LUTHERAN SOCIAL SERVICES

OF NORTHWESTERN OHIO

INFORMATION FORM
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CASE #

AOD  EDUC LWH

CARE 

MKT B ADOPTCASE

PHONELETTERWALK-IN

BRIEF INDIV.FAM ONLY GROUP

GIVER

BASK MGMT

OFFICE:

FEE :

ASSIGNED WORKER: ASSIGNMENT DATE: DATE OF BEGINNING TREATMENT:



SERVICE         CONTACT

COUNSEL


Client (Legal) Name:________________________________________ DOB:_____/_____/_______ SSN: ________________________
Sex: (M  (F   
Race: (white  (black  (hisp.  (Other
Church Affiliation:__________________________________
Address:____________________________________________________________________________________________________________


Street


(Unit)


City


State


Zip Code
County:______________________ Marital Status:________________________ Household Income: $______________ per (Yr  (Mo.
Primary Phone:_____________________________________ ( Home  (Work  (Cell  
Check if we may: ( Call    ( leave a message
Secondary Phone:___________________________________ ( Home  (Work  (Cell  
Check if we may: ( Call    ( leave a message

Emergency Contact:___________________________ Phone:_________________________ Relationship:____________________________

( I am financially responsible for myself and any charges I incur at Lutheran Social Services – if no, complete Responsible person info
Responsible Person:__________________________________  Relationship:___________________________________________________

Address:___________________________________________________________________________________________________________


Street


(Unit)


City


State


Zip Code
Primary Phone:____________________________________  ( Home  (Work  (Cell  
Check if we may: ( Call    ( leave a message 
Secondary Phone:__________________________________ ( Home  (Work  (Cell  
Check if we may: ( Call    ( leave a message 

( I am financially responsible for the person listed above and any charges they incur at Lutheran Social Services

If so: DOB:_____/_____/_______ SSN: ____________________________________
Financially Responsible Party (If not listed above).  Please use Full Legal name as found on any insurance cards, etc.
Name:__________________________________  Relationship:___________________________________________________

Address:__________________________________________________________________________________________________________


Street


(Unit)


City


State


Zip Code

DOB:_____/_____/_______ SSN: ____________________________________

Primary Phone:____________________________________  ( Home  (Work  (Cell  
Check if we may: ( Call    ( leave a message 
Secondary Phone:__________________________________ ( Home  (Work  (Cell  
Check if we may: ( Call    ( leave a message
FINANCIAL INFORMATION
( Medicaid
Number_______________________________
( Medicare
Number__________________________________
(Private Insurance

(EAP Involved


(Self Pay/No Insurance

Other____________________________________________________________________________________________________________
I verify that the above information is true and accurate to the best of my knowledge.

​
_____________________________________________________________________________

__________________________
Signature of Client/Responsible Person








Date
_____________________________________________________________________________

__________________________
Signature of Witness










Date
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