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Getting To Know You
Authorization To Disclose Information

| understand that my information, which is retained by Adult Independent Services, may
not be disclosed to another person without my written permission.

Name: Birth Date: Age:
Phone Number: Email:

Address:

City: State: Zip: County:
Mother’s Name: Father's Name:

Guardian’s name:

Parent/Guardian Phone number:

Parent/Guardian Email:

Address (if different) :

City: State: Zip: County:

Medical Diagnosis:

Strengths:

Weaknesses:

Are You Receiving Services:
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If Yes/\What Services?

Do You Have Medicaid?

Are You On DDD?

Do you have DVRS services?

Are you interested in Independent Living?

Are there any Adult State-Funded Services you would like information on?

Comments:

Signature:

Print:

Parent/Guardian(print): Date:

Signature:

Thank you,

Debra Freed

Founder

(954)541-7765

Adult Independent Services
debra.freed@adultindependentservices.com
www.adultindependentservices.com
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