ONL SENIOR CARE SERVICES INC.
CLIENT APPLICATION

CLIENT NAME:___________________________________________________________________

CLIENT DATE OF BIRTH: (M/D/Y )_________________________________________________

STREET ADDRESS : ________________________________________________________________

CITY: ______________________________________________________________________________

STATE: ___________________ZIP : ___________________PHONE: ________________________

OTHER PERSONS LIVING IN THE HOME: 

1.___________________________________________________________________________________

2.___________________________________________________________________________________

3.___________________________________________________________________________________

CHECK ALL THAT APPLY TO MEET YOUR INDIVIDUAL NEEDS:

LIVE-IN: ______   HOURLY: _______   SHIFTS: ________   DAYS: ______ EVENINGS: ______

NIGHTS: ________  WEEK - ENDS: _______  HOLIDAY RELIEVE: ________ 24 HOUR: _____

7 DAYS / WEEK :____  SUNDAY : ____ MONDAY : ____  TUESDAY : ___WEDNESDAY: _____

THURSDAY : _____  FRIDAY : ______   SATURDAY : _______.

CHECK  HOURS REQUESTING:

 (A MINIMUM  OF  2 HOURS)

8AM - 12 PM : ___________  OR _____________   OR _________

1PM -  5 PM : ____________OR  ______________OR ___________

_

6PM - 10 PM : ____________ OR ______________ OR ___________

11PM - 7 AM: _____________ OR ______________ OR ___________

CIRCLE   ASSISTANCE  NEEDED  FOR :

LAINDRY:     HOUSEPEEPING:  COOKING:  SHOPPING: IRONING : ERRAND:

GOING  FOR  WALKS:       KEEPING  COMPANY:       EATING:         GETTING  DRESSED:

READING:    READING & WRITING :   WATCHING  TV :  GOING  TO  THE  TOILET:

REMINDER  TO  TAKE  MEDICATIONS :    VISIT  TO  THE  DOCTOR :

PHARMACY  DROP  OFF / PICK  UP :     DROP  OFF / PICK UP AT  THE  CLEANERS :

ACCOMPANY  TO  SOCIAL  FUNCTIONS:      ACCOMPANY   TO   LUNCH / DINNER: 

YARD  SERVICES / MINOR  REPAIR / PAINTING                           

GRASS  CUTTING / MOWING:   EDGE  TRIMMING:    PLANTING  / MAINTAINING 

 FLOWER   BED:     CHANGING  LIGHT  BULB:         REPLACING  BATTERIES  IN  FIRE  

ALARM / CARBON  MONOXIDE   DETECTOR :        UNCLOGING  A  SINK :        PUTTING 

UP   WALL  HANGINGS :            PAINTING  /  PATCH  WORK:    

MINOR     ALTERATIONS
SEWING:       HEMMING:     ATTACHING   BUTTONS:  

ABOUT   YOU
MOBILITY   ( CHECK  ALL  THAT   APPLY)

WALKS: 

INDEPENDENTLY   WITHOUT  DEVICES ______ 

HAND  HELD _________

USES  WALKER  _______

USES   CANE  __________

USES  WHELLCHAIR  _______

BED  BOUND  _________

CHAIR  FAST  ________

TOILETING
CONTINENT __________

INCONTINENT  _________     AT  NIGHTS  ONLY  ________

NEEDS   REMINDERS  ________

USES    INCONTINENT   UNDERWEARS __________

ALL  OF  THE  TIME _______

AT  NIGHTS  ONLY  ________

ONLY  WHEN  LEAVING  HOME ______

USES  PULL - UPS / BRIEFS  ______   ATTENDS  _____    DIAPERS  ________  

AIDES    (  CHECK   ALL  THAT  APPLY)

EYE GLASSES ______

HEARING   AIDES  _______

DENTURES __________     FULL ______   PARTIAL  (UPPER / LOWER)  _______

COMMENTS: _______________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

EMERGENCY CONTACTS:

1.  NAME : _________________________________________________________________________

TELEPHONE  #:  HOME ____________________________________________________________

WORK : _______________________________ CELL  _____________________________________

ADDRESS: _________________________________________________________________________

CITY : _____________________________________________________________________________

STATE: __________________________________  ZIP: ___________________________________

2.  NAME : ________________________________________________________________________

TELEPHONE  #:  HOME  ____________________________________________________________

WORK: __________________________________   CELL  __________________________________

ADDRESS: __________________________________________________________________________

CITY : _______________________________________________________________________________

STATE : ______________________________ ZIP : __________________________________________

3.  NAME : __________________________________________________________________________

TELEPHONE #: HOME _______________________________________________________________

WORK: _________________________________ CELL _____________________________________

ADDRESS: ___________________________________________________________________________

CITY: _______________________________________________________________________________

STATE : _____________________________  ZIP:  __________________________________________

PRIMARY CARE PHYSICIAN: _______________________________________________________

TELEPHONE #: ______________________________________________________________________

ADDRESS: __________________________________________________________________________

CITY : ______________________________________________________________________________

STATE : __________________________   ZIP : __________________________________________

COMMENTS:_______________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

______________________________________________________              ______________________

SIGNATURE OF  CLIENT /  RESPONSIBLE   PARTY


       DATE

_______________________________________________                               _____________________

ONL  CARE  CO- ORDINATOR



                         DATE

