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CHR Client Data Form 

 

 CDIB         SSN CARD         MEMBERSHIP CARD         HIPAA 

 
 

Last name: 
 

First name: Middle name: 

Address: 
 

City/town: ZIP: County: 

Finding directions: 
 

Phone number: 
 

Message phone: 
 

Emergency contact name: Emergency contact phone: 

 Veteran     Handicapped     Disabled     New client     Client referral from _______________ 

FAMILY PROFILE 

Members of household 
(including applicant)  

Date of birth Sex Relation to 
applicant 

Social Security 
number 

Tribe/degree 

1.      

2.      

3.      

4.      

5.      

MEDICAL DATA 

Hospital/clinic: Chart number: Doctor name: Phone number: 

1.    

2.    

3.    

4.    

HEALTH ISSUES 

1._____________________  2. _____________________  3. _____________________  4. _____________________  5. _____________________ 

 
 

 
 
 
 
 
 
 
 
 
 
CHR signature:          Date:      

Bill Anoatubby 
Governor 

 
                                       
 


	1: Off
	2: 
	2a: 
	2b: 
	3: 
	3a: 
	3b: 
	3c: 
	4: 
	5: 
	5a: 
	5b: 
	5c: 
	6: Off
	7: 
	8: 
	8a: 
	8b: 
	8c: 
	8d: 
	8e: 
	9: 
	9a: 
	9b: 
	9c: 
	9d: 
	9e: 
	10: 
	10a: 
	10b: 
	10c: 
	10d: 
	10e: 
	11: 
	11a: 
	11b: 
	11c: 
	11d: 
	11e: 
	12: 
	12a: 
	12b: 
	12c: 
	12d: 
	12e: 
	13: 
	13a: 
	13b: 
	13c: 
	14: 
	14a: 
	14b: 
	14c: 
	15: 
	15a: 
	15b: 
	15c: 
	16: 
	16a: 
	16b: 
	16c: 
	17: 
	18: 
	19: 
	20: 
	21: 


