Disability Rights Legal Center Cancer Legal Resource Center

919 Albany Street « Los Angeles, CA 90015
Toll Free: 866.THE.CLRC (866.843.2572)
Phone: 213.736.1455
TDD: 213.736.8310 Fax: 213.736.1428
Email: CLRC@LLS.edu

Cancer Legal Resource Center Web: www.CancerLegalResourceCenter.org

The CLRC is a joint program of the Disability Rights Legal Center & Loyola Law School

CLRC Intake Form

Disclosures

- We are alegal resource organization, so we can provide you with information about the laws that might
pertain to your situation and we can provide resources that may be able to assist you in enforcing your
rights. However, we do not provide leqal advice, legal expert referrals, direct legal
representation, or financial assistance.

- Completing this intake form will provide us with some necessary information regarding your situation.
After you have completed this form, it will be reviewed by a CLRC staff attorney, who may contact you
for additional information. Otherwise, you will be contacted with appropriate information and resources.

- Any information that you provide is kept confidential.

Contact Information

Full Name (First, Last):

Address:

City: State:  Zip Code:

Home Phone: ( ) Work Phone: ( )

Cell Phone: ( ) E-mail:

Preferred method of contact (check one): O Mmail O E-mail O Phone

How did you hear about the CLRC:

Person with Cancer (If you are contacting the CLRC on behalf of someone else)

Full Name (First, Last):

Address (if different from above):

City: State: Zip Code:

Note: appropriate legal information and resources will be collected based on the city, county, and state of the
person with cancer. Please indicate if another location should be used.

Gender (check one): ®male O Female Age:
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Race/Ethnicity (check one):

African American O Asian/Pacific Islander O Caucasian (White) O
Hispanic/Latino O Native American O other O

Annual household income range (check one):

$0-$12,000 O $12,001-$20,000 O $20,001-$30,0000
$30,001-$50,000 O $50,001-$80,000 O $80,000 + O

Decline to State O

Note: Resources are often based on income level and providing accurate information will help us to provide
resources that are the best match for you.

Source of Income (check one):
Employed O Public Benefits O Insurance O
None O uUnknown O other O

Number of people in household:

Type of cancer:

Can we use this anonymous statistical information for research purposes (check one): O Yes ONo
Reminder: Everything disclosed is confidential. Even if you give us permission to use your statistical
information for research purposes, none of your personally identifying information (name, address, phone, etc.)
will be disclosed to anyone outside of the CLRC.

Are you represented by an attorney in this matter (check one): Oves ONo

Note: the CLRC is limited in the resources that we can provide if you have an attorney retained on this matter.

Intake Information

Briefly explain what you need information about or assistance with:
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Specific intake questions:

If you are contacting us regarding an employment issue:

Name of employer (for a conflicts check):

Total number of employees:

Your length of employment:

Is there a company policy/manual that may apply to the situation (check one): Yes( No O

Are you a member of union a (check one): OYesONo
Is your employer a state governmental body or agency (check one): YesQO NoO
Is your employer a federal governmental body or agency (check one): YesO NoO

If you are contacting us regarding a health insurance issue:

Name of insurance company (for a conflicts check):

Type of insurance plan (check one):

PPOQO HMO O Medicaid O Medicare O
CcoBRAQ State COBRA PlanQ HIPAA PlanQO Major Risk Plan(Q
Other Individual Plan(Q) Other Group Plan(O
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If you are contacting us regarding a disability issue:

Type of disability insurance (check one):

State Disability Insurance (SDI) O Social Security Disability Insurance (SSDI)O

Supplemental Security Income (SSI)O Private Short Term Disability O

Private Long Term Disability O Don’t know O
Have you applied for public benefits (SDI, SSI, or SSDI) (check one): Yes O No O
Have you been denied for public benefits (check one): YesO No O
Type of public benefit denied (check one): sbiO ssiO sspiO

Reminders: All information provided to the CLRC is confidential. The CLRC does not give out legal advice.

Please return form:

By faxto:  (213) 736-1428
Attn: CLRC TAL

By e-mail to: CLRC@Ills.edu

By mail to: Loyola Law School
Cancer Legal Resource Center
919 Albany Street
Los Angeles, CA 90015

DISCLAIMER: The Cancer Legal Resource Center (CLRC) has no relationship or affiliation with the organizations to whom
we refer callers. Resources and referrals are provided solely for our callers’ information and convenience. Therefore, the CLRC disclaims
any and all liability for any action taken by any entity appearing on the CLRC'’s resource and referral lists.
Copyright Cancer Legal Resource Center 2009
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