APPLICANT QUESTIONNAIRE
Your Full Name:  










Do you currently receive Medi-Cal Benefits?           □ Yes

□ No
What is the nature of your disability or illness?






Who is your Primary Physician?








Names, ages, and relationship to you of all people living with you:

Does anyone help you now (Name(s):  







What time of day would be best to call you?  






Directions to your home:





























































HOW DID YOU LEARN OF IHSS?
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