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	Name of Veteran: 
	VA Claim or SSN: 
	Facility Name: 
	Facility Address: 
	Facility Phone #: 
	License No: 
	Claimant's Name: 
	Date of Admission: 
	Claimant's Home Address: 
	Claimant's City: 
	State: 
	Zip Code: 
	Recurring Daily Charges: 
	Amount not reimbursed: 
	Yes or No 2: 
	Brief Description: 
	Level of Care: 
	Yes or No 3: 
	Yes or No 1: 
	Yes or No 4: 
	Medicaid Date: 
	Completion/Signature Date: 


