 ONEIDA ELDER SERVICES

ENROLLMENT FORM

DATE: ___/___/___
NOTE: The State & Federal Governments have requested that we collect the following information on individuals who receive our services. The information may be used to justify continued funding of our programs.
Name                                                                          Phone Number (          )                                                          

Address                                                                      Social Security Number Last four digits         /                       City                             State                Zip Code                     County                                        DOB    /       /          
OUR PROGRAM POLICY FOR SERVICES is as follows: 1) Elder aged 70 years and older. 2) Elders aged 55-69 years of age that are disabled/handicapped, living alone. 3) Elders aged 55-69 years of age, with health/safety issues.  The elders that are listed are our priority. 
Please check the appropriate responses:
Martial Status: ____Married

____Single

____Widowed
____Divorced

Maiden Name: _____________________________________

Veteran:
____Yes
____No

Living Arrangement:
____Lives Alone
____Lives with Spouse
____Lives with Others*
Do you:
____Rent
____Own




____How Many Others*
Race:

____Native American
____Caucasian
____Latino
____Asian
____African American

Tribal Affiliation:____________________________________________Enrollment Number:____________

General Health Status:
____Excellent
____Good
____Fair
____Poor*

*If Poor Please List Health Condition:                                                                                                                   __________________________________________________________________________________________

Do You Currently Have Any of the Following: ____Guardian   ____Power of Atty(Finances ____ Health___

    ____Medicare   ____Medicaid      ____Representative Payee

____ None of The Above

In Case of an Emergency ( Please Contact
Name: __________________________________________

Phone Number: (
) ____________________________

Relationship: ____________________________________

The above information is correct to the best of my knowledge. Any false statements, on any part of this enrollment form, are grounds for denial of services. All of the information on the enrollment form is confidential and will not be released to any persons unless I have signed an authorization form for release of information. This enrollment form becomes the property of the Oneida Elder Services.

_____________________________________________________________ 
___/___/___

Signature









Date

Please Return to

Oneida Elder Services
Service Coordinator, P.O. Box 365

Oneida, WI. 54155

Revised:  1/19/10 cjs


