
 

Client Data Form                                                                                       AWC-E CDF-300-2 (04/27/2010)  

Client Data Questionnaire 
 
This information will help us to track your progress with our facility.  Please answer each of these 
questions as accurately as you can.  Should you have any questions, feel free to ask.  Your responses 
will be treated in a confidential manner. 
 
 

           Today’s Date: 

              Your Name: 

          Sponser SSN: 

        Service Branch:              

            

            

            

Sex: 

Date of Birth: 

Your Assigned UNIT: 

Home Phone: 

Email Address: 

Emergency Contact: 

PCM Doctor: 

___________ 

________________________________________ 

__________________________               Rank:                 

□ Active Duty   □ Reservist  □ Family Member  □ Civilian □ Retiree                   

□ Local National  □ Contractor   

HT:              (inches)                 WT:                 (pounds) 

 □ Male     □  Female      

_________ 

                                                                                                                             

____________________                        Mobile Ph:                                           

_____________________________________________ 

                                                                                                                              

Name:                                                              Phone: ____________________           

 

  

Drug allergies?________________________________________________________ 
 
This document may contain information covered under the Privacy Act, 5 USC 552(a), and/or the Health Insurance Portability and 
Accountability Act (PL 104-191) and its various implementing regulations and must be protected in accordance with those 
provisions. Healthcare information is personal and sensitive and must be treated accordingly. If this correspondence contains 
healthcare information, it is being provided to you after appropriate authorization from the patient or under circumstances that don’t 
require patient authorization. You , the recipient, are obligated to maintain it in a safe, secure and confidential manner. Redisclosure 
without additional patient consent or as permitted by law is prohibited. Unauthorized rediclosure or failure to maintain confidentiality 
subjects you to application of appropriate sanction. If you have received this correspondence in error, please notify the sender at 
once and destroy any copies you have made. 
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