
Outreach Management Services, LLC 
Face Sheet 

Have you ever been a patient here: (please circle) YES or NO Admit Date:. ____ _ 

Client Name: _____________________________________ _ 
Last First Middle AKA Maiden 

SSN:. ________ .DOB: ______ Primary Language:. _______ Sex Assigned at Birth: ____ _ 

Address:. ___________________ City:. ___________ _ 

State: ______ Zip Code:. _____ County: ______ Home Phone: _______ _ 

Cell Phone: _________ Work Phone: ________ Email:. __________ _ 

Preferred method of appointment reminders: (circle one) text or phone call or email 

Legal Guardian's Name: ______________ Phone: ___________ _ 

Gender Identity: (circle one}
Identifies as Female - Identifies as Male - Female-to-Male Transgender- Male-to-Female Transgender -Agender - Nonbinary- Gender Neutral -

Gender Queer - Gender Expansive - Gender Nonconforming - Other - Don't Know - Decline to answer 

Sexual Orientation: (circle one) 
Straight or Heterosexual -Lesbian, Gay or Homosexual -Bisexual -Pansexual -Other -Don't know -Decline to answer 

Preferred Pronouns: (circle one) 
He, Him, His -She, Her, Hers -They, Their, Them -No preference -Other 

Race: (circle one) Asian - Pacific Islander - African American - Native American - Caucasian - Other 

Ethnicity: (circle one) Latino -Not Latino -Unknown 

Marital Status: (circle one) Single -Married -Separated -Divorced -Widowed -Unknown 

Living Arrangement: (circle one) Homeless -Private, Permanent-Facility-Residential -Other 

Number of people living in household: ___ _ 
Names, Relationship, Age: 

1 .. _______________ _ 5. _______________ _

2 .. _______________ _ 6. _______________ _

3._______________ _ ?. _______________ _ 

4._______________ _ 8. _______________ _

Primary Physician:. ___________ Location: _________ Phone:. ________ _ 

Psychiatrist: ____________ Location: _________ Phone: ________ _ 

Currently Enrolled in any Psychiatric program? Y or N If yes, what level:. _______ Where: _______ _ 

Ever been in the military? Yes or No If child, what school do they attend?: ____________ _ 

Employment Status: (circle one) Unemployed -Full Time -Part Time -Student-Retired -Homemaker-Not Available -Armed Forces -
Seasonal, Migrant -Other 

NextAppt: __________ _ Client#: ____________ _ 

Do you have psychiatric advanced directives?     Y or N       If no, are interested in receiving information?  Y or N











Social Determinants of Health Assessment 
 
Client Name:___________________ Date of Birth:________________ Date:________ 

 
There are local programs to help you with needs that can affect your health. 

Are there things you need help with? 
 

1. Within the past 12 months, did you worry that your food would run out before 
you got money to buy more? 

Yes No 

       1.a. Is having enough food a current need or concern?* ☐ ☐ 

2. Within the past 12 months, did the food you bought just not last and you didn’t 
have money to get more? 

☐ ☐ 

       2.a. Is food not lasting a current need or concern? ☐ ☐ 

3. Do you have housing?* ☐ ☐ 

4. Are you worried about losing your housing? ☐ ☐ 

5. Within the past 12 months, have you or your family members you live with been 
unable to get utilities (heat, electricity) when it was really needed? 

☐ ☐ 

      5.a. Are having utilities a current need or concern? ☐ ☐ 

6. Within the past 12 months, has lack of transportation kept you from medical 
appointments, getting your medicines, non-medical meetings or appointments, 
work, or from getting things that you need? 

☐ ☐ 

     6.a. Is this a current need or concern? ☐ ☐ 

7. Do you feel physically and emotionally safe where you currently live? ☐ ☐ 

8. Within the past 12 months, have you been hit, slapped, kicked or otherwise 
physically hurt by someone? 

☐ ☐ 

     8.a. Is this a current concern?* ☐ ☐ 

9. Within the past 12 months, have you been humiliated or emotionally abused in other 
ways by your partner or ex-partner? 

☐ ☐ 

     9.a. Is this a current need or concern? ☐ ☐ 

10. In the past 12 months, have you had trouble affording health insurance (such as 
deductibles, co-payments, etc.) 

☐ ☐ 

     10.a. Is health insurance a current need or concern? ☐ ☐ 

11. In the past 12 months, have you had trouble paying for or accessing 
medications? 

☐ ☐ 

     11.a. Is this a current need or concern? ☐ ☐ 

12. In the past 12 months, have you had concerns over obtaining or maintaining 
employment? 

☐ ☐ 

     12.a. Is employment a current need or concern? ☐ ☐ 

 

CRITICAL: For completion by therapist/staff: ☐ Check and initial _______, confirming that if 

three (in bold) or more of items 1.a, 2.a, 3 (if no), 5.a, 6.a, 7 (if no), 8.a, 9.a, 10.a, 11.a, 12.a. are 
checked that a plan will be developed to address the deficits. 

 *Essential; needs to be addressed immediately. 














































