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Adult Family Home 
Resident Information Form 

This form is to be completed by the resident’s Care Manager and given to the Adult Family Home provider at 
the time of placement. It is to be updated, initialed and dated at each service review. 
 

Resident Name: ____________________________________ Date of Admission_______________________  

 

Guardian: _________________________________________________________________________________ 
   Name                                        Address                                                            Phone 

 
Care Manager: _____________________________________________________________________________  
              Name and CMU                       Address                                                            Phone  
 

Physician: ________________________________________________________________________________ 
              Name                                        Address                                                           Phone  
 
Dentist: __________________________________________________________________________________ 

                         Name                                        Address                                                           Phone  
 
Psychiatrist: ______________________________________________________________________________ 
                         Name                                        Address                                                           Phone  

 
Individuals (not listed above) to be contacted in care of emergency: 
 
1. _______________________________________________________________________________________  

       Name                                     Relationship to resident         Address                                          Ph one 
 
2. _______________________________________________________________________________________ 
       Name                                     Relationship to resident         Address                                          Ph one 

 
3. _______________________________________________________________________________________ 
       Name                                     Relationship to resident        Address                                          Pho ne 
 

 
Medicare Number and Information: ____________________________________________________________ 
 
Medicaid (T-19) Number and Information: _______________________________________________________ 

 
Insurance: _________________________________________________________________________________ 
  Name                                                Policy Number                                          Phone 
 

Funeral Home: _____________________________________________________________________________  
                            Name                                   Address                                                              Phone 
 
Advanced Directives?  ______ Yes   _______ No          Location of paperwork:__________________________ 

 
Allergies to Medications/Food/Environment: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 


