METRO TRANSPORT CLIENT INTAKE FORM

Enrollment Date:                                               Medical            JCC          Other          

Name:                                                                          Age:____DOB:                       Ethnicity:                       
Address:                                                                                                                                                           

Telephone #:                                                                 SS#:                                                                             
Referral Source:                                                

Emergency Contact                                                               Relationship                                                   
Tel. #                                       Address:                                                                                                          
Person Responsible For Billing:                                                                                                                   
Relationship:                                         Tel.# Home:                              Tel.# Work                                         
Address:                                                                                                                                                           
Impairments: ______Sight _______Hearing ______Speech 

Assistive Devices: ____Cane   ____Walker  ____Wheelchair  ____Oxygen (self maintained only)  

                                                                                                                                                                        

Mobility Questions

    

1.Where should you be picked up?  

(Front/back/side entrance)?                                                                                                                        

2. Do you have an aide and if so, aide’s name?                                                                                      

3. Do you need assistance into the office ?                                                                                                         

4. Can you walk up the (3) steps of the vehicle?                                                                                                

Medical Information:

Primary Physician:                                                                                                                                             

Address:                                                                                                                                                           
Phone:                                                  

Any Current Medical Conditions that we should know about:                                                                

Major Medications:                                                                                                                                                                                                      

Financial Information:
Medicaid Recipient?                              (If Medicaid recipient, there is no co-pay)
Monthly Income:                                            Assets:
Social Security                                     Checking:                                 

Pension                                                            Savings:                                    
Annuity                                                 CDs:                                        
Trust/Estate:                                                     Stocks/Bonds:                          
Dividends/Interest:                                            IRAs, 401ks:                            
Total Income: 

	Annual Income
	Monthly Income
	Co-Payment Amount

	 
	 
	 

	$40,000 and above
	$3,335 and above
	Full $50 Fare

	$35,000 - $39,999
	$2,917 - $3,333
	$25.00 

	$30,000 - $34,999
	$2,500 - $2,916
	$20.00 

	$25,000 - $29,999
	$2,084 - $2,499
	$15.00 

	$20,000 - $24,999
	$1,667 - $2,083
	$10.00 

	$15,000 - $19,999
	$1,250 - $1,666
	$7.00 

	$10,000 - $14,999
	$   834 - $1,249
	$5.00 

	$ 5,000 - $  9,999
	$   416 - $  833
	$3.00 

	Below $5,000
	Below $416
	$0.00 


Monthly                                              

Annual                                                            

Monthly Expenses

Rent:                                                                

Health Insurance:                                  
Prescription:                                                     

Other:                                                   
Total Expenses: 

Monthly                                              

Annual                                    

Income After Expenses:                    

            Qualifies For Subsidy:        YES          NO 

Co-Payment Amount:               

Medical:                       

JCC:                            

                                                            

Financial Info Submitted:                YES          NO    Verified By:                      Date Submitted:                       
Welcome Letter Sent:        YES          NO                    

Other Comments or Important Information: 

