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A SERIOUS INJURY LAW FIRM




1869 Upper Water Street

Suite PH 301, Pontac House

HALIFAX, NS   B3J 1S9
www.wagners.co  
Email: seriousinjury@wagners.co 
Class Action Website: www.nsnursinghomesclassaction.ca   
NS NURSING HOMES CLASS ACTION INTAKE FORM
Date: ______________________

Claimant’s Name (Individual who was a resident of nursing home):

First




         Middle



 

Last

If Claimant is deceased, please check 


Date of Death: 



Claimant Address:
Contact Address (If Claimant deceased):
Home Phone:

   
Cell Phone: 

Facsimile:

   
Email: 

Remainder of this form pertains to information about the Claimant

Date of Birth:

   
Place of Birth: 

Social Ins. #:

   
Health Card #: 

Occupation:


Employer:


Retired:      Yes


No


Marital Status: 

Single: 

Married: 

Common Law: 

Divorced: 

Widowed: 

Separated: 

Divorce Date: 

Widowed Date: 

Separated Date: 

Spouse:

Name












 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






Children (Only to be completed if child contributed or paid cost of healthcare):

1)  Name











 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






2)  Name











 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






3)  Name











 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






4)  Name











 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






Care:
Long term care facilities where Claimant has been resident and period of residency. 

1.








From:

  To:

 Facility Name








2.








From:

  To:

 Facility Name



3.








From:

  To:

 Facility Name




4.








From:

  To:

 Facility Name




Notes/Additional Information:

Has the Claimant been residing in a Long Term Facility on a “Private Pay Basis”?

Yes:



No:



If yes, for how long?

If the Claimant changed to subsidized payment when did this occur?

Have any other family members been required to contribute to the cost of the Claimant’s care in a Long Term Facility?

Yes:



No: 



If yes, name the person(s) contributing to the cost of care:

Name: 

Name:






Phone #: 

Phone #: 





Other Phone #: 

Other Phone #: 




Address: 

Address: 





Is there a person(s) who looks after the Claimant’s business affairs? Yes:

  No: 


If yes please provide that person’s information.

Name: 

Name:






Phone #: 

Phone #: 





Other Phone #: 

Other Phone #: 




Address: 

Address: 





Basis for looking after Claimant’s affairs:

Court Appointed Guardian:











Power of Attorney:












Other (Please provide details):
















1

