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CLEARVIEW ADMISSION AGREEMENT 
 
Clearview  
199 Home Road, Juneau, WI 53039 
Phone: (920) 386-3400
 
 
Name____________________________________________________________________ _____  
 (first)              (middle)          (last)            (likes to be called)  
Previous Address/Phone Number   
_____________________________________________________________________________ ____ 
(street, city, state, zip, phone #)                                                  
D.O.B.____________         Gender (Circle)   M   F       Marital Status (Circle)   S    D    M   W 
 
Primary Contact Person(s): 
1.  Name________________ ______________Phone (h)_________________  (wk)_________________ 
     
 Address___________________________________________________________________________ 
 
Relationship____________________  Legal Status _______POA/HC; _______Guardian of Person 
 
2.  Name__________________________ Phone (h)___________________  (wk)___________________ 
    
  Address___________________________________________________________________________ 
 
Relationship____________________  Legal Status _______POA/HC; _______Guardian of Person 
 
Physician Choice(circle one): Clearview’s  Other(Name/#)__________________________________ 
 
To Whom may Clearview tell specific medical information if they inquire? 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
Name/Address/Phone # of Funeral Home 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
Has the applicant been hospitalized in the past 30 days?  _____yes _____no 
If yes, where?________________________________________________;  when?_______________ 
 
Has the applicant ever lived in any retirement/nursing home/swing-bed unit?  _____yes  _____no 
 
If yes, where? ________________________________________________;  when?_______________  
 
Do you have prescription drug coverage? _____Yes _____No; If yes, please provide appropriate card and 
indicate the name of the organization/plan and the policy number:  
 
_________________________________________________________________________________________ 
 

For Office Use Only 
Admit Date:__________________ CVN/CV: #______________ 
Admitted From:________________________________________  
Voluntary/Protective Placement  (Circle) MR#:______________ 
 Payment Source:___________________  LOC:_______ 
County of Responsibility:________________________________ 



 2

 
CLEARVIEW ADMISSION AGREEMENT 

 
Resident Name_____________________________ Social Security#__________________________ 
When paying for my stay at Clearview, I have the following sources of income:  (provide copies) 
_____Medical Assistance; # ___________________________      ______Long Term  Care Insurance 
_____Medicare; # ____________________________________      ______Private Pay Status  
_____Pension _____ Social Security Benefits:$_____/mo _____ Other:_________________________ 
Other Health Insurance or Supplement (if applicable) – Policy#_ ___________________ Name of Company 
_________________________ _____________     Is this an HMO? ____yes__ _no 
Spouse Health Insurance if different than above (including Policy # and Name of Company) __________ 
________________________________________________________________________  
Are you or your spouse currently working?     _____yes _____no 
 
Choose ONE of the following options regarding the resident’s finances (Initial Choice): 
A. ______ The resident has: 

____  an activated Power of Attorney for Finances (POA) (Please provide copy.) 
or 
____ been deemed incompetent by a Court of Law and has  a Guardian of Estate  

Therefore the resident’s finances will be handled by the resident’s POA or Guardian of Estate.     Financial 
information and invoices should be mailed to: 
Name:___________________________________________Phone#:___________________________ 
Address:___________________________________________________________________________ 
B. ______ Clearview is delegated the responsibility of managing my financial affairs (including personal 
allowances under Federal and State programs) and may open an account at Clearview as Representative Payee.  
The following amount is the limit Clearview may spend towards my needs without prior notification to me/my 
legal representative:$______.  If left blank the amount will be at Clearview’s discretion.  As Rep. Payee, we 
will be receiving mail pertinent to financial matters; your initials here gives us permission to open it and 
manage it accordingly_______. 
C. ______I will personally be responsible for all of my financial matters and will agree to promptly pay the 
amount determined by Clearview and/or Department of Health & Family Services to be applied to the cost of 
care. 
 
I am applying for admission to Clearview.               OR        
I am applying on behalf of __________________________________ for admission to Clearview. 
 
X________________________________________________________________________________ 
Signature: Resident/Guardian of Person/Power of Attorney for Health Care Agent                        Date 
 
I authorize any holder of medical or other information about me to release to the Social Security 
Administration, Veterans’ Administration, and/or the Medicare Program or its intermediaries or 
carriers or to the Professional Standards Review Organizations, any information needed for Medical 
Assistance, Medicare or other insurance claims.  I request that payment of authorized benefits be made 
on my behalf, during my residence at Clearview. 
 
X_______________________________________________________________________________ 
Signature:  Resident/Guardian of Estate/Financial Power of Attorney                          Date 
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CLEARVIEW ADMISSION AGREEMENT 

 
 
Resident Name ____________ ________________________________________________________ 
 
Who will shop for resident’s personal items?____________________________________________ 
 
Please put an “X” on the appropriate lines to indicate your receipt of the information: 
______ Application for Admission (Including the Financial Information and  Agreement) 
_____  Emergency Care, Do Not Resuscitate Order 
__ ___ Advanced Directives Offered 
__ ___  Daily Rates, Bed Hold Policy, Beautician/Barber Services Information 
_____  Information about HIPPA/Notice of Privacy Practices  
______ Pre-Admission Consultation brochure “ Considering Assistive Living or a Nursing Home: What You  
 Should Know”  
 
Clearview has the following services available within the facility, which may be at an additional cost.  
Please indicate with an “X” on the lines next to the ones you wish to utilize. 
_____  PODIATRY SERVICES  
_____  DENTAL SERVICES (Examinations are required within 6 months of admission.)  
_____  OPTHAMOLOGY SERVICES  
_____  BEAUTY/BARBER SERVICES (Circle: Cut/Perm/Set - how often?_____________________) 
 
If you wish to use your own service provider for any of these services, please indicate below by including 
an “X” on the line and the provider’s name and contact number. 
_____  Podiatrist:____________________________________________________________________ 
_____  Dentist:______________________________________________________________________ 
_____  Optometrist:__________________________________________________________________ 
_____  Beautician/barber______________________________________________________________ 
 
Place an “X” below only by those you wish to authorize.  
_____  I will allow my name and/or photo to be published for public relations purposes. 
_____  I wish to have staff assist me with mail that I receive while at Clearview  
            (this may include opening it and reviewing it with me).  
______I wish to open a resident account at Clearview to handle spending money. 
_____  I wish to have all mail that may come to me at Clearview forwarded to the following:  
            person (Name/Address):____________________________________________________ 
 *Specify any mail that could go to the resident:_______________________________  
 
 
I have been given and I understand the above information received.  An “X” indicates my  receipt    and/or 
authorization and I recognize that I can contact anyone in the social services department with questions. 
 
_____________________________________________________________________________________ 
Signature of Resident                                                                                                                 Date 
 
X_____________________________________________________________________________ 
Signature of Legal Guardian/Power of Attorney for Health Care agent (if activated)              Date 
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Clearview Personal Items Inventory 
 

Upon admission, please complete the following inventory detailing what items you are bringing 
to Clearview.  This includes but is not limited to all clothing, footwear, outerwear, eyeglasses, 

dentures, walkers, wheelchairs, furniture and decorations. 
 

Resident’s Name:                                                                          Date Completed: 
ITEM # OF BRIEF DESCRIPTION (size, color, brand name) 
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CLEARVIEW PERSONAL HISTORY 

Please provide information during their lifetime 
 
Name:_________________________________  Prefers to be Called:____________________ 
Birthdate:______________________       Birthplace:_________________________________ 
Father’s Name/Birth Date/Place of birth:__________________________________________     
Mother’s Name/Birth Date/Place of birth:__________________________________________  
Are parents still living?______ If no, when did they die?______________________________ 
Brothers and Sisters (Note order of birth, age and/or if deceased): _____________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Education:_____________________   Former Occupation:____________________________ 
Veteran Status:_______________________________________________________________________________ 
Religion___________________  Name/ Phone # of Church____________________________ 
Contact Clergy if critical change in condition:  Y   N 
Marital Status: (Circle One) Married   Widowed           Divorced          Single  
Marital History (Names of spouse(s), dates of marriages and dates of divorce or death of spouse) 
_______________________________________________________________________ 
______________________________________________________________________________ 
Children (Note order of birth, age and/or if deceased): _______________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Customary Routine:  (Circle One) 
Naps during the day:  Y/N        Use of tobacco products at least daily:  Y/N 
Stays up late (after 9PM):  Y/N       Use of alcoholic beverages at least weekly:  Y/N 
Goes out 1+ days during the week:  Y/N      Distinct food preferences:  Y/N 
Involved in group activities: Y/N       Eats between meals all or most days:  Y/N 
Spent most time alone or watching TV:  Y/N     In bed clothes most of the day:  Y/N 
Adjusts easily to changes in routine: Y/N      Wakens to toilet all or most nights:  Y/N 
Showers for bathing: Y/N        Bathing in PM:  Y/N 
Daily contact with relatives/close friends: Y/N   Daily animal companion/presence:  Y/N 
Stays busy with hobbies, reading or fixed daily routine:  Y/N     
Faith is important: Attends church, temple, synagogue routinely:  Y/N 
 
Where did person live previously? 
Childhood (to age 12)____________________________________________________________ 
Young Adult (to age 21) _________________________________________________________ 
Adulthood ____________________________________________________________________ 
 
Describe resident’s personality traits, hobbies and usual former daily routine:  (This section is especially 
important for us, as it helps us get to know the resident and how to best individualize their activities, etc.) 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
8700S1 
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Clearview LTC & Rehabilitation 

GENERAL DIRECTIVES FOR CRITICAL CARE 
 
Resident Name:_________________________________________________________ 
                          The resident/legal representative may revoke or revise this document at any time 
 
Due to scientific and medical advancements in life prolonging technology, some health care decisions need to be made in 
advance of an emergency or crisis situation.  Decisions regarding treatment and hospitalization will be made between the 
physician, resident and/or responsible party.  The expressed desire of a resident at Clearview, who is capable of making 
his/her own health care decisions, always supersedes the effect of an advance directive. 
In all instances, comfort measures will be employed to alleviate suffering, promote comfort and preserve dignity.  Such 
comfort measures may include emotional support, spiritual support, skin care, turning and positioning, grooming, bowel 
and bladder care, maintenance of sensory functioning, pain medications and/or oxygen. 
 

CARDIOPULMONARY RESUSCITATION 
Cardiopulmonary Resuscitation (CPR) is an emergency medical procedure used in an attempt to restore circulation and 
respiration which have stopped.  The absence of circulation and respiration is referred to as a cardiorespiratory arrest.  
The infirmities of aging and significant medical conditions that are common among the elderly and/or medically fragile 
make chances of CPR survival almost nonexistent. 
CPR consists of both basic and advanced life support procedures.  Basic CPR involves rescue breathing and chest 
compressions.  Rescue breathing is performed mouth-to-mouth or by using a special mask and bag.  Chest compression, 
or external cardiac massage, is the compression of the chest at the lower part of the sternum with one’s hands, using the 
weight of the body for pressure.  It is done to force the circulation of blood through vital organs.  The hazards of chest 
compression include the possibility of broken ribs, lacerated liver, punctured lung(s) and/or brain damage due to lack of 
sufficient oxygen to the brain. 
I understand that Clearview’s policy is that no CPR will be provided unless I request CPR and the arrest is witnessed by 
staff.  Such a request will only be honored if my attending physician agrees that CPR is both desirable and reasonable 
and that a physician’s order is written directing that CPR be provided.  I understand that my physician retains the authority 
to deny the use of CPR in futile cases.  To retain my autonomy, if I, or my lawful surrogate request the CPR be provided, 
but if my physician disagrees, he/she will chart the medical rationale for withholding CPR; will inform me or my surrogate 
of this decision and the rationale for this decision; and will offer me the options of a transfer to the care of another 
physician or my move to another long term care facility.  I also understand that by requesting to receive CPR that I am 
signifying I understand the hazards associated with the use of chest compression.  I understand the chances of success 
of CPR in the elderly and/or medically fragile is unlikely.  
 
I, ________________________(Name of Resident), being of sound mind, state my wishes willfully and voluntarily.  I 
desire to receive CPR in the case of my witnessed arrest.  I understand that this decision will only be 
implemented if my physician agrees and writes a physician’s order directing the use of CPR. 
 
Signature of Resident:___________________________________________    Date:_________________ 
 
OR 
   
I, ________________________(Name of legal representative) as guardian or activated health care agent execute this 
directive on behalf of the following individual, believing these directives to be consistent with his/her wishes. 
_________________________ (Name of Resident) desires to receive CPR in the case of their witnessed arrest.  I 
understand that this decision will only be implemented if their physician agrees and writes a physician’s order 
directing the use of CPR. 
 
Signature of Legal Representative:_____________________________ Date:_____________ 
Witness Signature:_________________________________            Date:_____________ 
 
Reviewed and approved by attending physician at Clearview: 
 
Physician Signature: ________________________________________            Date: ________________ 
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Medicare Secondary Payer Questionnaire 

Initial Screening Tool 
 

Use this preliminary questionnaire to determine if additional information is needed to determine Medicare as a 
secondary payer. 
 
PATIENT NAME:_____________________________________________________________ 
 
1. Was this illness/injury the result of any kind of accident?  _____Yes     _____No 
 
2. Were you injured on the job?      _____Yes     _____No 
 
3. Are you covered by the Black Lung Program?    _____Yes     _____No 
 
4. Have you ever received treatment that has been covered 

under a Federal Grant?       _____Yes     _____No 
 
5.   Are you over 65?        _____Yes     _____No 
 What is your age?_____ 
 When did you retire?_____ 
 What is your spouse’s age?_____ 
 When did your spouse retire?_____ 
 
6.   Are you covered by a group health plan of 20 or more 
      employees based on your present employment or present 
      employment of your spouse?      _____Yes     _____No 
 
7.   Are you under 65?        _____Yes     _____No 
 
8.   Are you receiving Medicare benefits due to a disability?   _____Yes     _____No 
 
9.   Are you covered by a group health plan of 100 or more 
      employees from a present or former employer or from 
      your spouse or a parent?       _____Yes     _____No 
 
10. Have you ever had renal disease or been on kidney 
      dialysis?         _____Yes     _____No 
 
11. Are you covered by a Group Health Plan based on your   _____Yes     _____No  
      present or former employer, or a parent’s or a spouse’s 
      Health Plan? 
 
If question 1, 2, 3, 4, 6, 8, 9, 10 or 11 are answered YES – complete Comprehensive Medicare 
Secondary Payer Questionnaire 
 
Completed By:___________________________________  Date:_________________ 
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