Elizabeth Layton Center, Inc.

Adult Registration Form
	Client’s Legal Name:
	
	Sex:   ( Male   (  Female
	Today’s Date:
	

	
	First                       Middle Initial                        Last
	Client’s Social Security Number: 
	

	Other Previous Names: 
	
	Client’s Date of Birth:
	
	Age:
	

	Street Address:
	
	Responsible Party’s Name:
	

	City:
	
	State:
	
	Responsible Party’s SSN:
	

	Zip Code:
	
	County:
	
	Responsible Party’s Date of Birth:
	


Current Employment:  (check one)
Name of Employer: 
_______________________________________

Employer’s Phone: _______________________

How long employed?  _____ months  ______years

(  Part-time (under 30 hours per week)

(  Full-time (30 or more hours per week)

(  Retired

(  Unemployed (Looking for Work)

(  Not in Labor Force (homemaker, student, etc.)
	Home Telephone (     ) __________________

  ( Leave  msg with appt. time/lab results

  ( Leave msg with call-back number only

  ( Do not leave msg


	Work Telephone (     ) _________________

  ( Leave  msg with appt. time/lab results

  ( Leave msg with call-back number only

  ( Do not leave msg


	Cell Telephone (      ) __________________

  ( Leave  msg with appt. time/lab results

  ( Leave msg with call-back number only

  ( Do not leave msg


	  Emergency Contact  (      ) ____________
Name:  ___________________________
Relationship:________________________
Address:___________________________
City, State Zip:_______________________

	Written Communication:  
	( Mail to my home address
	( Mail to my work address
	Address, if different than above:  __________________________________________________


Hispanic Origin: (check one)
(  Not Hispanic or Latino

(  Hispanic or Latino



Race: (check one)
(  White

(  Black or African American

(  American Indian or Alaska Native

(  Asian

(  Native Hawaiian or other Pacific Islander

(  Other/Unknown ________________________

Marital Status: (check one)
(  Never Married

(  Married    Spouse:   _____________________

(  Divorced

(  Widowed

(  Legally Separated

(  Common-law Spouse:  __________________
Completed Education:  (check one)
(  None

(  Special Education - Ungraded Classes

(  K-11 (Last Grade Completed __________)

(  High School Diploma

(  GED

(  Vocational Training beyond High School

(  One Year of College

(  Two Years of College

(  Three Years of College

(  Four or More Years - No Degree

(  College Degree Specify:  __________________

(  Graduate Work/No Degree

(  Master’s Degree

· Doctorate

· MD

· JD (Attorney)

Current Residential Setting:  (check one)
· Boarding home

· Group home

· Homeless

· Independent Living (Home Owner or Renter)
· Jail/Detention Center

· Lives With Relatives – DEPENDENT

· Lives With Relatives – INDEPENDENT

· Nursing Facility Mental Health (NFMH)

· Nursing Home

· Precariously Housed

· Supervised Housing Program

(  Other ________________________________



Family Physician:  __________________________

Referred to ELC by: _________________________

Religious Preference:  _______________________
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Client Name:  _________________________________________

Household Primary Income Source:  (check one)
(  No income

(  Wages/Salary/Self-Employed/Worker’s Comp
(  Public Assistance

(  Retirement/Pension

(  Disability

(  Child Support/Alimony

(  Unemployment Insurance

(  Other ________________________________

Sliding Scale Fee Information:

Gross Household Income $__________________________
                                                                         per  ( month     ( year

# of Family Members Dependent 
on Above Income:                  ______________________________
Psychiatric Treatment History:  (check one for each question)
Have you ever sought prior Outpatient Psychiatric Treatment?    (  No     (  Yes

  If yes, where  ____________________________

   _______________________________________

Have you ever had an Inpatient Psychiatric 
Hospitalization?    (  No     (  Yes

  If yes, where _____________________________

   _______________________________________

   Was this facility a:

     (  State Hospital

     (  Private Psychiatric Hospital

     (  General Hospital with a Psychiatric Unit

  Date of Admission ________________________


Most Recent Psychiatric Hospitalization: (check one)


(  None/Never


(  State Mental Health Hospital


(  Private Psychiatric Hospital


(  Out of Home Crisis Stabilization


( General Hospital Psychiatric Ward


(  Inpatient Substance Abuse �     (excluding detox)


(  Residential mental health treatment





Current Educational Status:  (check one)


(  Attending college (1-6 hours)


(  Attending college (7 or more hours)


(  Attending vocational school or apprenticeship


(  Avocational educational involvement


(  Basic educational skills


(  No educational participation


(  Other ____________________________


(  Pre-educational explorations


( Working on English as a second language


(  Working on GED





Information Supplied by ___________________________________________�                                                                      Signature                                         





Substance Abuse History: (check one)


Have you ever had Alcohol or Drug Treatment?     (  No     (  Yes


( Inpatient          


     If yes, where: __________________________


________________________________________


( Outpatient


     If yes, where: __________________________


________________________________________





SSI/SSDI Eligibility:  (check one)


(  Not Applicable


(  Eligible and Receiving Payments


(  Eligible, but NOT Receiving Payments


(  Potentially Eligible (Case Not Yet �      Submitted for Determination)


(  Determined to be Ineligible by �      Review & Decision


(  Determination decision on appeal





Military Status:  (check one)


(  No Service


(  Active Duty


(  Veteran





Current Vocational Status:  (check one)


(  Active Job Search


(  Any Job or Set of Jobs Requiring �      LESS than 30 Hours per Week


(  Any Job or set of Jobs Requiring �      MORE than 30 hours per Week


(  Remains Home to care for Children


(  Employed in Transitional Employment


(  No Vocational Activity/Not employed


(  Other     �      __________________________________


(  Participating in a Sheltered Work Program


(  Participating in Ongoing Volunteer Activity


(  Prevocational Activity


(  Retired


(  Screening & Evaluation of Vocational Interest
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Handicaps:  (check one)


( None


( Developmental Disability/Mental Retardation


( Organically Based Problem in Expressive   �     Communication


( Blindness or Severe Visual Impairment


( Deafness or Severe Hearing Loss


( Non-ambulation or Major Difficulties in �     Ambulation


( Moderate to Severe Medical Problems





Occupation:  (choose best option)


Specify Job     �       _____________________________


(  None


(  Professional (Attorney, Doctor, Teacher, etc.)


(  Manager/Administrative


(  Sales


(  Clerical


(  Skilled Craftsman/Tradesman


(  Transportation Vehicle Driver/Operator


(  Laborer


(  Farmer/Rancher


(  Service Provider (Hairstylist, etc.)


(  Military


(  Homemaker


(  Student


(  Inmate of Institution





Current Educational Status:  (check one)


(  Attending College (1-6 hours)


(  Attending College (7 or more hours)


(  Attending Vocational School or Apprenticeship


(  Avocational Educational Involvement


(  Basic Educational Involvement


(  No Educational Participation


(  Other �      ____________________________________


(  Pre-educational Explorations


(  Working on English as a Second Language


(  Working on GED





Primary Language:  (check one)


(  English


(  Spanish


(  Other ________________________________
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