~N
Mountain View
Senlors’ Housing

MEDICAL ASSESSMENT - APPLICANT AUTHORIZATION

Self-Contained Apartments

| hereby authorize any physician, medical clinic, hospital who has records or knowledge of my health
to provide full information to Mountain View Seniors’ Housing, or any authority acting on their behalf.

Signature of Applicant DATE Signature of Witness

*PLEASE NOTE*

Our apartments are rented to independent Senior Citizens who are capable of taking care of
most of their own personal needs. The Board retains the right of approval or refusal of
resident applications. Any charge for the completion of this form is the responsibility of the
applicant.

Name of Applicant (please print): Phone Number:

Applicant Address:

How long has he/she been your patient?
1. Is the applicant capable of attending to his/her own personal needs? O yes O No

2. Does the applicant currently receive Home Care Services? ] yes [ No

3. Medical History:

4. Allergies:

5. Does the applicant have any substance abuse problems?
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6. Mental Condition:

[0  Normal
[0  Confusion/Forgetfulness
[J  Other
7. Physical Condition:
Speech [0  Normal ] Impaired
Vision [0  Normal 0 Impaired
Glasses [  Yes 0 No
Hearing [0  Normal ] Impaired
Other:
Mobility: Independent L1 Walking Aid [1  Wheel chair ]
8. Is there any other pertinent information you feel we should know regarding the applicant?
9. Is the applicant capable of maintaining a self-contained apartment? [ yes O No

Complete & Return to:

Mountain View Seniors’ Housing
Attention: Housing Coordinator
#401, 5314 — 50 Street
Olds, AB T4H 1N6

Signature of Physician: Examining Physician
(Please Print)
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