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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




THONG TIN NGUO'1 S DUNG DICH VU

QUAN LOS ANGELES
CO QUAN SUC KHOE TAM THAN

THONG TIN TAI CHINH CUA NGU'O'l THANH TOAN

THONG TIN MAT VE NGU'O! SU’ DUNG DICH VU
Xem B0 luat W & |, Muc 5328

1 TEN NGU'O'I SU’ DUNG DICH VU |AN SINH XA HOI # NGUOT SI DUNG DICH VU DMH ID # ANG KY GIA DINH #
TEN TRUOC KHI LAP GIA BINH NGAY SINH TINH TRANG HON NHAN TEN VQ/CHONG/BAN DOl
2 CKET HON [IPOC THAN [ILY HON
0O GOA [LY THAN
CHAM SOC THAY| NAN NHAN CUA TOI| CUU CHIENBINH | BOI THUONG CHO VO GIA CU CALWORKS  |NHOM DAN DAC BIET KHAC:
3 THE PHAM 0O CO O KHONG NGUOILAODBONG | O cO OKHONG| OCcO OKHONG
0OCO OKHONG | OCO OKHONG OCcO OKHONG
4 NGUOI CUNG CAP THONG TIN TAI CHINH Tén va Bia chi (Chi dién néu khéc ngwdi st dung dich vu hodc ngudi chiu trach nhiém)
THONG TIN BEN THU BA
MEDI-CAL TEN CHUONG TRINH ECM [ MA QUAN MEDI-CAL /MATRO GIUP/ [ HEALTHY FAMILIES | CHIA SE CHIPHI | SO TIEN CHIASE | PANG CHO MEDI-CAL
5 O coO OKHONG # 0O CO O KHONG O CO OKHONG | CHIPHI$ OcO OKHONG
DANG CHO BAO NGAYNOP HO SOBAO | PUFQC CHUYEN TIEP BDE DANH GIA TRQ' CAP  |LY DO KHONG CHUYEN TIEP DE DANH GIA BU DIEU KIEN NHAN TRQ' CAP
6 |HIEM AN SINH XA HOI | HEMANSINHXAHOL M o9 [ KHONG NGAY BUQC CHUYEN TIEP  MEDI-CAL/BAO HIEM AN SINH XA HOI
O cO OKHONG
7 MEDICARE SO MEDICARE (MBI)  [UY QUYEN CHU KY MO’ RONG TRON DO DA KY MEDI-GAP TRICARE CHAMPVA
O co OKHONG OcO OKHONG NGAY KY OCO OKHONG |OCO OKHONG [O0cod O KHONG
HMO/PPO MEDICARE ADVANTAGE |TEN CUA CONG TY BAO HIEM E)C_LP DONG CUANGUOIBANGKY |TEN NGUOI DANG KY
8 O cO OKHONG OcO OKHONG
DIA CHI CUA CONG TY BAO HIEM BE GUI YEU CAU BAO HIEM SUC KHOE TAM THAN DA LAY CHU KY UY QUYEN BAO HIEM & CHI BINH QUYEN LOI
9 OCO O KHONG
HMO/PPO BO SUNG | MEDICARE ADVANTAGE |TEN CUA CONG TY BAO HIEM HOLP DONG CUA NGUOIDANGKY |TEN NGU'OI DANG KY
. N ID
10 O cO OKHONG O coO OKHONG
11 DIA CHI CUA CONG TY BAO HIEM BE GU'I YEU CAU BAO HIEM SU'C KHOE TAM THAN DA LAY CHU KY UY QUYEN BAO HIEM & CHI BINH QUYEN LOI O
CO O KHONG
THONG TIN THAM KHAO CUA NGU'Ol THANH TOAN (NGU'O'l SU DUNG DICH VU HOAC NGUO'l CHIU TRACH NHIEM VE TAI CHINH)
TEN NGU'Ol THANH TOAN QUAN HE VOI NGUOT SU NGAY SINH TINH TRANG HON NHAN [CDL/ID CAL/ID KHAC CUA NGUO
12 DUNG DICH VU OKET HON CO0BOC THAN LY HON|THANH TOAN
O GOA OLY THAN
13 DIA CHI NGU'O'l THANH TOAN THANH PHO ‘ TIEU BANG | MABUU CHINH | DIEN THOAI #
14 NGUON THUNHAP: OOLUONG DO TU DOANH [ BAO HIEM THAT NGHIEP 00 BAO HIEM KHUYET TAT AN SINH XA HOI CUA NGUOT THANH
Ossl OGR OVA [HStro Cong cong Khac [ BANG HIEN VAT [0 KHONG XAC BINH [ KHAC: TOAN #
15 CHU LAO BONG ‘ CHUC DANH NEU KHONG CO VIEC LAM, NGAY
LAM VIEC CUOI CUNG
16 DIA CHI CUA CHU LAO BONG (Bao gdbm Thanh phé, Tiéu bang & M Buu chinh) DIEN THOAI #
17 VQICHONG ‘ DIA CHI (Bao gdm Thanh phé, Tiéu bang & Ma Buu Chinh) AN SINH XA HOI ctia VO/CHONG #
CHU LAO BONG CUA VQ/CHONG CHU'C DANH NEU KHONG CO VIEC LAM, NGAY
18 LAM VIEC CUOI CUNG
19 DIA CHI CUA CHU LAO BONG CUA VO/CHONG (Bao gébm Thanh phd, Tiéu bang & Ma Bwu Chinh) DIEN THOAI #
20 NGUOI THAN/MOI QUAN HE GAN NHAT ‘ DIA CHI (Bao gdm Thanh phé, Tiéu bang & Ma Buu Chinh) DIEN THOAI #

24
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28

XAC PINH KHOAN PHAI TRA CUA UMDAP

21 TAI SAN THANH KHOAN 22 CHI PHi PUQ'C PHEP 23 THU NHAP HANG 1:HANG PUQC PIEU
CHINH
Tiét kiem $ Cac nghia vu phai trd hang TONG THU NHAP THEO THANG
Tai khoan Vang lai $ thang theo lenh cia toadn — § Ban than/Ngudi thanh toan ~ $
IRA, CD, Gia tri thj trwong (Tc'zg tghbré t‘rgéh;"lgéh)ang Vo/Chéng $
ctia cb phiéu, trai phiéu va c . o Khac $
quy twong hé $ t(i'a’c kréolaﬂztr:anh toan hz;ng
N " an: e no 1ro nguol u
TONG TAI SAN THANH $ 0.00 thuc}g 7 NgUot pht $ E%NHG THU NHAP HO GIA $0.00
KHOAN Cac khoan thanh toan chi A $0.00
N £ N PPN . TONG TU O 21 +

Trir Mrc dwoc Chap thuan phiy té hang thang 0.00
cho Tai san $ e TONG PHU + $Y

0.00 Cac khoan khau trv bat . . 0.00
Dinh gia Tai san Rong $ budc hang thang tir tng thu LAY TONG TRU DI O 22 - $0.

. a2 . nhap cho cac chuong trinh A N . =
Pinh gia Tai san theo Thang : ' s Thu nhap Hang thang da
(Chia Tai san Réng cho 12) $0.00 gm%t;('é(ﬁggng bao gom An Pidu chinh $0.00
Téng Chi phi dwgc Cho $0.00
phép
DAXACMINH [ co [ KHONG DAXACMINH [ co [ KHONG DA XACMINH [cod [ KHONG
fr:nf’hh(uataf';:z::;;;;';a:u':euf; ;T:: :1“)*00 Péul L HOAN PHAI TRA THEO NAM THO' GIAN TiNH PHi THEO NAM Ké hoach Thanh toan $ mbi thang
T . ) chod1 02 O3 O4 [C05 [I6 thang
il v DEN
KHAC ] ]
DIEU TR SU'C KHOE TAM THAN TU TRUOC TRONG THO!I GIAN TINH PHI THEO | TV BEN f‘gYT'EN PHAI TRA THEO NAM HIEN
NAM HIEN TAI O CO O KHONG TAI:
SO TIEN PHAI TRA THEO NAM BUQC BIEU CHINH B&i NGAY BIEU CHINH Vi LY DO O TFA (nhap ngay nguoi st dung dich vu
ky bén dwoi) O Khac (mb ta ben dudi)

VIEC DIEU CHINH SO TIEN PHAI TRA THEO NAM BUQ'C PHE DUYET BOI NGAY

CHU KY CUA NGU'Ol PHONG VAN

Mat I&i gidi thich vé sb tién phai tra cia UMDAP da dwoc cung cap.

TEN VA SO CUA NHA CUNG CAP

CHU KY CUA NGUO'Il SU DUNG DICH VU

HOAC NGU'OI CHIU TRACH NHIEM TAI CHINH

T6i khang dinh ring nhirng tuyén bb & day la dung sw that va chinh xac theo hiéu biét tét nhat clia t6i va téi ddng y voi ké hoach thanh toan nhw da néu & dong 24

NGAY
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Co quan cé tham quy&n Xem B6 luat W & | Muc 5709 & 5710
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