
 

 

 

 

 

 

 

 
 

APPLICATION FOR RESIDENCY 
 

Application Date: 
_______________________ 

Deposit Date: 
______________________ 

Move-in Date: 
_______________________ 

 

 
Primary Resident 
Name: __________________________________________________________________ 
Date of Birth: _______________________ Social Security #: ______________________ 
 
Secondary Resident 
Date of Birth: _______________________ Social Security #: ______________________ 
 
Address: ________________________________________________________________ 
Telephone: _________________________ Telephone: __________________________ 
 

 
Primary Contact/Responsible Party Information (If Applicable) 
Name: ______________________________________ Relationship: _________________ 
Address: ________________________________________________________________ 
Telephone: _________________________ Telephone: __________________________ 
 

 

Primary Care Physician     Physician Assessment Received 
Name: __________________________________________________________________ 
Address: ________________________________________________________________ 
Telephone: _________________________ Telephone:___________________________ 
 

 
Apartment Information 
Apt Type: __________________________ Apt #: ______________________________ 
Special Requests (if any): ____________________________________________________ 
________________________________________________________________________ 
 

This section is for office use only. 
Resident Assessment 
Date: ____________________________  Contact Person: _______________________ 
Place: ___________________________________________________________________ 

Level of Care determined: ⁯ Independent     Level 1     Level 2     Level 3      Level 4 

   $400             $800            $1200           $1600 


