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Pennsylvania Ave. N.W., Washington, DC 20580.

A Summary of Your Rights Under the Fair
Credit Reporting Act

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.ftc.qov/credit or
write to: Consumer Response Center, Room 130-A, Federal
Trade Commission, 600 Pennsylvania Ave. N.W., Washington,
DC 20580.

* 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 reporting 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 identify 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, by September 2005 all consumers will be entitled to one
free disclosure every 12 months upon request from each nationwide
credit bureau and from nationwide specialty consumer reporting
agencies. See www.ftc.gov/credit 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 inaccurate and report it to the consumer reporting agency, the
agency must investigate unless your dispute is frivolous. See
www.ftc.gov/credit 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 report 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 access.

* 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 required in the trucking industry. For more
information, go to www.ftc.gov/credit.

* You may limit “prescreened” offers of credit and insurance
you get based on information in your credit report. Unsolicited
“prescreened” offers for credit and insurance must include a toll-free
phone number you can call if you choose to remove your name and
address 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.ftc.gov/credit.

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. Federal enforcers are:

TYPE OF BUSINESS:

CONTACT:

Consumer reporting agencies,
creditors and others not listed
below

Federal Trade Commission:
Consumer Response Center -
FCRA

Washington, DC 20580
1-877-382-4357

National banks, federal
branches/agencies of foreign
banks (word "National" or initials
"N.A." appear in or after bank's
name)

Office of the Comptroller of
the Currency

Compliance Management
Mail Stop 6-6

Washington, DC 20219
1-800-613-6743

Federal Reserve System member
banks (except national banks and
federal branches/agencies of
foreign banks)

Federal Reserve Board
Division of Consumer &
Community Affairs
Washington, DC 20551
202-452-3693

Savings associations and federally
chartered savings banks (word
"Federal" or initials "F.S.B." appear
in federal institution's name)

Office of Thrift Supervision
Consumer Complaints
Washington, DC 20552
800-842-6929

Federal credit unions (words
"Federal Credit Union" appear in
institution's name)

National Credit Union
Administration

1775 Duke Street
Alexandria, VA 22314
703-519-4600

State-chartered banks that are not
members of the Federal
Reserve System

Federal Deposit Insurance
Corporation

Consumer Response Center
2345 Grand Avenue, Suite 100
Kansas City, Missouri 64108-
2638

1-877-275-3342

Air, surface, or rail common
carriers regulated by former Civil
Aeronautics Board or Interstate
Commerce Commission

Department of Transportation
Office of Financial Management
Washington, DC 20590
202-366-1306

Activities subject to the Packers
and Stockyards Act of 1921

Department of Agriculture
Office of Deputy Administrator -
GIPSA

Washington, DC 20250
202-720-7051









Sunset Manor





Serving Our Community Since 1965

“And as ye would that men should do to you, do      

  ye also to them likewise.”  Luke 6:31
251 Sunset Place ( Guin, Alabama 35563 ( (205) 468-3331 ( Fax (205) 468-3013
RESIDENT APPLICATION

Personal Information
Name _________________________________________
Date of Birth __________  Sex:  M     F
Home Address _____________________________________________________________________________

Length at address _______  Place of Birth ___________________  Former Occupation ___________________

Religious Preference _______________________  Social Security Number _____________________________

Marital Status:  Single [  ]  Married [  ]-Date _______  Divorced [  ] Date _______Widowed [  ]-Date ________
Address of spouse (if living & different from above) _______________________________________________
Children (give name, age, address, telephone number and email of each)

Name


Age

Mailing Address

Phone

Cell

Email

__________________________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Brothers and sisters (give name, age, address, telephone number and email of each)

Name


Age

Mailing Address

Phone

Cell

Email

Membership(s) in service and special clubs/organizations ___________________________________________
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Applicants Health Information

Applicants Name ___________________________
Applicant’s Physician ______________________________________ Phone ___________________________
Prior to admission, all potential residents must secure a Sunset Manor staff Physician for their medical care. If you do not utilize one listed below, please select one now.
__ Dr. Dale Spruiell  487-4224
__ Dr. Travis Miller  468-2754  
__ Dr. James Moss  487-4224

__ Dr. Gary Thomas 487-4224
__ Dr. John Kerr     921-3153

__ Dr. Gary Fowler  487-1586

Please check all that apply
Mental Status:    Alert [  ]     Oriented [  ]     Confused [  ]     Wandering [  ]     Agitation [  ]    Combative [  ]

Present Level of Function

Eating:

Total Assistance [  ]

Needs a little help [  ]

Feeds Self    [  ]

Dress:

Total Assistance [  ]

Needs a little help [  ]

Dresses Self [  ]

Toileting:
Total Assistance [  ]

Needs a little help [  ]

Toilets Self   [  ]

Incontinent:
Bowel

   [  ]

Bladder
      [  ]

Leaking        [  ]
Transfers:

Walks Independently  [  ]     Walks with assistance  [  ]     Uses a walker, cane or crutches  [  ]

Bed to chair with assistance  [  ]     Bed Fast  [  ]

Special Dietary Needs _______________________________________________________________________

Has the applicant ever been admitted to another nursing home or an institution for the mentally retarded or mentally ill?  


Yes     No

If “yes”, give name of institution _______________________________________________________________

List general health condition, problems and/or diagnosis(’s) requiring nursing home placement
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Applicant’s Financial Information
Applicant’s Name __________________________

We must have a copy of ALL insurance cards (front and back)
Social Security # ________________     Medicare # ___________________     Medicaid # ________________

Other Insurance (Blue Cross, AARP, UMW, etc)__________________________________________________ 
Monthly Premium $ _______________
Program ID #’s _________________________________________
Income

SSA ______________    

Pension __________________

VA ____________________

SSI _______________

Civil Service ______________

Annuity ________________ 

Rental _____________

Investment/Interest __________

Other __________________

Checking Account #:___________________  Bank located: _______________________  Balance: _________

Names of the individuals who are listed as signatories on those accounts:  ______________________________

Savings Account#:___________________  Bank located: _______________________  Balance: ___________

Names of the individuals who are listed as signatories on those accounts:  ______________________________

Additional Checking/Savings accounts information should be provided if owned.

Certificates of Deposit Account: ________________  Bank located:_________________  Balance:__________

Names of the individuals who are listed as signatories on those accounts:  ______________________________

Certificates of Deposit Account: ________________  Bank located:_________________  Balance:__________

Names of the individuals who are listed as signatories on those accounts:  ______________________________

Certificates of Deposit Account: ________________  Bank located:_________________  Balance:__________

Names of the individuals who are listed as signatories on those accounts:  ______________________________

List any stock, securities, bonds, or investments belonging to or established in the name of the resident:

_________________________________________________________________________________________

List the names of the individuals who are listed as beneficiaries or signatories on those accounts:

_________________________________________________________________________________________
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Real Estate or Business Owned/Partnered
The full property address of any home, mobile home, manufactured home, or property in the resident’s name, regardless of whether the resident is the sole owner of the property or a joint owner of the property. If the applicant is a joint owner of a property/business please list the other property owners.  This is for properties/business owned or partnered in any State.

Describe







County



State
__________________________________________________________________________________________

__________________________________________________________________________________________

Has the applicant made any gifts of money or property to an individual in the last 5 years:  yes   no

Date and amount of gift and/or description of property and value:  ____________________________________
__________________________________________________________________________________________

Has the applicant recently sold property (including housing of any type):  yes    no

Property Description/Address:_________________________________________________________________

Date of sale:____________________________   Amount of sale: _______________________

Has the resident or resident’s representative used any of the resident’s funds to pay for care required by the resident and have receipts verifying that the money was used for the resident’s care?   Yes    No

Does the applicant have a:
Power of Attorney [   ]     Durable Power of Attorney [   ]     Conservatorship [   ] 
       

           Living Will [   ]     Advanced Directive [   ]     Appointed Guardianship  [   ]
Person acting as resident’s representative:________________________________    Relationship ___________

Address __________________________________________________________________________________  

Phone _____________ Cell _____________ Work _______________ Email ___________________________

Is the applicant a Veteran or Dependent of a Veteran?
Yes     No

If “Yes”, gather total income the Veteran is receiving:  


$_____________ 

The Veteran may have never applied for benefits. If no application has ever been filed, the Resident Representative will need to apply on behalf of the applicant with the local Veterans Affairs Office for approval or denial of benefits.

Does the applicant have a Long-Term Insurance Policy?
Yes     No

If “Yes”, list the amount paid:  $_________________     Monthly [   ]     Quarterly [   ]     Yearly [   ]
Name of Company _________________________________________     Phone _________________________

Address___________________________________________________________________________________
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Has the applicant been hospitalized within the past 90 days?     Yes     No

Name of Hospital __________________________     Dates of Stay:  From _________ Through ____________

Address __________________________________________________________Phone___________________

Has the applicant been placed in a Swing Bed Unit of a Hospital within the last 60 days?     Yes     No

Name of Hospital __________________________     Dates of Stay:  From _________ Through ____________

Address __________________________________________________________Phone___________________

Has the applicant been institutionalized in a Skilled Nursing Facility (SNF) within the last 90 days?    Yes     No

Name of SNF __________________________     Dates of Stay:  From _________ Through _______________

Address __________________________________________________________Phone___________________

Has the applicant been receiving Home Health Services, Hospice or any other Special Waiver Programs in the Community while resident at home?     






    Yes     No
Name of Agency __________________________     Service Dates:  From _________ Through _____________

Address __________________________________________________________Phone___________________

Briefly describe the services provided ___________________________________________________________

Does the applicant anticipate applying for Medicaid Assistance?     Yes     No
(Application for Medicaid assistance can only be completed following admission to an approved nursing home and is the responsibility of the resident/sponsor.  Approval is dependent upon Alabama Medicaid requirements and is based upon both medical and financial eligibility guidelines.  Upon admission Sunset Manor will provide the resident/sponsor with necessary forms and phone numbers to obtain information and begin the application process under the direction of the district Medicaid office.)
If the applicant is not financially self-supporting, will anyone be assisting with the non-covered expenses while at Sunset Manor?  




Yes     No
To what extent _______________________________________________

If “Yes”, Who ________________________  Relationship ________________  Phone ___________________

Applicant’s Statement

In signing this document, I hereby give my consent to Sunset Manor to perform any necessary criminal background check, credit checks and asset search to verify information provided and assure appropriate placement.
In Witness Whereof I have hereunto set my hand to this application this ___ day of __________, 20___.

Witness __________________________
Applicant’s Signature ____________________________________
Resident’s Representative’s Signature ________________________________________________________
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AUTHORIZATION FOR BACKGROUND CHECKS

After carefully reading this Background Check Disclosure and Authorization form, I authorize the Company to order my background report, including investigative consumer reports.  I understand that the Company may rely on this authorization to order additional background reports, including investigative consumer reports, during my occupancy, if admitted, without asking me for my authorization again as allowed by law.

I also authorize the following agencies and entities to disclose to ADP Screening and Selection Services and its agents all information about or concerning me, including but not limited to: my past or present employers; learning institutions, including colleges and universities; law enforcement and all other federal, state and local agencies; federal, state and local courts; the military; credit bureaus; testing facilities; motor vehicle records agencies; all other private and public sector repositories of information; and any other person, organization, or agency with any information about or concerning me.  The information that can be disclosed to ADP Screening and Selection Services and its agents includes, but is not limited to, information concerning my employment history, earnings history, education, credit history, motor vehicle history, criminal history, military service, professional credentials and licenses and substance abuse testing.

I agree the Company may rely on this authorization to order background reports, including investigative consumer reports, from companies other than ADP Screening and Selection Services without asking me for my authorization again as allowed by law.  I also agree that a copy of this form is valid like the signed original.  I certify that all of my personal information on this form is true and correct and understand that dishonesty will disqualify me from consideration of placement with the Company.  If admitted to the facility and information omitted or inaccurate is discovered, that could disqualify you from continued admission at this facility, I understand the facility has the right to proceed with discharge.
Last Name __________________________________ First ________________________ Middle 
Maiden/Other Names _______________________________________________ Years Used 
Social Security Number ________________________________________________________________________ 

Driver’s License Number ________________________________________________ State __________________
For Identification Purposes Only:  Date of Birth ____/____/____ (Month/Day/Year)  
Addresses Within The Past Seven Years (use a separate sheet as needed)

Present Street Address _________________________________________________________________________
City/State/ZIP _________________________________________________________________________________
Prior Street Address ____________________________________________________________________________
From _____/_______/______ (Month/Day/Year)      To _____/_______/______ (Month/Day/Year)  
City/State/ZIP _________________________________________________________________________________
________________________       ___________      and/or      ___________________________      ___________
Applicant’s Signature                     Date                                     Applicant’s Representative                 Date
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