SENIOR Ry

Partnership for Medication Access For Office Use
(256) 532-3345 CLIENT INTAKE FORM O New
Please complete and return to O Change
O Deceased

AIMS Client Number (office use)

Volunteer:

Date: Site:

Last Name: First Name: MI:

Address: County:

City, State, Zip Home Phone:

Social Security #: Areyou aveteran or the spouse of a veteran?[lves[] No

Gender: Male[ |Female[] Date of Birth: / / Age:

Race/Ethnicity:  African American[]Caucasian[]Hispanic/Latin [JNative American[JOther []

Marital Status: ~ Married[ JNot Married Widowed [] Employment Status:
Number of people living in household (including client): Legal resident of the U.S.? Yes[_INo[]
Primary Physician:

Name Address Phone
Second Physician:

Name Address Phone
Emergency Contact:

Name Phone Relationship

HOUSEHOLD INCOME
(We MUST HAVE acopy of proofs of income for EVERYONE who livesin your household.)

Social Security $ Interest Income $
Disability $ Spouse Income $ TOTAL MONTHLY INCOME $
Pension $ Other Income $ TOTAL ANNUAL INCOME $
WagesSaary $ Child Support $ Qualification Level %
Tax Return or SSA 1099 Provided: YedINo[] Documents Needed:
TOTAL AMOUNT OF ASSETS $ TOTAL AMOUNT OF EXPENSES $
Checking $ Mortgage/Rent $
Savings $ | nsurance $
CD’s $ Utilities $
Other $ Car Expenses $
Value of Secondary $ Phone/Cable $
Real estate Food/Supplies/Other $

The Alabama Department of Senior Services, through 13 Area Agencies on Aging, administers this program fﬂ*‘ e,
statewide. The information being collected will be kept STRICTLY CONFIDENTIAL. h\



Last Name:

MEDICAL INFORMATION

Medicare # Medicaid # QMBLISLMBL] Referred to SHIP: [ |

Private | nsurance # Company: Prescription Coverage: Yes |No[]
Are you enrolled in another prescription assistance program? Yes [] No [] Which Ones:

Medical Expenses  Monthly Prescription Cost $ Doctor/Hospital/Lab fees $
Non-prescription Medication Cost $ Medica Supplies $
TOTAL MEDICAL EXPENSES Monthly $ Annually $

CURRENT MEDICATIONS: PleaseList all of the Client’s Current Medications

Available B'\:I:g(ijcﬁ;?:e Dosage Manufacturer Directions | Physician | Cost | Eligible
Yes No $ Yes No
Yes No $ Yes No
Yes No $ Yes No
Yes No $ Yes No
Yes No $ Yes No
Yes No $ Yes No
Yes No $ Yes No
Yes No $ Yes No
Yes No $ Yes No
Yes No $ Yes No
For Office Use Only: Total Number: Number Applied:

Phar maceutical Discount Cards:

Medication Allergies:

Primary Diagnoses:

| hereby state that the information | have given is correct to the best of my knowledge and the SENIOR Ry
Program has my permission to obtain and release information as deemed necessary. | understand
the SENIOR Ry Program cannot guarantee assistance. | understand that omitting or falsifying
information is grounds for denial of services. Signature: Date:

Thisinformation will bekept STRICTLY CONFIDENTIAL and will expedite the application process.




	volunteer: 
	date: 
	firstname: 
	middle: 
	address: 
	county: 
	address2: 
	ssn: 
	vet: Off
	gender: Off
	month: 
	day: 
	year: 
	ages: 
	employed: 
	household: 
	emergency: 
	ss: 
	ssi: 
	pension: 
	salary: 
	interest: 
	spouse: 
	other_income: 
	childspt: 
	monthly: 
	annual: 
	docs_needed: 
	assets: 
	checking: 
	savings: 
	cd: 
	other: 
	real_estate: 
	expenses: 
	mortgage: 
	insurance: 
	utilities: 
	car: 
	phone: 
	food: 
	site: 
	race: Off
	res: Off
	marital: Off
	docs: Off
	primary: 
	secondary: 
	quallevel: 
	lastname: 
	medicare: 
	medicaid: 
	privinsur: 
	insurcompany: 
	programs: 
	prescript: 
	nonprescript: 
	hopsital: 
	medical: 
	monthlytotal: 
	annualtotal: 
	medname: 
	manu: 
	dosage: 
	doctorname: 
	cost: 
	datefiled: 
	medname1: 
	manu1: 
	dosage1: 
	doctorname1: 
	cost1: 
	datefiled1: 
	medname2: 
	manu2: 
	dosage2: 
	doctorname2: 
	cost2: 
	datefiled2: 
	medname3: 
	manu3: 
	dosage3: 
	doctorname3: 
	cost3: 
	datefiled3: 
	medname4: 
	manu4: 
	dosage4: 
	doctorname4: 
	cost4: 
	datefiled4: 
	medname5: 
	manu5: 
	dosage5: 
	doctorname5: 
	cost5: 
	datefiled5: 
	medname6: 
	manu6: 
	dosage6: 
	doctorname7: 
	cost6: 
	medname7: 
	dosage7: 
	doctorname6: 
	manu7: 
	cost7: 
	medname8: 
	dosage8: 
	doctorname8: 
	manu8: 
	cost8: 
	manu9: 
	cost9: 
	allergies: 
	diagnosis: 
	doctorname9: 
	dosage9: 
	medname9: 
	discounts: 
	datefiled6: 
	datefiled7: 
	datefiled8: 
	datefiled9: 
	medicaidtype: Off
	coverage: Off
	enrolled: Off
	referredtoship: 
	totalnumber: 
	numberapplied: 
	avail_radio: Off
	avail1_radio: Off
	avail2_radio: Off
	avail3_radio: Off
	avail4_radio: Off
	avail5_radio: Off
	avail6_radio: Off
	avail7_radio: Off
	avail8_radio: Off
	avail9_radio: Off


