THE CEDARS

@F CGHAPHIL HILL

Date:

Finance Approved:

CONFIDENTIAL MEMBERSHIP APPLICATION

EXHIBIT A
PERSONAL DATA
Name: Address:
City: State: Zip Code: Telephone:
Email:
Date of Birth:
Single _ Partner: _ Married: Other: Widowed:
SECOND PERSON
Name: Relationship:
Email: Telephone:
Date of Birth:
OTHER CONTACT PERSONS (Children or nearest relatives)
Name: Relationship:
Address: City&State: Zip:
Email: Telephone:
Name: Relationship:
Address: City&State: Zip:
Email: Telephone:




FINANCIAL DATA

Approximate Assets (Net of all Debt): Amount Comments

1. Equity in Residence

Savings, CD’s (and other liquid assets)

. Investments

. 401(K)

. Trusts

2.
3
4. IRA
5
6
7

L R A R

. Combined Net Assets:

APPROXIMATE GROSS MONTHLY INCOME

Applicant Second Person
1. Social Security $ $
2. Pension or Annuity $ $

Source of pension or annuity:

(If this amount changes for second person in the event of applicant’s death, please state how much)

3. Other Income $ $
(Please specify or back or add additional page)
TOTAL GROSS
MONTHLY INCOME: $ $

MEMBER INSURANCE INFORMATION
Applicant Second Person

Medicare Number:

Supplemental Hospital Insurance
Carrier and Policy Number:

Do you have long-Term Care Insurance?

First Person: Yes|  |No [ | SecondPerson: Yes| | No[ |
If yes, please answer the following: First Person Second Person
Benefit Period

Assisted Living daily benefit
Skilled Nursing daily benefit
Inflation adjusted  (y/n)




PERSONAL HEALTH HISTORY: FIRST PERSON
Please confirm first person’s name:

Are you a smoker? Yes: No:

Please list any current medical problems and the approximate date of onset.

Please list the medications you are currently taking: indicate dosage, frequency, and when you started taking the

medication.

Please list all major surgeries, illness, or hospitalizations (include the approximate date).

Do you need assistance with the following? (If check Yes to any below, please provide explanation.)

Yes No
1. Eating
2. Walking (equipment such as a cane, crutches, walker,
wheelchair, and scooter will not be considered assistance) - -
Transferring
Toileting

. Bathing

3

4

5

6. Grooming
7. Dressing
8. Taking medications

9. Handling financial matters
10. Handling personal matters

11. Ability to obtain items needed for daily living

12. Other (please explain below)



General medical conditions: Please check any that relate to you and briefly explain below.

___Cancer with or without metastatic ___Heart Disease with or without a Pacemaker
__ Congestive Heart Failure __Psychiatric Disorder
___Diabetes __High Blood Pressure
__Liver Disease, Hepatitis, Cirrhosis __Alcohol and/or Drug Use Disorder
___Diabetes ___Dementia
__Kidney Disease __ Cognitive Impairment
__ Dialysis __Osteoporosis, with or without a history of fractures
__Vision Impairment/Blindness __ Strokes/TIAs
__Neurological Disease (Multiple Sclerosis, ___Hearing Impairment/Deafness

Muscular Dystrophy, ALS, Parkinson’s, ___Vision Impairment/Blindness

Post Polio Syndrome,) __Paralysis

__ Lung Diseases (Emphysema,
Chronic Obstructive Pulmonary Disease (COPD))

Explanations

Please list your primary physician’s: Name, address, telephone




PERSONAL HEALTH HISTORY: SECOND PERSON (if applicable)
Please confirm second person’s name:

Are you a smoker? Yes: No:

Please list any current medical problems and the approximate date of onset.

Please list the medications you are currently taking: indicate dosage, frequency, and when you started taking the

medication.

Please list all major surgeries, illness, or hospitalizations (include the approximate date).

Do you need assistance with the following? (If check Yes to any below, please provide explanation.)

Yes No
1. Eating
2. Walking (equipment such as a cane, crutches, walker,
wheelchair, and scooter will not be considered assistance) - -
Transferring
Toileting

. Bathing

3

4

5

6. Grooming
7. Dressing
8. Taking medications

9. Handling financial matters
10. Handling personal matters

11. Ability to obtain items needed for daily living

12. Other (please explain below)



SECOND PERSON (cont.) General medical conditions: Please check any that relate to you and briefly
explain below.

___Cancer with or without metastatic ___Heart Disease with or without a Pacemaker
__ Congestive Heart Failure __ Psychiatric Disorder
___Diabetes __High Blood Pressure
__Liver Disease, Hepatitis, Cirrhosis __Alcohol and/or Drug Use Disorder
___Diabetes ___Dementia
__Kidney Disease __ Cognitive Impairment
__Dialysis __Osteoporosis, with or without a history of fractures
__Vision Impairment/Blindness __ Strokes/TIAs
__Neurological Disease (Multiple Sclerosis, ___Hearing Impairment/Deafness

Muscular Dystrophy, ALS, Parkinson’s, ___Vision Impairment/Blindness

Post Polio Syndrome,) __Paralysis

__ Lung Diseases (Emphysema,
Chronic Obstructive Pulmonary Disease (COPD))

Explanations

Please list your primary physician’s: Name, address, telephone




Misrepresentation by the Prospective Member

If the prospective Member misrepresents either intentionally or unintentionally any information provided during
the membership process and subsequently becomes a Member of The Cedars, The Cedars, upon discovering the
misrepresentation, may revoke the Member's right to reside at The Cedars pursuant to the terms of the
Membership Agreement.

I HEREBY STATE THAT ALL INFORMATION PROVIDED IN THE CONFIDENTIAL MEMBERSHIP

APPLICATION FORM IS TRUE ON THIS DAY OF , 20

FIRST PERSON

SECOND PERSON

The Cedars of Chapel Hill L.L.C.
Marketing Representative

The Cedars is committed to providing quality care and services to people of all race, color, religion, or natural origin

EQUAL HOUSING R
OPPORTUNITY b
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