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Thank you for your interest in Merrimack County Nursing Home. Please complete the admission application and
medical records release included in this document. For us to complete a proper evaluation, all questions must be
answered to the best of your ability, especially those pertaining to financial assets. Please review the list below
and email, hand deliver, fax or mail copies of the required documentation to:

Admissions Fax: 603-796-2880

Email: jstevens@mcnhome.net

lgattermann(@mcnhome.net
cmurdough@mcnhome.net (Assisted Living)

Mailing Address:

Merrimack County Nursing Home
Attn: Admissions

325 Daniel Webster Highway
Boscawen, NH 03303

Required Documentation with Application:

Authorization to Obtain, Use or Disclose PHI (included in this document).
o These must be signed by the Applicant, Legal Guardian, or Healthcare POA if it has been activated by a
physician (Proof Required)
Insurance Cards: Medicare, Medicaid including NH Healthy Families, WellSense, or AmeriHealth
cards, Supplemental, Private Insurance, Medicare Advantage Plan and any Prescription Plan cards
Social Security Administration Benefit Verification Letter
Durable Power of Attorney (DPOA) Healthcare & Financial, Living Will, and/or Guardianship papers
o If Applicable: Medical Provider’s letter stating that DPOA has been activated
Current Bank Statements (6 Months)
Current Pension Award Letter
Trust, Real Estate & Other Financial Asset Information
Pre-paid Burial/Funeral Documents/Agreements
DHHS Authorization For The Release of Information (included in this document)
o This form must be signed by the Applicant, Legal Guardian, or Financial POA (it cannot be
signed by the Healthcare POA)
Covid Vaccination Card
Pacemaker ID

Please Note: You will not be added to our wait list until:
1. Application is received without omissions

2. All required documentation noted above is received.

Should you have any questions regarding the application process, forms, or questions about the facility, please

do not hesitate to contact the admissions office for assistance.
Thank You,
The Long-Term Care Admissions Team

Merrimack County Nursing Home
325 Daniel Webster Highway, Boscawen, NH 03303

Phone: 603-796-2165 Fax: 603-796-2880
PLEASE NOTE: WE ARE A NON-SMOKING FACILITY



%‘ .Merrimack County
g New Hampshire

/‘;7 3 Oy op o F

ADMISSION APPLICATION
[1 Assisted Living [] Long Term Care
Applicant’s Name: Prefers to be called:
Primary Address:
Does applicant Live Alone? [ Yes [ No Does Applicant Live with Others? [] Yes [ No
Current Location: (JHospital 0 Home [ Other If Yes, Who:
Home Phone: Mobile Phone:
Email:

Other Address (if living with someone):

Hospital/Rehab Hospital being referred by:

Telephone No./Social Worker @ Hospital:

Personal Information of Applicant:

(1 Male [1 Female DOB: Social Security Number:
Military Service? L] Yes [ No Military Branch:
US Citizen: [Yes [INo Place of Birth:

Marital Status: [0 Married [ Separated [ Divorced [ Widowed [0 Never Married

Maiden Name:

Ethnicity: [0 Hispanic or Latino Race: O Asian
O Not Hispanic or Latino

D1 Prefer not to answer [0 White O Prefer not to answer

Primary Language:
L] English [ Other:

Special Language Needs Required:

[ Black or African American [J American Indian or Alaska Native

[ Native Hawaiian or Other Pacific Islander

Contact Person Regarding this Application:
Name: Relationship:

Address:

Home Phone: Mobile Phone:

Email:

2nd Contact: Relationship:

Address:

Home Phone: Mobile Phone:

Email:

Merrimack County Nursing Home
325 Daniel Webster Highway, Boscawen, NH
Phone: 603-796-2165 Fax: 603-796-2880



Guardianship/Durable Power of Attorney
Legal Guardianship: [J No [ Yes:

[ of Person: Guardian Name: Relationship:
Home Phone: Mobile Phone:

[] of Estate: Guardian Name: Relationship:
Home Phone: Mobile Phone:

Durable POA (Health) [1No [1 Yes: Name: Relationship:
Home Phone: Mobile Phone:

Durable POA (Finance) [1 No [ Yes: Name: Relationship:
Home Phone: Mobile Phone:

Is DPOA Healthcare activated/invoked? [J Yes [ No
Activation letter required from medical professional if activated/invoked

Copies of these document(s) required if applicable

Advanced Directives/Advanced Care Planning:

Living Will 0 Yes U No
Do Not Resuscitate O Yes OO No
PORT/POLST O Yes O No
Do Not Hospitalize O Yes O No
Organ Donor O Yes O No
Prepaid Funeral O Yes O No
Prepaid Burial O Yes O No Ifyes, name of Cemetery:

Funeral home you prefer us to call in the event of death

Copies of these document(s) required if applicable

NH Medicaid:
Have you applied for NH Medicaid for Community Services (CFI) and/or Nursing Home Benefits?
LI No [ Yes: MID#:

Re-Determination Date:

Case Manager: Phone:

Email:

Payment Source for Assisted Living or Nursing Home Stay:
Private Funds [JYes [JNo
NH Medicaid LI No [ Yes: MID#:

Long Term Care Insurance I No [ Yes: Policy #:

Long Term Care Insurance Company Name:

Address:

Phone#:
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Insurance Information:
Private Funds: [ No [ Yes
NH Medicaid: [0 No [ Yes MID#:

Case Manager: Phone#:

Email:

Medicare: 0 No [ Yes: MBI#:

Medicare Replacement (Medicare Advantage Plan): LI No [ Yes:

Medicare Replacement Company:

Medicare Replacement Policy#:

VA Benefit: [ No [ Yes: Policy#:

Supplemental Insurance [] No [ Yes: Insurance Company Name:

Policy#: Group Number:
Address:
Phone#:
Enrolled in Medicare “D” Prescription Drug Program [1 No [ Yes:
Company Name:
Policy #:
Provide copies of all cards; front and back
Assets:
Real Estate ONo O Yes: Value $
Savings Account: O No [OYes: Value $

Checking Account [ONo [ Yes: Value$
Retirement Account(s) [1No [ Yes: Value $

Stocks/Bonds (ONo [ Yes: Value $
IRA/CD ONo [ Yes: Value $
Trust(s) (ONo [ Yes: Value $
Life Insurance O No [Yes: Value §

Have you transferred/gifted assets or property within last 5 years? (1Yes [] No
Monthly Income Source(S)/Assets:

Social Security: LONo [OYes:$ / Frequency:

Pension Check: LONo [Yes:§ / Frequency:

Name/Address of Pension Company:

Other Income: ONo [ Yes: $ / Frequency:

Copy of last 6 months of statements required
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Primary Care Physician:

Doctors:

Address:

Phone#:

Specialist:

Address:

Phone#:

Specialist:

Address:

Phone#:

Specialist:

Address:

Phone#:

Specialist:

Address:

Phone#:

Hospital Resident Prefers for Treatment:

[] Concord Hospital, Concord

[] Concord Hospital, Franklin

Additional Information about Applicant:

Previous Occupation:

Last Place of Employment:

Highest Level of Education Completed:

Food:[[] No[] Yes:

Religion: Active Church Member? [] Yes []No
Church Name: Pastor:
Allergies

Medications:[ ] No [] Yes:

Environmental: [ ] No [JYes:

Other: [JNo[]Yes:
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Medications (list all below or attach current medication list):

Who sets-up Daily Medications? Who administers Daily Medications?

Nutrition:

Current Diet:

Diet Restrictions: [] No [] Yes: Explain:

Height: Weight:

Diagnoses (list all below or attach a list)
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COVID-19 Vaccination Status:

Covid 19 Vaccination Received: [INo [ Yes
L1 Pfizer Date of Dose(s):
] Moderna Date of Dose(s):

[1 Johnson & Johnson Date of Dose(s):

[ Other (specify manufacturer):

Provide Copy of Covid Vaccine card front and back

Permissions:
Permission to Receive Annual Flu Vaccine: [ONo [JYes Date Last Received:
Permission to Receive Pneumococcal Vaccine: [J No []Yes Date Last Received:
Permission to Receive COVID-19 Vaccine: O No [ Yes Date Last Received:

Provide Copy of Immunization History

Mental Health and Counseling Services:
Inpatient Services in the Last Two Years? [] No []Yes
Facility Name:

Facility Phone#

Facility Address:

Date(s) of Admission:

Outpatient Services in the Last Two Years? [1No [Yes
Facility Name:

Provider Name:

Provider Phone#:

Provider Address:

How long has applicant been seeing this provider:

Comments/Pertinent Information explaining why applicant needs to be placed in

Assisted Living or Nursing Home:

Signature of Person Completing Application Date of Application
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Merrimack County Nursing Home
325 Daniel Webster Highway, Boscawen, NH 03303
Phone 603-796-2165 Fax 603-796-2880
Authorization To Obtain, Use or Disclosure of Protected Health Information

Name of Resident (type or print) Date of Birth:

I hereby authorize the Merrimack County Nursing Home to Obtain, Use and Disclose my health information as indicated
below. I understand that this release is voluntary and that I may revoke this authorization at any time except to the extent that
action has been taken in reliance on this authorization. I also understand that if the individual or organization authorized to
receive this information is not required to comply with current privacy regulations, my health information may be disclosed
to others and no longer protected by current state and federal privacy regulations.

I hereby authorize the obtaining/release or use of the information checked and/or listed below for the time period beginning
on and ending on :
or upon the completion of the use of the information for the purpose it was intended, whichever is earlier

Facility/Agency/Physician Address Phone Fax
Facility/Agency/Physician Address Phone Fax
Facility/Agency/Physician Address Phone Fax
Facility/Agency/Physician Address Phone Fax

[ ] Billing Statements [ ] Laboratory Reports [ X' ] Progress Notes

[ X] Care Plans [ X] Medical / Treatment Records [ ] Social Info

[ ] Complete health care record(s) [ ] Minimum Data Set [ ] Transcribed Reports

[ ] Consults [ ] Nurses’ Notes [ ]1X-Ray Reports

[ ] Dental Records [ ] Ophthalmic Records [ X ] Other — Immunization Hx

[ ] Discharge Summary [ ]Pathology Reports [ ] Other

[ ] Emergency Care Records [ ]Patient Care Referral forms 1&2

[ X ] History & Physical Examination [ 1Photographs, or other images

The information checked and/or listed above is to be released to: _Merrimack County Nursing Home
for the purpose(s) of _Pre-Admission Screening

I understand that I may revoke this request at anytime by providing the facility with my written notice of such revocation.

I understand that I may inspect and copy any information used or disclosed under this authorization. I understand that a fee
may be charged for such copying services

Date: Signature of Resident:

Printed Name of Resident:

Date: Signature of Authorized Representative:

Printed Name of Authorized Representative:
Relationship to Resident:

Date: Signature of Witness:

Printed Name of Witness:

A copy of this record must be provided to the person making the request and a copy must be filed in the medical record.

MCH-2-HIPAA 11/13



State of New Hampshire Authorization to Release of Information (t)
Department of Health and Human Services Long Term Care
Division of Family Assistance November 2011

AUTHORIZATION FOR THE RELEASE OF INFORMATION

[, the undersigned, understand that from time to time

Print Your Name
the Health Care Facility Merrimack County Nursing Home

Health Care Facility
May require certain information about assistance | am applying for or receiving from the NH
Department of Health and Human Services, Division of Family Assistance (DFA). | hereby authorize
DFA to release the following information to the Health Care Facility for the specific purposes outlined
below:

Type of Information Purpose for Requesting this Information
Date of DFA application(s), expected date of Basic administration of my long-term
eligibility, what my patient liability is and the care/nursing home assistance.
begin date.
Date my Medicaid case opened and my Processing of Medicaid reimbursements for
Medicaid Identification Number(s) payment to the long-term care facility for my

care.

Sharing eligibility information, which can be used | Processing the initial and redetermination
to determine eligibility such as income and application for Medicaid assistance.
resources.

Reason for the denial of my application such as | Basic administration of my long-term
income or resources, transfers, failed to provide | care/nursing home assistance.
information, ect.

I understand that | have the option to provide any or all of the requested information myself.

I understand that any use of the above information inconsistent with these purposes is
forbidden.

I understand that the long-term care facility may not release information provided under this
authorization to any other person without my written permission.

Signature Date

If the signature above is not that of the person to whom the requested information pertains, the
relationship of the signer to that person must be indicated, the signature must be witnessed, and
verification that the signer has the authority to represent the person in these matters with DFA
must be provided upon DFA request.

Relationship to You Witness Date




Merrimack County Nursing Home Pre-Admission Report

Please complete the following questionnaire to the best of your ability with information pertaining to the
person who will be admitted to the facility.

Name:

Nickname:

DOB:

What is their long-term plan: to return home, to remain at MCNH long term, or to transfer to another facility?

Explain briefly what has led to the decision to apply for nursing home level of care:

Have they had any other nursing home/skilled rehab stays? [] Yes [] No
Where is the resident currently?
Describe, briefly, their diagnoses:

Previous Address:
What is their current living situation: alone, with spouse/partner, with family, etc.:

Were they or have they ever received any in home services in the community? [] ves [ ] No

ADVANCE DIRECTIVES AND CONTACT INFORMATION

Contact Person:

Address:

Home Phone:

Work Phone:

Is there an established POA for Healthcare in place? [] Yes [_] No

Is there a Living Will in place? [dves [ No

Would the resident want to receive CPR in the event of a cardiac or respiratory arrest? [ ] Yes [_] No
s there a Legal Guardian in place?[]ves [No

SPECIAL NEEDS

What is their smoking history, if any ?

Diet/Dietary Needs:

Weight/Height:

Do they have glasses?[Jves [] No

Who is their eye doctor, if known:

Where were glasses purchased, if known:

Do they have hearing aids? [] Yes [ ]No

What assistive devices do they use, if any? [] Cane [] Walker [] Wheelchair

Are they currently using oxygen?[] Yes [] No
Do they have dentures/partials? []Yes []No

FUNCTIONAL STATUS

How is their vision?

How is their hearing?

Do they have a fall history? [ ] ves [ ] No

Is the person at risk of exit seeking, wandering, or becoming intrusive to others?[] Yes []No

Do they need assistance dressing, bathing, using the bathroom, mobility, or transfers? If so, what does that look like for you?

What is their cognition?



CUSTOMARY ROUTINE

Do they stay up late? [Jyes[] no

Do they nap regularly? [ Jyes[] No

What is their customary sleep pattern?

Do they go out during the day/week with others? [ Yes []No
What are their hobbies/routines?

Do they spend most time alone or watching TV? [Jves [JNo
Are they able to ambulate/move around independently (with an assistive device if necessary)? []ves []No
What are the foods that they like/dislike?

Do they enjoy snacking?[] Yes [INo
Do they consume alcohol? [ ves[] No
Do they like to get up and dressed for the day or prefer more comfortable or lounge clothes?

Do they wake at night to use the bathroom? [] yes [] No

Do they have regular bowel movements? [ ] Yes [] No

Do they prefer baths or showers? [ ] Bath [_]Shower

What time of day would they prefer to have one?

Do they have daily contact with friends or loved ones? [] Yes [ ] No
Do they like animals? [] Yes[]No

What kinds of group activities do they enjoy, if any?

What is their religious preference?

Is their faith important to them? [] yes [ JNo

Would they want to attend services? [] Yes [] No

What are some prior interests/activities that they had in their life?

Were they ever involved in any community activities? [] Yes [] No
Do they have any music preferences?

MENTAL HEALTH
Are there any mental health or behavioral health problems that they have experienced recently?

How are they coping with these changes?
Are there any challenging behaviors that the staff should know about?
Is there anything that brings them comfort or relaxes them if/when they are escalated?

Any other comments:





