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Strategies

to Support Families & Communities





CHILDREN’S BUREAU - OAKWOOD FAMILY RESOURCE CENTER
Intake Form – Part I

Youngest Child’s Name:




 D.O.B:



 Gender:_______________________
Primary Caregiver’s  Name:



 D.O.B:



 Gender:




Phones:  Home (     )


    Alternate Phone # (     )



[image: image1.jpg]Referred By:





           Walk-In            Intake Call               Appointment

Permission to call back  (    Permission to leave message  (
Mental Emotional Status:____________________________________________________________________________

__________________________________________________________________________________________________

 Client History and Current Issues

Basic Needs
Psychosocial

	· Food/Nutrition
	· Alcohol Abuse
	· Sexual Identity

	· Medical Problems
	· Drug Abuse
	· Support Groups

	· Dental Problem
	· Anxiety/Panic
	· Teen Pregnancy

	· Lacks Health Ins.
	· Depression
	· YAP

	· Eviction Threat
	· Gang Involved
	· Other:

	· Inadeq Housing
	· Grief
	

	· Homeless
	· Marital Problem
	· Economic Development

	· Violence Threat
	· Job Stress
	· Financial

	· Ch Phys Abuse
	· Parent Education
	· Employment

	· Ch Sexl Abuse
	· Psych Eval
	· Child Care

	· Ad Sexl Asslt
	· Relationship Pr
	· Transportation

	· Dom Violence
	· School Problems
	· Other:

	· Other:
	· Sexual Assault
	


Motivation Level:
High
Medium
Low

Presenting Problem: _______________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Plan (Treatment Modality, duration and frequency of contact):___________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________School Readiness:

Does your child currently attend a Preschool/Childcare Center?


 YES


 NO

If yes, please complete the following information: Name of Pre-School/Child Care Provider: _______________________________ # of hours per week child is in care?_____ Name of Elementary School Child will attend? __________________________________

Are your child’s immunizations current?


 YES


 NO

Please check each of the following child care environments that your child has been in:


 Relative Care


 State/School District Preschool


 Head Start

 Even Start/Family Literacy


 Family Day Care Home

 Early Head Start



 Other Center Day Care

Please check if your child has special needs or you have concerns in any of the following:


 Health


 Vision


 Language/speech

 Learning

 Dental


 Physical/Motor


 Hearing

 Behavioral/social

 Emotional

 Nutrition




 Allergies (specify: ____________________________________________________)

Would you like to participate in a Community Association?

 YES


 NO

Referred to Program:____________________________________
Signature:





 Title:



 Date:





Children’s Bureau

Oakwood Family Resource Center

Intake Form – Part 2
Client Name______________________________

Worker’s Name ________________ ___________
History of Same or Similar Problem: ________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Precipitating Event for Current Referral:  _____________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Relevant Medical Information, Living Situation, Support Systems, Education/Employment, Legal/Criminal, Religious/Spiritual, Substance Abuse and Family of Origin History ________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SERVICE PLAN

1. Problem: ____________________________________________________________________________________

    Goal: ______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Problem: ____________________________________________________________________________________

   Goal: _______________________________________________________________________________________

_____________________________________________________________________________________________

3.Problem: ____________________________________________________________________________________

   Goal: _______________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________

Referrals:___________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________

______________________________________________________________________________________________________

_____________________
____________


_______________________________
_____________

Staff Signature


 Date



Case Manager’s Supervisor’s Signature
Date
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