STATE OF ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES
CLIENT REGISTRATION


	Registration Date:
	[bookmark: Text1][bookmark: _GoBack]     
	HIPAA Signed?    |_| Yes    |_| No
	CHART #:
	     



	FOR CLIENTS UNDER 18 YEARS; MANDATORY PARENT/GUARDIAN INFORMATION

	Guardian/Father's Last, First Name
	     

	Guardian/Father's City and State of Birth
	     

	Guardian/Father's Employer
	     
	|_| Self Employed
	|_| Unemployed

	Guardian/Mother's 'Maiden' Name, First Name
	     

	Guardian/Mother's City and State of Birth
	     

	Guardian/Mother's Employer
	     
	|_| Self Employed
	|_| Unemployed

	CLIENT INFORMATION

	Client's Legal Name: Last, First, Middle Initial
	     

	Client’s Gender
	|_| Male      |_| Female
	Date of Birth:      

	Client’s Social Security Number #
	     

	Client’s Marital Status 
	|_| Single     |_| Married      |_| Separated      |_| Divorced    |_| Widow/Widower

	Client’s Mailing Address: Street/Po Box
	     

	Client’s Mailing Address: City
	     
	State:      
	Zip:      

	Client’s City and State of Birth
	     

	City/Village Client currently lives in?  
	     
	Since (date)  
	     

	 (Home Phone is Cell Phone |_|)    Cell Phone
	     
	Home Phone  
	     

	Work Phone
	     
	Message Phone
	     

	May we call or leave messages for you at
	|_| Cell  |_| Home  |_| Work   |_| Message

	May we send mail to your home?
	[bookmark: Check2]|_| Yes  |_| No

	Client’s Previous Names
	     
	|_| Not Applicable

	Client's Employer Name (>14 yrs)
	     
	|_| Self Employed
	|_| Unemployed

	 Client's Medicare Number #
	     
	Eligibility Date:      

	 Client's Denali Kid Care/Medicaid Number #
	     
	Effective:      

	 Client's Private Insurance Name    
	     
	|_| Uninsured 

	Is Client a Veteran?
	|_| Yes  |_| No

	Client’s Race  (check all that apply)
	|_| American Indian/Alaska Native
	|_| Asian
	|_| White

	
	|_| Black/African American
	|_| Hawaiian/Pacific Islander

	 Client’s Primary Language
	|_| English 
	|_| Other (specify)      

	 Client's Proficiency in English
	|_| Well    
	|_| Not Well
	Interpreter Needed?  |_| Yes  |_| No

	 Client's Ethnicity
	|_| Hispanic    
	|_| Not Hispanic
	

	 Client's Primary Health Care Provider
	     
	|_| None

	Number in Household (including yourself)  #
	     
	Gross Household Income per MONTH  
	$     

	CLIENT EMERGENCY CONTACT INFORMATION

	Emergency Contact Name: Last, First, Middle
	     

	Emergency Contact Phone #
	     

	Relationship to Client
	     

	Contact's Mailing Address: Street, City, State, Zip
	     
	 |_| Same as Client

	Other Household Member Names
	Birth Date
	Male/Female
	Relationship to Client

	     
	     
	|_| Male  |_| Female
	     

	     
	     
	|_| Male  |_| Female
	     

	     
	     
	|_| Male  |_| Female
	     

	     
	     
	|_| Male  |_| Female
	     

	     
	     
	|_| Male  |_| Female
	     

	     
	     
	|_| Male  |_| Female
	     



The above information is true to the best of my knowledge.    This registration form must be completed in its entirety.


	
	
	
	
	
	
	

	Client/Guardian Signature
	
	Date
	
	Reviewed by PHN/Staff
	
	Date



Form 06-1490 (rev 08/15)
