
mISSOuRI VETERaNS COmmISSION
APPLICATION FOR ADMISSION
TO MISSOURI VETERANS HOME

DaTE

GENERAL INFORMATION

In compliance with the eligibility requirements, I do hereby apply for admission to the missouri Veterans home and declare the following
statements to be true:
NamE SOCIal SECuRITy NumbER

pRESENT maIlINg aDDRESS (STREET aND NumbER OR RfD) TElEphONE NumbER
hOmE wORk 

CITy STaTE zIp CODE EmaIl aDDRESS COuNTy

DaTE Of bIRTh plaCE Of bIRTh SEx maRITal STaTuS SINglE wIDOwED DaTE:
maRRIED DIVORCED DaTE:

NamE Of SpOuSE SpOuSE’S DaTE Of bIRTh SpOuSE’S SOCIal SECuRITy NumbER

SpOuSE’S aDDRESS plaCE Of maRRIagE

CITy STaTE zIp CODE DaTE Of maRRIagE

Va ClaIm NumbER
haVE yOu maINTaINED phySICal RESIDENCy IN mISSOuRI fOR 180 DayS? yES  NO C-
SERVICE CONNECTED DISABILITY RATING (IF APPLICABLE)
SERVICE CONNECTED DISabIlITy RaTINg

REaSON fOR DISabIlITy RaTINg (DIagNOSIS)

INSURANCE INFORMATION
mEDICaRE NumbER EffECTIVE DaTE(S)

DO yOu haVE mEDICaRE? NO paRT a paRT b
OThER INSuRaNCE: NamE Of COmpaNy pOlICy NumbER gROup NumbER

Certain services provided by entities other than the veterans home may be billed to medicare part b and/or other supplemental insurance.
MEDICAL INFORMATION

aDmITTINg DaTE DISChaRgE DaTE
haVE yOu bEEN hOSpITalIzED wIThIN ThE paST yEaR? NO yES

aDmITTINg DaTE DISChaRgE DaTE
haVE yOu RESIDED IN a NuRSINg hOmE wIThIN ThE paST yEaR? NO yES

LIST NAME AND ADDRESS OF FACILITY LIST NAME AND ADDRESS OF FACILITY
faCIlITy NamE faCIlITy NamE

aDDRESS aDDRESS

CITy STaTE zIp CODE CITy STaTE zIp CODE

EMERGENCY INFORMATION
List two persons to be notified in an emergency. (If applicant has a guardian, conservator, or power of attorney, list this person first. attach
copies of the legal documents establishing such.)
NamE RElaTIONShIp

aDDRESS hOmE phONE

CITy STaTE zIp CODE EmaIl aDDRESS wORk phONE

mO 812-0100 (11-12)



EMERGENCY INFORMATION (continued)
NamE RElaTIONShIp

aDDRESS hOmE phONE

CITy STaTE zIp CODE EmaIl aDDRESS wORk phONE

BURIAL INFORMATION
NamE Of uNDERTakER TElEphONE DESIRED lOCaTION Of buRIal

           
aDDRESS Of uNDERTakER

SIGNATURE

I fully understand all requirements that must be met and all qualifications that must be possessed by an applicant for admission to a missouri
Veterans home. I hereby certify that this application contains no willful misrepresentation or falsifications and that the information given is
true and complete to the best of my knowledge and belief. This application is my free and voluntary act. I understand that verification of current
financial information must be provided upon admission to the missouri Veterans home.

SIgNaTuRE Of applICaNT OR lEgal REpRESENTaTIVE DaTE

wITNESS If SIgNED by aN “x” DaTE

wITNESS If SIgNED by aN “x” DaTE

NOTARY INFORMATION (MO Veteran Service Officer may sign in lieu of notary)
NOTaRy publIC EmbOSSER OR STaTE COuNTy (OR CITy Of ST. lOuIS)
blaCk RubbER STamp

SubSCRIbED aND SwORN bEfORE mE, ThIS
Day Of                                  yEaR USE RUBBER STAMP IN CLEAR AREA BELOW.

NOTaRy publIC SIgNaTuRE my COmmISSION
ExpIRES

NOTaRy publIC NamE (TypED OR pRINTED)

PLEASE INDICATE CHOICE OF VETERANS HOME (1ST, 2ND, 3RD ETC). ONLY SEND APPLICATION TO 1ST CHOICE OF HOME.

_____ missouri Veterans home _____ missouri Veterans home
1111 Euclid 620 North Jefferson
Cameron, mO 64429 St. James, mO 65559
(816) 632-6010    fax (816) 632-1361 (573) 265-3271    fax:  (573) 265-5771

_____ missouri Veterans home _____ missouri Veterans home
2400 Veterans memorial Drive 10600 lewis and Clark blvd.
Cape girardeau, mO 63701 St. louis, mO 63136
(573) 290-5870    fax: (573) 290-5909 (314) 340-6389    fax:  (314) 340-6379

_____ missouri Veterans home _____ missouri Veterans home
#1 Veterans Drive 1300 Veterans Road
mexico, mO 65265 warrensburg, mO 64093
(573) 581-1088    fax:  (573) 581-5356 (660) 543-5064    fax (660) 543-5075

_____ missouri Veterans home
1600 South hickory
mt. Vernon, mO 65712
(417) 466-7103    fax:  (417) 466-4040

mO 812-0100 (11-12)
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