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Client Name:______________________________________  MR #________________________ 
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Complete the information below.  If you are completing the form for your child or another 

person, please use their information. 

REFERRAL:  

Who referred you (client)?  (Check and write in the name of the agency or person below) 

 

 Self (1)   Family (2)   Friend/Neighbor (3) 

 Medical Clinic/Doctor (4)  Hospital or Emergency Dept. (5)  Private Therapist (6) 

 School/College (14)  Law Enforcement  (specify)  Employer (15) 

 Court (specify)   Drug/Alcohol provider (specify)  Probation/Parole (specify) 

 CalWORKs (38)  Child Welfare Services (41)  Mobile Crisis/MHET (57) 

 Holman/CenCal (49)  SLO County Mental Health  Other Agency (specify) 
 

 Other or specified from above: ____________________________________________   Unknown (99) 

CLIENT’S NAME: 

Legal Name (First, Middle, Last, Jr/Sr/II): _____________________________________________________ 

Birth Name (if different from above):  _____________________________________________________ 

Other names (for example, married or maiden names; aliases): __________________________________ 

CLIENT’S CONTACT INFORMATION: 

Street Address: ____________________________________ City/State/Zip Code: _____________________ 

Home Phone: ______________________ OK to leave message?   Yes   No 

Cell Phone:  ______________________ OK to leave message?   Yes   No 

Message Phone: ______________________ OK to leave message?   Yes   No 

Email Address:              

Mailing Address (if different): ______________________ City/State/Zip Code: _____________________ 

OTHER IDENTIFYING INFORMATION:  

Driver’s License/ID:   Yes  No  State: ___________ Number: _______________________ 

Social Security Number: __________________ Reason no SSN given, if blank: _____________________ 

COUNTY OF SAN LUIS OBISPO   

 

BEHAVIORAL HEALTH DEPARTMENT 

  
BEHAVIORAL HEALTH APPLICATION FOR SERVICES  
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Date of Birth: _____________ Is this an actual or estimated DOB?   Actual  Estimated 

Place of Birth: ____________ What Country/Nation?   _____________________ 

      If USA, what State?   _____________________  

      If California, what County? _____________________   

Client’s birth mother’s FIRST name, if known: _________________________________________ 

Client’s Current Marital Status (check one):  Never married   Married   Divorced    

 Separated     Domestic Partner     Widowed    Unknown 

CLIENT’S ETHNICITY (Select one or more) 

 Caribbean       Central American  

 Mexican/Mexican-American/Chicano   Puerto Rican 

 South American       African 

 Asian Indian/South Asian     Cambodian 

 Chinese       Filipino 

 Japanese       Korean 

 Vietnamese      Middle Eastern  

 European       Eastern European    

 Other Ethnicity (specify): __________________________________     

 Multi-Ethnic (specify):            

 Prefer not to answer  

CLIENT’S RACE (Select one or more)  

 American Indian or Alaska Native   Asian  

 African American/African/Black   Native Hawaiian or other Pacific Islander 

 White or Caucasian     Prefer not to answer 

 Other race (specify): __________________________________        

 More than one race (specify): __________________________________     

CLIENT’S LANGUAGE: 

Primary:   English (1)  Spanish (2)   ASL   Other (specify): _______________ 

Preferred:   English  Spanish   ASL   Other (specify): _______________ 

Caregiver:       N/A  English  Spanish   ASL   Other (specify): _______________  

Do you need a free interpreter?   Yes   No    

CLIENT’S GENDER, GENDER IDENTITY, AND SEXUAL ORIENTATION: 

Client’s Birth Sex: What sex were you (client) assigned at birth?  

 Male  Female  
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OPTIONAL: What is your (client’s) gender identity?   

 Nonbinary    Prefer not to answer   Questioning  

 Male  Female  Form not completed by client and don’t know the answer 

 Transgender (if yes, specify): 

 Transgender, male to female  Transgender, female to male 

 Transgender, gender non-conforming 

 Another Gender Identity (specify): __________________________________________________________   

OPTIONAL: What is your (client’s) sexual orientation identity?   

 Prefer not to answer   Form not completed by client 

 Straight or heterosexual  Gay or Lesbian  Bisexual/Pansexual  Questioning 

 Another sexual orientation (specify): __________________________________________________________   

Gender Pronouns are words you want us to use to refer to you.  What pronouns do you use? 

 She/Her/Hers  He/Him/His  They/Their/Them         Ze/Zir/Zirs 

 Other (specify): __________________________________________________________ 

CLIENT’S WORK 

 Employed full-time (35 hrs. or more/week) (A)   Part time (less than 35 hrs./week) (B)  

 Unemployed (looking for work) (I)    Not in labor force (L)    

 Unemployed (not looking for work) (J)   Incarcerated (M)     

Not working reason (for example, retired, homemaker, student): ________________________________ 

CLIENT’S LIVING ARRANGEMENT 

ADULTS ONLY: 

Do you (client) currently have housing in the community (for example, a house, apartment, 

mobile home, Hotel/Motel, or dorm)?   

 Yes, please check one of the following that best describes you (client): 

 I live independently (I do my own cooking, cleaning, and handle my own money) (05) 

 Someone else helps me with cooking, cleaning, and paying bills some of the time  (06) 

 Someone else helps me or supervises my cooking, cleaning, etc., every day   (07) 

 I live in supported housing, like at TMHA, where staff supervise my daily activities  (08) 

 No, currently homeless           (23)  

 No, lives in another Residential Placement:  

 Community Treatment Facility (10)    Mental Health Rehab Center  (14) 

 Residential Drug or Alcohol Treatment (26)   Skilled Nursing Facility or IMD  (19) 

 Board and Care (28)      State Hospital (11)         Jail/Prison (21)        Sober Living  (16) 

 Inpatient Psychiatric Hospital or Psychiatric Health Facility (PHF) (15)   

 Other (specify): __________________________________________________________________________  
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Youth ONLY: 

Does youth (client) currently have housing (house, apartment, mobile home, or dorm, etc.)?  

 Yes, with family (05)  No, currently homeless (23)  Unknown (99) 

 Yes, but in a different setting:   

 Foster Home (01)      Group Home (STRTP) (27)    Correctional Facility/Juvenile Hall (22)  

 Inpatient Psychiatric Hospital or Psychiatric Health Facility (PHF) (15)    

 Other (specify): _____________________________________________________________________________ 

CLIENT’S FAMILY 

Are you (client) PREGNANT?   Yes    No  If yes, DUE DATE: __________________ 

Do you (client) have children?   Yes    No  If yes, how many aged 0-5? _____ 6-17? _____ 

Have you (client) had, or do you currently have an open Child Welfare Services case?  Yes  No 

How many children under 18 do you (client) care for at least 50% of the time?  _____ 

How many dependent adults do you (client) care for at least 50% of the time?  _____ 

CLIENT’S EDUCATION 

Highest Grade Completed: _____  Vocational Program:   Yes    No 

Specify Degree: ________________  Specify Vocational Program: ___________________________ 

Current School Name: ________________________ School District of Residence: ___________________ 

DISABILITY 

Are you (client) disabled?   Yes   No (11)  Prefer not to answer (9)   

If yes, check all that apply:   Hearing (1)  Visual (2)  Mobility/walking (3)   Speech (4) 

 Brain Injury (5)   Health (6)   Developmental (7)   Mental Health (12) 

 Other (not drug or alcohol-related), specify: _________________________________________________ (8) 

Do you need Behavioral Health to provide any special arrangements due to disability to make 

treatment accessible/comfortable (ex: large print handouts/worksheets, chair close to front of 

room when in Counseling Group, text provided in audio versions, etc.)? 

Yes      No 

If yes was chosen, describe arrangements to be made: 
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MILITARY 

Are you (client) a Veteran?        Yes    No      Decline to Answer 

Do you (client) have a military connected disability?   Yes    No    

Do you (client) have VA Benefits?    Yes    No  If yes, VA Claim Number: _____________ 

EMERGENCY CONTACT(S) 

Add as many other contacts as needed on the last page of this form 

Name: ________________________________________________ Relationship to Applicant: _____________ 

Address: ______________________________________________ Phone: ________________________________ 

City: _________________________________ State: _____ Zip Code: ______________ 

EMERGENCY AND OTHER IMPORTANT CONTACTS: 

Please list any other important people who may be involved in the client’s treatment.  Examples 

could include social worker or probation officer, as well as other involved family members 

(parent, stepparent, other caregivers, etc.).  We will not contact people on this list without 

appropriate written authorization unless required to or allowed to by law. 

Name: Relationship to client: 

(Social worker, foster parent, aunt, 

stepfather, etc.) 

Phone 

Number: 
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LEGAL INFORMATION 

Client’s Legal Status:   

 Voluntary (9)   Dependent of the Court (300) (G)  Ward of the Court (600) (I) 

 LPS Conservatee (B)  PC 290 (J)  PC 1370    Probation  Unknown (0)  

 Other, Specify: ________________________________  Court, Case, or CDC #: ______________________ 

Probation, Parole, or Social Worker Name and & Phone #: _______________________________________  

Legally Responsible Person’s Name: ____________________________Relationship to client: _________  

Phone:        

Address:                

If client is a minor, are there visitation restrictions or custody issues? (specify): 

___________________________________________________________________________________________________ 

MEDICAL INFORMATION 

Primary Care Physician:              

Phone:         Fax:        

Address:                

Pharmacy:                

Hospital Preference:             

FINANCIAL/INSURANCE 

What is your monthly family income? _____________________________________________________________ 

How many people live on income including you? Adults___________ Children____________ 

Do you have Medi-Cal (CenCal)?    Yes    No Medi-Cal/CIN Number:  ____________________ 

Do you have Medicare?     Yes    No  Medicare Number:  ____________________ 

Do you have Private Insurance?   Yes    No  Carrier/Policy Number: ____________________ 

NAME OF PERSON COMPLETING FORM:   _____________________________________________________ 

 

CLIENT SIGNATURE:  _______________________________________________ DATE: ___________________ 
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