
 

 
 

Temporary Room Application 2009 

  □ Marcia Fayeth Convalesce Center □ Family Center 

 

A. Personal Data (Please print all information) Sex: Ž Male Ž Female 

     
Date of Birth:  ___________________        SSN: __________________ 

 
_______________________________ ____ __________________ 

Last Name (Use legal name)    M.I. First Name 

 
_______________________________ ____ __________________ 
Last Address (Known)    ST Zip Code 
 

_______________________________ _____ __________________ 
Cellular Phone Number    Alternate Number (If applicable) 

 

B. Family Data    No. Occupying Room:  ______________ 

 
Member One 

Full Name:  _____________________  Sex:  ______ Age:  ___ 
     

Date of Birth:  ___________________        SSN: __________________ 
 
Member Two 

Full Name:  _____________________  Sex:  ______ Age:  ___ 
     
Date of Birth:  ___________________        SSN: __________________ 

 
Member Three 

Full Name:  _____________________  Sex:  ______ Age:  ___ 

     
Date of Birth:  ___________________        SSN: __________________ 

 
Member Four 

Full Name:  _____________________  Sex:  ______ Age:  ___ 
     

Date of Birth:  ___________________        SSN: __________________ 
 

 

For Office Use Only:  

Date:   ____________ 

Room Assigned:  

__________________ 
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Member Five 

Full Name:  _____________________  Sex:  ______ Age:  ___ 
     

Date of Birth:  ___________________        SSN: __________________ 
 
Member Six 

Full Name:  _____________________  Sex:  ______ Age:  ___ 
     
Date of Birth:  ___________________        SSN: __________________ 

 
C. Special Needs (List All that apply)  

     
A. Do you or any family member(s) listed above have any special needs? 

(For example, wheel chair, walker, substance abuse treatment, prosthesis, allergies) 

 

Yes Ž      No Ž 
(If yes, please explain) 

 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

  

D. Medical Needs (List All that apply)  

     
A. Do you or any family member(s) listed above have any specific 

medical/health concerns?  (For example, diabetic, asthma, pneumonia, physical 

or mental disabilities, HPB, chronic fatigue) 

 

Yes Ž      No Ž 
(If yes, please explain) 

 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 
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E. Medications (List All that apply)      

A. Do you or any family member(s) listed above require specific 

medication(s)?  (Prescription or non-prescription) 

 

Yes Ž      No Ž 
(If yes, please list type and dosage per day) 

 

 

_______________________________ _________________________ 
 
 

_______________________________ _________________________ 
 

 
_______________________________ _________________________ 

 

 
_______________________________ _________________________ 

 
 

_______________________________ _________________________ 
 

 
_______________________________ _________________________ 

 
 
_______________________________ _________________________ 
 
 

F. Criminal History (List All that apply)      

A. Have you or any family member(s) listed above been convicted of any 
crime or have any pending charges, arrests, or warrants?   

Yes Ž      No Ž 
(If yes, please explain) 

 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

 

G. Employment History (Most Current only)     

A. Are you or any family member(s) listed above currently employed?   

Yes Ž      No Ž 
(If yes, please provide additional information below) 
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Name of current employer(s): ____________________________________ 

_______________________________ _____ ____________________ 

Telephone Number     Work Schedule/Hours 
 
Last position held:  _______________  How long?  ________________ 

 
H. Driving (List All that apply)     

A. Do you or any family member(s) listed above have a current and valid 

driverôs license or state issued identification? 

Yes Ž      No Ž 
(If yes, please provide additional information below) 

 

Driverôs License or I.D. No:       ___________________________ 

_________________________ _____ ____________________ 

State Issued By    License or State I.D. Number 
 

Do you or any family member(s) listed above have any outstanding 
traffic violations, owe any traffic related fines, or have any warrants or 

suspensions? 

Yes Ž      No Ž 
(If yes, please explain) 

 

_____________________________________________________________

_____________________________________________________________ 

 

 
B. Do you or any family member(s) listed have an operable vehicle? 

Yes Ž      No Ž 
(If yes, please provide additional information below) 

 

Make and Model:   _________________________________ 

______________________________  _______ _____________ 

License Plate Number    Color  Year 
 

 
C. Do you or any family member(s) listed have auto insurance? 

Yes Ž      No Ž 
(If yes, please provide proof of insurance) 

 

D. Would you or any family member(s) listed above be willing to provide 
transportation for other community residents (for a fee)? 

Yes Ž      No Ž 
(If yes, please provide a signed statement) 
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I. Knowledge, Skills, & Abilities (List All that apply)      

A. Do you or any family member(s) listed above have any special and/or 
employable knowledge, skill(s), or abilities?   

Yes Ž      No Ž 
(If yes, please explain) 

 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

B. What type of employment are you looking for?  
________________________________________________________ 

 
J. Background Information      

Please briefly explain the circumstances that led to your need for our 

program(s) or services?  

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

 

K. Emergency Contacts 

1. ______________________________ _________________________ 
Last Name (Use legal name)    First Name 

 
_____________________________ _____ __________________ 
Telephone Number     Relationship 

 

2. ______________________________ _________________________ 
Last Name (Use legal name)    First Name 

 
_____________________________ _____ __________________ 
Telephone Number     Relationship 
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L. Rent/Cable/Utilities   

Important Notice:   Residents are expected to pay certain expenses toward 

rent, utilities and miscellaneous expenses.  Responses to the following 

questions will be used to determine the residentôs ability to pay.  For those 

residents who are declared indigent, a plan of action will be determined 

during the intake screening process. 

 

A. If you or any family member(s) listed above agree to establish 
temporary residency at BelAir Estates, Inc., are you able to pay the 

established $350.00 monthly fee? 

Yes Ž (If yes, provide source of income) 

 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

No Ž 
(If no, please provide the amount you are able to pay and source of income) 
 

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________ 

 
 

M. Room Deposit     

There is a $20 room deposit.   

 
$10 non-refundable maintenance fee 

$10 key deposit (to be refunded when key is returned) 
 

Date Deposit Made:  _____________________ Amount of Deposit:_____  

 
N. Room Assignment     

Housing Center: _____________________ Room Number:    ______  

 
O. House Rules     

Issue copy of house rules.Have you or any family member(s) listed above 

been issued the house rules? 

Yes Ž      No Ž 
(If yes, do you have any questions?) 
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_____________________________________________________________ 
 

P. Smoking Policy     

Have you or any family member(s) listed above been issued the smoking 
policy? 

Yes Ž      No Ž 
(If yes, do you have any questions?) 
 

_____________________________________________________________ 
 

 
 


