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Consumer Demographic Information


	Instructions:  Welcome to LifeWays.  Please complete the following information to the best of your ability and return to the receptionist, along with your insurance card, driver’s license, and any other paperwork you’ve brought in that we should copy or review.

	What is your main reason for coming to LifeWays today?

	_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	A. Demographic Information

	Today’s Date______/_______/_______
First Name_____________________________ Middle Initial_______ Last Name_________________________________________ 
Maiden Name (if applicable)____________________________________Social Security Number__________-_______-__________
Date of Birth________/_________/_________     Age_______     Gender: (Male  (Female      Are you a Veteran?  (Yes  (No
Language Spoken__________________________         Marital Status: (Single  (Married (Divorced  (Widowed  (Separated

	Home Address___________________________________________________
City__________________________ State________ Zip Code_____________
County of Residence:  (Jackson  (Hillsdale  (Other__________________
	Home Phone (_______) ____________________ 
Work Phone  (_______) ____________________
Other Phone  (_______)____________________

	Where may we contact you?   (Mail to Address  (Home Phone  (Work Phone  (Other Phone

Where may we leave a message?                            (Home Phone  (Work Phone  (Other Phone

	Race:   (Caucasian   (African American   (American Indian   (Asian   (Alaskan Native   (Native Hawaiian/Pacific Islander
          (Hispanic/Latino  (Unspecified/Other

	Name of Consumer’s Parent or Guardian (if applicable)______________________________________________________________

If child, Name of School______________________________________________________________ Grade___________________

School Counselor Name_______________________________________________________________________________________

	Family Physician Name_________________________________________ Psychiatrist Name________________________________

Known Allergies_____________________________________________________________________________________________

	Is the consumer a parent of a child under age 18?  (Yes  (No  

	B. Insurance Information

	Name of Insurance:_________________________________________________________________________         ( No Insurance
Please give your insurance care to the receptionist so a copy may be made.

	C. Emergency Contact Information

	Name________________________________________________Relationship to Consumer_________________________________

Address____________________________________________________________________________________________________

City_________________________________________________State__________________Zip_____________________________

Home Phone(______) _________________ Work Phone(______) _________________ Other Phone(______) _________________

	D. Custody/Guardian Information

	Name________________________________________________Relationship to Consumer_________________________________

Address____________________________________________________________________________________________________

City_________________________________________________State__________________Zip_____________________________

Home Phone(______) _________________ Work Phone(______) _________________ Other Phone(______) _________________

	Instructions:  Please select one (1) response for each area that best represents your current status.  The Michigan Department of Community Health is interested in knowing these elements to better understand the population served by governmental funding.  LifeWays ensures that your confidential information is protected.

	E. Living Arrangement

	(Living independently, alone or with spouse and/or children
	(Living in a general adult foster care home 

	(Adult or child living with family, dependent on their support
	(Living in a foster family home

	(Living semi-independently in a place I lease or own with in-home supports 
	(Homeless or in a homeless shelter

	(Living in a specialized adult foster care home
	

	F. Education 

	(Completed less than high school
	(In special education

	(Completed special education, high school, or GED
	(Attending or is attending undergraduate college

	(In school, K through 12
	(College graduate

	(Unknown, Other, Not applicable to person or Under age 5
	(In training program


	G. Correction Related Status

	(No involvement with corrections or law enforcement 
	(Diverted from arrest or booking

	(Minor (under age 18) who was referred by the court system
	(Under court supervision

	(Probation from jail 
	(Awaiting trial

	(Paroled from prison
	(Awaiting sentencing

	H. Employment

	(Employed full-time (over 30 hours) 
	(In unpaid work (volunteering)

	(Employed part-time (under 30 hours)
	(Self employed (own business)

	(Not in the labor force (child, homemaker, student, retired)
	(Unemployed but looking for work

	(Working in facility-based workshop to learn skills to achieve goals that are not work related
	(Other/Unspecified 

	If you are currently working, are you making at least minimum wage?
	(Yes  (No

	I. If the consumer being served is your child, please answer the following:                (skip this section if not applicable)

	1. Is your child adopted and receiving Adoption Subsidy?
	(Yes  (No

	2. Is your child being served by DHS for abuse or neglect? 
	(Yes  (No

	3. Is your child Being served by another DHS program? 
	(Yes  (No

	4. Is your child Enrolled in the Early On program? 
	(Yes  (No

	For Office Use Only

Time of Check-In (paperwork complete)  _______:__________ am/pm         Time of Evaluator Pick-Up  _______:__________ am/pm
Open Consumer   (No (Yes, current LifeWays Provider_______________________________________________________________

Insurance Verification    

(No Insurance   

(Medicaid Eligible, Verified   (Medicaid Deductible Applies   (Standard Medicaid is secondary insurance 

Medicaid Type:    (Standard  Health Plan of Michigan  (Great Lakes  (Jackson Health Plan  (Adult Benefit Waiver  

Medicaid Recipient ID# ______________________________________ Medicaid County_______________________________

(Medicare #________________________________________________

(Other Insurance Plan____________________________________________________________________________________________
Card Holder/Subscriber Name ______________________________________________________________________________

Relationship to Consumer ___________________________________Card Holder Date of Birth _______/________/_________

Card Holder Place of Employment___________________________________________________________________________

Policy/Contract #______________________________________________________Group #____________________________
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