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AI-generated content may be incorrect.]The Evergreens – Expression of Interest form
Please note that submitting this Expression of Interest form is for planning and informational purposes only.  It is non-binding, does not create any financial obligations, and does not guarantee placement.  Your submission allows us to keep you informed as we move forward with opening the facility and helps us gauge interest in the community.
Confidential – For Internal Use Only	
I. Referral Contact Information
Referral Source: ☐ Self ☐ Family ☐ Case Manager ☐ Hospital ☐ Clinic ☐ Other:
Referral Contact Name: ______________________________________________________________________________
Agency/Facility (if applicable): _________________________________
Phone Number: _________________________________________________
Email Address: _________________________________________________
II. Applicant Information
Full Legal Name: ________________________________________________________________________________
Preferred Name/Nickname: _________________________________
Date of Birth: ____ / ____ / ______
Gender Identity: ☐ Male ☐ Female ☐ Other: ___________
Current Living Situation: ☐ Private Residence ☐ Nursing Home ☐ Hospital ☐ Other: 
Current Address: ___________________________________________________________________________________
Phone Number: ____________________
Email (if applicable): ____________________
Marital Status: ☐ Single ☐ Married ☐ Widowed ☐ Divorced
III. Primary Contact / Responsible Party
Name: ______________________________________________________________________________________________
Relationship to Applicant: _______________________________________________________________________
Phone: ______________________________________
Email: ______________________________________
Address: __________________________________________________________________________________________
Power of Attorney (POA): ☐ Healthcare ☐ Financial ☐ Both ☐ None
Guardian Appointed: ☐ Yes ☐ No If Yes, Guardian Name & Contact: ____________________________________________________________________________
 IV. Payor Source
Private Pay: ☐ Yes ☐ No
Managed Care Organization (e.g., Inclusa, My Choice, etc.): ______________________
Case Worker: ____________________________________________________
V. Medical History Overview
Primary Diagnosis: __________________________________________
Secondary Diagnoses: ________________________________________
Behavioral Health Diagnosis (if applicable): _______________________
Allergies (medications, food, environment): ________________________
Assistive Devices Used: ☐ Walker ☐ Cane ☐ Wheelchair ☐ Hearing Aids ☐ Glasses
Cognitive Status: ☐ Alert & Oriented ☐ Confused ☐ Memory Impairment
Behavioral Concerns: ☐ None ☐ Wandering ☐ Exit-Seeking ☐ Aggression ☐ Other: _______
Hospitalizations in Last 12 Months: _________________________________
VI. Activities of Daily Living (ADLs) Support Needed
	ADL
	Independent
	Needs Some Help
	Total Assistance

	Bathing
	☐
	☐
	☐

	Dressing
	☐
	☐
	☐

	Toileting
	☐
	☐
	☐

	Transferring
	☐
	☐
	☐

	Ambulation
	☐
	☐
	☐

	Eating/Feeding
	☐
	☐
	☐

	Medication Mgmt.
	☐
	☐
	☐


VII. Additional Information
Timeline for Admission: _________________________________________________________________________
Primary Care Provider/Hospital: ______________________________________________________________
Form Completed by: _____________________________________________________________________________
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