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APPLICATION FORM 
FOR WIDOWS AND COUPLES 

 
I/we hereby apply for residency in an assisted living residence of the Air Force Enlisted Village 
(AFEV).   
 
                      

Signature of Applicant      Date  
 
                       

Signature of Applicant      Date 
 
(PLEASE PRINT OR TYPE ALL ENTRIES)  
 
1.  I am a widow of a retired enlisted member or I am a retired enlisted member of the: 
 
 (   )Regular AF       (   ) AF Reserve       (   )Air National Guard       (   )Other    
 
2.  _              
 First Name (Sponsor)   M.I.    Last Name   Date of Birth 
 
3.                
 Spouse's First Name   M.I.    Last Name   Date of Birth  
 
4.  SS# (Sponsor)          Spouse's SS#      
 
5.  Retirement Date          Retirement Grade       
 
 
6.  Current Address:             
    Street         P O Box  
           (      )    
City     State         Zip Code    Telephone No. 
 
7.  Will you require  subsidy?    AF Widows only.  (     ) Yes   Details available upon request.  
 
8. COPIES OF REQUIRED ATTACHMENTS:  
*  Marriage Certificate          *  Retirement Orders or DD 214 
*  Wife's Birth Certificate         *  Spouse's Casualty Report/Death  
                                                                     Certificate (if applicable) 
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RESPONSIBLE PARTY 
 

1.  Does anyone have the legal right to act on behalf of the resident?    
      Yes               No    

If yes, how is the right achieved?    
Power of Attorney_____  Guardianship_____  Other     

 
2.  If yes, please provide the following information for the designated person: 

                
Name            Relationship 
        (       )   (       )    
Address       Work Phone              Home Phone  
             
 County    City   State   Zip 

 
3.  Who will be financially responsible for making monthly payments to Hawthorn House?  

Prospective   Resident       Other          If other, Please 
provide the following information: 

 
           __  (      )   __ 
Name     Relationship              Telephone 
            __ 
    Address    

 
4.  Physician (s)                 (      )   __ 
     Name              Telephone 
             __ 
     Address 
       
 Physician (s)       __________(      )   __ 
     Name              Telephone 
               
     Address       
I hereby grant permission for Hawthorn House to verify all information provided in the above 
application and release Hawthorn House from any and all liability resulting in such 
investigations.  I wish to apply for residence at Hawthorn House. 
 
            ___      
  Signature of Applicant      Date  
 
             
  Signature of Applicant      Date  
 
Application and Residency Orientation Fee of $  ____  received on this  _____        
day of    . 
 
Signed           
   Hawthorn House     


