	CLIENT INFORMATION

	Waiver Project

	Michigan Department of Health and Human Services

	

	Family Name:

	     

	County:
	Family I.D. Number:

	
	     

	

	Family

	Family Member Name:
	Role
	Date of Birth:

	1)
	     
	     
	

	2)
	     
	     
	

	3)
	     
	     
	

	4)
	     
	     
	

	5)
	     
	     
	

	6)
	     
	     
	

	

	Address:

	     

	

	Primary Phone Number:
	     
	
	 FORMCHECKBOX 

	Home
	 FORMCHECKBOX 

	Cell
	 FORMCHECKBOX 

	Work

	
	
	
	

	Secondary Phone Number:
	     
	
	 FORMCHECKBOX 

	Home
	 FORMCHECKBOX 

	Cell
	 FORMCHECKBOX 

	Work

	
	
	
	
	
	
	
	

	

	Support People

	Name:
	
	Relationship:
	
	Phone Number
	
	Designated Contact

	1)
	     
	
	     
	
	     
	
	Yes
	No

	2)
	     
	
	     
	
	     
	
	Yes
	No

	3)
	     
	
	     
	
	     
	
	Yes
	No

	

	Service Provider

	Name/Agency:
	
	Address
	
	Phone Number

	1)
	     
	
	     
	
	     

	2)
	
	
	
	
	     

	3)
	
	
	
	
	     

	

	Family Physician

	Name:
	
	Address
	
	Phone Number

	1)
	     
	
	     
	
	     

	2)
	
	
	     
	
	     

	

	Other Notes:

	     

	

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.
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