
 
 

CLIENT INFORMATION 
   
          
 
Name:  _______________________________________________________________________  
Address:   __________________________________________ DOB:  _______________________ 
  __________________________________________ SS # _________  ______ ________ 
  __________________________________________ 
  __________________________________________ 
 
Client Phone: _____________________________ Alt Phone:  ________________________________ 
 
Client lives with (name):  ______________________________ Relation: ______________________ 
Phone:  ___________________________________ E-mail:  ___________________________________ 
 
Primary Contact Name:  _________________________________ Relation:  _____________________ 
Address:  _____________________________________________ Phone:  _______________________ 
 _______________________________________________ Alt Phone: ____________________ 
 _________________________________ E-mail:  __________________________________ 
 
Client’s Diagnoses:  ___________________________________________________________________ 
____________________________________________________________________________________ 
 
Client’s Primary Concerns (Health, Daily Living, Safety, etc): ____________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
Allergies (medications, other):  ___________________________________________________________ 
 
Primary Physician Name:  ______________________________   Phone:  _______________________ 
Clinic/Address:  ______________________________________________________________________ 
  ________________________________________________________________________ 
Other Physician Name:  ________________________________ Phone:  _______________________  
Clinic/Address:  ______________________________________ Specialty:  _____________________ 

________________________________________________________________________ 
Other Provider Name:  ________________________________ Phone:  _______________________  
Clinic/Address:  ______________________________________ Specialty:  _____________________ 

________________________________________________________________________ 
 

____________________________________________________________________________________ 
 



ElderCare Resources, Inc. 399 E. 10th Avenue, Eugene, OR  97401 541-344-7712 
 

Client Information, p. 2.  Client Name __________________________________________ 
 
Medicare #:  ___________________________________  
 Effective dates Part A:  _____________________ Part B:  _____________________________ 
Secondary Insurance Company (or Medicare Supplement):  ___________________________________ 
 Address:  _____________________________________________________________________ 

Group/ID #s:  ________________________________ Phone:  _______________________  
Medicare Part D (Prescriptions) Company Name:  ___________________________________________ 
 Address:  _____________________________________________________________________ 

Group/ID #s:  ________________________________ Phone:  _______________________  
 
Attorney:  __________________________________________ Phone:  _______________________ 
 Address:  _____________________________________ Practice:  Elder   Estate    
 _____________________________________________ 
 
Advanced Directive: Y N Where kept:  __________________________________________  
POLST:      Y   N     Where kept:  __________________________________________ 
Financial POA:  _____________________________________ Phone:  ______________________ 
Health Care POA: ___________________________________ Phone:  ______________________ 
Guardian: __________________________________________ Phone:  ______________________ 
Conservator:________________________________________ Phone:  ______________________ 
 
Other Contacts (persons closely involved with the client): 
Name:  ______________________________________________ Relation:  _____________________ 
Address:  _____________________________________________ Phone:  _______________________ 
 _______________________________________________ Alt Phone: ____________________ 
 _________________________________ E-mail:  __________________________________ 
Name:  __________________________________________ Relation:  _____________________ 
Address:  _____________________________________________ Phone:  _______________________ 
 _______________________________________________ Alt Phone: ____________________ 
 _________________________________ E-mail:  __________________________________ 
Name:  __________________________________________ Relation:  _____________________ 
Address:  _____________________________________________ Phone:  _______________________ 
 _______________________________________________ Alt Phone: ____________________ 
 _________________________________ E-mail:  __________________________________ 
Name:  ______________________________________________ Relation:  _____________________ 
Address:  _____________________________________________ Phone:  _______________________ 
 _______________________________________________ Alt Phone: ____________________ 
 _________________________________ E-mail:  __________________________________ 
 
Referred by:  ________________________________________________________________________ 
 
Other Information:   __________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 


