Georgia Department of Human Resources


SOCIAL DATA REPORT

	A. Identification:           ٱ Medicaid      ٱ TANF
1. Name of Individual _________________________________________________

                                     First                      Middle                             Last

2. Address: _________________________________________________________

3. Individual’s Status:  ٱ A. Applicant     ٱ B. Recipient

4. Social report status: ٱ A. Initial investigation     ٱ B. Reinvestigation
	5. County Name ___________________

6. AU ID: ________________________

7. Gender: ______  8. Race: __________

9. Birth date: ______________________

10.Marital status: ___________________




	B. Current Assistance and Benefits: (complete applicable items)

1. Public Assistance  (a) to applicant ___________________     (b) to others in household ______________________

2. Other agencies (such as DPH, VRD, Workmen’s Compensation, OASDI – date of entitlement) ________________

    ____________________________________________________________________________________________

3. Veteran:  ٱ Yes     ٱ No     Receiving pension through Veteran’s Administration: ٱ Yes     ٱ No

    Had hospitalization through VA? ___________  Date and site: _________________________________________




	C. Present Conditions:

                                        ٱ Alone            ٱ With spouse & children   ٱ With parents     ٱ With non-relatives

1. Living Arrangement:  ٱ With spouse  ٱ With children                   ٱ With relatives   ٱ Nursing home or institution

2. Describe composition of household, approximate ages and health of members, type of housing, names of other   

    Medicaid recipients: __________________________________________________________________________

    ___________________________________________________________________________________________

    ___________________________________________________________________________________________

    ___________________________________________________________________________________________

    ___________________________________________________________________________________________

    ___________________________________________________________________________________________

    ___________________________________________________________________________________________




	D. Education:

1. Grade completed (circle one)     1         2         3         4         5         6         7         8         9         10         11         12

2. College or additional education (specify) __________________________________________________________

3. Special training (describe) ______________________________________________________________________

4. Quality of student _______________________   5. Reason for terminating school _________________________




	E. Employment Record or Homemaking: (Do not list employer’s name)

1.

Date

Part

Time

Full

Time

Description of work performed

Reason for leaving

From

To

2. If rejected for work because of disability, explain: ___________________________________________________________

    ___________________________________________________________________________________________________

3. Describe how disability affects homemaking and child caring roles: _____________________________________________

   ____________________________________________________________________________________________________

4. Who is responsible for homemaking and/or child care? _______________________________________________________

    ___________________________________________________________________________________________________

5. Does employment of the type individual has performed exist in community?  ٱ Yes     ٱ No     If yes, describe.

    Is person doing any work now? _________________________________________________________________________

_____________________________________________________________________________________________________




	F. Vocational Rehabilitation:

1. Office of Rehabilitation Services status (date referred)______________________________Decision and plans:____________

    ____________________________________________________________________________________

    ____________________________________________________________________________________

    ____________________________________________________________________________________

    ____________________________________________________________________________________

2. Other treatment and/or rehabilitative efforts: (Heart, Tumor, Clinics, ETMH, DPH, any Health Clinics): __________________

    ____________________________________________________________________________________

    ____________________________________________________________________________________

    ____________________________________________________________________________________

    ____________________________________________________________________________________




	G. Limitations of Activity: (Description of individual as a disabled person)

1. ٱ Bedridden     ٱ Chair     ٱ Housebound     ٱ Ambulatory

2. Onset of present disability (please fill in date): _______________________________________________________________

    How has condition changed recently: ______________________________________________________________________

3. Discuss all physical and mental limitations, handicaps, remaining capacities.  Describe how and to what extent person does 

    things for self, how well gets around, help required from others, usual daily activities, etc.  Compare present activities to those 

    prior to present illness.  Include family’s and applicant’s attitude toward disability. __________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________

   ____________________________________________________________________________________




	H. 1. Is person now usefully employed? (describe) ______________________________________________________________

      ____________________________________________________________________________________________________

      ____________________________________________________________________________________________________

      2. Amount of monthly gross income from above employment (include monetary value of income in kind): _______________

      ____________________________________________________________________________________________________

      ____________________________________________________________________________________________________

      3. Is person’s pattern to perform seasonal work when available? ________________________________________________

       ___________________________________________________________________________________________________

      ____________________________________________________________________________________________________

      4. How has he managed to live since onset of disability? ______________________________________________________

      ____________________________________________________________________________________________________

      ____________________________________________________________________________________________________

      5. When and how was person first known to this agency?______________________________________________________

      ____________________________________________________________________________________________________

      ____________________________________________________________________________________________________

      


	Date completed: ____________________        Signature of Investigator __________________________




Form 188 (R. 04/04)


