[image: image1]PROOF OF INCOME/INSURANCE/MEDICAID FORM  Today’s Date _______________

PATIENT DEMOGRAPHICS

____________________________________________________________________________________________________

Legal Last Name
Legal First Name
Middle Initial
Preferred First Name

______________________________________________________________________________________________________________

	Date of Birth
	Social Security #
	Marital Status
	Gender
	

	
	
	
	
	

	PRIOR INTAKE INFORMATION
	
	
	
	

	Was your current intake/assessment due to an OWI/DUI/Zero Tolerance charge? Yes
	No
	
	

	Have you had an intake/assessment at ASAC or another agency for this OWI/DUI/Zero Tolerance charge before?
	Yes
	No
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CURRENT INDIVIDUAL/HOUSEHOLD INCOME SOURCE(S) Fill out only if you are providing proof of household income

	Income Per Month Before
	Self
	Spouse/Significant Other

	Taxes.
	
	Parents of Dependent Children

	Wages from Employment
	_______________________
	__________________________

	Self-Employment
	_______________________
	__________________________

	Unemployment Received
	_______________________
	__________________________

	Workman’s Compensation
	_______________________
	__________________________

	Veteran’s Benefits
	_______________________
	__________________________

	Social Security/Retirement
	_______________________
	__________________________

	SSI/SSDI
	_______________________
	__________________________


Number of adults supported by the above income:
___________________

Number of children supported by the above income:
___________________

Total number of people supported by the above income: ___________________

_____________________________________________________ _________________________________

Pa
ent Signature
Date
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INSURANCE AND/OR MEDICAID INFORMATION  - Please complete only if you are providing proof of this information

Medicaid Coverage Yes [image: image14.jpg]


 No [image: image2]    ID# _____________________________________

If yes, please circle your Managed Care Organization
Amerigroup
Amerihealth Caritas
UnitedHealthcare

Have you applied for Medicaid in the last two months?
Yes [image: image3]  No[image: image4]
Health Medical Insurance Yes [image: image5] No [image: image6] Does it cover substance abuse treatment? Yes [image: image7]  No [image: image8]
Name of Insurance Company ____________________________________________________________________________

Name of Policy Holder if not Self_________________________________________________________________________

_____________________________________
______________________
___________________________________

Policy Holder ID#/Insurance ID#
Policy Holder Date of Birth
Policy Holder SSN

___________________________
_____________________
___________________
________________

Employer
Group #
Plan#
Local

Secondary Coverage

Name of Insurance Company ___________________________________________________________________________

Name of Policy Holder if not Self ________________________________________________________________________

_____________________________________
______________________
___________________________________

Policy Holder ID#/Insurance ID#
Policy Holder Date of Birth
Policy Holder SSN

___________________________
_____________________
___________________
________________

Employer
Group #
Plan#
Local
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