
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

2 
 
 



 

3 
 
 

 

 

 

 

  



 

4 
 
 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

5 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

  

 

 

 

 

 



 

6 
 
 

RAD prices are current as at  1 January 2026 and are subject to review and change. 
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DAP indexation day  DAP index number  

20 September 2025 

20 March 2026  

1.00 

1.02 
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https://www.agedcarequality.gov.au/consumers/consumer-rights 
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Ongoing  

   

  

 

 

https://www.agedcarequality.gov.au/consumers/consumer-rights
https://www.agedcarequality.gov.au/standards/guidance-introduction
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http://www.myagedcare.gov.au/
https://www.servicesaustralia.gov.au/individuals/forms/sa457
tel:1800%20227%20475
https://www.dva.gov.au/health-and-treatment/care-home-or-aged-care/aged-care/residential-aged-care
https://www.dva.gov.au/health-and-treatment/care-home-or-aged-care/aged-care/residential-aged-care
tel:133%20254
tel:1800%20555%20245
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    Residential Accommodation Application 

Name:  

Preferred Name: 

Current Address  

Suburb:                                         

Postcode:                                                                    

Date of Birth:                         /           /                         Country of Birth: 

  

Are you of Aboriginal or Torres Strait Islander origin?  

    No      Yes Aboriginal     Yes Torres Strait Islander     

Yes both Aboriginal & Torres Strait Islander 

Marital Status:   ❑  Married      ❑  Never Married     

❑  Widowed       ❑  Divorced   ❑  Separated 

 

Presenting Living Situation:    ❑ Living with Family        ❑ Renting      ❑  Own House or Unit                                                                    

❑ Retirement Village Unit        ❑ Residential Aged Care – Facility Name: 

Application is for:    ❑ Residential Permanent        ❑ Residential Respite      ❑  Both 

Have you been a resident in another Aged Care Home previously? ❑  Yes   ❑ No   Date of care:  ___/___/_____ 
    
If so, name of Facility:                                                                                                          Length of stay: 

Has an Residential ACAT Assessment been carried out?          ❑ Yes  ❑ No                                                

❑ Residential Permanent   ❑ Respite    Date ACAT was completed     /          /         Referral Code_________________________ 

Has a DHS/DVA Income & Asset Test been completed? (SA457 or SA485) ❑ Yes  ❑ No  (If yes, please attach copy) 

Has it been lodged with Services Australia?       ❑ Yes  ❑ No                     ❑  Electing not to lodge 

Type of Accommodation required: ❑  Single room     ❑ Shared room      ❑  Either     ❑ Superior  room                                                                  

Name of Regular Doctor:  Phone No: 

Address:                                                                                                                 

 

Nominated Representative (Primary Contact):                                                       Relationship: 

Enduring Guardianship  ❑ Yes  ❑ No 

POA   ❑ Yes ❑ No  (Please supply a copy of these) 

Receive Accounts   ❑ Yes  ❑ No  

❑email………………............@............................ 

Address:                                                                                                                                 Postcode: 

Home Phone No:                                            Mobile: 

Email: 

Do you wish to receive our newsletter?          ❑ Yes  ❑ No                                                              

Next of Kin (Secondary Contact):                                                                              Relationship: 

C
u

t 
h

er
e 

_ 
_ 

_
 _

 _
 _

 _
 _

 _
 _

 _
 _

 _
 _

 _
 _

 _
 _

 _
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Location:_________________________________  Room #: ___________________              

Department Id #_______________________ 

Admission Date:           /         /                Doctor:                                                       Allergies: 
Agreement appointment Date:                         Time:                                    Attending: 
Notes: 

Enduring Guardianship  ❑ Yes  ❑ No 

POA   ❑ Yes ❑ No  (Please supply a copy of these) 

Receive Accounts   ❑ Yes  ❑ No    

❑email………………............@............................ 

Address:                                                                                                                     Postcode: 

Home Phone No:                                        Mobile: Email: 

Religion:                                                                                    

Medicare No:      _  _  _  _    _  _  _  _  _   _       Person number ie (1)    _               EXPIRY:                                       

Pension Received?                 ❑  Yes   ❑ No                    ❑ Age   ❑ DVA / Service  ❑  Disability  

Pension No:                                         ❑ Part     ❑  Full         EXPIRY:                       Colour of DVA card: 

Private Health fund:  ❑  Yes   ❑  No       EXPIRY: Membership No:                      

Name of Fund: 

Funeral Fund Established?    ❑ Yes  ❑ No                       Type:  ❑ Cremation  ❑ Burial  

Funeral director name: 

Cultural Background:  Do you have any cultural preferences for your care needs?                                                    

Do you identify with a particular cultural group?     ❑ Yes  ❑ No          Language spoken: ................................... 

Do you have a will?: ❑ Yes       ❑ No        Location of Will: 

Electoral Role Status:             ❑ Voting  ❑ Non-voting 

How would you like the resident’s personal mail to be handled?  

❑ Delivered directly to the resident            ❑ Held at Reception for collection by family 

❑ Forwarded to a nominated family member (please provide details below) 

Name: ____________________________    Address: ______________________________________________ 

How do you know about Maroba?   

 ❑ Relative previous resident   ❑ Friend / relative recommended   ❑  Online search ❑ My Aged Care    

❑ Hospital recommended   ❑ Always known about Maroba     ❑ Other ________________________ 

Mr / Mrs / Miss / Ms _______________________________________________________________ (Please print) 

Signature:  __________________________________________                Date:          /        / 

Relationship:  ❑ Self Representative    ❑ Power of Attorney   ❑ Other _______________________________ 

 Administration Use Only 
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Consent to Collection, Use and Disclosure of Personal Information 
In order for Maroba to provide you with the quality care and services outlined in your contract with us we collect 

from you, as a resident, particular personal and sensitive information. 

        This includes and is not restricted to: 

• Name 

• Date of birth  

• Religion 

• Current address 

• Medical history 

• Family medical history 

• Medications 

• Social history 

• Other personal information including entitlement details, health care fund and country of birth 
       You may obtain access to the information we hold about you at any time.  

____________________________________________________________________________________ 

1. Maroba may wish to display photographs or birthday notices throughout our facility or Facebook page and website, 

possibly even marketing material.   Are you happy for this to occur?     ❑ Yes      ❑ No 

       At times, clinical photographs of a resident or client will be required for tracking progress,  
       identification purposes, in evaluating the effects of their treatment and for communicating with  
       other health care professionals who are involved in their treatment.  Residents or clients (or other       
       appropriate representative) have the right to access clinical photographs taken of themselves. 
       I consent and understand that these photographs will only be used for this purpose.     ❑ Yes   ❑ No 

____________________________________________________________________________________ 

2. We also seek consent from you to review and disclose your personal information in, but not limited, to the following 

circumstances:  ❑ Yes      ❑ No 

• Display your name on the entry to your room and on tables at mealtimes 

• Discussions with other health professionals as needed 

• As required by other State or Federal legislation 

• To the person you have nominated as the ‘person responsible’ for giving and accessing your information 
____________________________________________________________________________________ 

If we do not have your approval to disclose your personal information in these ways, we may be unable to provide 

appropriate services and care or meet your individual requirements 

I have read and understood the above and consent to the intended use and disclosures of the personal and sensitive 

information that Maroba holds.  ❑ Yes      ❑ No 

 

Name/ Person Responsible 

 

 Signature  Date 

Witness  Signature  Date 

 

Organisation – Consent to collection, use & disclosure of Personal Information- Resident/client      Version 1 
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Love every minute and  
join our community! 

 

 


