.


Client Name: _________________________/________________________/____________


                                              Last                                       First                            Middle Initial





DOB: _____/_____/____ Age: ____ SSN: _____ - _____ - ______ Sex: ? M ? F? LGBT 





Status: ___Single __Married __Widowed __Divorced ___Separated 





Living Arrangement___(Alone) ___(With Spouse)__(With Relatives)___(With Non-Relatives)





Address: __________________________________________________________________


Telephone # (        ) _______ - __________ Alternate # (          ) ______ - _______________


Primary Language: ____________ Monthly Income:$_____________ Other:____________ 


Medicaid: _____________ Medicare: __________________ Other Insurance: ___________





Physician’s Name: ____________________________ Phone (        ) ______ - __________





Address: ___________________________________________________________________





____________________________     ___________________    _______________________


Emergency Contact                              Relationship                      Phone





Referral Source: _________________________________ Phone: ____________________


Service Requested: 


?  Long Term Care  ? PCA  ? CDPAP     ?  Adult Day Care ?  Home Meals


Concerns: ? Medicaid  ? Recertification ? Food Stamps  ? Housing  ? Cash Assistance


Diagnosis/Medical Condition/Needs: __Diabetes   __HTN   __Stroke   __Arthritis   __CVA     ___COPD   __Dementia   __ Cancer  ___ Renal Failure  other: ____________________


Assistive Device:___Cane   ___Walker   ___Wheelchair





Follow Up: 


__________________             ___________________          ___________________


Doctor Visit                                 Maximus Appt                            Contract Appt





COMMENTS:


__________________________________________________________________________


__________________________________________________________________________


__________________________________________________________________________





Intake Person: __________________________________        Date: ___________________  


CITI HEALTH HOME CARE SERVICES, INC.


CLIENT PROFILE


The following intake form is to be filled out by new client. All answers provided will be confidential





Phone Number (718) 856-6800 Fax: (718) 856-6878 or (718) 434-4614











