FLORIDA DEPARTMENT OF JUVENILE JUSTICE

*w

PERSONAL AND HEALTH-RELATED INFORMATION

FACILITY NAME: DATE:

DJJID #

YOUTH’S PERSONAL INFORMATION

NAME OF YOUTH:
First Middle Last
Youth First Alias:
Date of Birth: Age: Eyes: Hair:
Race: Religious Preference:
Youth Address:
Street Address City State Zip Code County
Telephone # (home): Telephone # (mobile):
School Information: Grade completed:
School Name City/State County

PARENT/GUARDIAN INFORMATION

Name of Parent/Guardian .
First Middle Last Relationship

Address:

Street Address City State Zip Code County

Telephone # (home): Telephone # (mobile):

COMMUNITY HEALTH CARE PROVIDER INFORMATION

Physician

Name of Primary Care Physician:
First Last
Address:
Street Address City State Zip Code

Telephone # (office): Telephone # (mobile/pager):

Specialist
Specialist Name:

First Last Specialty
Address:
Street Address City State Zip Code

Telephone # (office): Telephone # (mobile/pager):
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FLORIDA DEPARTMENT OF JUVENILE JUSTICE

Dentist
Dentist Name:
First Last
Address:
Street Address City State  Zip Code
Telephone # (office): Telephone # (mobile/pager):

COMMUNITY MENTAL HEALTH PROVIDER INFORMATION

Provider Name:

First Last Title
Address:
Street Address City State Zip Code
Telephone # (office): Telephone # (mobile/pager):
COMMUNITY HEALTH PROVIDERS INFORMATION
Hospital: Last inpatient stay:
Date
Mental Health Facility: Last inpatient stay:
Date
County Health Department:
Name County State
HEALTH INSURANCE INFORMATION
[] NoNE
Insurance Company:
Name of Company
Insurance Address:
Street Address City State  Zip code
Telephone Number:
(Area code) number
Policy Information:
Insured Name Insured SSN Insured DOB  Relationship
Insurance ID # Policy # Group #
NOTE: PLEASE PROVIDE A COPY OF INSURANCE CARD TO FILE IN INDIVIDUAL HEALTH CARE RECORD.
MEDICAID INSURANCE INFORMATION
[] NOT APPLICABLE
Identification Number:
State Medicaid Number State
Name of Medicaid Program Case Manager Name
CASE CONTACTS
Juvenile Probation Officer Unit Phone: Work and Mobile
PAGEﬁ OF 2 Save As Reset/Clear Form Print Form
FORM HS023

63M-2.062 REV. January 2024



	facilityname: 
	dateformcompleted: 
	djjid: 
	youthfirstname: 
	youthmiddlename: 
	youthlastname: 
	youthfirstalias: 
	youthdob: 
	youthage: 
	youtheyes: 
	youthhair: 
	youthrace: 
	youthreligion: 
	youthstreetaddress: 
	youthcity: 
	youthstate: 
	youthzip: 
	youthcounty: 
	youthhomephone: 
	youthcellphone: 
	youthschoolname: 
	schoolcitystate: 
	schoolcounty: 
	gradecompleted: 
	parentfirstname: 
	parentmiddlename: 
	parentlastname: 
	parentrelationship: 
	parentstreetaddress: 
	parentcity: 
	parentstate: 
	parentzip: 
	parentcounty: 
	parenthomephone: 
	parentcellphone: 
	pcphysicianfirstname: 
	pcphysicianlastname: 
	pcphysicianstreetaddress: 
	pccity: 
	pcstate: 
	pczip: 
	pcofficephone: 
	pccellphone: 
	specfirstname: 
	speclastname: 
	specspecialty: 
	specstreetaddress: 
	speccity: 
	specstate: 
	speczip: 
	specofficephone: 
	speccellphone: 
	dentistfirstname: 
	dentistlastname: 
	dentiststreetaddress: 
	dentistcity: 
	dentiststate: 
	dentistzip: 
	dentistofficephone: 
	dentistcellphone: 
	mhproviderfirstname: 
	mhproviderlastname: 
	mhprovidertitle: 
	mhproviderstreetaddress: 
	mhprovidercity: 
	mhproviderstate: 
	mhproviderzip: 
	mhproviderofficephone: 
	mhprovidercellphone: 
	prefhospital: 
	hospitalimpatientstay: 
	prefmhfacility: 
	mhfacilityimpatientstay: 
	countyhealthdeptname: 
	countyhealthdeptcounty: 
	countyhealthdeptstate: 
	nohealthinsurance: Off
	namehealthinsurancecompany: 
	healthinsurancestreetaddress: 
	healthinsuranceprovidercity: 
	healthinsuranceproviderstate: 
	healthinsuranceproviderzip: 
	healthinsuranceproviderphone: 
	insuredname: 
	insuredssn: 
	insureddob: 
	insuredrelationship: 
	healthinsuranceid: 
	healthinsurancepolicy#: 
	healthinsurancegroupnumber: 
	nomedicaid: Off
	statemedicaidnumber: 
	medicaidstate: 
	medicaidname: 
	medicaidcasemanager: 
	JPOname: 
	JPOunit: 
	JPOtel#t: 
	JPOcellorpager#: 
	save: 
	reset form: 
	print form: 


