
CHAMPS CLINIC 
Intake/Application for Services Sheet 

Date:             Referred by:  

Are you already represented by an attorney   e

 Completed by: 

o 

CHAMPS is an interdisciplinary effort to address patient health, legal and social needs. To 
do so, CHAMPS’s staff and students work with the health team at Palmetto Health, USC 
School of Medicine, and PH-USC Medical Group, including: physicians, nurses, social 
workers, financial counselors, and other hospital staff to solve problems affecting sick 
children. As part of our joint efforts, members of the health team participate in case 
acceptance and case discussions. We also provide a brief update to the social worker or other 
person who referred you to us. Additionally, we do not disclose any information which could 
be harmful to your legal interests. 

Do you consent to having members of the health team participate when we discuss your case 
at case acceptance?  Yes       No

May we contact the person who referred you to us to thank them for the referral and to let 
them know our first steps? Yes No

Client (Parent/Guardian) Demographic Information: 

Last Name: 

Language (i  o  English):

e  

e  

VM OK?            Text OK? 

VM OK? Text OK?

Phone:

Phone: 

Email : 

Parent on Medicaid? Yes

Disability: Yes       No           Gender: 

        No 

First Name: 

Relationship to Child: 

DOB:

Race/Ethnicity:

Marital Status:

Spouse/Partner Name & DOB:

Address:

Former Client?  Yes          No



Last:

Gender: 

         Child Receiving Medicaid? Yes        No

ate o  enia   N P  Medicaid 

Possi e ss es   Medicaid          nd o  i e P annin        o sin           d cation 

d erse Parties na e  address  one    

Child’s Information 

First: M: 

:          rade

Address (if different from above):

Phone (if different than above): 

School:

Health-Harming Legal Needs & Reason for Intake

 Diagnosis & Description of Health Problems



N er o  Dependents/Children in Ho se o d  N er o  Adults in Ho se o d      

INCOME SOURCES ASSETS 
Employment #1 Cash/Savings 
Employment #2 Real Estate (not primary 

home) 
SSI Car Make/Model 
SSDI Car Make/Model 
Child Support Other 
Unemployment          TOTAL 
Pension/Retirement 
TANF EXPENSES: 
Other Rent/Mortgage 

(arrearage) 
N P Utilities: Gas(arrearage) 

 Utilities: Electric 
(arrearage) 
Utilities: Water 
(arrearage) 

          TOTAL

ta  ate ote

            N
             

May we screen for whether you are eligible for Medicaid as a parent/caregiver?  Y  

: List Full Names, DOB, Relationship of Everyone Living in Home

(estimated monthly)

(estimated monthly)
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