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BACKGROUND INFORMATION ABOUT CLIENT/CONSTITUENT 
(Please provide to legislator’s staff) 

 

 

 

Name of Constituent/Client: _________________________________ 

 

Address:    _________________________________ 

 

Name of Home Care Agency: _________________________________ 

 

Home Care Agency Contact  

Name and Phone Number:  _________________________________ 

 

Date and Time of Visit:  _________________________________ 

 

Number of Hours of Home Care  

Client is Receiving:   _________________________________ 

 

 

 

Biographical / Background Information about Client (50 words or less): 

 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 


