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	Paradise Ridge Family Resource Center

Household Information Form
	Today’s Date: _____/______/___________
Contact:  Phone (      Office (        Field (



	Person #
	Household / Family Member
(First & Last Name)

(List school attended

under children’s name)
	Relation
	Sex (M / F)
	Birth Date
(mm/dd/year)
	Social Security Number
	Medi-Cal Status
	Marital

Status
	Education
	Ethnicity
	Language
	Disability
	Employment
	Victim Witness

	1.
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	6.
	
	
	
	
	
	
	
	
	
	
	
	
	

	7.
	
	
	
	
	
	
	
	
	
	
	
	
	

	Street Address:


	City:
	Zip Code:
	Phone 1: (______) _______-________ ( H / W / C / M)

Phone 2: (______) _______-________ ( H / W / C / M)

	Income Source:   

□ Employment           

□ Child Support        

□ Unemployment     

□ General Assistance           

□ Other Public Assistance

□ ILP 


	          ( all that apply.
□ TANF/Cal Works


□ Retirement /Pension 

□ Food Stamps

□ Social Security

□ Social Security Disability

□ Other:


____________ 
	Services Currently Being Utilized:

□ ILP Aftercare

□ CSD

□ CA Rehab Dept.

□ PIC

□ Credit Counseling

□ PEN

□ Far Northern

□ TAPP

□ Counseling

□ CalWorks

□ SEA Center

□ EOPS

□ Housing $ ________        
□ N/A


□ Other____________
	Total Monthly Household Income (from all sources):

$ _________________

Housing:
□ Own
    □ Rent

□ Homeless   □ Temporary
□ Other
	MediCal Eligible?    
    Yes  (         No  ( 


Copy of MC card(s) received?  
    Yes  (         No  (

	Reason(s) for seeking resources: Circle each number that applies.

1. Information  2. Stress  3. Parent Education  4. Substance Abuse  5. Child Care  6. Food/Financial  7.  Runaway  8. Child Abuse  9. Child Neglect  10. Financial Needs    11. Medical Needs  12. Utilities/Financial  13. Child out-of-control  14. Third Party Caller  15. Domestic Violence  16. Basic Needs  17. Clothing/Financial 18. Transportation Needs  19. Shelter/Financial 

	Referred by:  ( Self         ( Friend/Family        ( Church        ( School   

 ( Health Care Provider  ( Law Enforcement/Probation  ( Social Service 

Name of Provider 








	Was a Confidentiality Policy and Consent to Exchange Information form signed? 

 (  Yes          (  No

Date Of Expiration: _____/_______/____________  (One year form signing date)


Information Codes:
	Relationship to Head of Household
1 = Parent                 8 = Cousin    
2 = Son/Daughter      9 = Partner

3 = Sibling               10 = Family Friend
4 = Step Parent       11 = Other
5 = Grand Parent      
6 = Foster Parent    13 = Spouse
7 = Aunt/Uncle 

14 = Head of Household

	Medi-Cal Status:
1 = Eligible– not enrolled

2 = Enrolled
3 = Application in progress
4 = Unknown
5 = Refused
6 = N/A

	Marital Status:

1= Never married
2= Married
3= Separated
4= Divorced
5= Widowed  
6= Living /partner
9= Unknown
	Education:

0 = None /Preschool 

1 -12 First through 12th grade 
       including GED (12)

13 = Some College
14 = Associates/ Tech school
16 = Bachelors
18= Masters
20=PhD, MD or other
     advanced  degree
22= Post-Doctoral training 
	Ethnicity:
1 = Asian/Pacific
2 = African American
3 = White
4 = Hispanic
5 = Native American
6 = Multi-racial 
7 = Other
8 = Pacific Islander
9 = Filipino
10=Unknown
	Language:
1 = English

2 = Spanish
3 = American Indian
4 = Hindu
5 = Korean
6 = Japanese
7 = Chinese
8 = Southeast Asian
10=Other

	Disability:

1 = Physically Disabled

6 = Speech Impairment  

2 = Developmentally Disabled
7 = Physical Mobility Impairment

3 = Learning Disabled

8 = Substance Abuse
4 = Hearing Impairment

9 = Other ________________
5 = Visual Impairment

10=Not applicable
	Employment:

1 = Not Employed

6 = Retired
2 = Part Time

7 = Disabled
3 = Full Time

8 = Active Military
4 = Seasonal/Non  Migrant
9 = School
5 = Seasonal Migrant


	Victim Witness

1 = Yes

2 = No
	Phone Type:

H = Home

W = Work

C = Cell

M = Message only

	
	
	
	


Client  Agreement

SERVICES: I understand that all services are voluntary.  I have the right to be informed about services, to participate in their selection of, and to withdraw this consent at any time, except to the extent that action has already been taken.  Case Management services include; family assessment of basic needs, health, mental health, educational/vocational, and family/social support.  Acceptance and participation in these services shall not be considered a prerequisite for access to other community services. I have the right to request a change of provider, staff person, and/or case manager.

CONFIDENTIALITY: I understand that my relationship with the Family Resource Center is confidential unless I give written permission to release information to a specific source, except in certain life and death emergencies or by court order.

I also understand that if a staff person seriously believes that I intend to harm others, or myself, or suspect’s child or elder abuse/neglect, s/he is legally and ethically bound to report this information to the appropriate authorities.

CONTRACT FOR SERVICES:  I understand that I am responsible for cooperating with my case manager, and for keeping my appointments or calling to cancel them in a timely manner.  I also understand that if I fail to follow through, my case may be closed.

I HAVE READ AND UNDERSTAND THE ABOVE STATEMENTS: I hereby give my consent to receive services as deemed beneficial to me and will be an active participant in the process.  Unless I withdraw my consent earlier, this consent will expire one year from the date of my signature.  I have a right to receive a copy of this document.  I reserve all rights provided to me by law not waived by the scope of this consent and authorization.

Client Signature: 







 





                                                               Date:




Copy of this signed consent given to client on 










                         Date:

	Reviewed by Case Supervisor:
Name:                                                                                         Date:
	Assigned to Case Manager: 
Name:                                                                          Date:                          


	Approved by TCM Supervisor:                                                                                                                                                                         Date:



	Termination of Services:  Family received services from: ​____________________ to ___________________________

Reason for Closure:

         □ Family Achieved Goal(s)         □ No Client Contact                 □ No Client Follow-thru               □ Client Request

Supervisor Approving Closure: ______________________________________________             Date: ____________
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Youth for Change, Butte Co., CA  8/13/04
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