
Client Identifying Information 
 

 
 
RESIDENT’S NAME: _________________________  RM#___________  DATE:___________ 
 
 
 
BIRTHDATE:_______________  AGE:_________ SEX:  F     M     SOC.SCRTY#__________________ 
 
PRIVATE INS. CO.(name & number, if any):________________________________________________ 
 
MEDI-CAL#_______________________________ MEDICARE#:_______________________________ 
 
PRIMARY CARE PHYSICIAN:____________________________PHONE (      )___________________ 
 
ADDRESS:____________________________________________________________________________ 
 
PRIMARY DIAGNOSIS:_________________________________________________________________ 
 
AMBULATORY STATUS: AMBULATORY     NON-AMBULATORY     WHEELCHAIR      WALKER 
 
ALLERGIES:__________________________________________________________________________ 
 
LEGAL GUARDIAN:___________________________________________________________________ 
 
RELATIONSHIP TO CLIENT:____________________________________________________________ 
 
ADDRESS:____________________________________________________________________________ 
                    
                  _____________________________________________________________________________ 
 
PHONE (     )___________________________   SECONDARY PHONE (       )______________________ 
 
SECOND EMERGENCY CONTACT PERSON:_______________________________________________ 
 
RELATIONSHIP TO CLIENT:_____________________________________________________________ 
 
ADDRESS:_____________________________________________________________________________ 
                    
                   _____________________________________________________________________________ 
 
PHONE (       )____________________   SECONDARY PHONE (       )____________________________ 
 
PREVIOUS ADDRESS:___________________________________________________________________ 
         
                                       ___________________________________________________________________ 
 
RELIGOIUS PREFERENCE:______________________________________________________________ 


