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Cover Sheet


Member Name:


  SS#


Medicare # (if applicable):_____________
Member’s Address:












Phone #:




 (Home)     





 (Cell)

Funding Source/ MCO:



   Co. Of Legal Residence:





Member’s place of Employment: ____________________________ Phone #: ____________________

Sex: 
  
   (Male)

 (Female)
Marital Status: 
 (Married)  

 (Single)

Guardian:





Conservator/Payee: 





Address:   





Address:






Phone: 

E-mail                      

Phone:

                        


Case Manager:




Emergency Contact: 




Address:





Address:






Phone:

E-mail: 


Phone:






Provider:





Power of Attorney: (Type?) ___________


Address:





Address:






Phone:





Phone:






Hospital: 





Doctor: 






Address:





Address:






Phone:





Phone:






Dentist: 





Eye Doctor: 






Address:





Address:






Phone:





Phone:






Pharmacy: 





Other: _






Address: 





Address:






Phone:





Phone:







DNR Order: _____Yes ____No (*If yes, Legal documentation must be attached)  
Will:
                                                                                                                                                

Primary Diagnosis and Code: 









  
Secondary Diagnosis: 





                                        



Seizures:   NO


YES


Type:






Allergies:






Court Order:






Recommendations for Programming:  ____________________________________________________
ADS Members: 

Entrance Date: ________      __ Exit: ____________ #Days/Week Attending: ____________________

Community Employment Members:

Entrance Date: _______________Exit: ___________________ 
Hourly Members: 

Entrance Date: _______________ Exit: ___________________ 
Organizational Employment Members:

Entrance Date: _____________ Exit: ____________#Days/Week Attending: __     ________________
Residential Members:

Entrance Date: _________________ Exit: ___________________ 
Prescribed Medication List
PRNs 

Allergies


