2175 E. Park Ave.
Chippewa Falls, WI 54729
Phone: (715) 720-6775
Fax: (888) 966-8821
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APPLICATION FOR ADMISSION

N2665 County Rd. QQ
King, WI 54946-0600

Phone: (715) 258-5586
Fax: (888) 966-8819

21425 G Spring St.
Union Grove, WI 53182
Phone: (262) 838-6700

Fax: (888) 966-8816

Department arranges to carry out its programs and activities.

The information requested on this application is authorized for collection by Ch. 45, Wis. Stats., and Wis. Adm. Code VA 6.01. The information collected is
used to determine eligibility for programs administered by the Department. Contact facility admissions for other eligibility requirements. Completing this
application is voluntary. However, failure to furnish the requested information may result in denial of eligibility for benefits.

WDVA does not exclude, deny benefits to, or otherwise discriminate against any person on the grounds of race, color, national origin, gender, disability, or age
in admission to, participation in, or receipt of the services and benefits under any of its programs and activities, and in staff and employee assignments to
members of a Wisconsin Veterans Home, whether carried out by the Department directly, through a contractor, or by any other entity with which the

Preference: (] Chippewa Falls (] King (] Union Grove
Admission Type: [ ] Respite [] Skilled Rehab [ ] Long-Term (] Pre-Registration
Eligibility: [ ] Veteran [ ] Veteran Spouse [ 1 Widowed Spouse [] Gold Star Parent

Applicant Information

Name (Last, First, Middle Initial)

City of Birth Date of Birth (mm/dd/yyyy)

/ /

Alternate Names (List any names you are or were previously known)

Preferred Name Mother’s Maiden Name

Current Mailing Address

Street Apt. #

City/ State Zip County

Have you lived outside of Wisconsin in the last 7 years? El No |:|Yes, where:

Social Security Number Gender Assigned at Birth | Race Religious Preference
- - [ ]Male [ ]Female

Home Phone # Cell Phone # Email Address

( ) - ( ) -

Marital Status

DNever Married EIDivorced l:l Separated EIWidowed, date of spousal death (mm/dd/yy): / /

DMarried. Date of marriage (mm/dad/yy): / / City/ State:

Former Occupation: Highest Grade Completed in School:

Have you ever been convicted of a felony? DNO
Nature of conviction:

[ Jves, list dates/ state:

Present Location: [_|Home [INursing Home [ _JHospital [ JAssisted Living [ _]Other facility
Facility Name and Date of Admission:
Funeral Home (Name, Address, City, State, Zip) Phone #
( ) -
| Military Eligibility and Information
(] Active Duty [ ] Reserves [ ] Combat Veteran (] Purple Heart Recipient [ ] Former POW
Service Dates From: To Branch of Service:

[INo

Service-connected disability?

| |Yes. Percentage:

% For:

Spouse’s Information

Name (Last, First, Middle Initial)

Maiden Name (if applicable)

Date of Birth (mm/dd/yyyy)
/ /

Social Security

Phone Number

( )

Number

Full Address (number, street, city, state, zip)

The most recent version of this application can be accessed at WisVetsHomes.com
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https://docs.legis.wisconsin.gov/statutes/statutes/45/v/51
https://docs.legis.wisconsin.gov/document/administrativecode/VA%206.01

[Primary Contact [ ] Healthcare POA/ Guardian [ ] Financial POA/ Guardian

Name Relationship

Full Address (number, street, city, state, zip) Email Address

Primary Telephone # Secondary Telephone #

( ) - ,:IHome Dell DNork ( ) - I:lHome DCeII DWork
[Secondary Contact [ ] Healthcare POA/ Guardian [ ] Financial POA/ Guardian

Name Relationship

Full Address (number, street, city, state, zip) Email Address

Primary Telephone # Secondary Telephone #

( ) - D—Iome ,:i’.‘,ell EIWork ( ) - ,:I Home DCeII ,:lWork
| Financial Disclosure The following financial information is required to determine eligibility for benefits and ability to pay.

Monthly Income Applicant Spouse

Social Security

Military Retirement (not VA)

VASC Disability Compensation

VA Pension

Other Income (wages, retirement)

©9 O O O O
& N N N N N

Total Monthly Income

Assets Applicant Spouse
Cash, Checking/ Savings Account

Investments/ CDs/ Stocks/ Bonds/ Securities

Trusts

Real Estate []Residence  [_] Other property

& N O P P
€ A A A P

Other (life insurance, prepaid funeral costs)

Has any property been sold or transferred, or a joint tenancy (ownership) established in the past 60 months (including cash and bank
accounts)? Applicant] INo [ ves Spouse:[ |No Yes

Medical and Health Insurance Information

Does the applicant have:
Medicare Part A: EI No DYes Medicare # (MBI):
Medicare PartB: [ No [ ]Yes

Medicare coverage with an Advantage Plan: : No : Yes  Carrier: Member ID:
Secondary/ Supplemental Insurance: : No | |Yes Carrier: Member ID:
Commercial/ Other Insurance: |_[No : Yes  Carrier: Member ID:
Medicaid: [INo []ves ___ Medicaid #

Medicare Part D (drug coverage): | _[No | _[|Yes Carrier: Member ID:
Other Prescription Drug Coverage: | _[No |__|Yes Carrier: Member ID:

A history of receiving care from the VA: : No |:| Yes

Facility Name and City Where Applicant Receives Primary Care Phone Number

( ) -

|, the undersigned, verify that the information provided on this application is true and complete to the best of my knowledge and authorize the
Wisconsin Veterans Home to verify any information provided. | further express understanding that | may be required to provide copies of bank
statements periodically to verify my financial status and that | must maintain my account as current.

Applicant/ Authorized Representative Signature Date

Commandant/ Designee Signature

The most recent version of this application can be accessed at WisVetsHomes.com
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