HYGEIA COUNSELING SERVICES
DEMOGRAPHIC & FINANCIAL INFORMATION SHEET (Medicaid Version)

Demographics:

NAME:

LIVING ADDRESS:

CITY: STATE: ZIPCODE:

EMAIL: (For appointment scheduling and administrative matters — not counseling)

MAILING ADDRESS:

CITY: STATE: ZIPCODE: COUNTY:

HOME PHONE: WORK PHONE:

DATE OF BIRTH & AGE: & SEX: SSN: - -

PLEASE CIRCLE: (Sorry -- I'm required to collect this stuff for Medicaid!)

EDUCATION LEVEL: NONE | PRE-K/KINDERGARDEN | IST-7TH GRADE | 8TH GRADE
SOME HIGH SCHOOL | HIGH SCHOOL | SOME COLLEGE | 2-YEAR COLLEGE |
4-YEAR COLLEGE & BEYOND

RACE: AMERICAN INDIAN/ALASKAN NATIVE | ASIAN/PACIFIC ISLANDER | BLACK/AFRICAN AMERICAN
WHITE/CAUCASIAN | OTHER

RESIDENTIAL ARRANGEMENTS: HOMELESS | SHELTER | PRIVATE RESIDENCE | PARENT | GUARDIAN |
OTHER RELATION

LIVING ARRANGEMENTS: ALONE | IMMEDIATE FAMILY | EXTENDED FAMILY | NON-RELATED PERSONS

EMERGENCY CONTACT PERSON: (Required for Medicaid)

EMERGENCY CONTACT PHONE NUMBER: (Required for Medicaid)
PRIMARY CARE PHYSICIAN (PCP): (Required for Medicaid)

PCP PHONE & ADDRESS: (Required for Medicaid)

FINANCIAL:

GROSS FAMILY INCOME: $

SOURCE OF INCOME (circle): Employment(Self) Employment (Spouse)
Workmen’s CompensationUnemployment
Child Support ~ SSI SSDI  Alimony

MARITAL STATUS (circle): Never Married Married Separated
Divorced Widowed



MEDICAL ASSISTANCE, PAC, & OTHER QUALIFYING INSURANCE:

11-DIGIT MA NUMBER (OR PAC NUMBER): BIRTH YEAR:

NAME EXACTLY AS ON CARD:

DO YOU ALSO HAVE MEDICARE? YES | NO DO YOU HAVE 3RD PARTY INSURANCE? YES |NO

**PLEASE PROVIDE A PHOTOCOPY OF YOUR CARD OR PRESENT IT FOR PHOTOCOPYING**

1 certify that the information given is accurate to the best of my knowledge. I understand that I am financially responsible to Michael Reeder (TA Hygeia
Counseling Services) for services rendered.. Iunderstand that payment is due at time of service unless prior arrangements have been made, and that
services may be discontinued if payment is not made.

Client Signature Date
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