
Demographics Entry 

	Office Use Only


Document Type:   FORMCHECKBOX 
 Original Admit          FORMCHECKBOX 
 Readmit         FORMCHECKBOX 
 Correction

	Client ID:
	Case Manager ID:        ____________________

CM Assignment Date:  ____________________

Assigned Reporting Unit:  __________________
	Status

  Start/Effective Date: ______________



	Center ID:


	Date of First Contact (RFS):
	First Scheduled Intake:
	 Admit Date (Start Date):

	MIS Entry Date:
	MIS Entry Staff ID / Initials:


Please Complete Items Below
	Legal Last Name:
	Legal First Name:
	Legal Middle Name:

	Suffix (i.e.  Jr; Sr; I; II; III)
	AKA (maiden name, nickname, other names used)

	Mailing Address:
	Residence Address (if different):

	City:
	State:
	Zip Code:

	Home Phone Number:
	Work Phone Number:
	Cell/Message Phone Number:

	Birthdate:
	Social Security Number:  (of  person  receiving services)

                             -                      -


	Ethnicity (check all that apply):

 FORMCHECKBOX 
(010) Caucasian / White

 FORMCHECKBOX 
(021) American Indian / Alaska Native

 FORMCHECKBOX 
(031) Asian Indian

 FORMCHECKBOX 
(032) Native Hawaiian

 FORMCHECKBOX 
(033) Other Pacific Islander

 FORMCHECKBOX 
(034) Other Asian

 FORMCHECKBOX 
(040) Black / African American

 FORMCHECKBOX 
(050) Some Other Race

 FORMCHECKBOX 
(605) Chinese

 FORMCHECKBOX 
(608) Filipino

 FORMCHECKBOX 
(611) Japanese

 FORMCHECKBOX 
(612) Korean

 FORMCHECKBOX 
(619) Vietnamese

 FORMCHECKBOX 
(655) Samoan

 FORMCHECKBOX 
(660) Guamanian / Chamorro
	Gender:

 FORMCHECKBOX 
(1) Female

 FORMCHECKBOX 
(2) Male

 FORMCHECKBOX 
(3) Unknown 


	Payment Sources:
Other Insurance that has a Mental Health Benefit?

 FORMCHECKBOX 
(1) Yes

 FORMCHECKBOX 
(2) No

Medicare:

 FORMCHECKBOX 
(1) Parts A & B

 FORMCHECKBOX 
(2) Part A Only

 FORMCHECKBOX 
(3) Not Applicable

	
	Sexual Orientation:

 FORMCHECKBOX 
(9) Decline to Respond, Unknown, or Age 0 – 12

 FORMCHECKBOX 
(1) Heterosexual

 FORMCHECKBOX 
(2) Gay, Lesbian, Bisexual 
 
	Preferred Language:

 FORMCHECKBOX 
(13) English

 FORMCHECKBOX 
(03) Spanish

 FORMCHECKBOX 
(02) Korean

 FORMCHECKBOX 
(04) Vietnamese

 FORMCHECKBOX 
(05) Laotian

 FORMCHECKBOX 
(06) Cambodian

 FORMCHECKBOX 
(15) American Sign Language

 FORMCHECKBOX 
(18) Russian

 FORMCHECKBOX 
Other Language: ______________________

(Include which language)     

	Hispanic Origin:

 FORMCHECKBOX 
(000) General Hispanic

 FORMCHECKBOX 
(998) Not Spanish / Hispanic

 FORMCHECKBOX 
(709) Cuban

 FORMCHECKBOX 
(722) Mexican / Mexican-American / Chicano

 FORMCHECKBOX 
(727) Puerto Rican

 FORMCHECKBOX 
(799) Other Spanish / Hispanic
	
	

	Referred By:

 FORMCHECKBOX 
(01) Community CD 

Provider

 FORMCHECKBOX 
(02) Community MH Agency

 FORMCHECKBOX 
(04) Individual Professional Staff

 FORMCHECKBOX 
(06) Employer or Co-Worker

 FORMCHECKBOX 
(07) Hospital Psychiatric Unity

 FORMCHECKBOX 
(08) Hospital ER

 FORMCHECKBOX 
(09) Hospital Medical Unit

 FORMCHECKBOX 
(10) Self


	Referral Choices, cont.

 FORMCHECKBOX 
(11) Law Enforcement

 FORMCHECKBOX 
(12) MH Eval & Treatment Facility

 FORMCHECKBOX 
(13) Residential Facility

 FORMCHECKBOX 
(14) Sobering Center or Detox

 FORMCHECKBOX 
(15) Secure Detox Facility
 FORMCHECKBOX 
(21) Crisis Services

 FORMCHECKBOX 
(22) Probation

 FORMCHECKBOX 
(23) Corrections

 FORMCHECKBOX 
 (26) Tribe


	Referral Choices, cont.
 FORMCHECKBOX 
(30) Guardian/Parents

 FORMCHECKBOX 
(40) Other Family Member

 FORMCHECKBOX 
(50) Neighbor/Friend/Person in the Community

 FORMCHECKBOX 
(52) DSHS

 FORMCHECKBOX 
(53)Court

 FORMCHECKBOX 
(60) School

 FORMCHECKBOX 
(70) Church

 FORMCHECKBOX 
(80) Primary Care Physician

 FORMCHECKBOX 
(90) Unknown




Completed By:_________________________________________
Date:________________________

Revised:  10/2009                                                                                     Bolded Headers indicate required fields


