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	APPLICATION FOR ADMISSION 

Casson Incorporated since 1922



	Please complete all details below and mail this form to the relevant facility below

	(   St Rita’s Nursing Home

25 View Street,

North Perth WA 6006
	( Casson House 

     2-10 Woodville Street

     North Perth WA 6006
	(  Woodville House 
      425 Clayton Road

      Helena Valley WA
	(   Group Homes

        5  Woodville Street

        North Perth WA 

	Type of Accommodation requested:

( Psychiatric Hostel (State Resident)     ( Residential Aged Care (Commonwealth Resident)

                  ( Homelessness and or transitional accommodation
Date of Application:
  Date of ACCR (Residential Aged Care only):


	Name of Applicant - Mr / Mrs / Ms / Miss: 


	Home Address:________________________________________________________Post Code: 


	Presently living at:


	Date of Birth: ____________________Medicare No: _____________________Centrelink No_________________

	Primary Medical/Mental Health Diagnosis:__________________________________________________________
Person responsible for Medical and Lifestyle Decisions

( Resident  (  Enduring Power of Guardian (EPG)  (  Guardian   ( Next of Kin  ( Other  

Name:_____________________________________________________Relationship: ______________________

	Address:_____________________________________________________________Post Code ______________

	Telephone:   Home: ____________________________Mobile:_________________________________

	Person responsible for Financial Decisions

( Resident  (  Enduring Power of Attorney (EPA)   (  Public Trustee   ( Next of Kin ( Other  
Name: ___________________________________________________Relationship:_______________________

Address: __________________________________________________________Post Code: _______________

Telephone:    Home: __________________________Mobile:____________________________

	Carer / Social Worker (if appropriate) 

Name:________________________________________
	Current General Practitioner (GP)
Name:________________________________________

	Telephone:____________________________________
	Telephone:____________________________________

	Hospital: ______________________________________
	Address: ______________________________________

	Referring Agency (if appropriate): ________________________________________________________________  
Financial Details:       Pension:   (  Full  (  Part   DVA   (  White   (  Gold   Number: _____________________
Ambulance Fund (compulsory)   __________________Membership Number: ___________________________
Private Health Fund _______________________ Membership Number: ____________________________

If applying for Residential Aged Care Place please include a copy of the ACCR and Centrelink Asset and Income Determination Letter with this form

Please note – original documents for Enduring Power of Guardian, Guardian and Enduring Power of Attorney are required to be provided at time of admission.
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