Casson Homes Incorporated

5 Woodville Street North Perth

Telephone: 08 9328 8422, Fax: 08 9227 7786, Website: www.cassonhomes.com.au
Casson House – St Rita’s Nursing Home – Woodville House – Group Homes

Application for Residential Care 

Basis of Residency: Permanent Respite 

Facility Name:     Casson House      St Rita’s Nursing Home     Woodville House
Please read carefully and tick appropriate boxes 

    Commonwealth Funded - ACAT Approved Admission
What is the level of care as assessed by the Aged Care Assessment Team (ACAT)? 

              High Care       Low Care Please attach a copy of the ACCR assessment 
              Please Note: Do not proceed with application if you do not have an assessment from                     ACAT.
A copy of the Centrelink/DVA Income & Asset Determination Letter to be included with this application form 

OR
     Support Subsidy- Health Department of Western Australia Only 

                          (no ACAT assessment or ACCR required)
Who referred you to the facility or how did you hear about the facility? 
     Self        Family / Friend        DPS Guide 
       Internet        Case Manager        Social Worker Hospital ___________________

Other_______________________________________________________________
All Applicants to complete the following

 Applicant’s Contact Details 
Surname: __________________________ Date of Birth: _____________________ 
Given names: _______________________________________________________ 
     Male       Female 
Address:____________________________________________________________
___________________________________________________________________
________________________________________            Postcode: _____________ 
Telephone: Daytime ______________ Evening _______________ Mobile ______________
Email:______________________________________________________________
Marital Status: 
    Married      Never Married      Divorced       Widowed      Separated     Defacto 
Country of Birth: _________________ Primary language: ___________________
Interpreter required:         Yes        No 
Next of Kin Details  
Surname: ______________________   Given name: _________________________ 

Address: ___________________________________________________________________
______________________________________________   Postcode: ___________ 
Telephone: Daytime ___________ Evening _____________ Mobile ___________________ 
Email: __________________________               Facsimile: ____________________ 
Guardian Contact Details 
Surname: ______________________   Given name: _________________________ 

Address: ___________________________________________________________________

______________________________________________   Postcode: ___________ 
Telephone: Daytime ___________ Evening _____________ Mobile ___________________ 
Email: __________________________               Facsimile: ____________________ 
Relationship: 
       Relative - _______________________        Friend         Case Worker 
      Other - _________________________ 
Details of Power of Attorney / Administrator (please attach a copy): 
Surname: ______________________   Given name: _________________________ 
Address:____________________________________________________________
_____________________________________________      Postcode: ___________ 
Telephone: Daytime _____________ Evening __________  Mobile ____________________

Email: ________________________________   Facsimile: ____________________ 
Relationship: 
       Relative - _______________________        Friend         Case Worker 
      Other - _________________________ 
Pension: 
       Full pension        Part pension       Non-pensioner        
 If DVA        Gold Card        White Card      Orange Card
Pension number: ________________________       Expiry date: ______________
Who conducts your financial management? 
       Self        Power of Attorney       Administrator 
Person to be contacted for financial information 
       Self        Power of Attorney       Administrator 
Health Information 
Doctor: ___________________________________________________________________
Surgery ___________________________________________________________________
Address: ___________________________________________________________________
______________________________________________    Postcode: ___________ 
Telephone: BH ____________________           Mobile __________________________
AH _________________________     Facsimile: _____________________________ 
Medicare number: ___________________________________________________________________ 
Prefix No: _____  Membership No________________  .: Expiry Date ____________
Private health insurance:         Yes        No 

If Yes, name of Insurer:___________________________ 
Membership number: ______________________     Level of cover: _____________ 
Ambulance Fund: Yes No If Yes, Fund number: ____________________________

Other Information 
Is there any other information you would like to add? 

___________________________________________________________________ 

___________________________________________________________________
___________________________________________________________________ 

___________________________________________________________________ _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature: _______________________________________________________

Applicant or Representative: Please print ___________________________________________________________________
Date: ______________________

Please Note: 
All information provided to Casson Homes Incorporated will remain confidential and is needed to assess the applicant’s suitability for Residential  Care. 

The purpose of the Application Form is to identify prospective Residents. It does not constitute any agreement by Casson Homes Incorporated to provide services. 
Administrative Use Only: 
Date Application received _______________________________________
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