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(office use only) 



CAROLINAS HEALTHCARE SYSTEM
CLIENT INFORMATION RECORD

YOUR NAME: LAST                                                         FIRST                                                        MIDDLE INITIAL         

SS #:                         -                 -                        



DATE: __________________                                                              

COMPANY NAME: _____________________________________________________

ARE YOU THE:
1.
      
EMPLOYEE (OF CHS or EAP CONTRACT COMPANY)

2.
      
EMPLOYEE’S SPOUSE

3.
      
EMPLOYEE’S CHILD/DEPENDENT

4.
      
EMPLOYEE'S SIGNIFICANT OTHER

5.
      
OTHER RELATIVE, PLEASE SPECIFY:                                             
HOME ADDRESS:
Street   _________________________________________________________________________________                                       
P.O. Box  _______________________________________________________________________________                                                                                                                                                                          
City                                                                  
State                               
ZIP   ____________                             
Home Phone:  (             )                  -                       Work Phone:   (               )                -                     Ext. ___________ 

Cell Phone:  (             )                  -                        
                                         

DATE OF BIRTH:               /               /                                               GENDER:
M             F  ​​​​​______                   
MARITAL STATUS:
1.
_____MARRIED






2.
_____SINGLE






3.
_____DIVORCED

4.
_____SEPARATED





5.
WIDOWED







6.
_____LIVE WITH PARTNER

REFERRED TO THIS OFFICE BY: (PLEASE CHECK ONE)

_____Self

   _____Manager Suggested               ____Nurse/Medical 
_____Positive Drug Screen                        

_____ Supervisor Mandated (Supervisor’s Name___________________________________ Phone_____________________)
IS IT APPROPRIATE TO CONTACT YOU AT WORK?    Y     N    (circle one)

HOW DID YOU HEAR ABOUT OUR PROGRAM? (Choose one)

  1.
         READ A BROCHURE/SAW A POSTER

  2.
         LISTENED TO A PRESENTATION

  3.
         A FAMILY MEMBER TOLD ME

  4.
         A FRIEND/CO-WORKER TOLD ME

  5.
         MY DOCTOR/THERAPIST SUGGESTED I COME

  6.           HUMAN RESOURCES/EMPLOYEE HEALTH RECOMMENDED I COME

  7.
___   CHS INTRANET (SYNAPSE)

  8. ___
 DISPLAY BOOTH

  9. ___    WALLET CARDS

 10.___    MY INSURANCE COMPANY

 11.___
 MANAGER/SUPERVISOR

 12.___    HAVE BEEN HERE BEFORE
RACE:













	1. ____ CAUCASIAN
	2.  ____ AFRICAN AMERICAN
	3. ____ ASIAN/PACIFIC ISLANDER

	4. ____ HISPANIC
	5.  ____ NATIVE AMERICAN
	6. ____ OTHER, PLEASE SPECIFY


EDUCATION/MILITARY EXPERIENCE: (CHOOSE ONE-HIGHEST ATTAINED)
1.           1-12 YEARS (no diploma)



2.           HIGH SCHOOL GRADUATE OR GED



3.           1-4 YEARS COLLEGE (no degree)

4.           RN (w/out Bachelor)



5.
       IF COLLEGE GRADUATE, CHECK THE HIGHEST DEGREE ATTAINED:     



____ASSOCIATE
        MASTER

        MD/DO

        
____BACHELOR
        LAW                               PHD/PHARMD/OTHER DOCTORATE

6. HAVE YOU EVER SERVED IN THE MILITARY  ___YES ___NO

IF YES, WHAT BRANCH ____________________________ YEARS OF SERVICE _________________________

IF YOU ARE AN EMPLOYEE, PLEASE COMPLETE THE FOLLOWING:

*(IF YOU ARE A FAMILY MEMBER, PLEASE SKIP TO FAMILY MEMBER INFORMATION BELOW)

DATE OF HIRE: __________________________

SHIFT: __________________________________________

POSITION:________________________________

DEPARTMENT:__________________________________

JOB CLASSIFICATION:
1.
      
MANAGEMENT/EXECUTIVE
6.  ____
SALES/MARKETING



2.
      
PROFESSIONAL/TECHNICAL
7.  ____
STUDENT/INTERN/OTHER TRAINING ROLE

3.
      
NURSING 

8.  ____
MAINTENANCE/DIETARY/ENVIRONMENTAL SVCS.

4.
        OFFICE/ADMINISTRATIVE SUPPORT
9.  ____   DRIVER

5.
        MANUFACTURING/OPERATIONS

*FAMILY MEMBER INFORMATION
ARE YOU EMPLOYED OR ATTEND SCHOOL?  ________

IF YES, THEN WHERE?  

COMPANY/SCHOOL : _____________________________________________

YEARS OF SERVICE: ______________         OR            YEAR IN SCHOOL:     ______________


EMERGENCY CONTACT:

NAME:                                               RELATIONSHIP:                                          PHONE: (              )             ______               
MEDICAL INFORMATION:
IF YOU ARE BEING TREATED FOR DISEASE/INJURY OR RECENT HOSPITALIZATION, PLEASE EXPLAIN:

______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

IF YOU ARE TAKING MEDICATION (S), PLEASE LIST:   ____________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

HAVE YOU EVER USED EAP SERVICES OR BEEN INVOLVED IN COUNSELING?  IF YES, PLEASE EXPLAIN:
______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

BRIEFLY TELL US WHY YOU ARE HERE TODAY:   ________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
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