
State ofAlabama

Client Assistance Program
Intake Work Sheet

Intake Date: Second Case this Fiscal Year?
Consumer's Advocate: Case#:

Name:

Address:

City State Zip
SSN: DOB: Countv:

Primary Phone Cell Phone Fax Email

Disability

Acquired Brain Injury _Heart& Other
ADD/ADHD Circulatory Conditions

_AIDS/HIV __Intellectual
__Amputations or Absence ofExtremities Disability
__Arthritis or Rheumatism __Mental Illness
_Anxiety Disorder _Multiple Sclerosis
__Autism SpectrumDisorder _Muscular Dystrophy

Autoimmune or Immune Deficiencies (excluding AIDS/HTV) Muscular/Skeletal
Blindness (Both Eyes) Impairment
Other Visual Impairments (Not Blind) Neurological
Cancer Disorders/Impairment
Cerebral Palsy Orthopedic
Deafness Impairments
HardofHearing/Impaired (NotDeaf) Personality

_Deaf-Blind Disorders

Diabetes Respiratory

DigestiveDisorders Disorders/Impairment
Epilepsy Skin Conditions
SpecificLearningDisabilities(SLD) Substance Abuse
SpeechImpairments (Alcohol or Drugs)
Spina Bifida Other Disability

Race/Ethnicitv

JHispanic/Latino ofany race Counselor Name:

JLatino only (non-Hispanic)
_AmericanIndian or AlaskanNative
_Asian Supervisor Name:
_Black or African American

Native Hawaiian or Other Pacific Islander

_White Facility Name:
_Two or more races
_Race/Ethnicity Unknown




