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Section I-Facility Residence 

Participant Name: ______________________________Medicaid ID #: ____________________ 

Facility of Residence: ______________________________ 

Facility Address: __________________________________   Facility contact: ______________ 

     __________________________________   Phone number: ________________ 

Guardian/Caregiver Name: _______________________ Relationship:_____________________ 

  Address: _________________________  Home Phone: ____________________ 

      _________________________  Work Phone: _____________________ 

      _________________________  Cell Phone: ______________________ 

Community Navigator: _____________________ Provider Agency: ______________________ 

Other contacts (names/numbers/relationship):_________________________________________ 
______________________________________________________________________________
Section II-Community Residence   Note: A new form must be completed if the resident moves during the 
24-month Study. 
B2I Participant Address: ___________________________    Home Phone: _________________ 

        _________________________________   Cell Phone: __________________ 

        _________________________________  Work/Other Phone:_____________ 

Special Directions: ______________________________________________________________ 

Guardian/Caregiver Name: _______________________ Relationship:_____________________ 

  Address: __________________________ Home Phone: ____________________ 

      __________________________ Work Phone: ____________________ 

      __________________________ Cell Phone: ______________________ 

Community Navigator: _____________________ Provider Agency: ______________________ 

Other contacts (names/numbers/relationship):_________________________________________ 
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