

Family Intake Form 

Date___________________

                          For the Head of Household 


Please fill out separate form for each adult in the household

1. Full Name: 

___________________________________________      (First, MI, Last)

2. SSN:


________________________________

SSN Data quality 
(__Full SSN recorded    __Partial    __Don’t know or Don’t have SSN   __Refused)

3. Date of Birth: 

___/___/______

4. Gender:    

__Male   __Female   __ Transgender  __Unknown

5. Ethnicity:   

__Hispanic /Latino  __Non-Hispanic/Latino

6. Primary Race: 

_________________________________________

7. Secondary Race

_________________________________________

8. Please specify type of household__________________________________________

9. Head of Household? __Yes  __No

10. If no, please specify relationship to the head of household _______________________________

11. Are you a Juvenile Parent? __________

12. Night Before Program Entry/Prior Living Situation

13. Length of stay at previous Place________________________

14. Homeless? ___Yes  ___No

15. How long have you been homeless?_____________________

16. Zip code of the last permanent address (where you lived last for 90 days or longer) _____________

17. Are you a Veteran? ______________

If veteran, please answer the following questions:

a.) Military service eras________________________________________

b.) Duration of active duty_______________________________

c.) Served in a war zone? __Yes   __No

d.) If yes, name the war zone_____________________________

e.) If yes, number of months in war zone____________________

f.) Received hostile or friendly fire?_______________________

g.) Branch of the military _____________________________

h.) Discharge status_________________________________

18. Do you have a disabling condition? __Yes  __No 

19. If yes, is it a condition of long duration? __Yes  __No

20. If yes, please check all that apply ___Physical Disability  __ Developmental Disability  __ HIV/AIDS 

__Mental Health  __Alcohol Abuse  __ Drug Abuse
21. Domestic Violence Victim? __Yes  __No
If yes, when did the experience occur? ___________________________________

22. Please list the amount of income for all that apply to you:

$__________Earned Income

$__________Unemployment Insurance

$__________Supplemental Security Income or SSI

$__________Social Security Disability Income (SSDI)

$__________A veteran’s disability payment

$__________Private disability Insurance
$__________Worker’s Compensation

$__________TANF (Temporary Assistance for Needy Families

$__________General Assistance

$__________Retirement income from SS

$__________Veteran’s pension

$__________Pension from a former job

$__________Child Support

$__________Alimony or other spousal support

$__________Food stamps or money for food on benefit card

$__________Other source

$__________No financial resources

Total 
$__________monthly income

23. Non-Cash Benefits:

__________Medicaid health insurance program
__________Medicare health insurance program

__________State Children’s health insurance program

__________Special Supplemental Nutrition Program for women, Infants and children (WIC)

__________Veteran’s Administration (VA) Medical Services

__________TANF child care services

__________TANF transportation services

__________Other TANF-funded services

__________Section-8, public housing, or other rental assistance

__________Other source (specify)

24. Employed? __Yes  __No

25. Highest Level of Education______________________________________________________

26. Received vocational training or apprenticeship certificate? __Yes  __No

27. Post-Secondary degrees (Please specify)______________________________________________

28. Health status compared to people your age? _____________________________

29. Pregnant? __Yes  __No 

30. If pregnant, due date _________________

                                 
                                           Family Intake Form           Date___________________
Spouse or another adult (19 and up) in the family

Please fill out separate form for each adult in the household

1.     Full Name: 

___________________________________________      (First, MI, Last)

2. SSN:


________________________________

SSN Data quality 
(__Full SSN recorded    __Partial    __Don’t know or Don’t have SSN   __Refused)

3. Date of Birth: 

___/___/______

4. Gender:    

__Male   __Female   __ Transgender  __Unknown

5. Ethnicity:   

__Hispanic /Latino  __Non-Hispanic/Latino

6. Primary Race: 

_________________________________________

7. Secondary Race

_________________________________________

8. Please specify type of household__________________________________________

9. Head of Household? __Yes  __No

10. If no, please specify relationship to the head of household _______________________________

11. Are you a Juvenile Parent? __________

12. Night Before Program Entry/Prior Living Situation

13. Length of stay at previous Place________________________

14. Homeless? ___Yes  ___No

15. How long have you been homeless?_____________________

16. Zip code of the last permanent address (where you lived last for 90 days or longer) _____________

17. Are you a Veteran? ______________

If veteran, please answer the following questions:

i.) Military service eras________________________________________

j.) Duration of active duty_______________________________

k.) Served in a war zone? __Yes   __No

l.) If yes, name the war zone_____________________________

m.) If yes, number of months in war zone____________________

n.) Received hostile or friendly fire?_______________________

o.) Branch of the military _____________________________

p.) Discharge status_________________________________

18. Do you have a disabling condition? __Yes  __No 

19. If yes, is it a condition of long duration? __Yes  __No

20. If yes, please check all that apply ___Physical Disability  __ Developmental Disability  __ HIV/AIDS 

__Mental Health  __Alcohol Abuse  __ Drug Abuse

21. Domestic Violence Victim? __Yes  __No

22. If yes, when did the experience occur? ___________________________________

23. Please list the amount of income for all that apply to you:

$__________Earned Income

$__________Unemployment Insurance

$__________Supplemental Security Income or SSI

$__________Social Security Disability Income (SSDI)

$__________A veteran’s disability payment

$__________Private disability Insurance

$__________Worker’s Compensation

$__________TANF (Temporary Assistance for Needy Families

$__________General Assistance

$__________Retirement income from SS

$__________Veteran’s pension

$__________Pension from a former job

$__________Child Support

$__________Alimony or other spousal support

$__________Food stamps or money for food on benefit card

$__________Other source

$__________No financial resources

Total 
$__________monthly income

24. Non-Cash Benefits:

__________Medicaid health insurance program

__________Medicare health insurance program

__________State Children’s health insurance program

__________Special Supplemental Nutrition Program for women, Infants and children (WIC)

__________Veteran’s Administration (VA) Medical Services

__________TANF child care services

__________TANF transportation services

__________Other TANF-funded services

__________Section-8, public housing, or other rental assistance

__________Other source (specify)

25. Employed? __Yes  __No

26. Highest Level of Education______________________________________________________

27. Received vocational training or apprenticeship certificate? __Yes  __No

28. Post-Secondary degrees (Please specify)______________________________________________

29. Health status compared to people your age? _____________________________

30. Pregnant? __Yes  __No 

31. If pregnant, due date _________________

                            Children in the Household (please copy this page for additional children)
1.    Full Name: 

___________________________________________      (First, MI, Last)

2. SSN:


________________________________

SSN Data quality 
(__Full SSN recorded    __Partial    __Don’t know or Don’t have SSN   __Refused)

3. Date of Birth: 

___/___/______

4. Gender:    

__Male   __Female   __ Transgender  __Unknown

5. Ethnicity:   

__Hispanic /Latino  __Non-Hispanic/Latino

6. Primary Race: 

_________________________________________

7. Secondary Race

_________________________________________

8. Does this child have a disability? __Yes  __No    (please specify_________________________________________) 

9. Does this child have a health insurance? __Yes  __No    (please specify___________________________________)

10. Currently Enrolled in School? __Yes  __No

11. If yes, name of child’s school __________________________________________________

12. If yes, type of school:    __Public  __Parochial or other private school

13. If not enrolled, last date of enrollment  ___/_________(Month/Year)

14. If not enrolled, identify problems in enrolling child:

__None 
__Residency requirements        
__Availability of school records

__Birth Certificate 
__Legal


__Guardianship requirements
__Transportation 
__Lack of available preschool programs

__Immunization requirements

__Physical examination records

__Other (please specify) ____________________________________
1.    Full Name: 

___________________________________________      (First, MI, Last)

15. SSN:


________________________________

SSN Data quality 
(__Full SSN recorded    __Partial    __Don’t know or Don’t have SSN   __Refused)

16. Date of Birth: 

___/___/______

17. Gender:    

__Male   __Female   __ Transgender  __Unknown

18. Ethnicity:   

__Hispanic /Latino  __Non-Hispanic/Latino

19. Primary Race: 

_________________________________________

20. Secondary Race

_________________________________________

21. Does this child have a disability? __Yes  __No    (please specify_________________________________________) 

22. Does this child have a health insurance? __Yes  __No    (please specify___________________________________)

23. Currently Enrolled in School? __Yes  __No

24. If yes, name of child’s school __________________________________________________

25. If yes, type of school:    __Public  __Parochial or other private school

26. If not enrolled, last date of enrollment  ___/_________(Month/Year)

27. If not enrolled, identify problems in enrolling child:

__None 
__Residency requirements        
__Availability of school records

__Birth Certificate 
__Legal


__Guardianship requirements

__Transportation 
__Lack of available preschool programs

__Immunization requirements

__Physical examination records

__Other (please specify) _____________________________________
Family Exit Form
    Date________________
Please fill out separate form for each adult in the household

1. All Household members exiting the program?
__Yes
__No

2. If “No” list clients that are exiting the program _____________________________________________________
___________________________________________________________________________________________

3. Reason for Leaving (check one)  __Completed Program
__Criminal Activity/Violence
__Death

__Disagreement with rules/persons
__Left for housing opportunity before completing the program

__Left for treatment
__Moved in with Family
     __Needs could not be met
__Non-compliance

__Non-payment of rent
    __Other (Explain)_______________
__Reached maximum time allowed
__Returned to previous residence      __Reunited with family
__Unknown/Disappeared

4. Destination (check one)

__Bearding home
__Don’t know
__Emergency Shelter


__Foster care/Foster care group home
__Hospital (non psychiatric)
__Hotel/Motel 
  __Nursing home

__Jail/Prison/Juvenile detention center
 __Other (explain)_________________________________________

__Other Supportive Housing  
__Own House/Apartment
__Permanent housing for formally homeless (S+C, SHP, etc.)
       __Places not meant for habitation    __Psychiatric hospital/facility    __Refused


__Rental room/house/apartment
__Staying with family member
__Staying with friends



__Substance Abuse Treatment/detox center
__Transitional housing for homeless


5. Tenure (check one)
__Permanent 
__Transitional
__Don’t Know
__Refused

6. Subsidy

__None
       __Public Housing    __Section 8     __S+C    __HOME program    __HOPWA program

__Other housing subsidy     __Don’t know    __Refused

7. Please list the amount of income (at EXIT) for all that apply to you:
__Check here if same as at Entry
$__________Earned Income

$__________Unemployment Insurance

$__________Supplemental Security Income or SSI

$__________Social Security Disability Income (SSDI)

$__________A veteran’s disability payment

$__________Private disability Insurance

$__________Worker’s Compensation

$__________TANF (Temporary Assistance for Needy Families

$__________General Assistance

$__________Retirement income from SS

$__________Veteran’s pension

$__________Pension from a former job

$__________Child Support

$__________Alimony or other spousal support

$__________Food stamps or money for food on benefit card

$__________Other source

$__________No financial resources

Total 
$__________monthly income

8. Non-Cash Benefits:

__________Medicaid health insurance program

__________Medicare health insurance program

__________State Children’s health insurance program

__________Special Supplemental Nutrition Program for women, Infants and children (WIC)

__________Veteran’s Administration (VA) Medical Services

__________TANF child care services

__________TANF transportation services

__________Other TANF-funded services

__________Section-8, public housing, or other rental assistance

__________Other source (specify)

