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I. PURPOSE 

To establish a consistent procedure for the completion of the Initial Contact Form for 
each person referred to the outpatient and/or case management clinics. 

11. PROCEDURE 

A. Clerical staff are to complete the first part of the Initial Contact Form (see 
Attachment 1) on every telephone or walk-in referral. 

B. After obtaining this basic information, the clerk is to complete the "DBH Office 
Use Only" section. 

C. If the referred individual is given an appointment for the group screening or 
intake, clerical staff are to indicate the date and time. 

D. If the referred individual is directed elsewhere (another clinic or agency), clerical 
staff are to indicate where. 

E. The second part of the Initial Contact Form may be completed on the telephone 
by clerical staff or given to the client for completion at the time of screening. 

F. After the data on the Initial Contact Form is entered into DBH's computer system 
(SIMON), Clerical staff are to maintain the completed form in a file located in the 
clerical area for six months. 
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DEPARTMENT OF BEHAVIORAL HEALTH INITIAL CONTACT FORM 
Reporting Unit #: Chart #: 

Last Name F~rst Name MI Gen. (Al~asfMa~den) Last Name F~rst Name M.1 

Type of Service Requested: 

Street Address 

Home Phone ( ) 

Date of Birth: Age: Sex: M F 0 or U Social Security #: 

CltY State ZIP Code 

Work Phone: ( ) 

If minor, Name of parentlguardian: Relationship: 
Conservatorship: 0 Yes P No If Yes, indicate Name: 
Medical Insurance Coverage: 
O Medi-Cal Number: County: 
D Medicare P Blue Cross P Kaiser P None O Other: 

t - 
Client or Clerk can fdI out 

Education: Physical Disability: Language: 
00 None 00 None A-Engl~sh H-Cambod~an 0-Llacano V-Russ~an 3-Other S~gn 
1-20 Grade Levels 0 1 Severe Visual Impairment B-Spanish I-S~gn Language P-Mien W-Portuguese 4-Other 
Indicate h~ghest grade 02 Severe Hearing Imparment C-Chmese D~alect J-Other Q-Hmong X-Itailan Ch~nese 
completed, ~f h~gher 04 Speech Impairment D-Japanese K-Cantonese R-Turk~sh Y-Arab~c 9-Unknown 
than 20, use 20 08 Phys~cal Imparment~Mobility E-F~l~pmo D~alect L-Korean S-Hebrew Z-Samoan 

16 Developmentally Disabled F-V~etnamese M-Mandarin T-French I -Tha~ 
32 Other Physlcal Impurmmt G-Laot~an N-Annen~a U-Pol~sh 2-Fars~ 
99 unknown 

Ethnicity : 2"* Marital Status:- Presenting Problem:- 
A-White G-Ch~nese N-Other Non-White T-Hawaaan Nat~ve 1 Never Mamed 0 None 
B-Black H-Vietnamese 0-Unknown U-Guamanian 2 Marnedn~ve together 1 Substance Abuse 
C-Nat~ve Amer~can I-Laot~an P-Other South East V-Amerasian 3 W~dowed 2 DD 
D-Mex Amencan/ J-Cambod~an As~an X-Mult~ple (Only on 4 D~vorced/D~ssolved 3 Substance Abuse&DD 

Ch~cano K-Japanese @Korean 2" one) 5 Separated 4 Physical Health 
E-Latin Amer~can L-Fihp~no R-Samoan 9 Unknown 5 SubAbuse&Physical Health 
F-Other Spanish M-OtherAs~an S-As~an Indian 6 DD & Phys~cal Health 

7 SubAbuse,DD,&PhyHE 

Program Code: (Enter 2 if AB2726,4 if CARS) Mother's First Name: 

Client Birth Name: Birthplace: 
Lut F i  MI Gen C-W State CarnIry 

Significant Other Name Relationsh~p: Phone: 

Significant Other Address: 

Referral Source: (put ~n Code#) Employment: 
O CPSlDCS OFr~endFam~ly CMHS 1 Full Time 2 Part T~me 4 Homemaker 8 School 12 Unemployed (lookmg) 
0 PmbationlParole O Self P Med~caVLegal 13 Unemployed (Not lookmn) 15 Not in labor force 16 Unknown 
O Other 

FOR DBH USE ONLY 
1. Referred to Screening: P Yes P No Day: Date: 
2. Referred to Clinician: P Yes O No Day: Date: 
3. Referred elsewhere: 0 Yes P No Where: 
Form Completed by: Date: Data Entry Initials: 


