
 

 

Resident Name: ___________________________________ 

FINANCIAL PARTY INFORMATION 

Name: _______________________________________________________________________ 

Address: _____________________________________________________________________ 

City/State/Zip: _________________________________________________________________ 

Phone: (Home) __________________ (Work) ___________________ (Cell) ________________ 

Relationship to Resident: ____________________________________ 

Guardian of Finances ______  POA _____  Joint Account _____ 

INSURANCE INFORMATION 

Name: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

City/State/Zip: _________________________________________________________________ 

Phone: ____________________________________ 

ID Number: _________________________________ 

Group Number: _________________________________ 

Social Security Number: ________-________-________ 

Medicare Number: _______________________________ 

Medicaid Number: _______________________________ 

For information concerning Medicaid applications, please contact Racine County Human 

Services at (262) 638-6353 or Burlington at (262) 767-2914. 

If it is determined you qualify for Medicaid, your Medicaid contribution (Social Security and 

pension minus $40 for spending) is due from the date of eligibility.  This amount is due while 

your application is pending.  If your application is denied, you will personally be responsible for 

all charges from the date of admission including an admission fee. 

Social Security Check: $_______________                           Pension Check: $__________________ 



FINANCIAL INFORMATION 

 

Name: ________________________________________________________________________ 

Own any Real Estate:  Yes ______  No ______ 

 Assessed Value: $_________________ 

Partner in any Partnership:  Yes ______  No ______ 

Shareholder in a closely held corporation:  Yes _____  No _____               Amount $ ___________ 

Beneficiary of any Trust:  Yes _____  No _____                                              Amount $ ___________ 

Trustee of any Trust:  Yes _____ No _____                                                      Amount $ __________ 

Own Stocks: Yes ______  No _____                                                                  Amount $ ___________ 

Own Bonds:  Yes ______  No _____                                                                  Amount $ ___________ 

Beneficiary of Mutual Funds:  Yes _____  No _____                                       Value $ ____________ 

IRA Accounts: ______________________________                                      Amount $ __________ 

Savings Account: _____________________________                                   Amount $ __________ 

Checking Account: ____________________________                                   Amount $ __________ 

Life Insurance Policy:   

 Whole Life: ___________________________                                Cash Value $ __________ 

 Term Life: ____________________________                                Cash Value $ __________ 

Long Term Health Insurance:  Yes _____  No _____ 

Company: _________________________________________________________ 

Address: __________________________________________________________ 

Policy Number: _________________________________________ 

Phone Number: _________________________________________ 

 

 

_____________________________________________                              __________________ 

Signature of Applicant or Responsible Party                                                    Date 

 

 

1400 8
th

 Avenue, Union Grove, WI 53182 

PHONE (262) 878-2788    FAX (262) 878-4456 


