Hampton Roads Community Health Center, INC.
(Operating as Portsmouth Community Health Center, inc.)

__ 664 Lincoln St.- Ports. VA, 23704    __ Park Place Medical Center- 3415 Granby St. Norf., VA. 23504
              Phone: (757) 393-6363                                                Phone: (757) 533-9108
Health Care for the Homeless Baseline Information
Please answer all of the questions below! Thank you


Date: ____________                    HCH  ___ New  ___ Update                Are you a Veteran? __Yes    __No

Last Name: _____________________ First Name: ___________________ MI _____   (circle one) Sr. Jr. III

(AKA)___________________  Date of Birth: ______________ Age: ____ SSN _____________________ 
Current Address: _______________________________________________________________________
Mailing Address if different from above: ____________________________________________________
Home Phone: _________________________   Cell Phone: ______________________________________
Sex: __ Male __Female __ Other: _________ What is your Ethnic Background? ____________________
Race:  __White   __Black  __Hispanic  __Asian  __American Indian  __Pacific Islander  __Other:________
How long have you been in Hampton Roads?   

__less than a month    __1-5 months    __6-12 months   __1-5 years   __more than 5 years    __Unknown

What is your highest level of Education completed?

__None   __Grade School   __Some High School   __ High School Graduate   __ GED   

__Vocational/Technical School   __ Some College   __Associate Degree   __BA/BS Graduate


What is your marital status? __Single   __Married    __Separated   __Divorced   __Widowed   __Unknown
How many children do you have?___ How many are under 18 years old?___ How many live with you?___
Do you have any friends or relatives in Hampton Roads?  ___Yes   __No   __Unknown
Who are you current living with? __By myself   __with a partner   __with family   If family how many?___
Where did you stay last night? __in a Shelter   __on the street   __in a Hospital   __in Jail/Prison   

__with a friend   __with relatives   __in Detox    __other:_____________________    __Unknown 


Father’s full name: ______________________________________________________________________
Mother’s full maiden name: _______________________________________________________________

Where were you born:  City: ___________________________     State: ______________________

                                        (Country if outside the USA): _______________________________________

Are you a U.S. Citizen? __Yes   __No   __Other:_______________________________________ (explain)
Do you have a regular place to stay? (Not a mission or shelter)  __ Yes   __No
When was the last time you had a regular place to stay? 
__less than a week             __1-4 weeks             __1-5 months             __6-12 months             __1-3 years
What is the main reason you have no regular place to stay or for being homeless? (Check up to 3 reasons)

__Family conflict   __Drug/Alcohol abuse   __Physical Abuse   __Unemployment   __Financial Problems 

__Eviction/foreclosure   __Transient/traveling out of town   __Release from jail/Prison   __My Lifestyle

__Released from a psychiatric hospital    __Other: ____________________________________________  


How many family members live with you? ___  Who is responsible for living expenses? ____________

Have you ever been employed? __Yes   __No   If so, what was your occupation? ___________________
Are you currently employed? __Yes   __No   If so, what kind of work are you doing? _______________

What is your monthly income? $_____________________ 


Have you ever applied for public housing? __Yes  __No ~ Date: __________  Where? _______________
Are you receiving any of the following benefits? (Check the correct response below as it applies to you and amounts received)
	Program
	Yes ($)
	No
	Pending/Number

	Medical Assistance (Medicaid)
	
	
	

	Medicare
	
	
	

	State Public Assistance (TANF)
	
	
	

	SSI/SSDI
	
	
	

	Food Stamps/WIC
	
	
	

	Social Security
	
	
	

	Veterans Retirement/Disability
	
	
	

	Workers Compensation
	
	
	

	Unemployment
	
	
	

	Other
	
	
	


Are you receiving services from?
__ Churches   __Community Service Board   __PCHC, INC.   __Social Services   __ Other__________

Who can contact in case of an emergency? Full name: _________________________________________
Address: ________________________________________________  Phone:________________________

The person listed above is… __Mother __Father __Sister __Brother __Spouse __Friend __Other:________

Are you receiving services from another doctor __Hospital or __Health Dept.? __Yes   __No 
Where do you usually get your health care? (Please one below)
__Emergency Room                                   __Clinic/Hospital                            __Private Doctor   
__Jail/Prison                      __Health Center                          I haven’t received care in _____ months/years.

Are you allergic to any medicines? If yes please list them here;___________________________________.
Please list all the medications you are taking:_________________________________________________

_______________________________________________________________________________________
Do you drink alcohol? __Yes  __No  What and how much ___________________ last drink was _____.

Do you take drugs? __Yes  __No   When did you last use? __________  and what __________________.
Describe any medical problems you need help with: ___________________________________________
_______________________________________________________________________________________.
	Test
	Yes
	No
	Decline
	Date done

	TB Skin Test or PPD
	
	
	
	

	HIV Test
	
	
	
	

	Physical
	
	
	
	

	Immunization (i.e. Flu shot…)
	
	
	
	

	
	
	
	
	


Have you had of the following below, if so when? If you do not wish to have the test done mark decline.
I authorize the release of any medical information necessary to process this application.

I consent to examination, ancillary and/or tertiary services as designated herein.

Signature: _________________________________________    Date: __________________________

Case Manager:______________________________________     Notes:__________________________
_____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________
1

