
 

STATE OF INDIANA 
Mike Braun, Governor INDIANA VETERANS’ HOME 

3851 N. River Road 
West Lafayette, IN  47906 
Telephone: (765) 463-1502 

 
 
Enclosed is the application for admission to the Indiana Veterans’ Home. The professional and compassionate 
team at the Indiana Veterans’ Home appreciates your interest in the only state veterans’ home in Indiana. 
 
Here are some important items to keep in mind as you complete your application: 

 
• Please use the checklist for required documentation for applying to the Indiana Veterans’ Home. 

The Admissions Department is available to complete the application for you either over the phone or in 
person – (will need a signature upon admission.) 

• We accept Medicare A, Medicaid, private insurance, and private payment. Special benefits are 
available for veterans with a service-connected disability rating of 70% or higher. When 
applicable, veteran benefits may also help pay for a part of your stay. If your insurance and benefits do 
not cover the full cost of your care and you are unable to pay from your own funds, we will help you 
apply for Medicaid after your admission to the Indiana Veterans’ Home. 

o Enclosed is the financial checklist. The Indiana Veterans’ Home will gladly provide you with 
an estimated rate cost upon receiving the requested documentation. 

• Veterans with a VA Service-Connected Disability of 70% or greater or determined by the VA to 
meet the criteria for the Veterans’ Administration VA Higher Per Diem Program participation, 
under 38 U.S.C. § 1745, qualify for free nursing care at the Indiana Veterans’ Home. 

• The current rate to reside at the Indiana Veterans’ Home is $615.95* per day. This is a 
comprehensive rate and includes nursing care, room, meals, housekeeping, laundry service, and 
recreation activities. We will work with you to determine your best options to pay for your stay with us. 
 

 
The Indiana Veterans’ Home encourages anyone that has financial questions regarding the daily cost of living charge, to 
contact our Trust Department at (765) 497-8590 to discuss the payment process.  
 
Please contact Cheryl Coffman for any Medicaid questions. Cheryl can be reached directly by either phone, (765) 497-
8693, or email, CCoffman1@ivh.in.gov. 
  
If you have any questions about our application or the required documentation, please contact the Admissions 
Department at your convenience. 
 
 
Best Regards, 
 
Indiana Veterans’ Home Admissions & Marketing Department 
(765) 463-1502 // Admissions&Marketing@ivh.in.gov  
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Indiana Veterans’ Home   Admissions Financial Checklist  
 

Applicant’s Name:             

THE ADMISSIONS DEPARTMENT WILL ASSIST YOU WITH DOCUMENTATION THAT IS REQUIRED 

 BASED OFF OF YOUR PAYER SOURCE. 

** PLEASE NOTE: IF LEGALLY MARRIED, WE WILL NEED A COPY OF ALL APPLICABLE DOCUMENTS BELOW 
FOR BOTH THE APPLICANT AND THE SPOUSE IF NEEDING TO APPLY FOR MEDICAID. 
 

PERSONAL IDENTIFICATION & LEGAL 

IVH 2 Page Application 

Photo ID 

Social Security Card 

Birth Certificate / DD214 

All Medical Insurance Cards, including Medicare (front and back) 

Marriage Certificate, Death Certificate, Divorce Decree 

POA, Guardianship Paperwork 

INCOME AND ASSET INFORMATION 
Proof of all income (3 months), including, but not limited to, paycheck stubs, Social Security benefit letter, pension  
and other retirement income, unemployment benefits or veterans benefits 

Copies of statements for all bank accounts, including savings (3 months), checking (3 months), certificates of  
deposit (CDs), and retirement accounts [including IRAs and 401(k) accounts]. 

Statements for all life insurance policies or annuities showing ownership, face value and current cash surrender value, and 
effective date of policy 

Copies of all stocks or United States savings bonds 

Copy of all vehicle titles or registration 

Copy of deeds for all homes and/or property 

Copy of cemetery lot deed or burial accounts 

 Letter from the Auditor’s office stating that applicant has not owned property in the last 5   years. 

Copy of Prepaid Irrevocable Funeral Arrangements (contract and listing of services) 

Documentation of any prior gifts from applicant in the past 5 years (e.g., gifts to another for expenses, transfer of property or 
assets to another, etc.) 

Long-term care insurance policy for applicant (and/or spouse) 

LIABILITY INFORMATION 

Health insurance premiums 

Prescription drug plans (premium and verification of coverage) 

Medical bills for the last 3 months (if any)  

SPOUSAL EXPENSES (if living in the community) 

Utility bills (e.g., electricity, gas, water, sewage) 

Phone bills 

Homeowner’s insurance 

Mortgage payments or lot rental receipts, Condo fees 

Property taxes 

Copy of deed to home (if paid off) 

Automobile insurance 

Copy of title to car (if paid off) 

Health insurance premiums 

Other recurring spousal expenses 







 

 

 

AUTHORIZATION FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION 

 

IVH 11/07  

  I hereby authorize the disclosure of my protected health information as described below.  I understand signing this 
 authorization is voluntary and I do not need to sign this form to assure treatment, payment or eligibility of benefits. I  
 understand that the information disclosed may be subject to re-disclosure by the recipient and the privacy of the  
      information may no longer be protected by the law. 
 
 The specific organization that is authorized to disclose my protected health information is: 
        
       ___________________________________________________________________________________________ 

(Name and Address of Facility/individual to Release the Protected Health Information) 
 

 The specific organization or individual to which the information is to be released:  
 
      ____________________________________________________________________________________________ 

(Name and Address of Facility/individual to Receive the Protected Health Information) 
 
  
 The specific protected health information that is authorized to be disclosed is: 

  Physician order  Medication record 

  Physician progress notes  Treatment record 

  History and physical  Laboratory results 

  Immunization record & TB Screening  X-ray and imaging reports 

  Nurses’ notes Consultation reports 

  Discipline specific progress notes.  Specify:     
 
 Other:  
 
   
  
 The purpose of the disclosure of my protected health information is: 
   
 
 I understand this authorization is automatically void on the following date, event or condition  , 

but in any case, is only in effect sixty (60) days from the date of signature below under Indiana Law.  
 
 I understand that I may revoke this authorization at any time by notifying the organization in writing, but if I do it won’t 

have any effect on any actions taken before the revocation was received. 
 
 By signing this authorization, I acknowledge that I have read and understand this authorization.  I understand that my 

protected health information will be disclosed in accordance with this authorization.  
 
      
 Signature of resident or authorized representative Date 
 
    
 Printed name of resident or authorized representative 
  
       
 Description of authority, if signed by representative   Address of resident or authorized representative 
 
 
 



Indiana Veterans’ Home 
Grievance Concerns and Assistance Contact Information 

 
Each resident has the right to voice concerns or complaints regarding care and services, any infringement upon resident 
rights, and to make suggestions for the improvement of services provided by the Indiana Veterans’ Home at any time. If a 
resident has a problem or concern regarding his or her care, or if a family member is concerned about the care of a loved 
one living at the Indiana Veterans’ Home, these concerns should be conveyed to management as soon as possible.  
 
Although it is recommended that residents report problems internally first, residents may also report a concern or voice a 
suggestion externally, at any time. If desired, residents may contact: 
 

Indiana State Department of Health 
Division of Long-Term Care 
2 North Meridian Street   
Indianapolis, IN  46204 
(317) 233-7442  
Toll-Free Complaint Division Number: 
(800) 246-8909 

 

Roudebush VA Medical Center 
Patient Advocate 
1481 West 10th Street 
Indianapolis, IN  46202 
(317) 554-0000  

 

Adult Protective Services  
301 Main Street 
Lafayette, IN  47901-1376 
(877) 749-9111 or (765) 423-9305 

 

Protection and Advocacy Services 
4701 North Keystone Avenue, Suite 222 
Indianapolis, IN  46205 
(317) 722-5555 or (800) 622-4845 

 
Tippecanoe County Office, Division of Family 
and Children 
111 N. 4th Street 
Lafayette, IN  47901 
(765) 742-0400 

 

Indiana Legal Services 
Local Long-Term Care Ombudsman 
Andrea Smothers  
639 Columbia Street 
Lafayette, IN   
(765) 423-5327 or (800) 382-7581 

 
State Long-Term Care Ombudsman Program 
P.O. Box 7083 
Indianapolis, IN  46207-7083 
(800) 622-4484 or (317) 232-7134 

 

 

 
Additional Contacts  Phone 
Superintendent (765) 497-8501 
Assistant Superintendent (765) 497-8620 
Long-term Care Ombudsman  (765) 423-5327 
Adult Protective Services  (765) 420-1587 
Health Department Hotline  (800) 246-8909 
State Police (Lafayette, IN)  (765) 567-2125 
VA Medical Center – Roudebush  (317) 554-0000 
Medicare Fraud Reporting  (800) 447-8477 
Medicaid Fraud Reporting  (800) 382-1039 
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