
     Fa             
                    Father Murray Nursing Center 
 

Personal History Form 
 
Prospective Resident’s Name:__________________________________ DOB:________  Age:_______ 
 
Martial Status:Married   Single    Widowed   Separated   Divorced      Sex: M   F        Birthplace_____ 
 
Religion:_______________  Church or Parrish:____________________ Citizenship:_______________ 
 
Current Address:____________________________________________________________________________ 
 
Applicant’s Current Living Situation: Alone at Home   Hospital   Nursing Home   Other   If other, explain: 
__________________________________________________________________________________________ 
 
Education/Occupation:_____________________________ Primary Language:______________________ 
 
Hospitals, Nursing Homes or other Facilities Applicant has Resided in during the last Six Months. Please list the  
 
most current Resident First:____________________________________________________________________ 
 

Emergency Contacts 
 
1. Name:_____________________________________ Address:_____________________________________ 
 
City:____________________ State/Zip:________________ Phone:________________________________ 
 
Relationship:_______________________________________________________________________________   
 
2. Name:_____________________________________ Address:_____________________________________ 
 
City:____________________ State/Zip:________________ Phone:________________________________ 
 
Relationship:_______________________________________________________________________________   
 
 

Insurance 
Social Security:________________________________ Blue Cross/Blue Shield No.______________________ 
 
Medicare No.__________________________________ Medicaid No._________________________________ 
 
Veteran Serial and Claim No._____________________ Other Health Insurance: ________________________ 
 
I agree to attend to the business affairs of the applicant by assuring that the monies due to the Nursing Care 
Center are paid in accordance with its policies. 
I authorize release of this information to Extended Care Facilities for the purpose of locating a placement. 
 
Signature (Applicant or Responsible Party)_____________________________________ Date:_____________ 
 


