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Attachment 6

Check appropriate box: 
  FORMCHECKBOX 
 New

 FORMCHECKBOX 
 Update



 FORMCHECKBOX 
 NO CHANGE
Enrollment Date         Social Security #
  
DOB 

Age

Unique Client ID

	     
	000-00-000
	1/1/1901
	     
	     


PERSONAL INFORMATION
Legal Last Name


Legal First Name


 Middle Initial and/or Maiden Name
	     
	     
	     


Preferred Name/Nick Name:






  O.K. to receive mail?  
	     
	      Yes FORMCHECKBOX 
      No FORMCHECKBOX 



Street Address:



 City/State


     Zip Code

County
	     
	     
	     
	     


Mailing Address, if different from above
 City/State


     Zip Code

County
	     
	     
	     
	     


Phone Number
	     
	Type: Home FORMCHECKBOX 
 Work FORMCHECKBOX 
 Cell FORMCHECKBOX 
 Message FORMCHECKBOX 

	Message O.K.?  Yes FORMCHECKBOX 
   No FORMCHECKBOX 



Emergency Contact









 FORMCHECKBOX 
 NO CHANGE

	Name/Address
	Relationship
	Phone #
	Aware of Status 
                 Y      N

	
     
	     
	     
	 FORMCHECKBOX 
 
	 FORMCHECKBOX 



Household Members








 FORMCHECKBOX 
 NO CHANGE

	Name/Address
	Relationship 
	Phone #
	Aware of Status

                Y      N              

	
     
	     
	     
	 FORMCHECKBOX 
 
	 FORMCHECKBOX 



	
	
	
	
	


Employment









 FORMCHECKBOX 
 NO CHANGE
	Employer Name
	Phone Number
	Ok to contact at work?  
	Y
	N

	
     
	850-123-4567
	
	 FORMCHECKBOX 
 
	 FORMCHECKBOX 



Gender/Ethnicity/Race                                                                
	Gender:

 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

 FORMCHECKBOX 
 Transgender
	Ethnicity:

 FORMCHECKBOX 
 Hispanic/Latino

 FORMCHECKBOX 
 Not Hispanic/Not Latino

Primary Language:

 FORMCHECKBOX 
 English 

 FORMCHECKBOX 
 Spanish

 FORMCHECKBOX 
 Other:      
Need Interpreter:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	Race (Choose all that apply – Self reported only):
 FORMCHECKBOX 
 Asian

 FORMCHECKBOX 
 American Indian or Alaskan Native

 FORMCHECKBOX 
 Black or African-American

 FORMCHECKBOX 
 Native Hawaiian or Pacific Islander
 FORMCHECKBOX 
 White/Caucasian 

 FORMCHECKBOX 
 Other:      



Eligibility Status:
	Notice of Eligibility 
	Date:         

	Redetermination 
	Date:         

	Referred to Eligibility, if yes what agency:
	     


Medical History:









 FORMCHECKBOX 
 NO CHANGE
Primary Physician Name/Address/ Phone:

	     


Current Medications including OTCs:







 FORMCHECKBOX 
 NO CHANGE
	     

	Viral Load count
	     
	Viral Load Date:
	     
	

	CD4 Count:
	     
	CD4 Date:
	     
	


SCREENING FOR OTHER PROGRAMS (Check all that apply)


  FORMCHECKBOX 
 NO CHANGE
 FORMCHECKBOX 
Private Insurance:     Y FORMCHECKBOX 
      N FORMCHECKBOX 

Insurance company name

   



ID # 



Amount:

	     
	     
	$       


How is premium paid?

Dental Insurance: Y FORMCHECKBOX 
 N FORMCHECKBOX 
   


COBRA (end date)
	     
	Dental insurance name
	     


 FORMCHECKBOX 
Medicare:                                 Date Eligible
	 FORMCHECKBOX 

	Part A, #
	     
	
	 FORMCHECKBOX 

	Low Income Subsidy (specify)

	 FORMCHECKBOX 

	Part B, #
	     
	
	 FORMCHECKBOX 

	QMB (Qualified Medicare Beneficiary)

	 FORMCHECKBOX 

	Part D, #
	     
	
	 FORMCHECKBOX 

	Other:


 FORMCHECKBOX 
Medicaid:






	 FORMCHECKBOX 

	MediPass
	 FORMCHECKBOX 

	Medically Needy
	 FORMCHECKBOX 

	Project AIDS Care (PAC)
	 FORMCHECKBOX 

	Other:

	 FORMCHECKBOX 

	CMS
	 FORMCHECKBOX 

	Medicaid HMO
	 FORMCHECKBOX 

	For pregnant females: Due date:
	


Other Public

	 FORMCHECKBOX 

	Veterans Benefits(VA#):
	     
	 FORMCHECKBOX 

	Champus #
	     

	 FORMCHECKBOX 

	No Insurance
	 FORMCHECKBOX 

	Other:       


Presenting Problem/Immediate Case Management Needs:







	     



Case Management Disposition:
	 FORMCHECKBOX 
  Supportive Case Management Service 
	Date:        

	 FORMCHECKBOX 
  Comprehensive Case Management Services
	Date:        


Client Name______________________ Client # __________________ CM Initial _______ Date __________


