
Homeland Center  
Application 

 
Homeland Center provides equal opportunity for admission, 

regardless of age, sex, race, religious creed, color or national origin. 
 
 
Name:____________________________________ Phone:_______________________ 
 
Address:________________________________________________________________ 
 
Date of Birth:______________________________ Marital Status:_________________ 
 
Prior Occupation:___________________________ Education:____________________ 
 
Social Security #:___________________________ Medicare #:___________________ 
 
Primary Physician:__________________________ Phone:_______________________ 
 
Address:________________________________________________________________ 
 
Health Insurance: Please attach a copy of all current insurance cards. 
 
Life Insurance: $________________  Term __Yes  __No 
 
Family Members or Responsible Parties: 
 
Name:____________________________________ Relationship:__________________ 
Address:_______________________________________________________________ 
Home Phone:________________________ Work Phone:________________________ 
 
Name:____________________________________ Relationship:__________________ 
Address:_______________________________________________________________ 
Home Phone:________________________ Work Phone:________________________ 
 
Name:____________________________________ Relationship:__________________ 
Address:_______________________________________________________________ 
Home Phone:________________________ Work Phone:________________________ 
 
Monthly Income          Assets                Jointly Owned 
 
Social Security $__________         Savings        $__________   __Yes __No 
Retirement/Pension $__________         Checking       $__________   __Yes __No 
Interest  $__________         CDs       $__________   __Yes __No 
Other    $__________         Stocks/Bonds $__________   __Yes __No 
Other   $__________        Real Estate     $__________   __Yes __No 
Other   $__________         Other       $__________   __Yes __No 
TOTAL  $__________         TOTAL       $__________ 
 



 
Medical Conditions: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
      
Medications: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Care Level: 
 
___Personal Care ___Skilled Care ___Ellenberger Unit 
 
Need for Admission: 
 
___Immediate  ___6-12 Months ___Hold for Future Need 
 
************************************************************************ 
 
I affirm that I have answered all of the foregoing questions truthfully.  I am aware 
that more detailed information will be needed prior to admission.  I understand that 
all information is confidential and this application does not obligate Homeland 
Center or me in any way. 
 
______________________________________ _____/_____/_____ 
Applicant’s Signature     Date 
 
If a person other than the applicant is completing this form, please complete the 
following: 
 
Name:____________________________________ Relationship:__________________ 
 
Address:_______________________________________________________________ 
 
Home Phone:________________________ Work Phone:________________________ 
 
_____________________________________ _____/_____/_____ 
Signature      Date 
 

Homeland Center, 1901 North Fifth Street, Harrisburg, PA  17102-1598 
 717-221-7900 

 


