
Today’s Date: ___________________				    Preferred Location: ______________________________

Name of Prospective Resident: ________________________________________________________________________

Age: ____________		  Sex: ____________		  Ht./Wt.: ____________

Date of Birth: _________________				    Previous Occupation: ____________________________

Spouse (how many years married or widowed): _________________________________________________________

Responsible Party: _______________________________	 Email Address: __________________________________

Phone #: ________________________________________

Address: ___________________________________________________________________________________________

Current Location of prospective resident (address): ______________________________________________________

Current living arrangement/precipitating event: _______________________________________________________

___________________________________________________________________________________________________

Medical Problems/ Diagnosis/ Surgeries (w/dates): ____________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Ambulatory: __________________________________	 Diet: __________________________________________

Continence: ___________________________________	 Sociability: ______________________________________

Cognitive capacity: _____________________________	 Primary language: ______________________________

Level of activity: _______________________________	 Sleep pattern: __________________________________

Activities of daily living and other activities with which resident needs assistance: ______________________________

___________________________________________________________________________________________________

Ability to evacuate in case of an emergency (needs assistance): ____________________________________________

Referral Source: _____________________________________________________________________________________

Date room needed: ____________________________		 If no rooms, interested in waiting list? ____________

Fidelis Residential Care Homes 

	  

Please mail or fax this form to:
Fidelis Care Group • 4636 Sanford Street • Metairie, Louisiana • 70006 • Fax: 504-302-9999

Prospective Resident Form
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