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INTRODUCTION 
 

GENERAL INFORMATION 
 

Thank you for applying to the Florida Department of Veterans’ Affairs State Veterans Nursing Home. We offer 

rehabilitation services such as: Physical, Occupational & Speech therapy and Restorative Programs, all under 

the direct supervision of trained qualified therapists. Hospice and Respite Services are also available.  

 

There is a three-step applicant qualifying process that is as follows: 

• All documents required by the home must be completed before the application can be processed. These 

documents include VA, Financial and Medical. 

• The completed application will be reviewed by our admission team. 

• Whether your application is approved or disapproved, you will be notified by telephone or mail. 

 

ADMISSION CRITERIA 
 

The facility will verify the following of an applicant prior to admission: 

• That the applicant is a Veteran as determined under Chapter 1.01 (14), Florida Statutes.  

• That the applicant has been Honorably Discharged from the most recent period of active duty. 

• That the applicant is a resident of Florida at time of application. 

• That the applicant needs skilled nursing home care for a medical condition.  

• That the applicant is not currently delinquent on any monies due to the Florida Department of Veterans 

Affairs for a prior skilled nursing facility stay.  

• That the applicant has submitted a completed application for admission, and any additional information 

requested. 

• If there is a share of cost (payment) required from the applicant, that payment is made prior to 

admission. 

 

APPLICATION PROCESS  
(Please note that an incomplete application may result in delays or denial) 

 

For the facility to process an application, the following must occur:  

• Application must be completed in its entirety and may be submitted via fax, mail, in-person, or emailed.   

• All financial information required must be provided (applicants with a 70%-100% service-connected 

disability is not required to submit financial information, but proof this disability must be submitted with 

the application). 

• All medical forms required must be completed by a health care practitioner (HCP). 

• If the facility requests additional medical, financial, of proof of service or disability information, then all 

information requested must be provided. 

• The Admissions Coordinator will review the potential veteran for placement in a skilled nursing facility.  

• The application will be reviewed by the Interdisciplinary Team, and the team before an admission is 

scheduled. 

• If after approval the veteran is placed on our waiting list, a reassessment will be scheduled before 

actually admission to determine if there is a change in the veteran’s condition.     

• Whether your application is approved or disapproved, either for direct admission or waiting list, you will 

be notified by telephone or mail.    
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APPLICATION CHECKLIST 
(To assist with completing the packet, the following checklist is provided) 

 

Forms to be completed/submitted by applicant or representative 

 

☐ A signed and complete application packet must be returned via fax, mail, in-person, or emailed 

☐ Form 54 – Application for Admission 

☐ Form 10-10 EZ 

☐ Medical Information Release From 

☐ Activities of Daily Living (ADLs) and Behaviors Questionnaire  

☐ Documents showing proof of Veteran status as determined under Chapter 1.01 (14), Florida Statutes.  

☐ If applicable, documents showing proof of service-connected disability from the VA 

☐ All medical insurance cards for verification of health insurance benefits (copies of front and back) 

☐ A government issued identification card (ID) for applicant 

 

Forms to be completed by the Health Care Provider 

 

☐ Form 3008 (signed and dated within 30 days of admission)  

☐ AHCA MedServ Form 004 (PASRR) 

☐ Most recent History & Physical, or summary of most recent physician visit 

☐ Statement that applicant is currently communicable disease status 

☐ Current medication list 

☐ COVID-19 Card, other proof of vaccination, and included in documentation 

 

These documents must be submitted with application if applicable 

 

☐ Power of Attorney documents 

☐ Health Care Surrogate documents 

☐ Living Will documents 

☐ Guardianship documents 

☐ Any court-order documents related to applicant 

  

Financial Information 

 
REQUIRED for all applicants who do not have a service-connected disability, or those with a service-connected disability 

rating of 60% or below. 

NOT REQUIRED by applicants who are have a 70% - 100% service-connected disability rating, (VA Disability letter 

required as proof of rating). 

 

☐ Most recent three months bank statements 

☐ Most recent social security statement 

☐ Most recent tax return (if applicable) 

☐ Proof of all income currently received by applicant 
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SMOKING STANDARD  
  

The Florida Department of Veterans’ Affairs adheres to the Clean Air Act of Florida. The department is moving 

towards becoming 100% tobacco free. That means no smoking on the facility property at all – not in cars, in the 

grass, porch, etc. Smoking is NEVER permitted in or near areas where oxygen or other gases are being stored or 

administered.  

  

For the purpose of this standard, smoking and tobacco include any lighted or unlighted cigarette, cigar, pipe, 

bidi, clove cigarette, cigarillo, hookah, and any other smoking product, and any smokeless or spitless tobacco 

also known as dip, chew, snuff, snus, orbs and strips, sticks, or any electronic cigarette in any form. Vapor 

Producing Devices or Non-Lit smoking devices are all considered smoking in this standard. Residents are not 

permitted to leave the campus to smoke, and residents are not permitted to smoke while on facility sponsored 

outings/events.  

  

*** Residents admitted to the Emory L Bennet State Veterans’ Nursing Home before 07/01/2019 have been 

“grandfathered” with smoking privileges. Veterans admitted on or after 07/01/2019 do not have smoking 

privileges. ****  

    

MONTHLY COST OF CARE 
 

For Veterans who have a 70%-100% service connection, there is NO SHARE OF COST to the facility. 

 

For Veterans required to pay a monthly share of cost (monthly payment to the facility): 

• The monthly cost of care = NET MONTHLY INCOME minus $130.00.  

• The Veteran gets to keep $130.00 each month as a personal needs allowance.   

• Proof of income is required to determine monthly cost of care.  

• All Veterans who are required to pay a share of cost must apply for monetary benefits for which they 

may qualify that will assist in paying for their care at the facility (i.e. Medicaid). 

• Should the resident’s income exceed the maximum cost per day, other charges may ensue (such as 

medications).    

 

WHAT IS INCLUDED IN COST OF CARE?  

 

• Room and board  

• 24-hour nursing services  

• Social services  

• Therapeutic activities  

• Restorative nursing care  

• Daily meals and snacks  

• Housekeeping and laundry services  

• Prescription medications  

  

 Non-routine services, which are not covered in the daily room rate, include but not limited to: 

  

• Dental Care at any level  

• Hearing Aide repair / 

replacements  

• X-ray Services   

• Laboratory Charges  

• Physical, Occupational and 

Speech Therapy   

• Physician visits  

• Private Sitters or Personal Care 

Attendants  

• Transportation or non-emergency 

ambulance travel  

• Beauty / Barber charges (Cash or 

Resident Trust Fund needed)   
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James S. Hartsell 

Executive Director 

 

 

 

 

STATE OF FLORIDA 

DEPARTMENT OF VETERANS’ AFFAIRS 

NURSING HOME PROGRAM 

 

 

Ron DeSantis 

Governor 

Ashley Moody 

Attorney General 

Jimmy Patronis 

Chief Financial Officer 

Nikki Fried 

Commissioner of Agriculture 

 

APPLICATION FOR ADMISSION (FORM 54) 
(to be completed by applicant or representative) 

 
NO INDIVIDUAL WILL, ON THE GROUNDS OF RACE, COLOR, RELIGIOUS BELIEFS, SEX, GENDER IDENTITY, SEXUAL ORIENTATION, 

OR NATIONAL ORIGIN BE DENIED ADMISSION, CARE OR ANY OTHER BENEFIT PROVIDED BY THE STATE HOME.  

 

INSTRUCTIONS  
- Print or type and answer all items. 

- Individuals must meet the criteria required by the U.S. Department of Veterans Affairs for veteran status.  

- Must be resident of Florida immediately preceding this application, and in need of institutional long-term care. 
 

SECTION A: PERSONAL INFORMATION 

VETERAN’S LAST NAME  FIRST NAME  MIDDLE NAME  *SOCIAL SECURITY #      VA CLAIM # 

                                                                                                                                                                                                

VETERAN’S DATE OF BIRTH             VETERAN’S BIRTHPLACE                 VETERAN’S SEX   

                                                                                                                                      ☐ Male   ☐ Female           

VETERANS MEDICARE #                    VETERANS MEDICAID #                    VETERANS OTHER INSURANCE # 

                                                                                                                                                                                                

SPOUSE NAME:       SPOUSE’S SSN                                       SPOUSE’S DATE OF BIRTH    

                                                                                                                                                                                 

PLACE OF RESIDENCE: ☐ Own Home   ☐ Hospital    ☐ Nursing Home    ☐ Retirement Home    ☐ Boarding Home   

                                ☐ Other, explain: ____________________________________________________ 

 

PHONE NUMBERS   

                                 Home: _____________________  Work: _____________________ Other: _____________________ 

MAILING ADDRESS:  Street, City, State Zip Code                                                            Phone Number: 

                                                                                                                                                                                     

RESIDENCE ADDRESS: (IF DIFFERENT) Street, City, State Zip Code                          Phone Number: 

                                                                                                                                                                                     

MARITAL STATUS   ☐ Single     ☐ Married     ☐ Separated     ☐ Divorced     ☐ Widowed    

                                      Date of Marriage: ____________________      Date of Divorce: ____________________ 

HAS VETERAN BEEN A PATIENT/RESIDENT IN A HOSPITAL OR NURSING HOME DURING THE PAST YEAR?  

☐ YES    ☐ NO      Name of Facility: ____________________________________________  

          Address of Facility:  _________________________________________ 

HAS VETERAN  EVER BEEN CONVICTED OF A FELONY?   

☐ YES    ☐ NO  If yes, in what state? _______________________ 

HAS VETERAN EVER REGISTERED AS A SEX OFFENDER?   

☐ YES    ☐ NO  If yes, in what state? _______________________ 
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SECTION B: MILITARY INFORMATION - ATTACH A COPY OF MILITARY DISCHARGE PAPERS (DD-214) 

BRANCH OF SERVICE SERVICE NUMBER DATE ENTERED DATE DISCHARGED CHARACTER OF SERVICE 

                                                                                                                                                                             

                                                                                                                                                                             

                                                                                                                                                                             

SECTION C: GROSS MONTHLY INCOME INFORMATION 
 DO NOT COMPLETE SECTION C FOR VETERANS WITH PROOF OF 70%-100% SERVICE-CONNECTED DISABILITY  

 

MONTHLY INCOME  APPLICANT  

   Gross                           Net  

SPOUSE  

   Gross                           Net  

VA Pension/VA 

Compensation  
                                                                                                 

Social Security                                                                                                     

U.S. Civil Service                                                                                                     

U.S. Railroad Retirement                                                                                                     

Military Retirement                                                                                                     

Employment                                                                                                     

Other Retirement, or 

Income Source:  

Attach extra page if more  

Space is needed  

ASSET VALUE/MONTHLY INCOME 

                                              
ASSET VALUE/MONTHLY INCOME 

                                              

SECTION D: LEGAL REPRESENTATIVE FOR HEALTH CARE AND FINANCIAL AUTHORITY 

Designated Authority Name ____________________________________________ Relationship______________________ 

Designated Authority Address _________________________________________________ 

Designated Authority Phone Number ____________________________________________ 

SECTION E: THIS SECTION MUST BE SIGNED BY THE VETERAN OR DPOA 

The Veteran is applying for admission to the State Veterans Nursing Home. The veteran is a resident of the State of Florida 

immediately preceding the date of this application. All the statements on this application are true and complete. Veteran 

agrees to follow the rules of conduct and policies and procedures of the Department of Veterans’ Affairs and the State 

Veterans’ Nursing Home. VETERAN AGREES TO APPLY FOR ALL FINANCIAL ASSISTANCE AVAILABLE THAT 

THEY MAY QUALIFY FOR, TO INCLUDE MEDICAID. I agree to the release of all medical and financial information 

needed to complete this application process.  

                                

___________________________________________________                 _______________________________ 

Applicant’s Signature, or person authorized to sign for applicant     Date signed  

 
The State of Florida Department of Veterans’ Affairs (FDVA) is asking you to provide your Social Security Number.  If you give FDVA your Social Security 
Number, we will use it to verify honorable Veteran status, for billing purposes or for other purposes as authorized or required by law.  The information you supply 

may be verified through a computer-matching program.  FDVA may disclose the information you put on this form as permitted by law.  You do not have to provide 

the information to FDVA, but if you do not, we will be unable to process your application for admission and serve your medical needs. 
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APPLICATION FOR BENEFITS VA FORM 10-10-EZ 

(to be completed by applicant or representative)
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James S. Hartsell 

Executive Director 

 

 

 

 

STATE OF FLORIDA 

DEPARTMENT OF VETERANS’ AFFAIRS 

NURSING HOME PROGRAM 

 

 

Ron DeSantis 

Governor 

Ashley Moody 

Attorney General 

Jimmy Patronis 

Chief Financial Officer 

Nikki Fried 

Commissioner of Agriculture 

 

MEDICAL RECORDS AND HEALTH INFORMATION RELEASE 
(to be completed by applicant or representative) 

  
PATIENT NAME: _________________________________     DATE OF BIRTH: _________________  

  

I authorize the use or disclosure of the above individual’s health information as described below.  The following individual 

or organization is authorized to make the disclosure:  
  

  

Facility to fill in:  

LEAVE BLANK

 
NAME OF HOSPITAL, PHYSICIAN, OR HEALTHCARE FACILITY 

  

This information may be disclosed to and used by the following individual or organization for the purposes of assisting 

with placement and providing medical care:  
   

Emory L Bennett SVNH  
1920 Mason Avenue  

☐ Daytona Beach, FL 32117  
PH: 386-274-3460  
FAX: 386-274-3487  

   

 

☐ 

Baldomero Lopez SVNH  
6919 Parkway Blvd  
Land O Lakes, FL 34689  
PH: 813-558-5000  
FAX: 813-558-5021  

   
 

☐ 

Sandy Nininger SVNH  
8401 W. Cypress Drive  
Pembroke Pines  
PH: 954-985-4824  
FAX: 954-985-4866  

  Chester Sims SVNH  
4419 Tram Road  

☐ Panama City, FL 32404 

PH: 850-747-5401  
FAX: 850-747-5301  

Douglas Jacobson SVNH 

21281 Grayton Terr.  

☐ Pt. Charlotte, FL 33954 PH: 

941-613-0919  
FAX: 941-613-0935    ☐  

Clyde E Lassen SVNH  
4650 SR 16  
St. Augustine, FL 32092  
PH: 904-940-2193  
FAX: 904-940-9913    ☐  

Ardie R. Copas SVNH  
13000 SW Tradition   
Pt. St. Lucie, FL 34987  
PH: 772-241-6132    

Lake Baldwin SVNH  
5255 Raymond Street  

☐ Orlando, FL 32803 

PH: 407-741-4614  
FAX: 407-741-4631  

  

  

The purpose of the disclosure is to assist with placement and providing medical care and may be shared with other Florida 

State Veterans’ Homes for placement.   
  

INITIAL BELOW FOR RELEASE OF INFORMATION   

  
_____ 1. The undersigned hereby authorizes the release of copies of all medical records included but not limited to the 

following:  Physician’s orders, discharge summary, and History & Physical                    X-ray/Lab/EKG reports, MDS 

Physician’s progress notes   
                  Nursing notes, Care plans, Medication list   
                  Dietary notes, Activity notes, Social Services assessment   
                  Consultations-specify: ______________________________________________________  
                  Other-specify: ____________________________________________________________  
  
______ 2. I understand and hereby authorize the release of information in my medical record, which may include information relating 

to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV).   
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_______ 3. I understand and hereby authorize the release of information in my medical record, which may also include information 

about behavioral or mental health services and treatment for alcohol and drug abuse.   

  

  

(Note: Release of psychiatric or substance abuse progress notes require a separate authorization.) I understand that I have 

a right to revoke this authorization at any time. I understand that if I revoke the authorization, I must do so in writing and 

present my written revocation to the health information management department.   
  

I understand that the revocation will not apply to information that has already been released in response to this authorization. 

I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right 

to contest a claim under my policy. Unless otherwise revoked, this authorization will expire if my application is denied, or 

if accepted, upon my permanent transfer or discharge from the facility.   
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I 

need not sign this form in order to obtain treatment. I understand the potential for the information disclosed pursuant to 

this authorization may be subject to re-disclosure by the recipient, and may no longer be protected by the Federal privacy 

laws.  
  

  
__________________________________________________________             _____________________  

Signature of Resident or Legal Representative                              Date   
  

  

  
__________________________________________________________               

Relationship of Legal Representative to Resident  
  

  

  
 __________________________________________________________             _____________________  

Signature of Witness                                     Date   
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ACTIVITIES OF DAILY LIVING (ADLS) AND BEHAVIORS QUESTIONNAIRE  
(to be completed by applicant or representative, CHECK ALL THAT APPLY) 

 

 AMBULATION (walking)  

☐ Ambulates safely w/no physical help   

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 person or 2-person physical assist 

☐ Does not ambulate   

EATING  

☐ Can safely eat meals or snacks with no assistance  

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 person or 2-person physical assist   

☐ Does not eat (other modes of nutrition)  

WHEELCHAIR   

☐ Can safely propel self in wheelchair  

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 or 2 people to physical assist  

TOILETING  

☐ Can safely toilet with no assistance or supervision 

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 person or 2-person physical assist  

BOWEL FUNCTION  

☐ Continent  

☐ Occasional incontinence – once or twice a week  

☐ Frequent incontinence – at least once a day  

☐ Total incontinence  

☐ Ostomy  

BLADDER FUNCTION  

☐ Continent  

☐ Occasional incontinence – once or twice a week  

☐ Frequent incontinence – at least once a day  

☐ Total incontinence  

☐ Catheter  

BED MOBILITY  

☐ Can safely position and move in the bed alone 

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 person or 2-person physical assist  

TRANSFERS  

☐ Can safely sit to stand or stand to sit with no help 

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 person or 2-person physical assist  

BATHING  

☐ Can safely bathe with no assistance or supervision  

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 person or 2-person physical assist  

DRESSING  

☐ Can safely dress with no assistance or supervision  

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 person or 2-person physical assist  

PERSONAL HYGIENE / GROOMING  

☐ Can safely complete hygiene/ personal grooming 

with no assistance or supervision  

☐ Needs assistance, set-up help, or supervision  

☐ Needs 1 person or 2-person physical assist  

ALCOHOL USE  

☐ Never occurs 

☐ Occurs less than daily 

☐ Occurs daily or more frequently 

 

TOBACCO USE (CIGARETTES, CIGARS, PIPE)  

☐ Never occurs 

☐ Occurs less than daily 

☐ Occurs daily or more frequently 

DRUG USE  

☐ Never occurs 

☐ Occurs less than daily 

☐ Occurs daily or more frequently 

BEHAVIORS (circle all that apply)  

☐ Has current diagnosis of dementia or Alzheimer’s  

☐ Sundowns” or wanders  

☐ Exit seeking or eloping  

☐ Verbally abusive  

☐ Physically abusive  

☐ Resistant to care  

☐ Inappropriate toileting habits  

☐ Inappropriate sexual behavior  

☐ Hallucinations, Delusions, or Paranoia 

☐ Resistant to care (stiffening, rigidity, refusal) 

BEHAVIORS (circle all that apply)  

Hallucinations (hears or sees things not there) 

Delusions (tells stories that are not fact based)  

☐ Current smoker   ☐ Former smoker  

☐ Can understand others  

☐ Can be understood by others  

☐ Verbal    ☐ Non-verbal  

☐ Wandering  

☐ Comments about death of self or others  

☐ Verbally abusive (curses, screams, threatens) 

☐ Physically abusive (strikes out, grabs) 
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VETERAN’S HISTORY QUESTIONNAIRE  
 

1. What traumatic events has the veteran experienced in the past 10 years (i.e. death of a loved one, diagnosed 

with terminal illness, etc.) And how did he/she handle this?  What coping skills or resources did they utilize 

(i.e. help from family, friends, community support, spiritual faith, etc.)?  What is an effective intervention 

that our staff might use during difficult times?  

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 

2. Identify a pleasant/fun activity for the veteran which could be implemented right now (i.e. singing a 

favorite song, watching special tv program, listening to hymns, etc.). 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 

3. Were there unpleasant or sensitive life experiences which the veteran still recalls and which staff needs to 

be aware? Please indicate how to respond.  

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 

4. Is there anything else we should know to help us provide individualized care to the veteran?   

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 
. 
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PATIENT TRANSFER FORM 

(to be completed by health care provider)
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PASRR 
(to be completed by health care provider)
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DISCHARGE MEDICATION LIST 
(written in or list can be attached, must be signed Health Care Provider) 

 

 

 

Provider Name (printed): _______________________________________________  

Signature: ___________________________________________________________  

Office Phone Number: _________________________________________________  

Date of Exam: _______________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

Place stamp here if available. 

 

Medication Name Dose Instructions for Use Route 
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 James S. Hartsell 

Executive Director 

 

 

 

 

STATE OF FLORIDA 

DEPARTMENT OF VETERANS’ AFFAIRS 

NURSING HOME PROGRAM 

 

 

Ron DeSantis 

Governor 

Ashley Moody 

Attorney General 

Jimmy Patronis 

Chief Financial Officer 

Nikki Fried 

Commissioner of Agriculture 

 

 

STATEMENT OF HEALTH 

(to be completed by health care provider, must be completed 30 days prior to admission) 

 

 

Patient/Resident Name: ______________________________________________________________  

 

DOB: ______________________________________________________________  

 

 

☐  I have examined the individual named above and to the best of my knowledge, he/she is free of any 

communicable diseases. 

 

☐ I have examined the individual named above and to the best of my knowledge, he/she has a communicable 

disease (if so, indicate in the space below).  

  

 Indicate communicable disease here: 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 

 

By signing below, I certify that this information above is true and accurate. 

 

Provider Name (printed): _______________________________________________  

Signature: ___________________________________________________________  

Office Phone Number: _________________________________________________  

Date of Exam: _______________________________________________________ 

 

 

 

 

 

 

 

 

Place stamp here if available. 


