
THE GATEWAY TO COMFORTING HANDS, LLC 
SUPPORTED LIVING CONSUMER PROFILE 

NAME  DOB  SEX 
        First                               Full Middle                    Last 

ADDRESS ___________________________________________________ PHONE # _________________________ 

        ____________________________________________________ iCONNECT # ______________________ 

DIRECTIONS TO HOME _________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________   

MEDICARE # _______________________________ MEDICAID # ________________________________________ 

SS# ________________________________ COMPETENCY STATUS ______________________________________ 

PARTICIPANT IN SUPPORTED LIVING SINCE _________________________________________________________ 

IF ADJUDICATED INCOMPETENT: 
GUARDIAN NAME _____________________________________________________________________________ 

ADDRESS  _____________________________________________________________________________ 

        _____________________________________________________________________________ 

PHONE #                  _____________________________________________________________________________ 

EMERGENCY CONTACT ______________________________________ RELATIONSHIP ______________________ 

ADDRESS               ______________________________________________________________________________ 

        ______________________________________________________________________________ 

PHONE #                ______________________________________________________________________________ 

OTHER FAMILY/FRIENDS/NEIGHBORS WHO HELP WITH PLANNING AND/OR PROVIDE SUPPORT: 

_______________________________  ___________________________________        __________________________ 
Name/rela>onship    name/rela>onship           name/rela>onship 

_______________________________  ___________________________________        __________________________                           
Address     address            address 

_______________________________  ___________________________________        __________________________                           
Phone #     phone #            phone #
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