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Dear Applicant, please complete information in this box only and return to your physician.

Applicant’s Name _____________________________________Date of Birth ______________________

Applicant’s Address ____________________________________________________________________

Physician’s Name ______________________________________________________________________

Applicant’s Release of Information
I authorize my physician to release the medical information contained in this form (which 
includes mental health and substance abuse history) to Sylvia Ross Home at Ross Manor, 
understanding that it will be used exclusively for the purpose of determining my eligibility for their 
apartment assisted living residency. This authorization expires 30 days from date below. 

Applicant’s Signature _________________________________________ Date ______________________

Request for Physician Information
Dear Physician,  
Please return form to applicant after completing the following information.

Your patient is applying for a residency at our assisted living community. Sylvia Ross Home consists of 40 
apartments which provide supervision and assistance with activities of daily living, three meals per day, 
nursing case management, medication management, social and wellness activities, as well as housekeeping 
and laundry. Although Sylvia Ross Home has 24-hour care staff, please be advised, it is not a secured-
dementia community. Should you have any questions, please call us at 207-941-8400. Thank you!

Physician’s Signature ________________________________________  Date ______________________

Medical History
Current problems/issues ___________________________  Primary Diagnosis ______________________

Please indicate if the applicant has a history of any of the following diagnoses/problems (check all that apply):

☐ Alzheimer’s disease 
☐ Anxiety disorder 
☐ Cancer 
☐ Cerebral vascular accident 
☐ Coronary artery disease 
☐ Depression 
☐ Diabetes — Adult-onset  
☐ Diabetes Mellitus —Insulin-dependent  
☐ Difficulty swallowing 
☐ Drug-resistant organism (MRSA, VRE) 
☐ Hearing impairment 
☐ Incontinence 

☐ Multiple sclerosis 
☐ Other dementia 
☐ Parkinson’s disease 
☐ Psychiatric disorder 
☐ Pulmonary disease (asthma, COPD) 
☐ Recent falls (within the past 30 days) 
☐ Seizure disorder 
☐ Substance abuse 
☐ Syncope 
☐ Tuberculosis 
☐ Visual impairment 
☐ Other _________________________________



Physical Functioning
Please indicate the level of assistance, if any, the applicant requires with each of the following activities:

Bathing, dressing, grooming and personal hygiene ______________________________________________ 
Mobility (specify if applicant uses mechanical devices) ___________________________________________ 
Transfers (from bed to chair, standing to a seated position) ________________________________________ 
Is the applicant a one or two person assist? ___________________________________________________

Cognitive/Behavioral Patterns 
Please indicate whether applicant has difficulty with any of the following (if yes, please explain):

Any behaviors which would be disruptive or impede the applicant from successfully living in an assisted living 
community environment?   ☐ Yes   ☐ No  ___________________________________________________ 
___________________________________________________________________________________

Daily decision-making ability?   ☐ Yes   ☐ No  ________________________________________________ 
___________________________________________________________________________________

Long-term memory?   ☐ Yes   ☐ No  _______________________________________________________ 
___________________________________________________________________________________

Short-term memory?   ☐ Yes   ☐ No  _______________________________________________________ 
___________________________________________________________________________________

Wandering/elopement risk?   ☐ Yes   ☐ No  __________________________________________________ 
___________________________________________________________________________________ 

Allergies and reactions __________________________________________________________________ 
___________________________________________________________________________________

Special dietary needs ___________________________________________________________________ 
___________________________________________________________________________________

Please indicate if the applicant requires any of the following treatments or procedures:   ☐ Chemo/Radiation    
☐ Dialysis   ☐ Feeding Tube   ☐ Ostomy   ☐ Oxygen   ☐ Suctioning   ☐ Urinary Catheter

Last hospitalization; please specify date and reason for admission ___________________________________

Psychiatric hospitalizations; if any, please explain _______________________________________________

Surgical history; please list procedure(s) and date(s) _____________________________________________

Other ______________________________________________________________________________

Current Medications
Please list the name, dose and frequency of each medication.  ______________________________________ 
___________________________________________________________________________________ 
Is applicant able to administer own medications safely?   ☐ Yes   ☐ No 
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Ross Manor is a sister facility with Stillwater Healthcare, affiliated with 
Rosscare and First Atlantic Healthcare and a member of       EMHS. Together We’re Stronger


