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B. HOUSEHOLD COMPOSITION 
 

 
 

 

Name 

Relationship 

to head 
 

Birth 

Date 

 
Age 

(optional) 

 
SS# 

Student 

Y/N 

Head       

Co-T       

3.       

4.       

5.       

6.       

7.       

8.       

 

 

 

IF YES, ANSWER THE FOLLOWING QUESTIONS: 

 

Are any full-time student(s) married and filing a joint tax return?     Yes     No 

Are any student(s) enrolled in a job-training program receiving assistance under the 
Job Training Partnership Act?     Yes     No 

Are any full-time student(s) a TANF or a title IV recipient?      Yes     No 

Are any full-time student(s) a single parent living with his/her minor child who is 
not a Dependant on another’s tax return and whose children are not dependents of 
anyone other than a parent?     Yes     No 

Is any student a person who was previously under the care and placement of a foster 
care program (under Part B or E of Title IV of the Social Security Act)?    ⁭ Yes    ⁭ No 

 

Have there been any changes in household composition in the last twelve months?        Yes       No 

If yes, explain: 

Do you anticipate any changes in household composition in the next twelve months?    Yes       No 

If yes, explain: 
Is there someone not listed above who would normally be living with the household?         Yes        No 

If yes, explain: 

Will all of the persons in the household be or have been full-time students during five calendar months of this 
year or plan to be in the next calendar year at an educational institution (other than a correspondence school)  

with regular faculty and students?                                                                               Yes     No 
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C. INCOME 

 
List ALL sources of income as requested below.  If a section doesn’t apply, cross out or write NA. 

Household Member Name Source of Income  
Gross Monthly 

Amount 

 Social Security $ 

 Social Security $ 

 Social Security $ 

  $ 
 SSI Benefits $ 

 SSI Benefits $ 

 SSI Benefits $ 

   

 Pension (list source) $ 

 Pension (list source) $ 

   

 Veteran’s Benefits (list claim #) $ 

 Veteran’s Benefits (list claim #) $ 

   

 Unemployment Compensation $ 

 Unemployment Compensation $ 

   

 Title IV/TANF $ 

   

 Contributions to the Household (monetary or not) $ 

   

 Full-Time Student Income (18 & Over Only) $ 

 Financial Aid (grants & scholarships $ 

 exceeding of the amount of tuition may have to   
 be included in total income)  
   
 Interest Income (source) $ 
 Interest Income (source) $ 

   

 Long Term Medical Care Insurance Payments in 
excess of $180/day $ 

   

 Scheduled Payments from Investments $ 
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Household Member Name Source of Income 
Monthly 

Amount 

Employment amount $ 

Employer: 

Position Held 

 

How long employed: 
 

Employment amount $ 

Employer: 

Position Held 

 

How long employed: 
 

Employment amount $ 

Employer: 

Position Held 

 

How long employed: 
 

Employment amount $ 

Employer: 

Position Held 

 

How long employed: 
 

Alimony  

Are you legally entitled to receive alimony?   Yes    No 

If yes, list the amount you are entitled to receive. $ 

Do you receive alimony?  Yes    No 

 

If yes list amount you receive. $ 
 

Child Support  

Are you legally entitled to receive child support?   Yes    No 

If yes list the amount you are entitled to receive. $ 

Do you receive child support?  Yes    No 

 

If yes, list the amount you receive. $ 
 

 Other Income $ 

 Other Income $ 

 Other Income $ 

 
TOTAL GROSS ANNUAL INCOME (Based on the monthly amounts listed above x 12) $ 

TOTAL GROSS ANNUAL INCOME FROM PREVIOUS YEAR $ 

Do you anticipate any changes in this income in the next 12 months?    Yes    No 

Is any member of the household legally entitled to receive income assistance?    Yes    No  

Is any member of the household likely to receive income or assistance (monetary or not) 
from someone who is not a member of the household as listed on Page 2  etc)?    Yes    No 

If yes to any of the above, explain: 
 

 

Is the income received?   Yes    No 
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D. ASSETS 
If your assets are too numerous to list here, please request an additional form. 

If a section doesn’t apply, cross out or write NA. 

Checking Accounts # Bank Balance $ 

# Bank Balance $ 

# Bank Balance $ 

 

   

Savings Accounts # Bank Balance $ 

# Bank Balance $ 

# Bank Balance $ 

 

   

Trust Account # Bank Balance $ 
    

# Bank Balance $ 

# Bank Balance $ 

# Bank Balance $ 

Certificates 
 

# Bank Balance $ 
    

# Bank Balance $ 

# Bank Balance $ 
Credit Union 
 

   

# Maturity Date Value $ 

# Maturity Date Value $ Savings Bonds 

# Maturity Date Value $ 
    

Life Insurance Policy #  Cash Value $ 

Life Insurance Policy #  Cash Value $ 
      

Mutual Funds Name: #Shares: Interest or Dividend $ Value $ 

Name: #Shares: Interest or Dividend $ Value $  

Name: #Shares: Interest or Dividend $ Value $ 

     

Name: #Shares: Dividend Paid $ Value $ 

Name: #Shares: Dividend Paid $ Value $ 

Name: #Shares: Dividend Paid $ Value $ 

Stocks 
 
 

   

Bonds Name: #Shares: Interest or Dividend $ Value $ 

 Name: #Shares: Interest or Dividend $ Value $ 
Investment 

Property  
Appraised 

Value $ 
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Real Estate Property: Do you own any property?                 Yes      No 

If yes, Type of property 

Location of property 

Appraised Market Value $ 

Mortgage or outstanding loans balance due $ 

Amount of annual insurance premium $ 

Amount of most recent tax bill $ 

 

Does any member of the household have an asset(s) owned jointly with a person who is 
NOT a member of the household as listed on Page 2?  Yes      No 

If yes, describe: 

 

 

Do they have access to the asset(s)?    Yes      No 

 

Have you sold/disposed of any property in the last 2 years?  Yes      No 

If yes, Type of property:  

Market value when sold/disposed $ 

Amount sold/disposed for $ 

Date of transaction: 

 

Have you disposed of any other assets in the last 2 years (Example: Given away money to relatives, set up  
Irrevocable Trust Accounts)?                                                    

  Yes      No 

If yes, describe the asset: 

Date of disposition: 

Amount disposed $ 

 

Do you have any other assets not listed above (excluding personal property)?  Yes      No 

If yes, please list:  

 

 
      

E. ADDITIONAL INFORMATION 

Are you or any member of your family currently using an illegal substance?     Yes     No 

Have you or any member of your family ever been convicted of a felony?     Yes     No 

If yes, describe: 
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Have you or any member of your family ever been evicted from any housing?     Yes     No 

If yes, describe 

 

 
Have you ever filed for bankruptcy?     Yes     No 

If yes, describe 

Will you take an apartment when one is available?     Yes     No 

Briefly describe your reasons for applying: 

 

F.   REFERENCE INFORMATION 

Name: 
 

Address: 
 

Home Phone: 
 

Bus. Phone: 
 

 
 
 

Current Landlord 

How Long? 
 

Name:  

Address: 
 

Home Phone: 
 

Bus. Phone: 
 

 
 
 

Prior Landlord 

How Long? 
 

Credit Reference #1: 

Address: 

Account #: Phone #: 

Credit Reference #2: 

Address: 

Account #: Phone #: 

Credit Reference #3: 

Address: 

Account #: Phone #: 

Personal Reference #1: 

Address: 
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Relationship: Phone #: 

Personal Reference #2: 

Address: 

Relationship: Phone #: 

Personal Reference #3: 

Address: 

Relationship: Phone #: 

 

In case of emergency notify: 

Address: 

Relationship: Phone #: 

 
G. VEHICLE AND PET INFORMATION (if applicable) 

 
List any cars, trucks, or other vehicles owned.  Parking will be provided for one vehicle.  Arrangements with  
Management will be necessary for more than one vehicle.  

Type of Vehicle: License Plate #: 

Year/Make: Color: 

Type of Vehicle: License Plate #: 

Year/Make: Color: 

Do you own any pets?      Yes       No 

If yes, describe: 

   CERTIFICATION 
I/We hereby certify that I/We Do/Will Not maintain a separate subsidized rental unit in another location.  I/We further certify that this 
will be my/our permanent residence.  I/We understand I/We must pay a security deposit for this apartment prior to occupancy.  I/We 
understand that my eligibility for housing will be based on applicable income limits and by management’s selection criteria.  I/We 
certify that all information in this application is true to the best of my/our knowledge and I/We understand that false statements or 
information are punishable by law and will lead to cancellation of this application or termination of tenancy after occupancy.  All adult 
applicants, 18 or older, must sign application. 

 
SIGNATURE (S): 

     

 (Signature of Tenant)  Date  

 (Signature of Co-Tenant)  Date  

 (Signature of Co-Tenant)  Date  

 (Signature of Co-Tenant)  Date  

 



 
 
 
I. Medical Information 
 
Medical Problems:           
             
             
             
 
Describe Memory Problems:          
             
             
 
Special Help Needs:           
             
             
 
Assistive Devices Used (Cane, Walker, Hearing Aid, Etc.):      
             
 
Can You Manage your Own Medications? Yes_____ No_____ 
 
Physician name & Phone Number:         
             
 
Visiting Nurse Agency:          
             
 
Medications:            
             
             
             
 
Medicare #:     HMO(Inc.#)      
  
Other Health Insurance (Inc. #)         
 
Name of Health Care Proxy:          
 
Burial Arrangements:           
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Harborlight House is proud of its full compliance with all applicable fair housing laws and of its 
facility which fully meets the standards set forth in the Americans With Disabilities Act and the 
Massachusetts Architectural Barriers Code.  Harborlight House does not discriminate on the 
basis of race, color, ethnicity, national origin, religion, gender, sexual orientation or any other 
basis protected by federal, state, or local statute or regulation.  We invite applications for 
residency from persons of diverse groups. 
 
In order to assist Harborlight House to comply with federal, state, or other reporting 
requirements which may be applicable, we are requesting that you provide us with the following 
information.  Provision of this information is strictly voluntary and will not affect the status of 
your application for residency at Harborlight House. 
 
 
Name:        
 
I identify myself as: 

____Hispanic or Latino 

____American Indian or Alaska Native 

____Asian 

____Black or African American   

____Native Hawaiian or Other Pacific Islander 

____White 

____Other ____________________________ 
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                                                                                                  HARBORLIGHT HOUSE  
                                                                                                One Monument Square 
                                                                                                Beverly, MA 01915 
                                                                                                Tel: (978)927-2121 
                                                                                                Fax: (978)232-1245 
 
                                  Physician’s Statement 
 
Dear Dr. _____________________________ 
Your patient has applied for entrance to Harborlight House, an affordable assisted 
living facility. In order to process his/her application, we need information on your 
patient’s health and mental status, based on a physical exam that has been 
completed within the past three months, and Mantoux within past year. Thank you. 
 
Applicant’s Name:__________________________Gender_______ DOB________ 
Current address: _____________________________________________________ 
 
Physical exam date:_______BP:______ AP: ____ Temp:____ Ht:_____ Wt:_____ 
Mantoux test date:_______Result:_____ CXR(if Mantoux + )date:____Result____ 
 
Diagnosis (current and past Dx, including psych Hx and communicable diseases):       
____________________       _____________________      ___________________ 
____________________       _____________________      ___________________ 
____________________       _____________________      ___________________ 
____________________       _____________________      ___________________ 
____________________       _____________________      ___________________ 
 
Medications : 
_______________________________            _____________________________ 
_______________________________            _____________________________ 
_______________________________            _____________________________ 
_______________________________            _____________________________ 
_______________________________            _____________________________ 
_______________________________            _____________________________ 
 
Allergies: __________________________________________________________ 
 
Diet: ____________________________ Food texture:_______________________ 
  
                                                                                        Continued next page 



Treatments:_________________________________________________________ 
__________________________________________________________________
__________________________________________________________________ 
 
Therapies:__________________________________________________________
__________________________________________________________________
__________________________________________________________________ 
 
Is he/she able to perform activities of daily living?____________ 
Comments:_________________________________________________________ 
 
Does your patient require medication reminders?___________________________ 
 
If he/she has a vehicle, do recommend that he/she drive that vehicle?___________ 
Comments:_________________________________________________________ 
 
Please evaluate your patient’s current mental status, including confusion, long and 
short term memory, and depression:_____________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
 
Please describe any psycho/social or behavioral issues your patient may have, or 
have a history of:____________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
 
Will you continue to follow your patient throughout his/her stay at Harborlight 
House? ____________________________________________________________ 
 
 
Physician’s signature:________________________     Date:__________________ 
Physician’s name:___________________________     Phone:_________________ 
Address:___________________________________    Fax:___________________ 
              ___________________________________ 
 
 



AUTHORIZATION TO RELEASE INFORMATION 
 

TO 
 

HARBORLIGHT HOUSE 
 
 

I,     have applied to Harborlight House, an Assisted Living facility, for 
residency.  Please release any requested medical, health or financial information concerning me, 
my income, projected income, and/or assets to Harborlight House as quickly as possible. 
 
Thank you for your assistance. 
 
 
              
Resident or Legal Representative Signature 
 
Resident Social Security Number:     
 
Date:     




