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PRE-ADMISSION INFORMATION 
 

Information obtained on this document will assist in determining eligibility and benefits, 
treatment planning and coordinating services with other care providers. 
 
SECTION I – DEMOGRAPHIC INFORMATION 

 
CLIENT NAME: _______________________________________________          ____________________ 
                      First   Middle   Last   Date of Birth 
 
CLIENT ADDRESS: _____________________________________________          ____________________ 
                                                  Street                                            City                   State                  Zip              Telephone 
 
IS CLIENT COURT ORDERED?        ______ YES     ______NO     IF YES, WHICH COUNTY: ______________________ 
 
PARENT/LEGAL GUARDIAN: ______________________________________________________________    
                                First                        Middle           Last    
 
PARENT/GUARDIAN DOB:    ________________________________    SSN:  ___________________________________              
  
PARENT/GUARDIAN ADDRESS: ___________________________________________________________  
         (If different)                                               Street                                              City                      State                  Zip               
 
PARENT/GUARDIAN PHONE NUMBERS:   ___________________         __________________         ________________ 
                                                                                 Home                                                Work                                              Cell    
SECTION II – INSURANCE INFORMATION        PLEASE COPY AND ATTACH BOTH SIDES OF INSURANCE CARD(S) 
 
PRIMARY INSURANCE CARRIER:  __________________________________________________________________ 

                
INSURANCE GROUP NUMBER: ________________________________       ID#:  _______________________________ 
 
POLICYHOLDER NAME: _______________________________     DOB: ______________       SSN: _________________ 
 
POLICYHOLDER EMPLOYER/GROUP NAME:  ____________________________________________________________ 
 
IS CLIENT COVERED BY ANOTHER INSURANCE CARRIER?         ____ Yes           _____No       if yes complete  
 
NAME OF INSURANCE CARRIER:  __________________________________________________________________ 

                
INSURANCE GROUP NUMBER: ________________________________       ID#:  _______________________________ 
 
POLICYHOLDER NAME: _______________________________     DOB: ______________       SSN: _________________ 
 
POLICYHOLDER EMPLOYER/GROUP NAME:  ____________________________________________________________            
                                      

INSURANCE AUTHORIZATION: 
 

I, (Print Name) ______________________________________________________________________________, 
 
Authorize and assign payment of medical benefits to Woodland Hills.  I authorize the release of any medical or other protected 
health information necessary to process this claim.  I also understand that I am financially responsible for whatever portion 
insurance does not cover including but not limited to insurance deductibles, co-payment amounts and non covered services. 
 
SIGNATURE:  _______________________________________________ DATE: ___________________________  
 
RELATIONSHIP TO CLIENT:     (Circle One)     PARENT                            LEGAL GUARDIAN     
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SECTION III - SERVICE PROVIDERS  
 
 
PROBATION INVOLVED?      _______YES    ________NO       WHICH COUNTY?    _________________________ 
 
PROBATION OFFICE NAME: _____________________________________   PHONE NUMBER: ____________________ 
 
 
SOCIAL SERVICE INVOLVED?   ______YES   __ ____NO       WHICH COUNTY?    _________________________ 
 
SOCIAL WORKER NAME: ________________________________________ PHONE NUMBER: ____________________ 
 
 
OTHER AGENCIES INVOLVED IN CLIENT’S CARE: 
 
  
NAME: _____________________________________________ PHONE NUMBER: ________________________________ 
 
NAME OF AGENCY: ________________________________________________________________________ 
 
 
NAME: _____________________________________________ PHONE NUMBER: ________________________________ 
 
NAME OF AGENCY: _______________________________________________________________________________ 
 
 
WORKER NAME: ____________________________________ PHONE NUMBER: ____________________________ 
 
NAME OF AGENCY: _______________________________________________________________________________ 
 
 
HEALTHCARE PROVIDERS: 
 
PRIMARY CARE PHYSICIAN NAME:   _________________________________ PHONE NUMBER: _________________  
 
CLINIC NAME: _______________________________________________________________________________ 
 
BEHAVIORAL HEALTHCARE PROVIDERS: 
 
THERAPIST NAME: _________________________________________________ PHONE NUMBER: _________________ 
 
CLINIC NAME: ________________________________________________________________________________________ 
 
 
PSYCHIATRIST NAME: ______________________________________________ PHONE NUMBER: _________________ 
 
CLINIC NAME: ________________________________________________________________________________________ 
 
OTHER: 
 
NAME: ____________________________________________________________ PHONE NUMBER: __________________ 
 
AGENCY/RELATIONSHIP: _____________________________________________________________________________ 
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