
OC ANAHEIM ADHC/CBAS 

橙县安纳海保健中心 

2000 W CORPORATE WAY, ANAHEIM, CA. 92801 

TEL: 714-215-4388   FAX:-714-215-4366 

PARTICIPANT INTAKE FORM 

DATE:___________________                     STAFF NAME/TITTLE:________________________ 

PARTICIPANT'S NAME:_____________________________         MALE_____   FEMALE _____   

ADDRESS: ___________________________________________         CITY: ___________________  

ZIP CODE: ________________               PHONE#: _________________________ 

BIRTH DATE: ______________  AGE: ____    ETHNICITY: ___________PRIMARY LANGUAGE: ___________ 

MARITAL STATUS:  SINGLE __     MARRIED __     WIDOWED __   DIVORCED __ 

LIVES WITH: _______    RESIDENCE: HOUSE/APT __________ OTHER: ___________ 

SOCIAL SECURITY#: _____________________ 

MEDICAL#:_____________________________   MEDICARE#: ____________________ 

EMERGENCY CONTACT: _______________________________ 

RELATIONSHIP: __________________     PHONE#: _________________________ 

REFERRED BY: _______________  

PRIMARY PHYSICIAN: _____________________________         PHONE#: ________________________ 

ADDRESS: _______________________________________ CITY: ______________ZIP CODE: __________  

 

COPE CHECKED:  

（     ）ID CARD （     ）SSN （     ）MEDI-CAL INFO  

（     ）H&P/TB CLEARANCE         （     ）MEDICARE INFO 


