________________
I/We hereby confirm that all information stated herein is current and correct to the best of my/our knowledge, and no requested information has been withheld or misrepresented.  I/We authorize Virginia Veterans Care Center to verify any of the information herein.  I/We understand that falsification of the stated information may jeopardize admission into the VVCC.  I/We understand that all information will be kept confidential by Virginia Veterans Care Center and will not be released without my/our written permission.

______________________________________________________________
____________________

Applicant’s or Authorized Representative’s Signature
                                    Date

_

To start the application process, the following documents are also required:
1. The last 6 months of the applicant’s medical history, faxed from all the applicant’s health providers. Ask Dr’s office or VA to f ax information to (540) 982-1907.

2. A copy of both the front and back the applicant’s Social Security card, as well as copies of all insurance cards, e.g., Medicare, Medicaid and Blue Cross/Blue Shield.
3. A copy of Veteran’s DD-214 or Honorable Discharge.
4. A copy of any legal guardianship papers or Power of Attorney documentation.
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Virginia Veterans


Care Center


is now Smoke Free.


There is No Smoking on the property.








Military Information





HEALTH INFORMATION





FINANCIAL RESOURCES





RESPONSIBLE PARTY





REQUIRED ADMISSION SUPPLEMENTS











Mail Application & / or Address Questions to:


Virginia Veterans Care Center


Admissions Director


4550 Shenandoah Ave.


Roanoke, VA   24017





Please mail Application and Additional Supplements to:


Virginia Veterans Care Center


Admissions Director


4550 Shenandoah Ave.


Roanoke, VA   24017





Have questions or need assistance?


Call 540-982-2860


 Ask For 


The Admissions Department
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