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LOS ANGELES COUNTY
DEPARTMENT OF MENTAL HEALTH

CONFIDENTIAL CLIENT INFORMATION

CLIENT INFORMATION PAYER FINANCIAL INFORMATION See W & | Code, Section 5328
CLIENT NAME SS# DMH CLIENT ID # FAMILY REGISTRATION #
MAIDEN NAME DOB MARITAL STATUS SPOUSE/PARTNER/SIGNIFICANT OTHER'S NAME

Owm Os OoOw OspP
FOSTER CARE | VICTIMS OF CRIME VETERAN WORKER'S COMP HOMELESS CALWORKS |OTHER SPECIAL POPULATION:
OYES ONO OYES ONO OYES ONO OYES ONO OYES ONO | OYES ONO
PROVIDER OF FINANCIAL INFORMATION Name and Address (Complete only if other than the client or responsible person)
THIRD PARTY INFORMATION
MEDI-CAL ECM PLAN NAME MEDI-CAL COUNTY CODE /AID CODE/ CIN # HEALTHY FAMILIES | SHARE OF COST SOC AMT MEDI-CAL PENDING
OYES ONO OYES ONO OVYES ONO OYES ONO
S5 PENDING SSIAPPLICATION DATE | REFERRED FOR BENEFITS ASSESSMENT  |REASON FOR NOT REFERRING MEDI-CAL/SS| ELIGIBLE TO BENEFITS ASSESSMENT
OYES ONO O YES ONO DATE REFERRED
MEDICARE MEDICARE NUMBER (MBI) |LIFETIME EXTENDED SIGNATURE AUTHORIZATION SIGNED MEDI-GAP TRICARE CHAMPVA
OYES ONO OVYES ONO  DATE SIGNED OYES ONO |OYES ONO| DOvyes ONO
HMO/PPO MEDICARE ADVANTAGE |NAME OF CARRIER SUBSCRIBER POLICY ID # SUBSCRIBER NAME
O YES ONO Oves ONO
CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS INSURANCE AUTHORIZATION & ASSIGNMENT OF
BENEFITS SIGNATURES OBTAINED O YES ONO
ADD'L HMO/PPO | MEDICARE ADVANTAGE |NAME OF CARRIER SUBSCRIBER POLICY ID # SUBSCRIBER NAME
O YES ONO OYES ONO
CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS INSURANCE AUTHORIZATION & ASSIGNMENT OF
BENEFITS SIGNATURES OBTAINED O YES ONO

PAYER REFERENCES (CLIENT OR FINANCIALLY RESPONSIBLE PERSON)

NAME OF PAYER RELATION TO CLIENT DOB MARITAL STATUS PAYER CDL/CAL ID/OTHER ID
OmM Os Op Ow Osp

PAYER'S ADDRESS cITY STATE ZIP CODE TEL #

SOURCE OF INCOME: [ SALARY [ SELFEMPLOYED [OUNEMPLOYMENT INSURANCE [ DISABILITY INSURANCE PAYER SS #

OR FINANCIALLY RESPONSIBLE PERSON

DATE

OssI OGR OVA 0O OtherPublic Assistance O IN-KIND O UNKNOWN [ OTHER:

EMPLOYER POSITION IF NOT EMPLOYED, DATE LAST
WORKED

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

SPOUSE ‘ ADDRESS (Include City, State & Zip Code) SPOUSE'S SS #

SPOUSE'S EMPLOYER POSITION IFNOT EMPLOYED, DATE LAST
WORKED

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

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

UMDAP LIABILITY DETERMINATION
21 LIQUID ASSETS 22 ALLOWABLE EXPENSES 23 ADJUSTED MONTHLY INCOME
) Court ordered obligations
Savings $ paid monthly GROSS MONTHLY INCOME
Monthlv child Self/Payer
. onthly childcare
Checking Accounts $ payments (necessary for $ Spouse $
I t

IRA, CD, Market value of employment) Other $

stocks, bonds and mutual Monthly dependent $

PS support payments TOTAL HOUSEHOLD ¢ 0.00

0.00 Monthly medical expense $ INCOME
TOTAL LIQUID ASSETS $ payments TOTAL FROM BOX 21 + §0.00
$ Monthly mandated 0.00
Less Asset Allowance deductions from gross SUBTOTAL + $
. income for retirement $
Net Asset Valuation $ 0.00 plans. (Do not include LESS TOTALFROMBOX22 = $ 0.00
. Social Security)
Monthly Asset Valuation Y . 0.00
. 0.00 0.00

(Divide Net Asset by 12) $or Total Allowable Expenses $o> Adjusted Monthly Income $

VERIFICATION OBTAINED O yes O No VERIFICATION OBTAINED O yes O No VERIFICATION OBTAINED O vyes O No

Number Dependent on Adjusted | ANNUAL LIABILITY ANNUAL CHARGE PERIOD Payment Plan $ per month

Monthly Income (Client included)

FROM TO for 01 02 A3 04 (05 [06 months
OTHER

PRIOR MENTAL HEALTH TREATMENT DURING CURRENT ANNUAL CHARGE PERIOD | FROM 0 CURRENT ANNUAL LIABILITY BALANCE

0O YES ONO WHERE:

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

O Other (describe below)

ANNUAL LIABILITY ADJUSTMENT APPROVED BY DATE

An explanation of the UMDAP liability was provided. PROVIDER NAME AND NUMBER

SIGNATURE OF INTERVIEWER

| affirm that the statements made herein are true and correct to the best of my knowledge and | agree to the payment plan as stated on line 24

SIGNATURE OF CLIENT

MH 281 Rev. 09/01/2023

Authority See W & | Code Sections 5709 & 5710




NMHPOPMALUA O KNTNEHTE

1 NCUXMYECKOTO 340POBbA (DMH) Ne NQ
[AEBUYBA GPAMUNNSA [DATA POXKOEHUA CEMEMHOE NONIOYEHUE WUMA CYMPYTA / MAPTHEPA / IPYTOTO JINUA
2 Dxenar / samywem CIre senat / He samyxem [
passegen(-a) O sgosey (saosa) [ »usem pazgensto
NATPOHAT KEPTBbI BETEPAH CTPAXOBAHME OT HECHACTHOIo BE3AOMHbIE | CALWORKS |APYIME OCOBbIE KATEFOPUM HACE/TEHUA
3 O 40A OHET NPECTYNNEHUI O 0A OHET CNYYAA HA NPOU3BOACTBE O8A OHET| OOA OHET
O oA OHET O oA OHET
4 MOCTABLLVIK ®MHAHCOBOW MHPOPMALIMI Mma n aapec (3aN0NHUTL TONBKO B CAy4ae, €CW UM He ABNAETCA KAMEHT UM OTBETCTBEHHOE ML)
MHPOPMALMA O TPETbUX JIMLAX
MEDI-CAL HA3BAHMUE NNAHA ECM KOZ OKPYTA / Kog, nomotuu / CIN HEALTHY FAMILIES | PACNPEOENEHUE CYMMA, BbIN. NO MEDI-CAL, HA
5 OaAa OHET MEDI-CAL Ne O AaA OHET PACX0O0B PACMPEOE/IEHUIO JOXOA0B | PACCMOTPEHUN
O OA OHET O A O HET
SSI, HA [LATA NOJAYM 3AABKM SSI OBPALLEHWUE ONA OUEHKU NbroT NPUYMHA HEOBPALLEHWA B MEDI-CAL/SSI 418 OLEEHKW NbroT
6 | PACCMOTPEHUM O oA OHET  JATA OBPALLEHMA
O A OHET
7 MEDICARE HOMEP MEDICARE (MBI) |3ABEPEHHAA ®OPMA MNOXM3HEHHOIO PACLLUMPEHHOMO NMPABA MOAMNMUCY MEDI-GAP TRICARE CHAMPVA
Ona OHET O A OOHET  JATA NOAMMCAHMS OnA OHET  |OAA OHET O pA O HeT
8 HMO/PPO MEDICARE ADVANTAGE |UMA OEPKATENA WAEHTUOUKATOP MOAMCA  MOAMMCHMKA Ne WNMSA NOAMNUCYUKA
O ga O HET O na O Het
9 ALPEC JAEEPYATENA A/1A HANPABNEHWA NPETEH3U NO BOMPOCAM MCUXWUYECKOTO 3,0POBbSA ®OPMA PA3PELLEHWNA HA BbICTABNEHME CHETOB B CTPAXOBYIO KOMMNAHUIO U
HA3HAYEHME BbIMNAT COCTAB/IEHA M MNOANUCAHA OO A OO HET
10 ADD'L HMO/PPO | MEDICARE ADVANTAGE |MA OEPKATENA [MAEHTVOUKATOP MONIMCA - MOAMMCIMKA Ne MMA NOAMUCHMKA
O oA O HET O pA OHET
1 ALPEC JEPYATENA AN1A HANPABNEHWA NPETEH3U NO BOMPOCAM MCUXWUYECKOTO 340POBbA ®OPMA PA3PELLEHWNA HA BbICTAB/IEHME CHETOB B CTPAXOBYIO KOMMNAHUIO U
HA3HAYEHME BbIMNAT COCTAB/IEHA M MOANUCAHA OO A OO HET
CNPABKA O NNATE/NIbLWUKE (KTUEHTE WJIU ®UHAHCOBO OTBETCTBEHHOM JIMLIE)
VUMA NNATE/IbLLUMKA KEM MPUXOANTCA KAMEHTY |OATA POMKOEHMA CEMEWHOE NONIOXEHUE VAEHTUOUKALMOHHBIA HOMEP CDL/CAL / APYrOM
1 2 D)KEHBT / 3amyxem DHE eHaT / He 3amyxem WAEHTUOUKALIMOHHDBIN HOMEP MATE/bLMKA
Dpaase,ﬂeu(-a) O snoseu (8aosa) [ xusem pasgensHo
1 3 APEC NNATE/IbLMKA roroq WTAT NOYTOBbIV MHAEKC TEN.
WMCTOYHMKA IOXOOA: [ 3APABOTHAA NNATA [ CAMO3AHATOCTb [ NOCOBME MO BE3PABOTULEE [ CTPAXOBAHME MO CounanbHan cTpaxoska naatensuymka No
14 | HETPYgOCNocosHOCTM [ SSI O oslwmi goxon [ BbiNJATbI BETEPAHAM [ Mpouue rocyaapcteenHblie nocobua 1B
HATYPA/IbHOM BMAE [0 HEM3BECTHO [ NPOYEE:
1 5 PABOTOJATENb [AO/TIKHOCTb B C/TYYAE OTCYTCTBMA TPy,ClOyCTPOVICTBA, DATA HOCﬂEAHEVI 3AHATOCTU
1 6 APEC PABOTO/IATE/IA (B T. 4. ropog, LuTaT, NOYTOBbINA MHAEKC) TEN.
17 cynpyr ‘A,ELPEC (B T. 4. FOPOA, LUTAT, NOUTOBBIN MHAEKC) COUMA/IbHAA CTPAXOBKA CYMPYTA Ne
1 8 PABOTOJATE/b CYMPYTA JAO/TKHOCTb B CIYHAE OTCYTCTBUA TPYAOYCTPOMCTBA, IATA NOCNELAHEN 3AHATOCTU
1 9 ALIPEC PABOTOZATE/IA CYMPYTA (B T. 4. ropog, WTaT, NOYTOBbIA MHAEKC) TE/T.
20 ENVIKALLNIA POLACTBEHHWK/POACTBEHHWKN ‘A,D,PEC (B T. 4. ropog, WTaT, NOYTOBLIM MHAEKC) TEN.

OKPYT NOC-AHAXENEC

LEMNAPTAMEHT MCUXWYECKOTO 30POBbS
®UHAHCOBAA UHOOPMALUA O NNATE/IbLLUIMKE

KOH®OUAEHUMANBHAA UHOOPMAUMA O KNUEHTE
CM. 3aKOH 0 coumanbHom obecnedeHuu, pasgen 5328

NUMA KIMEHTA

COUMANBHAA CTPAXOBKA (SS) Ne

WAEHTUOUKATOP KNMEHTA AENAPTAMEHTA

CEMEVIHAA PETVICTPALIA

ONPEAENEHME OTBETCTBEHHOCTU UMDAP

21 NMKBUOHBIE AKTUBbI 22 NIbFTOTUPYEMBbIE PACXO/Abl 23 CKOPPEKTUPOBAHHbIW EXXEMECAYHbIN
aoxona
CbepexeHua $ 0O6A3aTeNbHble eXemecAuHble OBLLUNIA EXXEMECAYHbIN
PacueTHble cueTa $ BbIN/IATbI MO PeLIeHuIo cyaa $ Aoxon
IRA, CD, pbiHouHas ExxemecayHble BbINAATLI NO CobCTBEHHbIN/NNaTeNbLUMK $
CTOMMOCTb aKLuii, obaunraumi yxoay sa 'D'ET"MVL(HE°6X0’D'MM"' Cynpyr $
1 B3aMMHbIX GOHA0B npu TpyAoyCTPOiiCTBE) $
OBLUME IMKBUAHDIE 0.00 ExxemecsiuHble BbINAaThbl Ha /J.pyroev $ 0.00
AKTVBbI $ . coepaHne MXANBEHLUEB $ ObLWKMKN Aoxo4 CEMbU .
" $.0.00
HaumeHbLuMi peseps no ExkemecayHble BbINAAThl N0 S BCEIO M3 AYEMKK 21 + 0.00
AKTMBAM $ MeAMLMHCKMM Pacxoaam noauTor + $0.
OLjeHKa YMCTbIX aKTHBOB $.0.00 ExemecauHbie 06asaTenbHble HAMMEHbLUMI UTOT U3 AYENKM
OTUYNCNEHMA U3 COBOKYMHOIO 22 - % 0.00
ExxemecauHasn oueHka A0X0/4a B NEHCUOHHbIE MNaHbI.
aKTMBOB (AeneHne YncTbix (He BK/IIOYAIOT coumanbHoe CKOPPEKTUPOBaHHbII
aKTneoB Ha 12) $ 0.00 CTpaxoBaHue) $ UHbIN goX04 $ 0.00
MoaTBepKAEHME NbFOTMPYEMbIX 0.00
pacxoaos $
NOATBEPKAEHWE NoayyeHo O ga O wer NOATBEPKAEHWE NoayyeHo O ga O wer NOATBEPKAEHME NoAYYEHO  Oaga [ Her
”°””“““°““”‘”M‘:““ °r °“°'°F‘e“'“‘;°“”“°’° EXXETOAHAA OTBETCTBEHHOCTb EXXETOAHbIA NNATEXHbIA NEPUOA, MnaH onnatbl $ B MecsL,
exeMeCAIHOrO AOX0AA (BKI0UAR KAMeHTa
24 o 5201 02 0304 05 06 mecaues
c no
APYIOE
25 NPOOUNAKTUKA MCUXUYECKMX 3ABONEBAHWI B NEPUOA, AENCTBUA EXXETOAHOM c no Lﬁ';ﬁ*;ﬂ;ﬁ"ggj 110 EXEIOAHOM
ONNATbI O AA O HET TAE:
EXEFO/AIHAA OTBETCTBEHHOCTb CKOPPEKTMPOBAHA \nATA NPUYMHA KOPPEKTUPOBKM [ TFA (sBeauTe AaTy NOANMUCH KAMEHTOM
26 _ sHu3y) O [pyroe (onuwute Huske)
[KOPPEKTUPOBKA EXXETOAHOM OTBETCTBEHHOCTM OAOBPEHA [IATA
OtsetcteeHHocTb UMDAP 6bina pasbacHena. NOAMUCH NINLIA, UMA U HOMEP MOCTABLLMKA
27 NPOBOAMBLLErO ONPOC
Al NOATBEPXKAAI0, UTO, HACKO/IbKO MHE U3BECTHO, NPUBEAEHHBIE 34eCh YTBEPXKAEHWSA BEPHbI M KOPPEKTHbI M A COMNALLAKOCH C NNAHOM NAATEXKeW, yKasaHHbIM B CTpoke 24.
28 | MOANWCb KIVEHTA

MU ®PUHAHCOBO OTBETCTBEHHOIO JINLIA

JATA

MH 281 - Russian -Rev. 09/01/2023

MCTOYHMK: cM. 3aKOH O coumanbHoM obecnederuu, pasgensl 5709 1 5710
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