
Resident Admission Form 

Facility Name:

PERSONAL DETAILS

Full Name:  

Preferred Name:  

Date of Birth:  

Gender:  ☐ Male ☐ Female ☐ Other

Marital Status: ☐ Single ☐ Married ☐ Widowed ☐ Divorced

Indigenous Status:  ☐ Unknown ☐ Aboriginal ☐ Torres Strait Islander

Primary Language:  

Cultural Background: 

Country of Birth: 

Residential Address: 

Phone:  

Email:  

1st Nominated Representative: 
Primary Contact 

Name:  

Address: 

Relationship: 



 

Phone:    

Email:    

 
2nd Nominated Contact: 
Name:    

Address:                 

Relationship:    

Phone:    

Email:     

 
 

LEGAL / AUTHORISED REPRESENTATIVES 
 
Power of Attorney / Guardian:  ☐ Yes ☐ No 

Name:    

Type:  ☐ Medical ☐ Financial ☐ Both 

Phone:   

Email:    

Advance Care Directive:   ☐ Yes (attached) ☐ No 

 
MEDICAL INFORMATION 
Medicare / Health Insurance No.:   

Pension / DVA No.:    

Primary GP and Practice Name:  

Phone:  

 
Is admission into Dementia Care / Memory Unit required: ☐ Yes ☐ No 



 

Are you a Smoker: ☐ Yes ☐ No 
 

 
FINANCIAL & ACCOMMODATION INFORMATION 
 
Accommodation Status 
Current housing: 
☐ Own home 
☐ Rent 
☐ Live in family-owned property 
☐ Community/Government housing 
☐ Other  

 
Is the home currently occupied by: 
☐ Spouse/Partner 
☐ Dependent family member 

 
 
Primary Income Source: 
☐ Age Pension 
☐ Disability Pension 
☐ Superannuation 
☐ Private Investments 
☐ Employment 
☐ Other  
 
Additional Income: 
☐ Rental income 
☐ Investment income 
☐ DVA payments 
☐ Supported living payments 
☐ Other government benefits 
 
How did you hear about us? 
☐Our Website ☐Friend ☐Family ☐Doctor ☐Hospital ☐Other 
 
Please Provide the following documents with this form:  
☐ ACAT Assessment or Referral Codes/support plan 
☐ Immunisation History  



☐ Copy of Medicare Card
☐ Copy Pension/DVA Card
☐ Copy of Private Health Insurance
☐ Certified Copy of EPOA – EG ☐ Certified Copy of POA
☐ If from Home - Health Summary from GP + Medication list
☐ If from Hospital - Care Plan
☐ If from Hospital - Discharge Summary
☐ Means-Tested Care Fee Assessment submitted

Please forward completed form by email admissions@standrew.com.au, or by post: 
St Andrew’s Village Ballina Ltd, 59 Bentinck Street, Ballina NSW 2478. Attention: Admissions
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