ALABAMA SENIOR R x

CLIENT INTAKE FORM
Please complete and return to your Area Agency on Aging.

Call 1-800-AGE-L I NE (1-800-243-5463) for the correct mailing address.

AIMSCLIENT NUMBER (officeuse)

Socia Security #: Medicare #: County:

Last Name: First Name: MI:
MailingAddress: Racg/Ethnicity: _ White ___ African American ___ Other
StreetAddress: Birthdate: / / Gender:___Mde ___ Famde
City/Zip: Home Phone: ( ) -

Didyoufileincometaxeslastyear? Yes No | Areyoualega resident of theU.S.? Yes No

Areyou aveteran or veteran’ sspouse/widow? Yes No

Employment Status. ——— Retired — Disabled

—FRultme  —Parttime | Number livingin household (including dlient):
Maritd Status. —— Married —— Not Married —— Widowed Spouse' sBirthdate: / /
Spouse’ sName: Spouse' s Socia Security #:
Primary Physcian:

Name Address Phone

Emergency Contact: : :
(Not living with you) Name Phone Relationship

SOURCES OF INCOME
(We MUST HAVE acopy of proofsof incomefor EVERY ONE who livesin your household.)

TOTALMONTHLYINCOME $ TOTALANNUAL INCOME $
SdayWeages$ ___ Unemployment $ Socia Security Disability $
Veteran'sBenefits$ — Child Support $ Socia Security $
Workman'sComp$ Penson$ SSl $
Ralroad Retirement$ ___ Interestincome$ ___ Other $

(Attach copiesof W2 forms, tax retur ns, bank statements,
social security benefitsstatements, or other sour cesof income.)

TOTAL AMOUNT OF ASSETS$ TOTAL MEDICAL EXPENSES$
For example: any bank accounts, investments, 401K, (For example: Over-the-counter medicines, health
property you own (other than the house you livein) insurance,premiums, copays, medical supplies, doctor &

hospital visits, lab fees)
TOTAL AMOUNT OF EXPENSES$
For example: mortgage or rent, utilities, insurance (not PRESCRIPTION DRUG COSTS&
hedlth insurance) (amonthly average)

The Alabama Department of Senior Services, through 13 Area Agencieson Aging, administersthis statewide program.
Theinformation being collected will bekept STRICTLY CONFIDENTIAL



MEDICAL INFORMATION

Areyou currently enrolled in another prescription ass stance program or discount program? Yes _____No

Areyou enrolledin Medicae — VABendits — SSMB __ QMB ____ QI-1

Do you have any hedlth insurance coverage?

(other than Medicare) Company Policy #

Do you have aMedicare Supplementa Policy?

Company Policy #

*1f you have morethan one prescribing physician, please attach a list with each doctor'sname, addressand
telephone number. ALABAMA SENIORRX cannot guar anteethat you will receivethe medicinesrequested.

Directions/ Name, phonenumber and addr ess of Cost per

Medication Strength prescribing doctor Month

10.

Medical Conditions: (pleasecircle)  Heart Adhma HighBP Ulcer Glaucoma

Other:

Medication Allergies. (pleesecircle)  None SQufa Penidllin Agpirin Codeine

Other:

lodine

| hereby state that the information | have given is correct to the best of my knowledge and the ALABAMA SENIOR RX
Program has my permission to obtain and rel easeinformation as deemed necessary to obtain my medication. | understand the
ALABAMA SENIOR Rx Program cannot guarantee assistance. | understand that omitting or falsifying informtaionisgrounds

for denid of services.
Signature: Date:




