	                                                          PHOCIS Client Information Worksheet


	Client Information
	Race: (Mark all that apply)

	Last Name (Legal):
	(  American Indian/Alaskan Native

	First Name (Legal):
	(  Asian

	Middle Initial:
	(  Black/African-American

	Suffix (Jr., Sr., I, II, etc.):
	(  Native Hawaiian/Other Pacific Islander

	Gender:       (  Male          (  Female
	(  White

	Social Security Number:
	(  Race was not self-declared

	Date of Birth:
	Ethnic Group

	Are you a twin, triplet, quad, etc?   ( Yes  (  No   
	(  Hispanic or Latino Origin

	Birth State:
	(  Not of Hispanic or Latino Origin

	County of Birth:
	Language

	Are you a Foster Child:        ( Yes   (  No   
	(  English                                   (  Spanish

	
	(  American Sign Language      (  Other

	Marital Status
	Disability

	( Married                         ( Single
	(  Blind             (  Deaf                 (  None

	( Divorced                       ( Widowed
	(  Other            (  Wheelchair

	( Legally Separated        ( Unknown
	

	
	Parent/Guardian Information (If client is a child)

	Education 
	Guardian Last Name:

	Highest Grade Completed:
	Guardian First Name:

	Contact Information
	Guardian MI:

	Home Address:                             
	Parent/Guardian SSN:

	City:                                              Zip:
	Mother’s Maiden Name:

	County of Residence:
	Mother’s Legal First Name:

	Finding Address: 
	Head of Household:

	
	

	
	

	
	Financial Module

	Indicate the type of phone number by circling the letter for the phone number below:
Cell (C), Home (H), Message (M), Pager (P),     Work (W): 
	Indicate one of the income types below and enter the amount that best describes your household income.

	
	Number in Household Supported by Income:

	
	(
	Annual Income
	$

	Phone 1:                                        C  H  M  P  W
	(
	Monthly Income
	$

	Phone 2:                                        C  H  M  P  W                             
	(
	Weekly Income
	$

	Phone 3:                                        C  H  M  P  W                             
	(
	Hourly Income
	$
	Hrs/Wk

	
	(
	Other Income
	$
	

	Do we have permission to contact you at the above address and phone number? (  Yes (  No
	       (includes child support, disability, etc.)

	
	Insurance Module

	
	Insurance Source: (mark all that apply)

	If you wish to be contacted at a different, confidential address and/or phone number, please complete the information below:
	(No Insurance            
	(Medicaid

	
	(Medicare  

Number:
	(Private

	
	· 
	(Military

	
	( Medicare Part B

	Address:
	(IHS    

	City:
	State
	Zip
	Please have insurance card ready to present

	Phone:                                            C  H  M  P  W                             
	

	Contact Name:
	What is the purpose of your visit today?

	
	

	Relationship to Client:
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