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Leqgal Services Referral/Intake Checklist

2019 JUH Legal Intake or Referral Form

Data Practices Notice for Clients — turn in with referral a copy signed by client
Client Bill of Rights — provide a copy to the client

Grievance Procedure form — provide a copy fto the client

JUH Legal Services Consent Form — turn in with referral a copy signed by
client

Authorization to Exchange Information form — turn in with referral signed by
client for referrer and other providers that legal services may need to talk to on
behalf of the client

No Income Statement (optional) — complete and return if the client does not
have any income



JustUs Health

Legal Intake/Referral Form

Date:

'DEMOGRAPHICS (Required for all Clients) .-

LEGAL First Name Middle Name Last Name Birth Date (MM/DD/YYYY)
Preferred Name: Gender assigned at birth: [ Imale |:|female
Current Gender:

] male [] transgender male ] non-binary

[] female [] transgender female [] Other
Sexual Orientation:

[ ] Bisexual [] Heterosexual [] Refused

[ ] Gay [] Lesbian [] Other
Pronouns:

[ ] he/him/his [] they/them/theirs

[] she/her/hers [] other:
Race: (All identified with):

[] American Indian [1 African American/Black ] white

[] Alaska Native . [] Native Hawaiian [] Refused

[ ] Asian [ Pacific Islander ,
Ethnicity: o EI Hispanic/Latino |:| Not Hispanic/Latino
Born in MIN? | | Yes | | No Ifno: date moved to MN (MM/DD/YYYY) Moved From
Citizenship (Country): Country of Origin (if not born in USA):

'HOUSING/ADDRESS/CONTACT (Required for all Clients)

Housing Type: DStabIe/Permanent L:l_***Temporary D***Unstable

Street Address . City State Zip Code County
» OKto send mail?: |:| Yes No

1 O] OO L[

Phone (type- cell, home, etc.) Call OK Text OK MAP OK Name & #only Email (if okay to email from MAP)

***Have you moved at least two (2) times in the last 60 days? |:| Yes |:| No

*#* Are you housed in a Transitional Housing Program or a Program with supportive Services? |:| Yes |:| No
Are you currently in a lease? El Yes |:| No '

FINANCIAL (Required for all Clients) = VERIFICATION NEEDED

Legal Household size: (Client + total number of people legally dependent on client's income.)

Total Monthly Income- MDH: $ Source(s):
*Employment, SSDI, SSI, GA, food stamps, etc
Monthly income of other adult and/or legal dependents (spouse or child): $

Relationship to client Source(s):
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| HIV STATUS (Required for Clients Living with HIV) = VERIFICATION NEEDED
Is this client living with HIV?

[ ves ] No [] Unknown
If Yes, Date of HIV diagnosis: (MM/DD/YYYY) check if estimate |:|
Does the client have an AIDS Diagnosis?
] Yes ] No ] Unknown
If Yes, Date of AIDS diagnosis: [_]N/A (MM/DD/YYYY) check if estimate I:l
How was the client exposed to HIV?
[ ] Male to Male sex . [ ] Hemophilia [] Occupational Exposure
[ ] Male to Female sex [] Blood recipient [] Other ( )
[1 Injection Drug Use [] Perinatal ] Unknown
What is the client’s HIV Specialty Clinic? Name of client’s HIV Doctor:
When did client last see an HIV Doctor? ~ {MM/DD/YYYY) '
FOR INTERNAL PROCESSING: If client has not seen a doctor within 6 months of QC, document referra/ in Provide
Does client have an HIV Case Manager OYES[JNO Name/agency:
Does client need translation services OVYES COONO Language:
[s the client active on AIDS Drug Assistance/HH? L] Yes [ ] No If no refer:

HEALTH (Requwed for all Chents - IMPORTANT TO COMPLETE FOR SOCIAL SECURITY DISABILITY ASSISTANCE) :
Does client have any current physical health concerns? (If YES, what are the diagnosis; is the client receiving carefor

physical health concerns; and do the physical health concerns limit activities of daily living or abIIlty to work)

Does client have any current mental health concerns? (If YES, what are the Diagnosis; is the client receiving care for

mental health concerns; and do the mental health concerns limit activities of daily living or ability to work)

Does client have any current chemical health concerns? (If YES, what are the diagnosis; is the client receiving care for

physical health concerns; and do the physical health concerns limit activities of daily living or ability to work)

| INSURANCE (Required for ali Clients) = VERIFICATION NEEDED -
What is the client’s current insurance? (Check all that apply)
[ IMedicare A/B

[ ] Medicare D [ ] medicaid/mMA L] private
[[] Medicare D Low Income [] MN care [] Other:
Subsidy/Extra Help [] VvA/Tricare [ ] Noinsurance
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