














OCEAN HOUSING ALLIANCE, INC  

605 Bay Ave

Point Pleasant Beach, NJ 08742

Phone: 732-899-2277 Fax: 732-714-1140
Residential Housing Application
            
Date of Application: __________

Name: _____________________​​​_____     Social Security Number: ____________________

D.O.B. __________________________     Phone Number: ___________________________

Current Address: ______________________City___________ State _____ Zip Code______  

Legal Guardian: __________________________________Phone Number________________

Address _______________________________ City __________ State _____Zip Code ______

Source of Income:  ________________________   Monthly Income: _________________

Medicaid #: _____________________________ Medicare #: ______________________

Other Insurance: __________________________________________________________

Emergency Contact: ___________________________ Phone #: ____________________

Current Address: ____________________City ___________ State _____Zip Code ________
Please state reason for seeking new residence: ____________________________________________________________________________

 ____________________________________________________________________________

____________________________________________________________________________

Psychiatrist: _______________________ Phone #: _______________________

Address: __________________________ City __________ State ______ Zip Code ________

Current Diagnosis, Medications and Dosage: ___________________________________________________________________________

____________________________________________________________________________      

____________________________________________________________________________

January 11, 2007
Medication Compliance History: ____________________________________________________________________________

Brief Psychiatric History:

 List History of Suicide attempts: ____________________________________________________________________________

____________________________________________________________________________
List History of Assaultive Behavior: ____________________________________________________________________________

List History of Arson: _________________________________________________________________________

 History of Substance Abuse: (Please include drugs used and dates)
Substance Abuse:______________________________________________________________

Alcohol Abuse: _______________________________________________________________

List past and present treatment: ____________________________________________________________________________

Date and reason for last hospitalization: ____________________________________________________________________________

____________________________________________________________________________

List Present Treatment Programs, Including Contact Information and length of time in the program:

List Previous Treatment Programs and reason for leaving:

Other Medical Information:

Current Primary Care Physician: _______________________ Phone #: _______________

List Medications Presently Prescribed: ____________________________________________________________________________

Specialist: ______________________ Phone #: ______________________

Diagnosis/Condition for which you are being treated:

Medical History: (include allergies, surgeries, chronic conditions, etc)

Legal history including year of incident: (include arrests, convictions, restraining orders, divorces, custody arrangements, etc.)
Please Attach Copies of: birth certificate; social security card; proof of income; recent psychiatric evaluation and medical reports which include current PPD, current medical exam and physicians’ medical certification. Completed applications with attachments must be mailed to Ocean Housing Alliance.

I understand that if any misrepresentation has been made by me and/or my legal guardian, I may be disqualified for consideration or dismissed from the residence if discovered at a later date. 
Name: ______________________________   Signature: ___________________ Date: _______

Legal Guardian: ____________________     Signature: ____________________ Date: _______
ONLY COMPLETED APPLICATIONS WILL BE REVIEWED. FAXED APPLICATIONS 

WILL NOT BE ACCEPTED.


ADVANCE DIRECTIVE FOR HEALTH CARE & PROXY DIRECTIVE

I understand that as a competent adult I have the right to make decisions about my health care. There may come a time when I am unable, due to physical or mental incapacity, to make my own health care decisions. In these circumstances, those caring for me will need direction concerning my care and will turn to someone who knows my values and health care wishes. I understand that those responsible for my care will seek to make health care decisions in my best interests, based upon what they know of my wishes.
TO MY FAMILY AND HEALTHCARE TEAM:
I, (Sign )__________________________________      (print)_____________________________ make this statement as a directive to be followed if for any reason I lose my capacity to make healthcare decisions. I recognize that I retain my right to make my own healthcare decision as long as I have decision-making capacity. 
INITIAL ONE:

_________ I direct that all like-sustaining procedures, including but not limited to CPR and artificially provided fluids and nutrition BE WITHHELD OR WITHDRAWN if I am ever, in the professional opinion of my physician and one other physician:

a. Permanently unconscious or

 
b. Terminally, incurably and/or irreversibly ill or

c. Have severe physical and/or mental deterioration from which I am not expected to recover.

_________ I direct that all life-sustaining procedures BE PROVIDED regardless of my physical and/or mental condition.

In either case, I direct that I be kept comfortable as possible.

Additional Instructions: ______________________________________________________________

____________________________________________________________________________________

Should there be any clarification needed on my above expressed wishes or should an unanticipated situation arise, I direct that healthcare decisions be made for me by (can NOT be your physician):
Name: _______________________________ Phone: ___________________________

Address: _______________________________________________________________

If the above named person is unable or unwilling to make healthcare decisions for me, I direct that healthcare decisions for me be made by (can NOT be your physician):

Name: _______________________________ Phone: ____________________________

Address: _______________________________________________________________

Signed: ______________________________________   Date ____________________

Witnesses (Must be 18 years old and cannot be person(s) named to make healthcare decisions)

Name: __________________ Signed: __________________________ Date: _________

Name: __________________ Signed: __________________________ Date: _________

Ocean Housing Alliance

ANNUAL PHYSICIANS MEDIAL CERTIFICATION
This form must be returned with the application
Doctor’s Name: ___________________________ 

Address___________________________________City_______________________ State __________

Phone number: __________________

THIS IS TO CERTIFY THAT I HAVE EXAMINED _________________________ (please print)

Address: ________________________________ City________________________ State__________

Phone number: _____________________________ and found he/she:

_____    DOES NOT HAVE NEED WHICH WOULD EXCEED THE LEVEL OF CARE PROVIDED BY   Ocean Housing Alliance, The Joan Valentine House.

______ IS FREE OF COMMUNICABLE DISEASE

_____ NOT IN NEED OF SKILLED NURSING CARE

_____ IS MODBILE UNDER HIS/HER OWN POWER WITH ASSITIVE DEVICES

_____ IS MOBILE UNDER HIS/HER OWN POWER WITH OUT ASSISTIVE DEVICES

_____ IF INCONTINENCE IS SUSPECTED HAS RECEIVED MEDICAL AND NURSING EVALUATION TO DETERMINE THAT THE FACILITY CAN PROVIDE APPROPRIATE LEVEL OF SERVICES FOR THE RESIDENT.

_____ IS CLEAR OF ANY LICE OR NITS, HAS BEEN EXAMINED FOR THESE PARASITES ON THE ENTIRE BODY.

_____ MUST BE COMPLETED AND SIGNED BY A MEDICAL DOCTOR

Doctor’s Signature_________________________________     Date______________
Date Completed Application Received: ______________________________________


Date Reviewed by Nurse: ___________ Signature: _____________________________





Date applicant interviewed by Executive Director and Administrator: _______________





Signatures:�����������������������_____________________________________________________________











PAGE  
3

