
Alameda County Behavioral health care Services

Beneficiary Registration For Prior Consultation
The following information must be filled out by the provider. 

 Forward this completed form, along with the Request For 

 Prior Consultation, to the ACCESS Program at the above address.

 For Boxes 1- 10, use CSI codes (See the INSYST Table of Codes for CSI codes).












	Inside Double Borders For Mental Health Plan Administration Use Only:

	Today’s Date:                                             Reviewer:
	Staff #:

	MEDS Address: ___________________________________________________CIN #_______________
Medi-Cal #: ______________________________  Eff. Date: ___________ BIC Issue: __________

MediCare #: ______________________________  Part A: ____________  Part B: _____________

Other Ins: 
Comments:  

                                                                                                                  Verified / Completed by: _________________

	 Insyst #: _________________                       

 Data Entry By: _________  Date        /        /             Clinical Entry By: __________   Date      /      /     


REVISED 02/21/07
BENEFICIARY REGISTRATION FOR PRIOR CONSULTATION
1. Aliases Last name-  
If the client has ever used a different name, type that information here. 
2. Client Address- 
Enter the client’s home address.  If the client is homeless, enter “homeless” as the street name and indicate the City and Zip Code where the client usually sleeps.

3: Education -
Enter in the number indicating the highest grade completed.  If the highest grade is greater than 20, enter “20”, if the highest grade is unknown then enter “99”.

4:  Disability -
Section 503 of the Federal Rehabilitation Act of 1973 defines “disability” as a physical or mental impairment that substantially limits one or more of the major life activities of the individual, a record of such impairment, or being regarded as having such an impairment. Circle and add the number codes to create the sum of all of the client’s physical disabilities, as stated by the client, and enter the total in this field.
	00
	None
	04 
	Speech Impairment
	32 
	Other Physical Impairment

	01
	Severe Visual Impairment
	08
	Physical Impairment/Mobility
	99
	Unknown

	02
	Severe Hearing Impairment
	16
	Developmentally Disabled
	
	


5: Primary Language & Preferred Language 

	A
	English
	H
	Cambodian
	O
	Italian
	V
	Mandarin
	1
	Thai

	B
	Spanish
	I
	Sign ASL
	P
	Mien
	W
	Portuguese
	2
	Farsi

	C
	Chinese Dialect
	J
	Other Non-English
	Q
	Hmong
	X
	Armenian
	3
	Other Sign

	D
	Japanese
	K
	Korean
	R
	Turkish
	Y
	Arabic
	4
	Other Chinese Dialects

	E
	Filipino Dialect
	L
	Russian
	S
	Hebrew
	Z
	Samoan
	5
	Ilocano

	F
	Vietnamese
	M
	Polish
	T
	French
	
	
	
	

	G
	Laotian
	N
	German
	U
	Cantonese
	
	
	
	


6: Ethnicity/Race– Enter up to FIVE codes which best represent the client’s ethnic group(s) as identified by the client.

	A
	White
	G
	Laotian
	L
	Other Non-White
	Q
	Korean
	W
	Mien

	B
	Black
	H
	Cambodian
	M
	Unknown
	R
	Samoan
	
	

	C
	Native American
	I
	Japanese
	N
	Other Southeast Asian
	S
	Asian Indian
	
	

	E
	Chinese
	J
	Filipino
	O
	Hmong
	T
	Hawaiian Native
	
	

	F
	Vietnamese
	K
	Other Asian
	P
	Other Pacific Islander
	U
	Guamanian
	
	


7: Hispanic Origin
	1
	Not Hispanic
	5
	Other Latino
	N
	Nicaraguan

	2
	Mexican/Mexican American
	G
	Guatemalan
	S
	Salvadoran

	4
	Puerto Rican
	M
	South American
	U
	Unknown/Not Reported


8: Marital Status–NOTE: Code 1, Never married is used for a single person who does not live with girlfriend/boyfriend and has never been married.
	1
	Never Married
	3
	Widowed
	5
	Separated

	2
	Married/Live Together
	4
	Divorced/Dissolved
	9
	Unknown


9: Care Giver- Enter the number of persons the client cares for or is responsible for at least 50% of the time, under the age of 18 and over the age of 18.
	00
	None
	1-98
	Number of Persons
	99
	Unknown


10. County Codes  ( If state and country codes are needed, see Table of Codes.)
Alameda

01
Imperial

13
Modoc

25

San Diego


37

Sonoma


49

Alpine

02
Inyo


14
Mono


26

San Francisco

38

Stanislaus


50

Amador

03
Kern


15
Monterey

27

San Joaquin

39

Sutter



51

Butte


04
Kings


16
Napa


28

San Luis Obispo

40

Tehama


52

Calaveras

05
Lake


17
Nevada

29

San Mateo


41

Trinity


53

Colusa

06
Lassen

18
Orange

30

Santa Barbara

42

Tulare


54

Contra Costa
07
Los Angeles
19
Placer

31

Santa Clara


43

Tuolumne


55

Del Norte

08
Madera

20
Plumas

32

Santa Cruz


44

Ventura


56

El Dorado

09
Marin

21
Riverside

33

Shasta


45

Yolo



57

Fresno

10
Mariposa

22
Sacramento

34

Sierra



46

Yuba



58
Glenn

11
Mendocino

23
San Benito

35

Siskiyou


47

Unk California County 99

Humboldt

12
Merced 

24
San Bernardino

36
Solano


48

Not California County 00




ACCESS Program


1900 Embarcadero Cove, Suite 208


Oakland, CA 94606


Phone 1-800-491-9099


Fax: (510) 346-1083








First Name





Gen Jr., Sr.





MI





Client Last Name 





Gen Jr., Sr.





MI





First Name





1. Alias Last Name





Mother First Name





First Name





Birth Last Name














Ph # ___________________





Alt Ph # ______________





2. Address							           City			               Zip Code	     


    																			  


       																	          


    





SSN:__��____-__�__�__-___��__








3:  EDUCATION: __  __ 











4: PHYSICAL DISABILITY: __  __ 








D.O.B: _____-_____-_____








5:  PRIMARY LANGUAGE:  __








5:  PREFERRED LANGUAGE:  __








sex:  M / F








6:  ETHNICITY/RACE:__ __ __  __ __ 








7:  Hispanic Origin:  __





8:   Marital Status: __











10: Birth Place:  _________________________


                                  


        __ __ County    __ __ State      __ __ Country











9: Care Giver    Under 18: __  __     Over 18:__ __





IF CHILD Lives with: Parent (	 Relative  (  Placement ( 


Contact Person:	____________________________  		       Guardian/Conservator   (          Parent  (


Phone #:	__________________________  		


 _____________________	


	








Phone #


Fax #





Provider Name/Address:











