North Shore Mental Health

Personal Assistance Program

Client & Family Information

Client Name:


Date:

Address:
Phone #’s:



Client Information

Father or Guardian’s Name:

Occupation:
Phone #’s:

Residence Address:
Mailing Address:



Mother or Guardian’s Name:

Occupation
Phone #’s:

Residence Address:

Mailing Address:

Family Information: Persons Living in Client’s Household
Name
Age
Relationship
Name
Age
Relationship





























Client’s Medical History

Serious or Frequent Illnesses:



Current Medications:



Known Allergies:



Special Health Care Needs

or Restrictions:

Special Nutritional Needs

or Restrictions:

Personal Physician:             

Phone:

Medical Conditions
No
Yes
Comment
Medical Conditions
No 
Yes
Comment

Birth Defects



Mental Retardation




Epilepsy



Learning Problems




Mental Illness



Inherited Disorder




Other:



Other:




North Shore Mental Health

Personal Assistance Program

Client & Family Information

Pg. 2

School or Programs Currently Attending

Name of School or Program
Grade
 Comments

















Emergency Contacts (other than parent or guardians)

Name
Relationship
Phone #’s









Client Goals or Skills to Pursue

Goal or Skill
Comment
















Activities
















Completed by:_________________________________Signature_______________________________________

