XYZ HUMAN SERVICES AGENCY
Intake & Assessment Form

Client Name:  Katie_____________________ Date: _1/31/11_________ Time: _5:00pm__


Address: 1138 Ellis St




  Phone, Day: 123-456-7891

               Bellingham, WA______________________    Phone, Night: 123-456-7891

Date of birth: _7/26/1989___  Male / Female  Age: 15-20, 21-30, 31-40, 41-50, 51-61, 62+

________________________________________________________________________
Problem(s) as reported by client: 

Katie reports concern about being depressed due to father’s death.  Katie reports having no current medical conditions, drug and alcohol history, and no legal history.  Katie reports having to take a year off school to assist mother in financially supporting her siblings and have recently went back to school.  She anticipated graduating in a few quarters from Western Washington University for her Human Service Bachelor’s Degree.  Katie reports that she does not have a job, but is interested in a part-time nanny position while attending school full-time.  She reports relying on her student loans to help pay for her rent ($350/month) and other daily expenses, but her mother takes care of her cell phone bill.  Katie reports seeking assistance in acquiring a part-time job, local support group and/or meeting friends, medical assistance for depression, and academic advise/support to graduate on time.
INCOME AND EXPENSES
Employed by: ___No current employment ______________________________________
Address/City/State: 

n/a










Phone #  n/a


  
    Length of time employed:  n/a




Souse/Partner employed by: 
n/a









Address/City/State: 

n/a










Phone #  n/a


  
    Length of time employed: 
n/a



Number of other adults in home?  8


Employment of other adults:

Number of dependents _____0____  (list below)

	Name
	Age
	Relationship
	Where dependent lives

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SCHEDULE OF INCOME AND EXPENSES

	
	INCOME MONTHLY
	Verified

	
	  Client monthly earnings (net)
	

	
	  Spouse/partner monthly earnings
	

	
	  Food stamps
	

	
	  Daycare assistance
	

	
	  Medical assistance
	

	
	  Child or spousal support
	

	$1000
	  Other income (list below)
	

	
	  Non-cash assistance
	

	
	**  Total Monthly Income **


	

	
	EXPENSES MONTHLY
	

	$350
	  Housing: ( X  ) rent  (     ) mortgage [check one]
	

	X
	  Monthly electricity expense
	

	X
	  Monthly natural gas expense
	

	X
	  Monthly water/sewer/garbage expense
	

	n/a
	  Monthly telephone bill expense
	

	$50
	  Groceries and incidentals
	

	X
	  Transportation (gas, bus, etc.)
	

	X
	  Medical expenses including prescriptions
	

	$1000
	** Total Monthly Expenses **


	

	$600
	** Net Monthly Income ** 

    (subtract total expenses from total income) 


	


OTHER SERVICES BEING RECEIVED
	Agency/Person
	Phone
	Service
	Date last seen
	Release?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


VETERAN STATUS
Did you serve in the military?  Branch _____ years______. Discharge? 
CURRENT MEDICAL CONDITIONS

	Condition
	Physician
	Treatment/Presc.
	Release?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Primary care physician: _Katie reports that she is still covered by her parent’s health insurance, but does not have a current primary physician. 
Prescription  drugs? ___n/a__________________________________________________
Allergies? ___n/a__________________________________________________________
LEGAL ISSUES
Have you ever been arrested (reason, when, where)? 

N/A





Have you ever been convicted of a crime (reason, when, where)? 
N/A



___________________________________________






Community service/parole? ___N/A____________________________________________
Mandated services? ___N/A_________________________________________________
RISK FACTORS

On a scale of 1-10 (10= totally safe) how safe is the place you live? ___N/A_______

[explanation]
In your current living situation, have you ever been abused?
____N/A___________
Physical / emotional / sexual 
Approximate date? ___N/A_________
Do you currently feel threatened or in danger in any way? Describe. __N/A___________________________________________________________________
________________________________________________________________________

Do you have a safety plan? __N/A___   Is there a restraining/abuse order? __N/A_______
Have you ever considered suicide?  NO
 Have you been thinking about it lately? NO
On a scale of 1-10 [10 being highest risk], how would you rate your risk for suicide?  N/A
Do you have a plan for suicide?  N/A
Do you have the means to commit suicide? Where? N/A
On a scale of 1-10 [10 being very high], how do you rate the chance that you could become violent with someone else? N/A
ALCOHOL AND DRUGS
Do you drink alcohol? __Self reports as “Occasional/Social Drinker”__________________  
What, when, where? _______________________________________________________
When you drink, how much do you drink? _____________ With whom? ______________

Do you use other drugs? ___N/A_____  What drugs? ___N/A_______ Pres?__N/A______
How often? __N/A______ With whom? ___N/A_______  Where?___N/A_____________
Have you ever been arrested for illegal possession of drugs or alcohol?  N/A
Have you ever been evaluated for alcohol or substance abuse/addiction? When/where? N/A
Have you ever been to treatment for alcohol or drug use? When/where? N/A
SERVICES NEEDED
What are your most immediate needs? 

· Support groups and/or meet new peers
· Mental Health and Depression Counseling

· Finish School
What long term outcomes are you hoping for by coming to this agency?

· Increase self confidence and independences
· Acquire and maintain a part-time job while in school

· Building and maintain new relationships

HISTORY OF SERVICES
	Service
	Agency
	Name (CM)
	Dates

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I have reviewed the information on this form and certify that the information is correct by signing below. I am aware that falsifying information can result in the termination of services and/or legal action.
Client signature & date:










Case Manager Signature & Date:
__________________________________________
Next appointment:
Date: ___________________  Time: _______________
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