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            Admissions Documentation Checklist 

                                                                                                                             
Dear Applicant and/or Family: 
 
Thank you for your interest in Charlotte Hall Veterans Home (CHVH), located in beautiful St. Mary’s County, 
Maryland.  We offer Skilled Nursing Care, including two secured Memory Care units and three levels of Assisted 
Living, in a tranquil setting within easy reach of the Nation’s Capital. 
 

The following is a checklist of the materials needed for a complete application: 
 

 Proof of Maryland residency (Driver’s license, ID card, etc) 
 Must prove two years residency immediately prior to admission to CHVH - OR -  
 Maryland must be listed as the veteran’s “Home of Record” on the DD-214 

 DD-214 or equivalent showing an honorable discharge from Active Duty military 
 Copy of Service Connected Disability Letter (if applicable) 
 Copy of Driver’s license, ID card, etc 
 Completed Admission Application forms (enclosed)  
 Completed Financial Questionnaire – (enclosed - With Applicable Attachments) 

 Copy of last 3 years bank statements (for all bank accounts and all pages of statements)   
 CD/IRA/401K statement (most recent)  
 Stock/investment statement (most recent)  
 Award letters for all monthly incomes, any other pertinent financial information - 

Social Security, Pension, Veterans Benefits, etc. 
 Copy of latest Tax return  
 Life Insurance (s) - Declaration page or Verification of cash value  
 Real Estate Information – Mortgage Statement (most recent)  

 Copy of Medical Insurance cards front and back (Medicare, and any supplemental insurance) 
 Insurance Premium Notice – showing current monthly premium if any  
 Garnishment Information  
 If applicant is spouse of a veteran, include copy of marriage certificate or death certificate (if applicable) 
 Copy of Power of Attorney/Living Will/Advance Directives 
 Signed consent for criminal background check (enclosed) 
 Signed consent for criminal background disclosure (enclosed) 
 Flu and COVID Vaccine Consent Form (enclosed) 

 
Prior to Assisted Living admission to CHVH, an interview is required to determine medical 
appropriateness and to determine the applicant’s cost of care.  This interview will be 
scheduled only after all required paperwork is submitted to the Admissions Office. 

 
All paperwork including the physician’s forms must be completed and turned in before a resident can be admitted to 
CHVH.  If you have any questions about this admissions process, please feel free to contact the Admissions Office at 
301-884-8171 ext. 5111 or 5112. Please complete the admission package as quickly as possible and either fax to 301-
263-7194, or mail to CHVH Admissions Office.  

 

Charlotte Hall Veterans Home  
HMR of Maryland, LLC 

29449 Charlotte Hall Rd 
Charlotte Hall, MD  20622 
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Applying from:         Home         Hospital_______________       Nursing Home/Assisted Living________________________ 
Requesting replacement for:  Nursing Home  Assisted Living 
This application is for a:                Veteran               Spouse 
How did you hear about Charlotte Hall Veterans Home? _____________________________________________________ 

Demographic Information 
Last Name ______________________________  First Name_____________________________  MI _____________ 
Current Address __________________________________________________     County ____________________ 
City _________________________________ State ________________ Zip _______________ 
Telephone Number __________________________  Birth Place ________________________________ 
Birth Date _______________________ Age ___________ Social Security # ________________________ 
Religion ______________________      Race _______________ Mother’s Maiden Name _______________________ 
Marital Status       Single  Married          Widowed           Divorced          Separated   

  Legal Date of Separation or Divorce ___________________ 
Military Records Information 

Branch of Service ______________________  Service # __________________________ 
Entry Date ________________ Separation Date ________________        Discharge Type _____________ 
War Era:         WWII (Europe)       WWII (South Pacific)           Korea    Vietnam          Gulf War          Peace Time 
Are you currently or were you previously a member of any Service Organization? 
 American Legion    Military Order of the Purple Heart  AMVETS  DAR 
 Moose Lodge     Knights of Columbus    Elks   DAV 
 29th Division     Veterans of Foreign Wars    Lions Club  Masons  

Other Membership _______________________________________________ 
Are you currently receiving any of the following VA Pensions? 
Aid and Attendance     Yes             No  Retirement Pension              Yes              No 
Do you have a service connected disability?          Yes            No       Percentage _____________ 
Former POW?           Yes            No  Retired Military            Yes           No 
Are you enrolled with the VA Health System?          Yes            No 
Have you used a VA Medical Center?          Yes          No        Location ____________________________________ 

Spouse Information (For VA Records) 
Name _______________________________________ Social Security # _________________________ 
DOB _____________________ Date of Marriage _____________________ 
Street Address ____________________________________________________________________________ 
City _____________________________ State ___________________  Zip ___________________ 
Current Phone # ____________________________________ 

Charlotte Hall Veterans Home  
29449 Charlotte Hall Road 
Charlotte Hall, MD  20622 

Telephone: 301-884-8171 Ext. 1409, 1454 
Fax: 301-263-7194 
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Insurance Information 
Medicare:  Part A  Part B  Member # ______________________________________ 
Have you been receiving your medications from the VAMC or a base?  Yes     No 
Are you enrolled in a Medicare Part D Program?  Yes       No 
 Company __________________________________ Policy # ____________________________ 
Medicaid:  Yes  No  Medicaid # __________________________________ 
Private Insurance: Company _____________________________ ID # _________________________ 
 How is this premium paid?       Deduction from pension          Debit from bank account            Check 
Long Term Care Insurance:         Company _____________________________________________________ 

**Please provide a copy of all insurance cards (front and back) and any Long Term Care Insurance Policy (if applicable) 
Emergency Contact Information 

Responsible Party: Name ___________________________________ Relationship ___________________ 
 Street Address _______________________________________________________________________ 
 City __________________________  State ________________  Zip ______________ 
 Phone #:     Home ___________________ Work __________________     Cell __________________ 
 Email __________________________________ Send Bi-Annual Newsletter        Yes No 
Second Contact: Name ___________________________________ Relationship ___________________ 
 Street Address _______________________________________________________________________ 
 City __________________________  State ________________  Zip ______________ 
 Phone #:     Home ___________________ Work __________________     Cell __________________ 
 Email __________________________________ Send Bi-Annual Newsletter        Yes No 

Legal Documents 
Is there a Power of Attorney or Guardian for your affairs?  Yes         No 
If so, Name: Healthcare POA ____________________________ Financial POA ______________________________ 
Is there an Advance Directive or Living Will? Yes      No     If yes, please provide a copy 
Is there a living trust?            Yes      No  If yes, please provide a copy 
Do you have any pre-planned funeral arrangements?       Yes          No   Funeral paid for?     Yes      No 

Funeral Home of Choice ____________________________________ City/State _____________________ 
Medical Service Utilizations 

Have you utilized rehab, inpatient, or outpatient services?           Yes  No 
 If yes, please provide the location(s) and date(s): 
  Location: ____________________________________ Dates: ______________________ 
  Location: ____________________________________ Dates: ______________________ 
  Location: ____________________________________ Dates: ______________________ 
  Location: ____________________________________ Dates: ______________________ 

Additional Information 
Have you traveled outside of the United States in the past 30 days? Yes     No 
 If so, where? _______________________________________________________________________ 
Has your family traveled outside of the United States in the past 30 days?         Yes           No 
 If so, where? _______________________________________________________________________ 
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Financial Information 
The Charlotte Hall Veterans Home, in its financial planning, must have information about the financial ability of each 
applicant requesting admission. Please complete the following financial worksheet and provide as much detail as 
possible for each question. In a case where an applicant has a living spouse, information must be provided for both 
individuals. Should the Department of Admissions have any questions, you will be contacted by telephone at the number 
provided on this application. 

 
Income: (Check where applicable and provide monthly amount) 

Veteran    Spouse 
Social Security     $__________________  $_________________ 
Employer Pensions    $__________________  $_________________ 
Union Pensions     $__________________  $_________________ 
Veteran Benefits     $__________________  $_________________ 
Trust      $__________________  $_________________ 
Annuity      $__________________  $_________________ 
IRA Distribution     $__________________  $_________________ 
Other _________________________  $__________________  $_________________ 

Resources: (Check where applicable and provide current balance) 
Total Amount in Checking Accounts  $__________________  $_________________ 
Total Amount in Savings Accounts  $__________________  $_________________ 
Total Amount in Other Accounts   $__________________  $_________________ 
Total Amount in Stocks/Bonds/CDs  $__________________  $_________________ 
Total Amount in IRA/KEOGH/401K   $__________________  $_________________ 
Total Life Insurance (Face / Cash Value)  $________ /_________  $________ /________ 
Total Amount in Trust    $__________________  $_________________ 
Other _________________________  $__________________  $_________________ 

Real Estate: 
Address _____________________________________________________________________________ 
         _____________________________________________________________________________ 
 Do you have a mortgage payment?    Yes      No  Amount: $________________________ 
 Do you have a reverse mortgage?    Yes      No  Amount: $________________________ 

Liabilities: 
Do you currently have any deductions to income as a result of a debt owed (IRS, Alimony, etc.)?         Yes            No 

 If yes, please indicate: Type of Deduction ___________________________ Amount: $_________________ 
              Type of Deduction ___________________________ Amount: $_________________ 

Has the applicant sold, gifted, or transferred any cash, real estate, or personal property within the past 60 months? 
            Yes       No 
 If yes, please indicate: Asset Type ________________________________ Value: $__________________ 
              Asset Type ________________________________ Value: $__________________ 
 
I agree to furnish, upon request, verification of assets and all sources of income. My spouse and/or designated representative also agree 
to provide financial information as required to apply for Medicaid benefits. I agree to pay for my cost of care from my income and 
assets according to current rates set by the State of Maryland as long as I am a resident. In case that available funding cannot cover my 
cost of care, I agree to comply with the necessary steps in applying for Maryland Medicaid assistance and benefits. 
 
 
_________________________________________________________________________________________ 
  Signature              Relationship to Applicant            Date 
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DISCLOSURE FOR CONSUMER REPORTS 
 
 

In connection with my application for tenancy with Company, I understand consumer reports will be 
requested by the Company. These reports may include, but are not limited to, address history, criminal 
records, credit (as allowed by law), motor vehicle records, employment, education, license verification, 
workers’ compensation claims, professional sanctions, civil judgments and other public record 
information. These records may be obtained from federal, state and other agencies that maintain such 
records. 

In addition, investigative consumer reports (gathered from personal interviews) to gather information 
regarding my work, character, general reputation, personal characteristics and mode of living (lifestyle) 
may be obtained. 

If I am accepted as a tenant, I understand that the Company can use this disclosure and following 
authorization to continue to obtain such consumer reports throughout my tenancy. 

 
 
 
 
 
 
 
 
 
 
 
 
 

  Print Name (Individual granting authorization)     Date  

Signature (Individual granting authorization)  Admissions Representative 
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ADDITIONAL INFORMATION REGARDING YOUR RIGHTS 
 
 

I understand that I have the right to make a request to EBI (Address: 700 Red Brook Blvd, Owings Mills, 
MD 21117. Telephone 800- 324-7700), upon providing proper identification, to obtain copies of any reports 
furnished to Company by EBI and to request the nature and substance of all information in its files on me 
at the time of my request, including the sources of information. EBI will also disclose the recipients of any 
such reports on me which EBI has retained and previously furnished. I understand that I can dispute, at 
any time, any information that is inaccurate in any type of report issued by EBI. I may view EBI’s 
privacy policy at: https://www.ebiinc.com/privacy-policy. 

 
 

Personal information in driving records means information that identifies you, such as your photograph, 
social security number, driver’s license number, address, telephone number and medical or disability 
information relating to any license restrictions. Highly restricted personal information includes your 
photograph or image, social security number, medical or disability information relating to any license 
restriction. 18 U.S.C. §2725. 

 
 
 
 
 
 
 
 
 

Print Name (Individual granting authorization)  Date 
 

  

Signature (Individual granting authorization)  Admissions Representative 

https://www.ebiinc.com/privacy-policy


Updated 
  

 
Authorization 

Authorization: By signing below, you authorize: (a) Employment Background Investigations, Inc. 
(EBI) to request information about you from any public or private information source; (b) anyone 
to provide in- formation about you to EBI (c) EBI to provide us (HMR of Maryland, LLC) one or 
more reports based on that information; and (d) us to share those reports with others for 
legitimate  business purposes  related to your admission to the Charlotte Hall Veterans Home. EBI 
may investigate your education, work history, professional licenses and credentials, references, 
address history, social security number validity, right to work, criminal record, lawsuits, driving 
record, credit history, and any other information with public or private information sources. You 
acknowledge that a fax, image, or copy of this authorization is as valid as the original. You make 
this authorization to be valid for as long as you are applying or are a resident with us. 

By signing below, you acknowledge receipt of these documents. 
 
 
 

Printed name:    
  First  Middle ( none)          Last 

Other names used (including Maiden name):    

Current and former addresses: 

     current     
from Mo/Yr  to Mo/Yr  Street  City, State & Zip 

from Mo/Yr  to Mo/Yr  Street  City, State & Zip 

from Mo/Yr  to Mo/Yr  Street  City, State & Zip 

Some government agencies and other information sources require the following information when checking 
for records. BGC will not use it for any other purposes. 

  Date of birth    Social security number 

 Driver’s license number & state  Name as it appears on license 
 
 
 
 
 

Print Name (Individual granting authorization) Date 
 
 

Signature (Individual granting authorization) Admissions Representative 
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Para información en español, visite www.consumerfinance.gov/learnmore o escribe a la Consumer Financial 
Protection Bureau, 1700 G Street N.W., Washington, DC 20552. 

 
The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, fairness, and privacy of information in the files 
of consumer reporting 
agencies. There are many types of consumer reporting agencies, including credit bureaus and specialty agencies (such as 
agencies that sell information about check writing histories, medical records, and rental history records). Here is a summary of 
your major rights under the FCRA. For more information, including information about additional rights, go to 
www.consumerfinance.gov/learnmore or write to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 
20552. 

•  You must be told if information in your file has been used against you. Anyone who uses a credit report or another type 
of consumer report to deny your application for credit, insurance, or employment – or to take another adverse action 
against you – must tell you, and must give you the name, address, and phone number of the agency that provided the 
information. 

•  You have the right to know what is in your file. You may request and obtain all the information about you in the files of a 
consumer re- porting agency (your “file disclosure”). You will be required to provide proper identification, which may 
include your Social Security number. In many cases, the disclosure will be free. You are entitled to a free file disclosure if: 
• a person has taken adverse action against you because of information in your credit report; 
• you are the victim of identity theft and place a fraud alert in your file; 
• your file contains inaccurate information as a result of fraud; 
• you are on public assistance; 
• you are unemployed but expect to apply for employment within 60 days. 

In addition, all consumers are entitled to one free disclosure every 12 months upon request from each 
nationwide credit bureau and from na- tionwide specialty consumer reporting agencies. See 
www.consumerfinance.gov/learnmore for additional information. 

•  You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on 
information from credit bureaus. You may request a credit score from consumer reporting agencies that create scores or 
distribute scores used in residential real property loans, but you will have to pay for it. In some mortgage transactions, you 
will receive credit score information for free from the mortgage lender. 

•  You have the right to dispute incomplete or inaccurate information. If you identify information in your file that is 
incomplete or inaccu- rate, and report it to the consumer reporting agency, the agency must investigate unless your dispute 
is frivolous. See www.consumerfinance.gov/learnmore for an explanation of dispute procedures. 

•  Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable information. Inaccurate, 
incomplete or unverifiable information must be removed or corrected, usually within 30 days. However, a consumer 
reporting agency may continue to re- port information it has verified as accurate. 

•  Consumer reporting agencies may not report outdated negative information. In most cases, a consumer reporting 
agency may not report negative information that is more than seven years old, or bankruptcies that are more than 10 
years old. 

•  Access to your file is limited. A consumer reporting agency may provide information about you only to people with a valid 
need – usually to consider an application with a creditor, insurer, employer, landlord, or other business. The FCRA specifies 
those with a valid need for ac- cess. 

•  You must give your consent for reports to be provided to employers. A consumer reporting agency may not give out 
information about you to your employer, or a potential employer, without your written consent given to the employer. 
Written consent generally is not re- quired in the trucking industry. For more information, go to 
www.consumerfinance.gov/learnmore. 

•  You may limit “prescreened” offers of credit and insurance you get based on information in your credit report. 
Unsolicited “pre- screened” offers for credit and insurance must include a toll-free phone number you can call if you 
choose to remove your name and ad- dress from the lists these offers are based on. You may opt-out with the nationwide 
credit bureaus at 1-888-567-8688. 

•  You may seek damages from violators. If a consumer reporting agency, or, in some cases, a user of consumer reports or 
a furnisher of information to a consumer reporting agency violates the FCRA, you may be able to sue in state or federal 
court. 

•  Identity theft victims and active duty military personnel have additional rights. For more 
information, visit www.consumerfinance.gov/learnmore. 

States may enforce the FCRA, and many states have their own consumer reporting laws. In some cases, you may have more 
rights under state law. For more information, contact your state or local consumer protection agency or your state 
Attorney General. For information about your federal rights, contact: 

TYPE OF BUSINESS: CONTACT: 
1.a. Banks, savings associations, and credit unions with total assets of 
over $10 billion and their affiliates. 

a. Bureau of Consumer Financial Protection 
1700 G Street NW 
Washington, DC 20552 

b. Such affiliates that are not banks, savings associations, or credit unions 
also should list, in addition to the Bureau: 

b. Federal Trade Commission: Consumer Response Center – FCRA 
Washington, DC 20580 
(877) 382-4357 

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT 
  

http://www.consumerfinance.gov/learnmore
http://www.consumerfinance.gov/learnmore
http://www.consumerfinance.gov/learnmore
http://www.consumerfinance.gov/learnmore
http://www.consumerfinance.gov/learnmore
http://www.consumerfinance.gov/learnmore
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ADDITIONAL INFORMATION ABOUT THE FAIR CREDIT 
  

a. National banks, federal savings associations, and federal branches and 
federal agencies of foreign banks 

a. Office of the Comptroller of the Currency 
Customer Assistance Group 
1301 McKinney Street, Suite 3450 
Houston, TX 77010-9050 

b. State member banks, branches and agencies of foreign banks (other 
than federal branches, federal agencies, and insured state branches of 
foreign banks), commercial lending companies owned or controlled by 
foreign banks, and organizations operating under section 25 or 25A of 
the Federal Reserve Act 

b. Federal Reserve Consumer Help Center 
P.O. Box 1200 
Minneapolis, MN 55480 

c. Nonmember Insured Banks, Insured State Branches of Foreign 
Banks, and insured state savings associations 

c. FDIC Consumer Response Center 
1100 Walnut Street, Box #11 Kansas 
City, MO 64106 

d. Federal Credit Unions d. National Credit Union Administration 
Office of Consumer Protection (OCP) 
Division of Consumer Compliance and Outreach (DCCO) 
1775 Duke Street 
Alexandria, VA 22314 

3. Air carriers Asst. General Counsel for Aviation Enforcement & Proceedings 
Department of Transportation 
400 Seventh Street SW 
Washington, DC 20590 

4. Creditors Subject to Surface Transportation Board Office of Proceedings, Surface Transportation Board 
Department of Transportation 
1925 K Street NW 
Washington, DC 20423 

5. Creditors Subject to Packers and Stockyards Act Nearest Packers and Stockyards Administration area supervisor 
6. Small Business Investment Companies Associate Deputy Administrator for Capital Access United 

States Small Business Administration 
406 Third Street, SW, 8th Floor 
Washington, DC 20416 

7. Brokers and Dealers Securities and Exchange Commission 
100 F St NE 
Washington, DC 20549 

8. Federal Land Banks, Federal Land Bank Associations, Federal 
Intermediate Credit Banks, and Production Credit Associations 

Farm Credit Administration 
1501 Farm Credit Drive 
McLean, VA 22102-5090 

9. Retailers, Finance Companies, and All Other Creditors Not Listed 
Above 

FTC Regional Office for region in which the creditor operates or 
Federal Trade Commission: Consumer Response Center – FCRA 
Washington, DC 20580 
(877) 382-4357 

 

The Summary of Your Rights provided above does not reflect certain amendments contained in the Consumer 
Reporting Employment Clarifica- 
tion Act of 1998. The following additional information may be important for you: 
• • Records of convictions of crimes can be reported regardless of when they occurred. 

•  • If you apply for a job that is covered by the Department of Transportation’s authority to establish qualifications and the 
maximum hours for that job and you apply by mail, telephone, computer, or other similar means, your consent to a consumer 
report may validly be obtained orally, in writing, or electronically. If an adverse action is taken against you because of a 
consumer report for which you gave your consent over the telephone, computer, or similar means, you may be informed of 
the adverse action and the name, address and phone number of the consumer reporting agency, orally, in writing, or 
electronically. 

 
 
 

 
 
 
 
 
 
 



Updated 
 

 

IMMUNIZATION CONSENT FORM 
INFLUENZA VACCINE 

 
    ALLERGY TO EGGS:   YES     NO   (circle one)   If egg allergy present, flu vaccine will not be administered 
 
        I accept the Influenza vaccine annually.        
  
    Date of last Influenza vaccine: ______________          Unknown   
    
        I decline the Influenza vaccine.     
 
    Reason for refusal: _______________________________________________________ 
 
         I have been given and understand the Center for Disease Control Influenza 
            Vaccine Fact Sheet. 

 

 
      
     ___________________________________________________________     ______________      
     Resident or Resident Representative Signature                                                Date 
                                          
     ___________________________________________________________     ______________ 
     Witness Signature and Title                                                                                Date         
 
 

Name: Last                              First                                Middle Attending Physician Medical Record # Room # 

PNEUMOCOCCAL VACCINE 
 

        I accept the Pneumococcal vaccines as ordered by my physician.    
 
    Date of last Prevnar 13 Vaccine: _____________                  Unknown 
    Date(s) of last Pneumovax 23 Vaccine: _____________________           Unknown 
 
        I decline the Pneumococcal vaccines.     
 
    Reason for refusal: _______________________________________________________ 
 
       I have been given and understand the Center for Disease Control  
          Pneumococcal Vaccine Fact Sheet.       

COVID-19 VACCINE 
 

        I accept the COVID-19 vaccines as ordered by my physician.    
 Date of first COVID-19 Vaccine injection: ______________________  Unknown 
 Date of second COVID-19 Vaccine injection: ___________________   Unknown 
 Brand of COVID-19 Vaccine(s): __________________________       Unknown 
 
        I decline the COVID-19 vaccine series.     
 
    Reason for refusal: _______________________________________________________ 
 
       I have been given and understand the COVID-19 Vaccine Fact Sheet.       
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INFLUENZA, PNEUMOCOCCAL, AND COVID-19 IMMUNIZATION EDUCATION 
 
 

EDUCATION INFORMATION ON VACCINES 
 

Benefits of Flu Vaccine:   Your immunity levels will be greatly increased 
 The possibility of acquiring flu is greatly decreased 
 Your chances of spreading the flu are greatly reduced 

 

Benefits Pneumonia Vaccines:     Your immunity levels are greatly increased 
 Your chances of developing pneumonia are 

greatly decreased 
 

Benefits COVID-19 Vaccines:     Your immunity levels are greatly increased 
 Your chances of developing COVID-19 are 

greatly decreased 
 Your chances of spreading COVID-19 are 

greatly reduced 
 

Risks/Side Effects of Vaccines:     You could develop a fever after vaccination 
 You could develop aches and become fatigued 
 You could develop soreness, redness, or 

swelling at the injection site 
 You could possibly have severe reactions 

(anaphylaxis, respiratory arrest, etc.) after 
vaccination 

 
 

*Additional vaccine-specific benefits, side effects, and the latest vaccine information 
can be found by visiting www.cdc.gov/vaccines.* 

 
 
 
    
 
  ____________________________________________________________        ______________      
     Resident or Resident Representative Signature                                                Date 
                                          
     ___________________________________________________________       ______________ 
     Witness Signature and Title                                                                                 Date        
 
 
 
 

Name: Last                              First                                Middle Attending Physician Medical Record # Room # 
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Please take a moment to complete this brief survey. The information collected will be used to help determine the best methods 
for sharing information about Charlotte Hall Veterans Home. 
 

1. Please select the age range of the person completing this survey. 
o 20 to 40      60 to 80 
o 40 to 60      80 and above 

2. Please indicate the age of the applicant or potential applicant:  ___________ years old 
3. For whom will Charlotte Hall Veterans Home staff have the privilege of serving? 

o A veteran      A spouse of a veteran 
4. Where will the veteran/spouse be admitted from? 

o Home      Nursing Home Facility 
o Hospital      Rehabilitation Center 
o Assisted Living Facility    Other: ____________________________ 

5. What service(s) will the veteran/spouse require? 
o Assisted Living 
o Short-term rehabilitation with the intent of returning home 
o Short-term rehabilitation then transitioning to long-term care 
o Long-term (skilled nursing) care 
o Hospice care 

6. How long have you known about Charlotte Hall Veterans Home? 
o Less than 6 months     5 to 10 years 
o Less than 1 year     More than 10 years 
o 1 to 5 years 

7. How did you first learn about Charlotte Hall Veterans Home? 
o Newspaper advertisement    Patient Information Guide 
o Magazine advertisement    Newcomers and Chamber of Commerce   
o Senior resource guide     resource guide 
o Television advertisement    Relative or friend 
o Internet advertisement including   Veterans Service Organization 

 Facebook    Case Manager or Social Worker 
o Charlotte Hall Veterans Home website   Conference or Convention 
o Other: __________________________ 

8. How were you referred to Charlotte Hall Veterans Home for this tour/admission? 
o Hospital, Nursing Home, or Assisted Living staff (please circle to identify) 
o Home Health Agency 
o Friend or family 
o Veterans Service Organization 
o Self-researched 
o Other: __________________________ 

9. Please rank the following characteristics in order of importance during your search for a Skilled Nursing or Assisted Living Facility. Rank as 1-7 
with 1 being most important and 7 being lease important. 

____ Distance from relative’s    _____ Size of facility 
____ Age of building    _____ Veteran centered atmosphere 
____ Cost of care     _____ Cleanliness of facility 
____ Quality of care 
 

Please provide the date you completed this survey (MM/DD/YY) ___________________ 
 
 

Charlotte Hall Veterans Home  
29449 Charlotte Hall Rd 

Charlotte Hall, MD  20622 
(301) 884-8171 
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