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GENERAL INTAKE FORM
Information on Identified Client

Date:
Identified Client:
FITST Name ™I Last Name
Address
NUMDET & Street Tty State ZIp
Telephone
Day EVening Emergency
Medical Coverage
Parent Thitd EXpiTation Date TD NUMBber
Identified Client is:
Thid Age Caretaker
Gender
vaie Female Transgender
Race\Ethnicity
African-American HiSpanic\Latno Astan Natlve American
Cont.
Caucasian Haitian Creole Tape verdean Other (Please Name) |
Biracial
mvothers HECE\I:InnICI[y Fathers Hace\l:mnTcny
Children in Family Mother’s Family Father’s Family
GITS BOYS GITTS BOYS
Housing Difficulties | Present at referral
YEs NO TTYES, Type of difficulty
Guardian
vother Father Other (describe) Type of Employment
Domestic Violence
Viother Fater Other (Jescribe) . Any domestic violence In the past b montns? (describe)
Cont.
DOes perpetrator five i the home? Other mformation on perpetrator
Current
Hospitalization
Yes NO Reason Hospital
Past
Hospitalization(s)
YES NO Reason(s) NO. Times Hospital
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Intake form continued

Ideations\Gestures Suicide Homicide
Yes NO [ Yes NO OTher (describe)
DSM-IV Diagnosis
Describe

Substance Abuse

YEs NO HiIsTory
Sex Abuse

Yes No History
Physical Abuse

YES NO HISTOTY
Fire Setting

Yes NO HISTory
Running

Yes NO HISToTy
Referred Child is in

PSychiaric Hospia—— Resaentat Factty —— OwnFamiy Home —— FOoSter care Group Home other(describe)
System
Involvement

DSS DVIR DYS DVH CTHINS Other (describe)

Intake Team

Client Strengths\Interests:

Additional Comments:




