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                              Confidential

                Client Information Sheet
	Today’s Date: 
_____/_____/_____
	
	For FSAP Use Only: 

Case Number: ___________

Counselor: ______________


Last Name: ________________________  First Name: ______________________  SS#: _____-_____-______
Street Address: ______________________________________________________
Apt. # _________________
City: _____________________________________________________State: _______ ZIP Code: ___________

Gender: _________________DOB: ____/____/____    Age: 
                 Career Hire Date: __​__/_​___/_​____
Preferred Contact Number:     (Home     (Work    (Cell
Telephone: (          ) _________________    
(          ) ___________________
(          ) ____________________

Personal  #1      Home ( Cell ( 
Personal  #2  Home ( Cell (
  Work


OK to call?             ( Yes  (  No
OK to call?          ( Yes  (  No 
OK to call?
( Yes  (  No
             Leave Message?   ( Yes  (  No
Leave Message?
( Yes  (  No
Leave Message?
( Yes  (  No
	Relationship Status:


(Single

(Living With/Partner

(Married 

(Separated

(Widowed
(Divorced 

(Decline to State


Faculty Position:
(Yes

(No

	Part of University Organization:   
(School of Dentistry

(School of Medicine

(School of Nursing

(School of Pharmacy

(Graduate Division

(Administration
(Executive Vice Chancellor/Provost Office
(UC Medical Center

(UCOP


	Work Location (Primary):  
(Berry St./China Basin
(Emeryville

(Geary St.
(Laurel Heights

(MCB

(Minnesota St.

(Mission Bay

(Mt. Zion

(Parnassus

(SFGH

(VAMC
(Broadway St. (UCOP)

(Kaiser Building (UCOP)
(Franklin Building (UCOP)
(20th St (UCOP)

(Other ______________________



Have you ever been to FSAP before?:    (  No      ( Yes   If yes, when?: _____/_____/_____
	How did you hear about FSAP?

(Co-Worker

(Department Workshop

(EAP orientation
(Flyer/Brochure 

(HR/Labor Relations
(HR/non-Labor Relations

(Ombuds Office
(Supervisor/Manager

(Web Site

(Wellness Series

(Other _____________________

	Who referred you to FSAP?
(Co-Worker

(HR/Labor Relations
(HR/non-Labor Relations

(Nurse/Medical

(Occupational Health

(Ombuds Office

(Security

(Self

(Supervisor/Manager
(Union Rep.

(Other _____________________
	Ethnicity:    

(African-American/Black


(Asian/Pacific Islander

(Caucasian

(Hispanic/Latino


(Native American/Alaska Native
(Decline to State
(Other ______________________




May we e-mail an anonymous client satisfaction survey to you?   ( Yes
(  No                                       
E-Mail Address for Survey: _________________________________________________________________
(Please print legibly)
Job Title: ____________________________________________    

Department:__________________________________________ Division/Unit:____________________________
Supervisor’s Name: ____________________________________    Phone: (      ) _________________
	Medical Insurance:

(Blue Shield
(Core
(Health Net

(Kaiser

(UC Care
(Other: ________________

(None
	Job Shift:

(Day

(Evening

(Night

(Rotating


	Job Position Type:


(Academic Post-Doc/Fellow 

(Chair/Dean/Chancellor/MSO
(Dentist or Pharmacist

(House Staff (Resident/Clinical Fellow) 

(Nurse                                 

(Physician/Attending

(Researcher/Instructor 

(Staff

(Supervisor/Manager/Director/Chief

(Other ________________________



	Employment:   

(Career 

(Limited/Contract/Casual
(Temporary
(Other
	Union Membership:

(AFSCME                 (SFBCTC 
(AFT                         (SFIRA/UCAIR
(CUE/Teamsters      (UAW

(CNA                        (UPTE
(FUPOA                   (N/A

	(Full Time

(Part-time
	


Emergency Contact:           Name_____________________________________   Phone______________________

Primary Care Physician:     Name_____________________________________   Phone______________________

Psychotherapist:*      
       Name____________________________________   Phone_______________________

i.e., Clinical Psychologist, MFT, Clinical Social Worker

Psychiatrist:      
       Name____________________________________   Phone_______________________

Worker’s Compensation


1.  Do you currently have a work-related injury or illness?    Yes (  No (

2.  If Yes, have you already filed a Worker’s Compensation claim?  Yes (  No (

3.  If No, are you planning to file a claim?  Yes (  No ( 
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