CONSUMER INFORMATION SHEET

Name:      




Date of Birth:      
Soc. Sec. #:                                                      
Address:                                             Phone #:   Home:                       Work:                       

                                                      Family Contact:                                                     

                                                      Phone Number:                                                             
Service Coordinator:                   

Res. Hab. Manager:            

House Nurse:                    Phone #:                                                                                            
Work/Day Program:                                                      
Phone #:                                                           
Address:      
                                                                                                                                
Contact Person:                                                             
Phone #:                                                           
Primary Diagnosis:                                                                                                                               
Secondary Diagnosis:                                                                                                                           
Other:                                                                                                                                                   
Allergies:                                                                 Medicaid #:                                                       

                                                                
Medicare #:                                                       

                                                                  
Ins. #:                                                                 







Other:                                                                 








(Please name provider)

Date of last Tetanus: 
                                  
Primary Physician:                                                       
Phone #:                                                  
Other physicians (include specialties)      
                                                                                
Phone #:      
                                                 
                                                                                
Phone #: 
                                                      
                                                                                
Phone #:      
                                                 
Specific Medical Concerns (if any):      
Family Contact
Does the family wish to be contacted in the event of an ER visit?
  Yes:  FORMCHECKBOX 

     No: FORMCHECKBOX 

Name:  
                                                                   
Area Code(s) & Phone #(s):

Address:       
                                                                  

     

                                                                      


      
Who can sign consent for this person?                                                                                             
Medications:      
Name/Title of Person Completing Form:                                                                                             
Date:                                       

Date Updated:                                       
Revised 06/03/03


