
Dalton House Day Care Centre
St. Mary’s Court, Main Street, Gowran, Co. Kilkenny
Phone: 056 772 6718 Email: info@daltonhouse.ie

www.daltonhouse.ie

Instructions:
• Fill out all requested information by printing (except signatures)
• Attach pages if needed for additional information
• Once complete return to the centre
• After receiving the application, the centre will call and set up an 

appointment for a visit and for the applicant to be evaluated.

Admission Application

Applicant Name___________________________________________________

Address_________________________________________________________

_

________________________________________________________________

Phone________________________

Email_____________________________

Date of Birth _____/______/_____ Place of Birth ______________________

Next of Kin______________________________________________________

Relationship___________________ Phone____________________________

Applicant Health History

List any major operations, chronic illnesses, and medical conditions 

___________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Personal Physician ________________ Phone_______________________

Preferred 

Hospital__________________________________________________

What assistance is required in the following areas?

mailto:info@daltonhouse.ie


□Walking, Standing

Explain_____________________________________

□Toileting Explain_____________________________________

□Eating Explain_____________________________________

Admission p.2 Name_______________________

Dietary Requirements

□ Regular diet

□ Low sodium

□ Diabetic

□ Renal diet

□ Coeliac 

□ Other

Explain________________________________________________

Requested Days (circle) Monday Tuesday Wednesday Thursday Friday 

Saturday

Transported by Family Centre Other ____________________________

Transportation is provided by the centre within a 5km range of the centre only and we 
cannot cater for wheelchairs.

Name, address and phone number of individual responsible for payment of adult
care services

Name_____________________________ Phone ______________________

Address_________________________________________________________

_

________________________________________________________________

Applicant signature_______________________ Date___________________

Signature of person completing this form _______________________________


