- "mOVIDENCE - P OMIDENCE

U Extended Care i Transitional Care

920 Compassion Circle Applicant Information Center

Anchorage, Alaska 99504 910 Compassion Circle
(SMOKE FREE CAMPUSES) Anchorage, Alaska 99504

Demographic Information (we require a copy of a valid photo ID)

Applicant Name: Spouse:

Home Address: DOB:

Home Phone# Cell # Work#

Social Security # Circle One: Married Never Married  Divorced Widowed
Do you have any of the following? Power of Attorney Legal Guardian Health Care Directive

***If above is check marked, please provide copy***

Spouse or Emergency Contact

Name:
Address:
Phone(s): Relationship:
Primary Insurance: Secondary Insurance:
*** |f primary insured is under 65 yrs old and still working or has a working spouse, private insurance will be primary.
Insurance (We require copies of all insurance cards) Check One: Have you been Hospitalized or in
Medicare # Part Aand B a SNF in the last 60 days?
Prescription Plan Part A Only If yes, please list when and
Member Rx ID# Part B Only where.
Medicaid# Nt?te: Medicaid cove'red
Applicants may be required to
If YES, Cost of €
.. pay a Cost of Care, as
? ?
If no have you applied in the last 30 days? when? determined by the Division of
*** plegse attach a copy of Medicaid application if pending*** Public Assistance. For

PRIVATE INSURANCE NAME: additional questions, you may

contact our Financial
Policy Holder's Name and DOB: Counselor at 907-212-9160.
Policy Number: Group#
Insurance Address: Phonett

Veteran's Administration#




