
CLIENT INFORMATION 

LOS ANGELES COUNTY 
DEPARTMENT OF MENTAL HEALTH 

PAYER FINANCIAL INFORMATION 
CONFIDENTIAL CLIENT INFORMATION 

See W & I Code, Section 5328 

1 
CLIENT NAME SS # DMH CLIENT ID # FAMILY REGISTRATION # 

2 
MAIDEN NAME DOB MARITAL STATUS 

M  S  D  W  SP 

SPOUSE/PARTNER/SIGNIFICANT OTHER’S NAME 

3 FOSTER CARE 
 YES    NO

VICTIMS OF CRIME 
 YES    NO

VETERAN 
 YES    NO

WORKER’S COMP 
 YES    NO

HOMELESS  
 YES    NO

CALWORKS 
 YES    NO

OTHER SPECIAL POPULATION: 

4 
PROVIDER OF FINANCIAL INFORMATION Name and Address (Complete only if other than the client or responsible person) 

THIRD PARTY INFORMATION 

5 
MEDI-CAL  
 YES    NO

ECM PLAN NAME MEDI-CAL COUNTY CODE /AID CODE/ CIN # HEALTHY FAMILIES 
 YES    NO

SHARE OF COST 
  YES    NO

SOC AMT 
$ 

MEDI-CAL PENDING         
 YES     NO

6 
SSI PENDING 
 YES    NO

SSI APPLICATION DATE REFERRED FOR BENEFITS ASSESSMENT REASON FOR NOT REFERRING MEDI-CAL/SSI ELIGIBLE TO BENEFITS ASSESSMENT 

 YES   NO DATE REFERRED 

7 MEDICARE 
 YES    NO

MEDICARE NUMBER (MBI) LIFETIME EXTENDED SIGNATURE AUTHORIZATION SIGNED  MEDI-GAP  
 YES    NO

TRICARE 
 YES    NO

CHAMPVA 
 YES    NO YES   NO DATE SIGNED 

8 HMO/PPO 
 YES   NO

MEDICARE ADVANTAGE 
 YES    NO

NAME OF CARRIER SUBSCRIBER POLICY ID # SUBSCRIBER NAME 

9 
CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS INSURANCE AUTHORIZATION & ASSIGNMENT OF 

BENEFITS SIGNATURES OBTAINED    YES   NO  

10 ADD’L HMO/PPO 
 YES   NO

MEDICARE ADVANTAGE 
 YES    NO

NAME OF CARRIER SUBSCRIBER POLICY ID # SUBSCRIBER NAME 

11 
CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS INSURANCE AUTHORIZATION & ASSIGNMENT OF 

BENEFITS SIGNATURES OBTAINED    YES   NO  

PAYER REFERENCES (CLIENT OR FINANCIALLY RESPONSIBLE PERSON) 

12 
NAME OF PAYER RELATION TO CLIENT DOB MARITAL STATUS 

M  S  D  W  SP 

PAYER CDL/CAL ID/OTHER ID 

13 
PAYER’S ADDRESS CITY STATE ZIP CODE TEL # 

14 SOURCE OF INCOME:      SALARY     SELF EMPLOYED     UNEMPLOYMENT INSURANCE     DISABILITY INSURANCE 
 SSI     GR     VA     Other Public Assistance     IN-KIND     UNKNOWN     OTHER:  ___________________

PAYER SS # 

15 EMPLOYER POSITION IF NOT EMPLOYED, DATE LAST 
WORKED 

16 
EMPLOYER’S ADDRESS (Include City, State & Zip Code) TEL # 

17 
SPOUSE ADDRESS (Include City, State & Zip Code) SPOUSE’S SS # 

18 
SPOUSE’S EMPLOYER POSITION IF NOT EMPLOYED, DATE LAST 

WORKED 

19 
SPOUSE’S EMPLOYER’S ADDRESS (Include City, State & Zip Code) TEL # 

20 
NEAREST RELATIVE/RELATIONSHIP ADDRESS (Include City, State & Zip Code) TEL # 

UMDAP LIABILITY DETERMINATION 

21 LIQUID ASSETS 22 ALLOWABLE EXPENSES 23 ADJUSTED MONTHLY INCOME 

Savings 

Checking Accounts 

IRA, CD, Market value of 
stocks, bonds and mutual 
funds 

TOTAL LIQUID ASSETS 

Less Asset Allowance 

Net Asset Valuation 

Monthly Asset Valuation 
(Divide Net Asset by 12) 

$______________ 

$______________ 

$______________ 

$______________ 

$______________ 

$______________ 

$______________ 

Court ordered obligations 
paid monthly 

Monthly childcare 
payments (necessary for 
employment) 

Monthly dependent 
support payments 

Monthly medical expense 
payments 

Monthly mandated 
deductions from gross 
income for retirement 
plans. (Do not include 
Social Security) 

Total Allowable Expenses 

$______________ 

$______________ 

$______________ 

$______________ 

$______________ 

$______________ 

GROSS MONTHLY INCOME 
Self/Payer 

Spouse 

Other 
 

TOTAL HOUSEHOLD 
INCOME 
 

TOTAL FROM BOX 21 + 
 

SUBTOTAL + 

LESS TOTAL FROM BOX 22 - 
 

Adjusted Monthly Income 

$______________ 

$______________ 

$______________ 

$______________ 

$______________ 
 

$______________ 

$______________ 

$______________ 

VERIFICATION OBTAINED     YES    NO     VERIFICATION OBTAINED     YES    NO VERIFICATION OBTAINED     YES    NO     

24 
Number Dependent on Adjusted 
Monthly Income (Client included) 

ANNUAL LIABILITY ANNUAL CHARGE PERIOD 

FROM  ___________________ TO ________________________ 

Payment Plan $_______________per month 

for  1  2  3  4  5   6          months 
OTHER 

25 
PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD 
 YES   NO   WHERE: 

FROM TO CURRENT ANNUAL LIABILITY BALANCE 

26 

ANNUAL LIABILITY ADJUSTED BY DATE REASON ADJUSTED   TFA (enter date client signed below)  
 Other (describe below) 

ANNUAL LIABILITY ADJUSTMENT APPROVED BY DATE 

27 
An explanation of the UMDAP liability was provided. 
SIGNATURE OF INTERVIEWER 

PROVIDER NAME AND NUMBER 

28 
I affirm that the statements made herein are true and correct to the best of my knowledge and I agree to the payment plan as stated on line 24 
SIGNATURE OF CLIENT 
OR FINANCIALLY RESPONSIBLE PERSON                                                                                                                                                         DATE 

    MH 281 Rev. 09/01/2023 Authority See W & I Code Sections 5709 & 5710 



ពត័�៌នអតថិជិន 

េ�នធី LOS ANGELES 
�យក��នសុខ�ពផ��វចិត� 

ព័ត�៌នហរិ��វត��របសអ់�កបង�់�ក ់ ព័ត៌�នស��ត់អំពីអតិថិជន 
េមើល�កម W & I ែផ�កេលខ 5328 

1 េ��ះអតិថិជន SS # ID ស��ល់អតិថិជនរបស់ DMH # �រចុះេ��ះ�គ��រ # 

2 �តកូល ៃថ�ែខ��ំកំេណើត ��ន�ព��ហ៍ពិ�ហ៍ 
M  S  D  W  SP 

េ��ះរបស់ប�ីឬ�បពន�/ៃដគូ/មនុស��ស�ំន់ 

3 �រែថ�ំបេ��ះ�សន� 
�ទឬ�ស    េទ 

ជនរងេ��ះឧ�កិដ�កម� 
�ទឬ�ស    េទ 

អតីតយុទ�ជន 
�ទឬ�ស    េទ 

សំណងបគុ�លិក 
�ទឬ�ស  េទ 

��នផ�ះសែម��ង  
�ទឬ�ស  េទ 

CALWORKS 
�ទឬ�ស  េទ 

�កុម�ប�ជនែដល�នត�ម�វ�រពិេសសេផ��ងេទៀត៖ 

4 េ��ះនិង�សយ��នរបស់អ�កផ�ល់ព័ត៌�នហិរ��វត�� (បំេពញលុះ��ែត�អ�កេផ��ង េ��ពីអតិថិជន ឬ ជនែដលទទួលខុស�ត�វ) 

ពត័�៌នរបស�់គទីបី ី

5 MEDI-CAL  
�ទឬ�ស  េទ 

េ��ះគេ��ង ECM កូដេ�នធី MEDI-CAL / កូដ AID / CIN # កម�វ�ធី�គ��រសុខ�ព 
�ទឬ�ស  េទ 

ែចករ�ែលកៃថ�ច�ំយ 
�ទឬ�ស  េទ

ចំនួន SOC 
$ 

MEDI-CAL មិន�នស់េ�មច  
�ទឬ�ស     េទ

6 SSI មនិ�នស់េ�មច 
�ទឬ�ស  េទ 

�លបរ�េច�ទ�ក់�ក�� SSI ប��នមកេដើម��ី�យតៃម�អត��បេ�ជន ៍ េហតុផលែដលមិនប���នមក MEDI-CAL/�នសិទ�ិទទួល�ន SSI េដើម��ីេធ�ើ�រ�យតៃម�អត��បេ�ជន៍ 
�ទឬ�ស    េទ �លបរ�េច�ទប��ន 

7 MEDICARE 
�ទឬ�ស  េទ 

េលខ MEDICARE (MBI) MEDI-GAP  
�ទឬ�ស  េទ 

TRICARE 
�ទឬ�ស    េទ 

CHAMPVA 
�ទឬ�ស  េទ 

�នចុះហត�េល�☐ទ�មង់ហត�េល�អនុ��េតពញមួយជីវ�
ត  �ទឬ�ស    េទ �លបរ�េច�ទចុះហត�េល�

8 HMO/PPO 
 �ទឬ�ស  េទ 

MEDICARE ADVANTAGE 
�ទឬ�ស    េទ

េ��ះ�កុមហ៊ុន����ប់រង ID ស��ល់េ�ល�រណ�៍���ប់រង
របស់អ�ក�វ # 

េ��ះអ�ក�វ 

9 �សយ��ន�កុមហ៊ុន����ប់រងស��ប់�រ�ម�រសំណងសុខ�ពផ��វចិត� ទទួល�នហត�េល�អនុ��តចំេ�ះ�រ����ប់រង 
និង�រ�ត�់ំងអត��បេ�ជន ៍    �ទឬ�ស   េទ  

10 ADD’L HMO/PPO 
 �ទឬ�ស  េទ 

MEDICARE ADVANTAGE 
�ទឬ�ស    េទ

េ��ះ�កុមហ៊ុន����ប់រង ID ស��ល់េ�ល�រណ�៍���ប់រង
របស់អ�ក�វ # 

េ��ះអ�ក�វ 

11 �សយ��ន�កុមហ៊ុន����ប់រងស��ប់�រ�ម�រសំណងសុខ�ពផ��វចិត� ទទួល�នហត�េល�អនុ��តចំេ�ះ�រ����ប់រង 
និង�រ�ត�់ំងអត��បេ�ជន ៍    �ទឬ�ស   េទ  

ឯក�រេ�ងរបសអ់�កបង�់�ក ់(អតថិជិន ឬ បគុ�លែដលទទលួខសុ�ត�វ�ងហរិ��វត��) 

12 េ��ះអ�កបង់��ក់ ទំ�ក់ទំនង�មួយអតិថិជន ៃថ�ែខ��ំកំេណើត ��ន�ព��ហ៍ពិ�ហ ៍
M  S  D  W  SP 

CDL របស់អ�កបង់��ក់/CAL ID/ID 
េផ��ងេទៀត 

13 �សយ��នរបស់អ�កបង់��ក់ ទី�កុង រដ� េលខកូដតំបន់ ទូរសព� # 

14 �បភព��កច់ំណ�ល៖      �ន��ក់ែខ     េធ�ើ�រឱ��ខ��នឯង     ����ប់រង�ព��ន�រ�រេធ�ើ    ����ប់រងពិ�រ�ព 
 SSI     GR     VA     ជំនួយ��រណៈេផ��ងេទៀត     �សេដៀង��េ�ះ     មិនដឹង     េផ��ងេទៀត៖  ___________________ 

េលខ SS របស់អ�កបង់��ក់ # 

15 និេ�ជក មុខ�រ េេបើមិន�ន�រ�េរទ 
�លបរ�េច�េទធ�ើ�រចុេង��យ

16 �សយ��ននិេ�ជក (រួម�ំងទី�កុង រដ� និង េលខកូដតំបន់) ទូរសព� # 

17 ប�ីឬ�បពន� �សយ��ន (រួម�ំងទី�កុង រដ� និង េលខកូដតំបន់) SS របស់ប�ឬី�បពន� # 

18 និេ�ជករបស់ប�ីឬ�បពន� មុខ�រ េេបើមិន�ន�រ�េរទ 
�លបរ�េច�េទធ�ើ�រចុេង��យ 

19 �សយ��ននិេ�ជករបស់ប�ីឬ�បពន� (រួម�ងំទី�កុង រដ� និង េលខកូដតំបន់) ទូរសព� # 

20 �ច់�តិ/ទំ�ក់ទំនងជិតបំផុត �សយ��ន (រួម�ំងទី�កុង រដ� និង េលខកូដតំបន់) ទូរសព� # 

�រកណំតប់ណំ�លរបស ់UMDAP 

21 �ពទ��សកម�ែដល�ចប��រ��ច�់�ក ់ 22 ចំ�យែដល�ន�រអន�ុ�ត 23 ចំណ�ល�ប�ែំខ�មចំននួៃលត�ម�វ 

��ក់សន��ំ 

គណនីចរន� 

IRA, CD, តៃម�ទីផ��ររបស់�គហ៊ុន 
បណ�បំណ�ល និង សង�ហធន 

�ពទ��សកម�ែដល�ច
ប��រ��ច�់�កស់របុ 

ដកនឹងឧបត�ម�ធន�ទព��សកម� 

�រ�យតៃម��ទព��សកម�សុទ� 

�រ�យតៃម��ទព��សកម��ប�ែំខ  (ែចក
�ទព��សកម�សទុ�នឹងេលខ 12) 

$______________ 
$______________ 

$______________ 

$______________ 
$______________ 
$______________ 

$______________ 

�រកិច�ែដលេចញដី�ប��ប់
េ�យតុ��រ ែដលបង់��ក់�ល់ែខ 

�របង់��ក់េដើម��ី�រែថ�កុំ�រ�ប�ែំខ 
(�ំ�ច់ស��ប់�រ�រ) 

�របង់��ក់ជំនួយដល់ជនេ��មបន��ក
�ប�ំែខ 

�របង់��ក់ចំ�យែផ�កេវជ���ស��ប
�ំែខ 

�រ�ត់កង�ប�ំែខពី��ក់ចំណ�លសរុប
ស��ប់ែផន�រចូលនិវត�ន៍ (មិនរួម
ប���លសន�ិសុខសង�ម) 

��ក់ច�ំយែដលអន�ុ�តសរុប 

$______________ 

$______________ 

$______________ 

$______________ 

$______________ 
$______________ 

ចំណ�លសរុប�ប�ំែខ 

សមីខ��ន/អ�កបង់��ក់ 

ប�ីឬ�បពន� 

េផ��ងេទៀត 

��ក់ចំណ�លក��ង�គ��រសរុប 

សុរបពី�បអប់េលខ 21 

សរុបរង 

ដកចំនួនសរុបពី�បអប់ 22 

ចណំ�ល�ប�ែំខ�មចំននួៃលត�ម�វ 

$______________ 
$______________ 
$______________ 
$______________ 
$______________ 
$______________ 
$______________
$______________ 

�នទទួល�រេផ��ង��ត់     �ទឬ�ស    េទ �នទទួល�រេផ��ង��ត់     �ទឬ�ស    េទ �នទទួល�រេផ��ង��ត់     �ទឬ�ស    េទ 

24 ចំនួនអ�េក��មបន��ក��ក់ចំណ�ល
�ប�ំែែខដល�ៃនលត�ម�វ (រួមប��លអតិថិជន) 

បណ�ល�ប��� រយៈេពលគតៃថ��ប��� 
ព ី __________________ ដល ់_____________________ 

គេ��ងបង��ក $______________ក��ងមួយែខ 
ស��បែ់ខ  1  2  3  4  5   6         

េផ��ងេទៀត 

25 �រព���លសុខ�ពផ��វចិត�ពីមុនអឡំ�ងេពលគតិៃថ��ប�ំ��បំច��ប��ន� 
 �ទឬ�ស   Nេទ េ�ទ�ី៖ 

ពី េ� សមតុល��បំណ�ល�ប�ំ��បំច��ប��ន� 

26 
បំណ�ល�ប�ំ��ំៃលត�ម�វេ�យ �លបរ�េច�ទ េហតុផល �ៃនលត�ម�វ   TFA (ប���ល�លបរ�េច�ទ ែដលអតិថិជន�នចុះហត�េល��េង��ម)

 េផ��ងេទៀត (ពិពណ៌��ងេ��ម) �រៃលត�ម�វបំណ�ល�ប�ំ��ំ ែដលអនុ��តេ�យ �លបរ�េច�ទ 

27 �រពន��ល់អពំីបំណ�ល UMDAP �ត�វ�នផ�លជ់ូន។ 
ហត�េល�របស់អ�កស��ស 

េ��ះនិងេលខអ�កផ�ល់េស� 

28 
ខ��ំប��កអ់ះ�ង� េសចក�ីែថ�ង�រណ៍ែដល�នេធ�ើេឡើងក��ងឯក�រេនះ ��រពតិ នងិ �តមឹ�ត�វអស់ពចីិត�របសខ់��ំ េហើយខ��យំល់�ពមចំេ�ះគេ��ងបង់��ក ់ដជូ�នេលើកេឡើងក��ងប��ត់េលខ 24 
ហត�េល�របស់អតថិិជន 
ឬបុគ�លែដលទទលួខសុ�ត�វែផ�កហិរ��វត�                                                                                        �លបរ�េច�ទ 
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