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Client Profile Information Form
Name:  __________________________________________________
Contact Person:  ____________________________

Address:  ________________________________________________
Relationship:  ______________________________

________________________________________________________
Contact Person Phone:  ________________________
___________________________________________________​​​​​_____   Client Home Phone: ___________________________           

Social Security # ______________________
Medicaid # _____________________ D.O.B. _________________                                                                   

Does client have a court-appointed guardian?       (  Yes (  No   If yes, who?  __________________________________
Please provide Michiana Resources, Inc. with copies of documents indicating the appointment of a legal guardian.

Physician’s Name:  _________________________________________________        Phone: ________________________

Hospital:  ______________________________________     Allergies:  _________________________________________
It is necessary for us to have the names of three responsible parties who could come for you/your child in the event of illness or emergency.  Please make certain that those parties are aware you have given their names to us.  
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AUTHORIZATION FOR MEDICAL SERVICES & EMERGENCY TREATMENT

In the case of any apparent medical emergency, I give permission to the authorized physician in an emergency room to perform the necessary treatment that will alleviate the emergency situation.  I also hereby agree to be completely responsible for any fees or charges necessitated by medical services not covered by insurance.  Michiana Resources, Inc. will make every reasonable effort to notify my designee(s) of the need for emergency treatment.
________________________________________________________________________
_______________________

Client Signature









Date

________________________________________________________________________
_______________________

Parent/Guardian/Caregiver Signature






Date

________________________________________________________________________
_______________________

Witness Signature








Date

Please refer to client Individual Support Plan for medical diagnosis for waiver clients.  Please refer to client

D& E for diagnosis for group home clients.

Medical Information:  Please attach a separate sheet with the following information:  *Name of Medication; *strength; *frequency, *reason for taking medication AND *attach side effect sheets per each medication.  This can be obtained when prescriptions are refilled from the pharmacy or you can go to CVS.com on the Web.
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