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Please complete the following information. Once you return this form, an Enrollment Intake Coordinator will reach out to you and provide next steps in the process including signing consent forms. 
	[bookmark: Text51]INDIVIDUALS NAME:      

	[bookmark: Text20]Phone number/s:                                                                                           

	[bookmark: Text21][bookmark: Text66]Address:                                                                                                County:     

	[bookmark: Text23]Date of Birth:      

	[bookmark: Text24]Medicaid (Y/N)/NUMBER:      

	[bookmark: Text26]TABS (Y/N)/NUMBER (if applicable):      

	[bookmark: Text28]Social Security Number#:         

	NAME OF REFERRAL SOURCE (WHO REFERRED YOU TO PRIME CARE COORDINATION):         

	[bookmark: Text36]NAME OF CURRENT CARE MANAGER/AGENCY (IF APPLICABLE):       

	[bookmark: Text11]PARENT/GUARDIAN/ADVOCATE:      

	[bookmark: Text12]Email:     

	[bookmark: Text68]Relationship (or Self):       
	[bookmark: Text14]Legal Guardian (Y/N) – if applicable:      

	Name Of Agency you are currently working with? (if applicable)
	     


	

If you have any questions please call (844) 347-8164 and Press #1.

Thank you
Enrollment Intake Coordinator
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