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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




LNU UL2LLEU durusraush IUBUN/Yh UUURL QUASLh SBGLWUSHNF@3NFL

3NgE4HUL UNNIN12NFHE@3UL YUr2nke3nkL Stu’ PwnbyEgnLEjwl W hwuwnwwnnienluubph
usUluN/rh UUUBL Se14US4nk@3nkL Jaurn1h $huutuusul 4hauubh UUUPL SE1t4USYNFE@3NFL onptlugnph Pwdhl 5328-p
1 IUBUNPYh ULNFL unNshULUYUL UNUINYNFE@SUL 3UUUrULhG SSN DMH 3usUlnrah 1D 3UUUr CLSULEYUL “wurqudheuyh
aruusuus luuur
orhnraguuL u2auunry oLLBUL UuuURehd uunruLuyUL yuraudhauy uunruLNF/4YNIULSH/USL YUrEYNr UL2b uunrue
2 [m] UWniuliwguid m} Uhwjuwy m} UdnLuliwnidywd
O yph O unwlislwgyws
LuuusuLh IuusuanronkesuL Jd6seruu ughusnauerh uvors1uL CALWORKS oruarb|APLU42NHEBUL USLIUSNHY lunFUR*
3 Luue an3er Ousn ON2 PNhuIUSNFSNFU Ousn ONn2 uvuy
Ousn On2 Ousn ON2 Ousn ON2 Ousn On2
4 $PLULUUYUL SEUBYUSHNFISNFL SPUUUANAP wuntt W hwugh (Lpwgpte dhwju wib nbwenwd, Grb wyy £ pwl hwwhunpnp Yud ywnwupiwlwnne wbap)

10
11

srenet ynUbk UUURL SekunkE3NFLLER

MEDI-CAL oruahr CULHUSLUUD LUULH YUNUHUPUUL (ECM) [ MEDI-CAL 4UMQUTM2ULE 4ND /0GLNHR3UL YN/ unnna cusuLheLs, urdtenr SOC AMT MEDI-CAL
Ousn ONQ MLULR ULAULAFY CiN3uuur Ousn On2 UuuLURUGhL NFUNFULUUPPUUL UGS E
Ousn On2 $ Ousn On2
3UYELBUL UMUANYNHRSUL SSIWUNHUR NFNPANFU LIUUSLEND GLUIUSUUL UUUr IMEDI-CAL/SSI LNUUSULENh hrULUUNFR3UL GLUIUSUUL 2NFINPAELNF MUSEUN
BUUUNES (SSI) LErUUSUSUUL Ousn On2 NFANPAUUL UUUURRY
NFUNFULUURPUUL UGS £ uvuuehd
Ousn On2
MEDICARE dpwighp UGS {vai) 43ULLh SEUNINHRE3UUR USNPUSCLNHR3UL LhU2NCPNHR3UL 6PYUrUQantue USNPuarduo b | MEDI-GAP 6rUGhr | TRICARE OPUGH! | CHAMPVA BrUghr
Ousn On2 Ousn On2 USNPUArNFRUSL UUUURHY Ousn OnQ Ousn One Ousn On
HMO/PPO MEDICARE ADVANTAGE |®NuuMNbh ULduunry rUGULNMY MALRUR ID IUUUN  [RUGULNMYD ULNFL
Ousn On2 ousn On2

3N3LHUL UNN12NHE3UL Y6MUREM3UL IUSSENh CLNFLUUL dNuU NIk 3UUSE unulnN4uarniesUL rNFSLSYNHe3NFLE 6L LMUUSLENh LoUuLUu4UUL
d6PURLN3UL USNPUSCrNHEBNFLLENE USUSYEL 5L O usn O n2

Lrusnrsh2 HMO/PPO MEDICARE ADVANTAGE |®NRuUNIb ULdULNFy

Ousn On2 Ousn On2

rUgULNMYS MNLRUR ID IUUUN - [RUSULNMYD ULNFL

unuIN4UIrNH@3UL RNFSLSUNFE@3NFLE 4 LMUUSLENh LUuLULUUL

3INAGLUUL UNNIANHBESUL 46MUREBMSUL 3USSENh CLANFLUUL ®NuUN1h 3UUSE
J6rUREM3UL USNPUSMNH@3NFLLENE USUSYEL 5L O u3n O N2

46Urn1b SE16LHULLLEN (JUGUN/Y YUU $ShLULUULUL TUsUUiuLUSNE ULa)

J€aurnak uunry Lune IUBUUNYh 36S oLLABUL UUUU@Rhd uunruLuLuL surquUdheuy Jd48uUrnab CDL/CAL ID/USL ID

12 m] UdnLuliwguwd m} Uhwjluwy m} Udnulwnidywd
O yph O unwlislwgywd
13 46UrN1b 3UUSE eunue | LU3ULG | ®NUSUShL hLIGRU ‘ 3IGNUNUUILUUr
14 GUUUSh UNP3NHT O ushusudura O hLeLUshuus thuunts O anrou2runHesUL UNUINYUArNH3NFL O 3USUULMUUNHRBUL UNUINLUSrNHISNFL 4EUQNIk SSIUUULPULAG
Ossi OGR OVA OU3Lwbwnwlwl wowlygnipynd O PLBAEL O UL3USS O UL
15 qnrousnrh uLdULNry ‘ nUGSNL ‘ 6L 2b USUSNFU, UShiUSULLP 46M3hL UUUURHhY
16 QNrousnth 3UUSL (Lkpwnnwd £ pwnwen, bwhwlUgp W thnuinwhu hunbeunp) IcnUunuuILUUr
17 uunrubL/ubL ‘ 3UUSE (LEpwnbp pwnwen, bwhwlgp W thnuinwyhUu hunbeup) uunrULNE/YLNA SS IUUUNULLG
18 uunruLnk/yung anrousnrb uLduLnry ‘ muscsnu ‘ GG 2b UShuUSNHU, UShuUSULRh 46Mr2hL UUUuUhd
19 uunruLNk/4uLNg anrousnkh 3UUSE (Lepwntip pwnwep, bwhwlgp W thnunwjhl huntipup) BNUuNUUILUUr
20 UUELUUNS U2aULUL/U23UNSUNUL 3UMUREPAFRSNFL ‘ 3UUSL (Lkipwnbip pwnwep, Uwhwilign W thnutnwhl hunteup) 36NULNULRLUUR
UMDAP mursudinrnr@3UL NrNGNFY
21 LhY4hU3PL UN4ShYLEr 22 [NF3LUSreLk ouluuer 23 A%ars4uo uvvusuu tuuunks
rbwjnnnignlultp s THwwnwnpwlh npndwdp
$ wwpuwynpnrpyntllbnh uvuu4uL IUuvUiunu
Puwlywjhl hwzhyutin —————— | wduwywl JGwpnd $ suuUNks
IRA, CD, pw?l;mtr:lfbnh, Gpbtuwh huwdeh wduwlwl RupUnLpnyl/Jéwnpnn S
Wwnpnwitnnuutn J6wpnedubip (wuhpwdbow E UdnLupl/YhU
mnmwnwn%hhd};;mnwdhbnh w2huwwnwiph hwdwn) $ >
2njuywlywl wnpdtip S Uil dswnnudubn' wi $
CLAMUBLE LhYdhUuShL 0.00 Rl uibnh wwhuwwbdb
uushdLEr s A $ CUSULh&R CLAAULNH ¢ 0.00
Uywnhduiph wytih ehy n suuunrse
wwhniuwn s— Uduwwl ydwpnrdutip $ $ 0.00
2nLn wywnhyutiph guwhwwnnd 0.00 pd2lwlwl dSwhuutiph hwdwn CLAUUBLE 21 RLAYRS +
Uywhyutph wduwywl Shet YELuwenwlwihl dSpwantph CLAUUELE + 8 0.00
quwhwunud 0.00 hwuwn hwdwhiwnl Eywdinhg
(2nun winhdp pwduilbe 12-h) - ¢ U- wiuwluil wuhwbgdnn CUARULAFY UNULS PLAY 22-hg: § 0-00
wwhnwdubp: (2h Ubpwnnud
unghwwyw s SGAPSUUT UUUUYUL $0.00
wwwhnynipejnip) _— sUuUNES
Cunhwuncp pnyjwwnnbih 0.00
swiuubp S
ususdtL Eusnrantub usn O no ususdtLEusnranty O usn O no ususdtLEusnrenry Ousn O no
24 il Pl o200 wiluliuls udnh do SUPLHUL MUPSUNPNFESNH, SUPBLUUL 4EUrUUL dUUULUNUGIRUL dewpdwl wiwl $ wluwywl
usuuo UrL64 Udhultbp' 01 02 03 04 05 006 -h hwdwnp
usL
P LUYhLNFU® CLERUSHY SUMELYUL 46UrUUL duuULULUGrULNEY Yusurduo £ Nry uNUhs* nry* CULRUSHhY SUNBLUL MUrsudnNrnHesUL
5 | 2nasuuL unnnanteauL enrentu O usn O n2 Arstt uLusnra
SUPELYUL MUPSULNPNFRBNFLE BTAMSHUD £ UhL2G6Y uuuuRhd MUSBUN 65ArSUUD £ O TFA (Uninpwantip unnple hwéwhunpnh
26 unnpwagnUwl wduwpehyp) O Wy (UWwpwonpte unnpl)
SUPELYUL MUPSULNPNFE3NFLE IUUSUSHUD E URL2GY uuuuehd
27 Nwpqwpwlntd £ wnipdb UMDAP-h wwnwnwynpnipgnilubph yepwpbipjwi: uusuuururk uuLneL sy3uuur
IUrsSu2rniFS uLsysunN1 uLah usnruarnk@snku
tu hwdwuwnnud B, np wyu hwynwpwpnipgndultipp 62dwnhun B W 6hown' hd hdwgniejwl swithny, W hwdwadwil GU Jéwpdwl wwUhl, huswybu uwhdwudwd £ wnn 24-nud:
28 | 3usunNrab

YUU $hLULUUNYUL MUSUUULUSNE ULah UsSnruarnk@sntu uuuurhd

MH 281 — Armenian — Rev. 09/01/2023 Lhwanpnieinitt Stu' Pwnptiytignipywl W hwuwnwwnnipnlultinh optlugngh 5709 & 5710 hnnwdltpp




	PFI (Rev 20230701) v1.12 - Fillable (1).pdf
	PAYER FINANCIAL INFORMATION
	( YES   ( NO
	( YES   ( NO
	( YES   ( NO
	( YES   ( NO
	( YES   ( NO
	14
	SOURCE OF INCOME:     ( SALARY    ( SELF EMPLOYED    ( UNEMPLOYMENT INSURANCE    ( DISABILITY INSURANCE
	PAYER SS #
	21
	22
	ALLOWABLE EXPENSES
	23
	ADJUSTED MONTHLY INCOME

	ANNUAL LIABILITY
	ANNUAL CHARGE PERIOD




	CLIENT INFORMATION


	Marital Status: Off
	Foster Care: Off
	Victims of Crime: Off
	Veteran: Off
	Worker's Comp: Off
	Homeless: Off
	Calworks: Off
	Medi-Cal: Off
	Healthy Families: Off
	Share of Cost: Off
	Medi-Cal Pending: Off
	SSI Pending: Off
	Referred for Benefits: Off
	Medicare: Off
	LESA Signed: Off
	Medi-Gap: Off
	Tricare: Off
	Champva: Off
	HMO/PPO: Off
	Medicare Advantage: Off
	IAAB Signature: Off
	Add'l HMO/PPO: Off
	Medicare Advantage_2: Off
	IAAB Signature_2: Off
	Marital Status_2: Off
	Verification_Obtained_1: Off
	Verification_Obtained_2: Off
	Verification_Obtained_3: Off
	Payment Plan for: Off
	Prior Mental Health: Off
	Reason Adjusted: Off
	CLIENT NAME: 
	SS: 
	DMH CLIENT ID: 
	FAMILY REGISTRATION: 
	MAIDEN NAME: 
	DOB: 
	SPOUSEPARTNERSIGNIFICANT OTHERS NAME: 
	OTHER SPECIAL POPULATION: 
	PROVIDER OF FINANCIAL INFORMATION Name and Address Complete only if other than the client or responsible person: 
	ECM PLAN NAME: 
	MEDICAL COUNTY CODE AID CODE CIN: 
	SOC Amount: 
	SSI APPLICATION DATE: 
	Date_Referred: 
	REASON FOR NOT REFERRING MEDICALSSI ELIGIBLE TO BENEFITS ASSESSMENT: 
	MEDICARE NUMBER MBI: 
	Date LESA Signed: 
	NAME OF CARRIER: 
	SUBSCRIBER POLICY ID: 
	SUBSCRIBER NAME: 
	CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS: 
	NAME OF CARRIER_2: 
	SUBSCRIBER POLICY ID_2: 
	SUBSCRIBER NAME_2: 
	CARRIER ADDRESS FOR MENTAL HEALTH CLAIMS_2: 
	NAME OF PAYER: 
	RELATION TO CLIENT: 
	Payer's DOB: 
	PAYER CDLCAL IDOTHER ID: 
	PAYERS ADDRESS: 
	CITY: 
	STATE: 
	ZIP CODE: 
	Payer's Telephone #: 
	Salary: Off
	Self-Employed: Off
	Unemployment: Off
	Disability Insurance: Off
	SSI: Off
	GR: Off
	VA: Off
	Other Public Assistance: Off
	In-Kind: Off
	Unknown: Off
	Other: Off
	OTHER Source of Income: 
	PAYER SS: 
	EMPLOYER: 
	Payer's Position: 
	Payer Date Last Worked: 
	EMPLOYERS ADDRESS Include City State  Zip Code: 
	Employer's Telephone: 
	SPOUSE: 
	ADDRESS Include City State  Zip Code: 
	Spouse's SS#: 
	SPOUSES EMPLOYER: 
	Spouse's Position: 
	Spouse Date Last Worked: 
	SPOUSES EMPLOYERS ADDRESS Include City State  Zip Code: 
	Spouse's Employer's Telephone: 
	NEAREST RELATIVE RELATIONSHIP: 
	ADDRESS Include City State  Zip Code_2: 
	Nearest Relative's Telephone #: 
	Savings: 
	Checking Accounts: 
	IRA CD Stocks Bonds Mutual Funds: 
	Total_Liquid_Assets: 0
	Asset_Allowance: 
	Net_Asset_Valuation: 0
	Monthly_Asset_Valuation: 0
	Court ordered monthly obligations: 
	Monthly Childcare Payments: 
	Monthly Dependents Support Payment: 
	Monthly Medical Expense Payments: 
	Monthly deductions for retirement plans: 
	Total_Allowable_Expenses: 0
	Gross Monthly Income Self/Payer: 
	Spouse Income: 
	Other Income: 
	Total Household Income: 0
	Total from Box 21: 0
	Subtotal: 0
	Total_from_Box_22: 0
	Adjusted Monthly Income: 0
	Number Dependent on Adjusted Monthly Income Client included: 
	ANNUAL LIABILITY: 
	FROM: 
	TO: 
	Payment_Plan: 
	Prior Mental Health Treatment_Where: 
	Prior Treatment - From: 
	Prior Treatment - To: 
	CURRENT ANNUAL LIABILITY BALANCE: 
	ANNUAL LIABILITY ADJUSTED BY: 
	Date Adjusted: 
	ANNUAL LIABILITY ADJUSTMENT APPROVED BY: 
	Date Approved: 
	REASON ADJUSTED TFA: 
	PROVIDER NAME AND NUMBER: 
	Signature of Client: 
	Date of Signature: 
	See page 2 for Signature: 


