USE THIS FORM FOR 2026

 BRANCH AREA TRANSIT AUTHORITY

LAURELS CLIENT INTAKE FORM

AREA AGENCY ON AGING GRANT PROGRAM
                                                                             WHEEL CHAIR PATIENT:   YES                NO

BIRTH DATE:                                                           /N
MUST BE 60 YEARS OF AGE OR OLDER TO QUALIFY FOR THIS PROGRAM

MEDICAID PARTICIPANT:               YES*                 NO

*IF YES YOU DO NOT QUALIFY FOR THIS PROGRAM
                          FIRST NAME:                        MIDDLE INITIAL:               MIDDLE INT:           MIDDLE INT                                                                                                                                                          
                          LAST NAME:                                                                                                         

                                                                      WING: _______          HEAD NURSE: _______________________________
   CLIENT GENDER (ASSIGNED AT BIRTH):  FEMALE                  MALE             OTHER                PREFER NOT TO SAY              NO RESPONSE/UNKNOWNN

             DO YOU CONSIDER YOURSELF TO BE TRANSGENDER OR GENDER NON-CONFORMING?  YES           NO

             CLIENT SEXUAL ORIENTATION:                                                                                                                                                                             


STRAIGHT/HETEROSEXUAL 

PREFER NOT TO SAY

 LESBIAN 

 OTHER

 GAY 

NO RESPONSE/UNKNOWN

 BISEXUAL 

 RACE (CHECK ALL THAT APPLY):  WHITE
 BLACK             HISPANIC             ASIAN
                                                   HAWAIIAN/ PACIFIC ISLANDER              AMERICAN INDIAN/ ESKIMO

ANNUAL INCOME:       SINGLE = $15,650
    ABOVE              BELOW

                                     TWO PERSON = $21,150    ABOVE               BELOW
                                         
I UNDERSTAND THAT THE INFORMATION I AM PROVIDING ON THIS FORM WILL BE USED FOR STATE AND FEDERAL REPORTING REQUIREMENTS

 THIS FORM IS INTENDED UNLESS I AUTHORIZE IT OR A COURT ORDERS IT.  BY SIGNING THIS FORM I AM ACKNOWLEDGING RECEIPT OF THE AREA AGENCY ON AGING GRANT PROGRAM CLIENT LETTER WITH DONATION, COMPLAINT, AND NON-DISCRIMINATION INFORMATION.
 SIGNATURE ___________________________________________________

CLIENT, FAMILY MEMBER, OR LEGAL GUARDIAN                                         
                                          01/6/2026

