
 
 

ADULT 
 

POWESHIEK COUNTY MENTAL HEALTH CENTER CONSUMER INFORMATION 
 

Personal Information: 
 

Date_______________________________ 
Last Name__________________________First Name___________________MI_____________ 
Date of Birth_______________Social Security #____________     (Medicaid ID#__________________) 
Street Address_______________________________________Apt or Box #_________________ 
City_____________________________State________Zip_______County__________________ 
Home Phone Number (    )_________________Work Phone Number (    )____________Cell#_____________ 
Employer_________________________________# Yrs w.Employer______ Job Title____________________ 
Highest Grade or Degree Completed_________________ Have you ever served in the Armed Services?____ 
Who referred you here? (Include self)_________________________________________________________ 
Why?_________________________________________________________________________________ 
Legal Status:  ______Voluntary     _____Involuntary              Sex_______ 
  
 Marital Status (Circle Choice )                                    Ethnicity (Circle Choice) 

1. Never Married       White/Caucasian 
2. Married   Are you a U.S. citizen?  African American 
3. Divorced         Yes      No   Hispanic 
4. Widowed           American Indian 
5. Separated        Asian/Pacific Islander 

Other___________ 
Mixed/Unknown 

 
Living Arrangement    Employment Status  Annual Household Income 
1. Live Alone      1. Full time   (for statistics only) 
2. Live with family                     2. Part time   1. $0 - 10,000 
3. Live with friend                3. Homemaker   2. $10,000 - 20,000  
4. Assisted Community Living   4. Retired   3. $20,000 - 30,000 
5. Halfway House     5. Student   4. $30,000 - 40,000 
6. Residential Care     6. Unemployed             5. Over $40,000 
                              7. Disabled                                         
Insurance Information: 
 
Insured’s Name___________________________________Date of Birth_______________________ 
Address________________________City_____________State_____Phone____________________ 
Relationship (self/spouse/child/other)___________________________Sex      ____Male____Female 
Social Security Number________________________Employer______________________________ 
*Primary Insurance___________________________ 

Insurance Number________________________________Group #______________________ 
*Secondary Insurance_________________________ 

Insurance Number________________________________Group #______________________ 
 
Person responsible for the bill 

Name__________________________________________Phone________________________ 
Address_______________________________City____________________State___________ 

Family Information: 



 
 

 
Spouse or Domestic Partner’s Name_________________________________________ 
Address:____________________________________________Phone:___________________ 
Date of Birth_______________     Social Security #____________________________________ 
Highest Grade or Degree completed_________ 
Employer________________________________ Work Address:_____________________Phone:_______ 
 
Children     Birth Dates   Living at Home? 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
Other people living in the home besides those named above? (state relationship to yourself)__________ 
__________________________________________________________________________________  
__________________________________________________________________________________  
                                                                          
Medical Information: 
 
Have you ever been seen before by a mental health professional?______________________________ 
If yes:  
When                                               Where                                              By Whom 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
Physician______________________________________________Phone_______________________ 
Pharmacy______________________________________________Phone_______________________ 
 
Current Medications (Prescription and over-the-counter)_____________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
Drug allergies/sensitivities_____________________________________________________________ 
__________________________________________________________________________________ 
Food reactions______________________________________________________________________ 
__________________________________________________________________________________ 
Physical Health Problems_____________________________________________________________ 
__________________________________________________________________________________ 
  
  
Person to contact in case of Emergency: 
Name___________________________Relationship____________________Phone_______________ 
Address________________________________City____________________State________________ 
 
Signed______________________________________________Date___________________________ 


