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Type of Care Required:  Permanent   Respite 

Residential Aged Service/s to which you would like to be added to the Waiting List: 

Choice 1) _________________________________  Choice 2) ________________________________  

A. Prospective Resident Personal Details 
Title:  Mr  Mrs  Ms  Other (please specify):____________________  

Surname: ______________________________________________________________  

Given name/s: ______________________________________________________________  

Preferred name: ______________________________________________________________  

Telephone number: ______________________________________________________________  

Residential address: ______________________________________________________________  
   (street no)   (street name) 

 ______________________________________________________________  
   (suburb)  (state)   (postcode) 

Marital status:  Single  Married  De Facto 
  Widowed  Separated  Divorced 

Date of birth: _________________________  Country of birth: __________________________  

Aboriginal/Torres Strait Islander:  Yes  No 

Religion: __________________________________  Language: ______________________________  

Present living situation:  
 own home/unit  rented accommodation   with family or friend/s 
 hospital  
 another residential aged care service Name: ____________________________________  

  other - please specify: ______________________________________  

Pensioner status:  full  part  non 
If a full or part pension, pension type:  Centrelink 
    DVA (non-means tested)  
    DVA (means tested) 

Pension number: ___________________________________________________________________  

Medicare number: ___________________________________________________________________  

Position & Expiry Date: __________________________________________________________________  

Statement of Requirement 
Existing residents in a Residential Aged Care Service – Please provide a copy Aged Care 
Assessment? 
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Applicants not currently in a Residential Aged Care Service – Have you had an Aged Care 
Assessment in the last 12 months: 

 Yes - Please attach copy of your assessment (Form 3020) 

 No - Please discuss this with your General Practitioner as you cannot proceed without 
 this ACAT assessment form 

B. Legal Details 
if you answer yes to any of the following, please supply copy of documentation 
Do you have a Power of Attorney?  Yes  No 

Full name:_______________________________________________________________________________ 
 
Do you have an Enduring Power of Attorney?  Yes  No 

Full name:_______________________________________________________________________________ 
 
Do you have an Enduring Guardian?   Yes  No 

Full name:_______________________________________________________________________________ 
OR 
Has the Guardianship Tribunal appointed a Guardian/ Financial Manager? 
   Yes  No 

Full name:_______________________________________________________________________________ 

C. Contact Details 
Please indicate the person/s who can be contacted for the purposes of this application. 

 Representative (1) Representative (2) Representative (3) 

Name    

Address 

 

   

Relationship to 
Applicant 

   

Telephone (home)    

Telephone (work)    

Telephone (mobile)    

Fax    

Email    

I am happy to 
receive information 
from Catholic 
Healthcare 

 Yes   No  Yes   No  Yes   No 

 We would like to send you and your nominated representatives Newsletters and other 
information to keep you up to date with Catholic Healthcare activities.  
Are you happy to be included:  Yes  No 
Name of person completing the form: ____________________________________________________ 

Date: __________________________________
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