CLINIC FACE SHEET

Therapist __________________________  date of intake  ___________________  Site  __________________________

CLIENT NAME  _____________________________________  D.O.B.  _________  SS#  _________________________

Client’s Birth Name  _______________________________________  Mother’s First Name  _____________________

Residence Address  ____________________________________________________  Phone#  ____________________




Street #

City

Zip
Mailing Address ____________________________________________________  Primary Language  _______________





(if different than residence) 
Employer  _____________________________________________________________ Highest Grade Completed  _____




(school of attendance if minor)

Employment Status (( one)





        Ethnicity___________________________

· Full Time (> 35 hours weekly) Competitive Job Market



            (List Single or Multiple Ethnicities)

· Part Time (< 35 hours weekly) Competitive Job Market

· Full Time-Noncompetitive Job Market



Place of Birth  ________________________________
· Part Time-Noncompetitive Job Market



(County in CA, OR State if not CA, OR Country if not US)

· Unemployed

· Not in Labor force (Disabled)

· Student





Gross Monthly Income  $____________________________
· Unknown








(Earned Income or Unemployment Only)

Marital Status (( one)

· Never Married


Spouse’s Name  _________________________  D.O.B.  ___________________

· Married, Remarried, Living Together
· Widowed
· Divorced
· Separated
· Unknown
Referral  Source (if any)  __________________________________________________________________






(i.e.; Physician, Soc Svc, CVRC, Police, Probation, MH Clinician. Etc.)


FOR MINOR CONSUMERS ONLY:
Father’s Name  _________________________________________________ DOB  ____________________  Natural, Step-parent, Adoptive, other













(Circle One)

Mother’s Name  ________________________________________________  DOB  ____________________  Natural, Step-parent, Adoptive, other













(Circle One)

Family Composition 





DOB

Relationship

DMH Number
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



         Yes    No




              
               Yes    No

MEDI-CAL (    )  (    ) (Attach copy of Card)
Private Insurance (     )  (    )  (Attach copy of insurance ID Card)

Grant Amount $ ______________________________

MEDICARE  (     )  (    )  (Attach copy of card)



        (TANF, SSI, Soc Sec) 

COMMENTS:  _______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

