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Field Name Type Contents

LAST NAME R Person’s last name.

SUFFIX O Person’s last name suffix. (e.g., Jr, Sr, II)

FIRST NAME R Person’s first name.

MIDDLE NAME O Person’s middle name.

CLIENT ID O Person’s statewide identification number.

LOCAL CASE NUMBER R Person’s local case number.

COMPONENT CODE R Component code.

ACTION ADD O/R You must check this box if data is to be added to
CARE.

ACTION CHANGE O/R You must check this box if data is a change to data
already in CARE.

ACTION DELETE O/R You must check this box if data is to be deleted from
CARE.

DETERMINATION DATE R Date of determination for person’s need for
hospitalization.  MMDDYY format.

DOES PERSON NEED R Y (Yes) or N (No) to indicate if the person needs
FURTHER HOSPITALIZATION? further hospitalization.

COMPLETED BY R Signature of person completing form.

DATE R Date form is completed.


