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 Sanborn Place, Home Care & Day Services                                             

EFFECTIVE JULY 2009 WE ARE A SMOKE FREE FACILITY AND CAMPUS!

Studio Apartment_____________

One Bedroom Apartment__________

Wheel Chair Accessible____________[image: image2.jpg]
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   Sanborn Place & Homecare does not discriminate on the basis of race, color, religion, sex, national origin, sexual orientation, age, familial status or physical or mental disability in access or admission to its programs or employment, or in its programs, activities, functions or services

Applicant______________________________________________________________________

Address_______________________________________________________________________

_____________________________________________________________________________

Date of Birth___________________Sex_________SocialSecurity#_______________________
Telephone #_________________________________ EMAIL Address_____________________
Co-Applicant__________________________________________________________________
Date of Birth___________________Sex_________SocialSecurity#_______________________
Family Contact____________________________________ Telephone#______________________________________
Address____________________________________________________________________________________________________________________________________________________
Relationship _____________________________________

Emergency Contact______________________Telephone #_____________________________

EMAIL Address__________________________________

Race: (Optional Section: Information will be used for fair housing programs only, as required by State and Federal Laws.)         [   ] American Indian/Alaskan Native [   ] Asian or Pacific Islander       [   ] Hispanic [   ] Black (not of Hispanic origin)      [   ] White (not of Hispanic)

Income 
To qualify for a subsidized apartment, all sources of income must be listed including, but not limited to Social Security, pensions, interest, dividends, RAs and trusts.

 







    






                 Monthly Amount                                         Annual Amt                                                                             

Social Security_______________________________________________________________
S.S.I_______________________________________________________________________
S.D.I_______________________________________________________________________
V.A. Benefit__________________________________________________________________
Disability____________________________________________________________________
Employment_________________________________________________________________
Business____________________________________________________________________
 

Unemployment_______________________________________________________________
Trust_______________________________________________________________________
Interest____________________________________________________________________
Dividends___________________________________________________________________
Family Contribution___________________________________________________________
Other Income​​​​​​​​​​________________________________________________________________
	      Type of 

      Account
	Bank Name
	Account Number
	Average Balance
	

	      Checking
	
	
	
	

	       Savings
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	          CDs
	
	
	
	

	
	
	
	
	

	         Bonds
	
	
	
	

	         Stocks
	
	
	
	

	     Paid Up Life 

      Insurance
	
	
	
	


RealEstate_____________________________________________________________________

TrustFundOther_________________________________________________________________

Credit References

Name of Firm:_______________________________Account Number_____________________   


___________________________________Account Number____________________

____________________________________Account Number_____________________
Medical Expenses
Name of Health Insurance______________________________Cost________________mo/qtr/yr_________

Name of Health Insurance______________________________Cost________________mo/qtr/yr_________

Prescription Expenses ______________________________per year

Prescribed Over the Counter Medications ____________________________per year

Are there any special expenses for the care of household members who are handicapped or disabled?

_______________________________________________________________________________________

Do you have medical expenses that are not covered by insurance ?_________________________________

[   ] Eyeglasses ________________  

 [   ] Physical Apparatus __________________

[   ] Dental____________________   

 [   ] Incontinence Supplies________________

[   ] Hearing Aids/ Supplies________________        [   ] Private Home Care __________________

[   ] Other________________________ cost_________________

Priority Preference/Request for Services

Level of support:   [   ] Level III        [   ] Level II        [   ] Level I   

If you are applying for Priority Preference or would like to use services, Please check services below.

[   ]   Homemaking           [   ]   Medication Program

[   ]   Personal Care          [   ]   Cleaning                  [   ]   Laundry          [   ]   Meals  

Verification Documentation to be provided by: (example: Doctor, Current Service Provider, Case Manager)
_____________________________________________________________________________
Other Information

If you were offered an apartment, when could you move in? ___________________________
Do you have a pet? If so what kind? ________________________________

How did you hear about these apartments? ___________________________________________________

Vehicle Information: 

Make/Model_______________________ Year _________Color___________
License Plate#________________

Make/Model_______________________Year_________Color___________Licence Plate#________________

 Conviction Information:

Have you ever been convicted of, or pleaded guilty, or “no contest” to a demeanor or felony?____________ If yes, when _________________ what state________________

Explain:____________________________________________________________________________________________________________________________________________________
Please note that this is a preliminary application and in no way insures occupancy. Additional information may be requested to complete the processing of your application.

EFFECTIVE JULY 2009 SANBORN PLACE & HOMECARE 
IS A SMOKE FREE FACILITY AND CAMPUS!

I/We hereby verify that the information furnished on this application is true and complete, to the best of my/our knowledge and belief. Inquiries will be made to verify the statements herein. All information is regarded as confidential in nature. The right is reserved to request a consumer credit report, Criminal Offenders Record Information (CORI) report and a Sex Offenders Record Information (SORI). I /We certify that false statements or information are punishable applicable under State or Federal Law.
Signed under the pains and penalties of perjury authorize inquiries to be made to verify the statements above.

Applicant_____________________________________________Date_____________

Co-Applicant __________________________________________________Date________
Sanborn Place & Homecare

Your choice in Supportive living

Sanborn Place & Homecare
50 Bay State Road

 Reading, MA 01867

