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	Name:


	DOB:

Current Age:

	
	

	Address:

	Email:

	Cell Phone #:
	Home Phone #:

	Intake Date:
	Preferred Method of Contact:

	Marital Status:
	Circle one:  M  /  F 

	Emergency Information 

	Emergency Contact Name
	Phone #
	Relationship 

	1.


	
	

	2.


	
	

	3.


	
	

	Hospital Choice 1:


	Hospital Choice 2:

	Primary Care Physician: 


	Phone #:

	Guardianship:                                                                  
	POA:
	Copy Received: Yes / No

	Medical History 


	Current Medications:
        Dosage:

	
	

	
	

	
	

	
	

	
	

	

	Allergies:

	

	

	

	


Application of Services
	Background Information

	Current Support System:
 

	Living Situation:



	Client Information Pertinent to Providing Service:



	

	


	Services to be Provided

	Assistance Needed:

 

	

	Restrictions:

	

	Estimated Hours/wk:


	Preferred Schedule:      Hours:

	Monday
	

	Tuesday
	

	Wednesday
	

	Thursday
	

	Friday
	

	Saturday
	

	Sunday
	


	Billing Information

	□ Private Pay                         □ Long Term Care Insurance                    □ Other

	Billing Party and Address:

	

	

	

	Billing Frequency:

	 **Bi-weekly 

	Deposit Requirement (for services over 20 hrs/week)

	Estimated hours per week x hourly service rate=                        Deposit Received:   Yes / No

	Special Payment Arrangement:

	

	


	Follow Up Actions

	 

	

	

	

	


	Completed By:


	Date:

	Client/Guardian Signature:


	Date:
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