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Hospital School
3 Randolph Street
Canton, MA 02021




           APPLICATION FOR ADMISSION
This is an application for admission to this hospital for Medical Rehabilitative services.

Please return this completed application to:  Massachusetts Hospital School





                             ATTN: Admissions Department


                                                  3 Randolph Street

                                                                 Canton, Ma 02021

Demographic Information

Applicant’s Full Name (Last)_________________________(First)______________________ (MI)_____

(PLEASE PRINT)
Sex: M    F       Date of Birth:______________  Age_____________

Birthplace:__________________________________   Social Security # ______- ______ - ______
Current Residence:__________________________________________________________________






(# & Street Name)



      ___________________________________________________________________




(City/Town)




(State)


(Zip code)

Current Home Telephone Number: (         )  _______ - ________

Father’s Name:______________________________________________________________________



   Address: ___________________________________________________________________




(# & street)


(City/Town)

(State)

(Zip code)


   Telephone Numbers:  Home: (         )  _______ - ________Cell: (         )  _______ - ________ 


   Email address:________________________________________________________________


   Employer:___________________________________________________________________


   Address:_____________________________________________________________________


   Work Telephone Number: (         )  _______ - ________

Mother’s Name:______________________________________________________________________



   Address: ___________________________________________________________________




(# & street)


(City/Town)

(State)

(Zip code)


   Telephone Numbers:  Home: (         )  _______ - ________Cell: (         )  _______ - ________ 


   Email address:________________________________________________________________


   Employer:___________________________________________________________________


   Address:_____________________________________________________________________


   Work Telephone Number: (         )  _______ - ________

School and Social Service Information
Applicant’s Current School:_____________________________________________________________



Address:________________________________________________________________







(# & Street)




 _________________________________________________________________



(City/Town) 




(State)


(Zip Code)



Telephone Number: (         )  _______ - ________

LEA: (Name)_________________________________  Telephone Number: (         )  _______ - ________

Social Service Agency Involved: __________________________________________________________






(Name of agency)



(Name of case worker)



Address:________________________________________________________________







(# & Street)


                         _________________________________________________________________


            (City/Town) 




(State)


(Zip Code)



Telephone Number: (         )  _______ - ________

General Questions

Have you ever applied to MHS before?   Yes     No       If yes, When?__________________________

What are your reasons for applying to MHS?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently applying to any other facility, if so where? _____________________________________

Is/are parent(s) the legal guardians of the applicant?   Yes       No

If not who is the legal guardian?  Name:__________________________________________________





      Relationship to applicant______________________________
Name of person filling out application:___________________________________________________




Address:_________________________________________________________




Telephone Number: (        ) _____-_______

Is your local school system aware of application to MHS?  Yes       No


If yes, do they support the application?
           Yes       No

Parent(s)/Guardian(s) of new admissions are expected to participate in a Parent Orientation.  Do you agree to participate?       Yes     No

Mutual expectations will be defined in a MHS Parent Agreement.  Do you agree to participate?   Yes      No

What is the applicant’s current prototype under Chapter 766? ___________________________________

Are the parent(s)/guardian(s) aware that the MHS program runs 180 days (School calendar)? Are you willing to have applicant home on weekends, holidays and school vacations?        Yes       No
Insurance Information
Applicant’s Medical Insurance Company:_______________________________________________







(Name of Insurer/company)

Subscriber’s Name:________________________________________________________________

Address if different from Applicant’s:

_____________________________________________________________________________________________________________________________________________________________
Policy #_________________________________________   I.D. #:________________________________



(Private Insurance; ex: BCBS)



(If applicable)

Medicare # (if applicable):_______________________________________________________________

Medicaid # (if applicable):_______________________________________________________________






(Mass Health #) 


(Medicaid Claim #)

Has applicant been the recipient of a Monetary Award of Settlement?    Yes      No

Medical Information

Please have your primary care physician, all specialties, and psychologists send in a copy of the applicant’s medical and treatment records.  We will also need a summary from any and all hospitals where the applicant received either inpatient or outpatient care, especially the admission and discharge summaries.


Primary Diagnosis:_______________________________________________________________________

__________________________________________________________________________________

Name of Primary Care Physician:______________________________ Telephone # (        )  ______-______

Address:_________________________________________________________________________
Please list all specialty physicians (ex: Neurologist) :
	Name
	Address/Hospital
	Specialty
	Phone Number

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list all hospital(s) where most, if not all of your specialty care has been given:

	Hospital
	Town/State
	Dates of Admission

	
	
	

	
	
	

	
	
	


I AUTHORIZE THE RELEASE OF ANY MEDICAL OR EDUCATIONAL INFORMATION NECESSARY TO PROCESS THIS APPLICATION
Signature:_____________________________________________   Date:__________________



(Parent/Guardian or Applicant if of age)
Revised: 4/10
                                                                                                                                                  FORM#: AD-01

Department: Admissions


