INTAKE ASSESSMENT

Emergency Shelter

Interface Residential Program

Screening Date ____/____/____  HMIS#___________
          CDS
Participant No. ________________________
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PARTICIPANT ROOM/ SLEEPING ASSIGNMENT [Information is used to ensure youth safety and prevent chance of injury. Use ALL information available in determining bed/room assignment.]
Age_______ Gender_________   Height________   Weight__________   Physical Build _____________________ 
	Behaviors-current & history; 

(check all that apply)
☐ Medical, physical or mental   

     concerns/disabilities  

☐ Ability to act responsibly

☐ Able to meet personal needs  

☐ Attitude at admission

☐ Sleep walker     

☐ Bed wetter
	☐ criminal offenses/delinquency   

☐ sexual assault aggression/predator/ 

    acting out/misconduct

☐ Assault or aggressive behavior

☐ Gang affiliation/behavior

☐ Substance use

☐ Fire Setting

☐ Peer Issues

☐ Emotional disturbance
	☐ Restless sleeper

☐ Suicide Risk

☐ Anger 

☐ Depression

☐ Disability 

☐ Susceptibility to victimization (size/age/maturity)

☐ Concerns requiring quarantine/isolation

☐ Chronic runner or previous client

☐ History of mental health/substance abuse issues        


Attitude/Cooperation:  (negative)   1      2      3      4      5      6      7      8      9      10   Religious Affiliation: ​​​​​​​​​​​​​​​​​_______________________
Room/Bed Assignment;

☐None       ☐Top bunk       ☐Bottom Bunk        ☐Rm/Bed_________________________      

☐Cross-gender Room Assignment: ☐ blue room   ☐yellow room    ☐ _____________________________
☐Sight/Sound Observation End date ________________________ End time _________________________________

☐Special Inst. __________________________________________________________________________________________________________

    *provide supporting information/specific placement/assignment changes
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	Does the participant have any observable injury, illness or health related issues?
	yes
	no

	Does the participant have any medical, dental or health conditions or concerns?
	yes
	no

	Has the participant been treated or hospitalized for any medical condition(s) in the last year?
	yes
	no


	If yes to any question please explain:

	

	


	ALLERGIES:

	List all known
	Describe reaction and management of the reaction

	Medication allergies
	

	
	

	
	

	Food allergies
	

	
	

	
	

	General– (include insect stings, hay fever, asthma, animal dander, household products/chemicals)
	

	
	

	
	


	MEDICATION:

	Please list ALL medication (including over-the-counter and nonprescription drugs) taken routinely.  You are responsible for providing medication for your youth’s stay at Interface.  All medication should be kept in the original package/bottle that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the frequency of administration.

	
	This youth takes NO medications on a routine basis. 

	
	This youth TAKES medications on a routine basis.  Each medication is listed below, attach additional page for more medication. 

	Medication
	Dosage
	Specific times medication taken each day
	Reason of taking medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Identify any medications taken during the school year/hours that the youth does/may not take during the summer or at Interface:

	

	


	RESTRICTIONS:

	Does the participant have any dietary restrictions, nutritional concerns or fitness issues:

	
	does not eat red meat
	
	does not eat pork
	
	does not eat eggs
	
	does not eat poultry
	
	does not eat seafood
	
	does not eat dairy

	
	other (describe)

	Explain any nutritional concerns:

	

	Explain any restrictions to activity or fitness issues (e.g. what cannot be done, what adaptations or limitations are necessary):

	


	GENERAL, PHYSICAL HEALTH SCREENING QUESTIONS (explain “yes” answers below):

	Has/does the youth:
	Yes
	No
	Has/does the youth:
	Yes
	No

	1
	Had any recent injury, illness or infectious disease?
	
	
	16
	Have any skin problems (i.e. rash, open sores)?
	
	

	2
	Have current pain?
	
	
	17
	Have diabetes? 

	(     )
	

	3
	Have you had a recent head injury? 
	(     )
	
	18
	Have asthma?
	(     )
	

	4
	Do you have chronic headaches?
	
	
	19
	Have kidney problems?
	
	

	5
	Have vision problems/ or wear glasses?
	
	
	20
	Had problems with the digestive system?
	
	

	6
	Ever had hearing problems?

	
	
	21
	Have chronic cough?
	
	

	7
	Ever had seizures/blackouts/epilepsy?
	(     )
	
	22
	If female, have abnormal gynecological concerns?
	
	

	8
	Ever had chronic pain?
	
	
	23
	If female, pregnancy/ possible?
	(     )
	

	9
	Ever had a sexually transmitted disease?
	
	
	24
	Have a history of bed-wetting or problems with sleeping?
	
	

	10
	Ever had high blood pressure?
	
	
	25
	Ever had an eating disorder?
	
	

	11
	Ever been diagnosed with a heart murmur/condition?
	(     )  
	
	26
	Ever had hepatitis?
	
	

	12
	Ever had hemophilia?
	(     )
	
	27
	Ever had TB (tuberculosis)?

	(     )
	

	13
	Ever had alcohol/drug abuse problems?
	
	
	28
	Have any disability, physical/mental?

	
	

	14
	Have an orthodontic appliance being brought to Interface?  
	
	
	29
	Due for immunizations?
	
	

	15
	Concerns related to fainting/dizziness?
	
	
	30
	Prenatal exposure to alcohol, tobacco and/or other substances
	  
	


	Please explain any “yes” answers to General Questions, noting the number of the question.

	

	


	(  )as a ”yes” indicates that medical follow-up is required.  Initiate medical alert system and follow CDS policy on notification.  
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	 Are you currently or do you regularly experience any of the following?
	Yes
	No

	* 1.  Have you recently been in a situation where you did not care whether you lived or died?
	
	

	* 2.  Have you felt continuously sad or hopeless to the point of wanting to die?

	
	

	* 3.  Do you feel like life is not worth living or wish you were dead?


	
	

	* 4.  Have you ever tried to harm or kill yourself?
	
	

	* 5.   Are you thinking of harming yourself or killing yourself right now or in the past two weeks? If yes, do you have a plan (specific method) to kill yourself?
	
	

	If yes to any of the above, complete suicide risk assessment and safety plan:




	*MENTAL HEALTH ALERT SYSTEM  

	If a youth answers yes to Suicide Screening question #:
	Place the youth on:

	*1
	 
	Constant Sight and Sound Supervision until assessment 

	*2
	With no immediate method available to enact the suicide plan 
	Constant Sight and Sound Supervision until assessment 

	*2
	With an immediate method available to enact the suicide plan
	One-to One Supervision until assessment

	*3
	With no immediate method available to enact the suicide plan
	Constant Sight and Sound Supervision until assessment

	*3
	With an immediate method available to enact the suicide plan
	One-to One Supervision until assessment

	*4
	
	Constant Sight and Sound Supervision until assessment

	*5
	With an immediate method available to enact the suicide plan
	One-to One Supervision until assessment


	 * Initial each action when it is completed and/or upon the participants return from a Crisis Stabilization Unit (CSU)

	​​​______ Place participant on One-to-One Supervision or Constant Sight and Sound Supervision as indicated.

	______ Begin Observation Log

	______ Complete Youth Safety Agreement

	______ Alert a supervisor of participant’s status

	______ Alert the licensed professional or unlicensed professional of the need for an assessment to occur within 24 hours

	______ Contact Parent/ Legal guardian and inform them of the participant’s status

	______ Document in the Program Log Book

	______ Document in the participant file

	Note other actions taken:
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CONTACT LISTS

	APPROVED CONTACT LIST: List the name & contact information for ALL persons approved for contact.  

Only individuals listed are approved for contact with the youth. 
ONLY THE LEGAL GUARDIAN MAY PROVIDE INFORMATION FOR THIS LIST.  

Indicate, with an X, approval for either phone, mail or face-to-face contacts.

If staff are unable to verify someone's identify the contact will NOT be allowed.

Approval for a non-guardian to take a youth off site must be written and occur for each trip.

	DATE                                                                                   

                    
	NAME
	RELATIONSHIP
	PHONE NUMBER                     
	APPROVED for CONTACT

check each that applies          
	STAFF INITIALS

	
	
	
	
	PHONE
	MAIL
	On SITE  VISITS 
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	BUSINESS CONTACTS:

List the name, relationship, and contact information for those persons we may need to have regular contact with for the purpose of developing a plan and providing services for you and your family.  We will also need you to complete release of information forms for these contacts. (ex. school, counselors)

	NAME
	RELATIONSHIP

(ex: attorney, counselor, school contact, minister)
	PHONE # (INCLUDE AREA CODE)

	
	
	

	
	
	


	REVIEW SECTION

Review participant/parent demographics and parent completed sections.

Review general health question with yes responses, note current medical status/needs. 

Initiate/follow medical and mental health alert system.

Complete Medical Health Follow up forms where applicable.

Document any follow up needed: 

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________




Staff/Nurse interview of medications: _______________________________ Date: ______/______/______

Staff completing intake assessment: _________________________________Date: ______/______/______

Counselor/Supervisor review:  _____________________________________ Date: ______/______/______
INTAKE


Date:    ______/______/______	Time: ______:	_____ (A.M./P.M.)	Staff: _______________________________________  


		





DISPOSITION


Date:    ______/______/______	Time: ______:	_____ am pm   Name: __________________________________________  





Position: PFSF Staff ____         Foster Parent ____         Law Enforcement ____         Other ____________________________





Reason for termination: __________________________________________________________________________________





Living arrangement at discharge: Appropriate ____     Inappropriate ____    On the run ____


	





PARTICIPANT INFORMATION


Name: First ______________________________	Middle _________________ Last _________________________________  





AKA/Nickname: _________________Birthplace: ______________________ County: ____________________	 (see screening)





Age: _______	DOB: _______/_______/_______	SSN: ____________-__________-____________	Gender: ____________





Height: ________ Weight: ________ Race: _________ Eye Color: _________ Hair Color: _________	Build: _____________





General Appearance: (Health, Nutritional status, etc.): _______________________________________________________________________________________________________





Identifying Marks/Tattoos: (Include bruises, scars, burns, piercing, etc.): 


_______________________________________________________________________________________________________





_______________________________________________________________________________________________________





Highest school year achieved: ________ grade     Has youth ever received services at Interface prior to this stay? No ____  Yes/-ES ____ Yes-CINSFINS ____ 





REFERRAL INFORMATION


Referral reason/issues: _____________________________________________________________________





Placement Coordinator: ___________________________________________________________________





Family Care Counselor: ___________________________________________________________________





Transporter: _____________________________________________________________________________











PHOTO/


LABEL











PLACEMENT STATUS


 (placed by PFSF/CPC Placement Coordinator)





Foster Care ____                                Protective Services ____   





Protective Investigations ____          Adoptions ____  





County _______________________________________





Date of Adjudication ____________________________





Original Reason for DCF involvement:





________________________________________________________





________________________________________________________











DELINQUENCY/section D


Pending      Prior


Charge       Charge	Type of Charge:			Date:		Disposition:





[____]	 [____]	_______________________________	_____________          ________________________________________________





[____]	 [____]	_______________________________	_____________          ________________________________________________





[____]	 [____]	_______________________________	_____________          ________________________________________________


Yes    No 						   Yes    No


Ever Adjudicated/Convicted?     [___]  [___]		Current Supervision/Community Control?       [___]  [___]


Ever committed?	                [___]   [___]	Past or Present Sexual Misconduct?                 [___]  [___]


										         





Health/Fertility


Have you ever been pregnant? (____) Yes  (____) No     Number of pregnancies:  1   2    3   4   Never Been   


Do you use birth control?         (____) Yes  (____) No 	  If yes, specify: _____________________________________________________.


Do you have reason to believe you are pregnant or someone is pregnant from you? (____) Yes  (____) No


If yes, provide additional information, include due date: ___________________________________________________________________________








Staff Observations Regarding Participant


Signs of illness/injury/health concerns	(____) Yes  (____) No                                  Signs of substance abuse	(____) Yes  (____) No





Signs of intoxication			(____) Yes  (____) No                                  Level of maturity: (__)Age Appropriate      (__) Low      (_) High





Behavior: (__)Normal   (__)Hyperactive   (__)Withdrawn   (__)Resistant   (__)Aggressive





Speech: (__)Normal   (__)Rapid   (__)Slow   (__)   Slurred    (__)Incoherent





Did Participant know:   


Their name? (___)Yes  (___)No      Today’s date? (___)Yes  (___)No      Where they are? (___)Yes  (___)No       Time of day? (___)Yes  (___)No





Does the Participant currently have any medical, dental, or health conditions or concerns?        (____) Yes  (____) No





Has the Participant been treated or hospitalized for any medical condition(s) in the last year?   (____) Yes  (____) No





Additional observations: _________________________________________________________________________________________________________





Note any follow up needed in the REVIEW SECTION








Px SELF IDENTIFICATION 


Preferred name: ________________________________   Preferred pronouns: ☐ he/him/his   ☐ she/her/hers   ☐ they/them/their  


Tattoos/distinguishing marks_____________________________________________________________________________


Assigned gender at birth:  ☐ Male    ☐ Female    


Sexual Orientation: ☐ Heterosexual/Straight ☐ Gay  ☐ Lesbian  ☐ Bisexual  ☐ Questioning/Unsure/Queer  ☐ Asexual  ☐ Not known/determined 


Gender Identification: ☐ Male    ☐ Female    ☐ Transgender    ☐ Gender neutral    ☐ Non-Binary    ☐ A gender    ☐ Pangender    ☐ Genderqueer                     


A pronoun is a word that is used instead of a noun or a noun phrase to refer to individuals.


Sexual orientation is a term used to refer to a person's pattern of emotional, romantic, and sexual attraction.


Gender identity is how a person feels and who they know them self to be when it comes to their gender. 








CASEWORKER INFORMATION:





Name: ____________________________________________________________________________________________ Unit: _______________________________





Address: _______________________________________________________________________________________________________________________________


                (street, city, zip)


Phone numbers: Office #: _______________________________ After Hours #: _______________________________ Cellular #: _____________________________   





Instructions for communicating with caseworker to ensure effective casemanagement:__________________________________________________________________





_______________________________________________________________________________________________________________________________________


CASEWORKER’S SUPERVISOR INFORMATION:





Name: ____________________________________________________________________________________________ Title: _______________________________





Address: _______________________________________________________________________________________________________________________________


                (street, city, zip)


Phone numbers: Office #: _______________________________ After Hours #: _______________________________ Cellular #: _____________________________   





Instructions for communicating with supervisor to ensure effective casemanagement:__________________________________________________________________


______________________________________________________________________________________________________________________________________


OTHER PERSONS INVOLVED IN THE PARTICIPANT’S CASE:





Name: _________________________________________________Title /Relationship: _______________________________________________________________





Address: _______________________________________________________________________________________________________________________________


                (street, city, zip)


Phone numbers: Office #: _______________________________ After Hours #: _______________________________ Cellular #: _____________________________   





Role in participants case:__________________________________________________________________________________________________________________________________


_______________________________________________________________________________________________________________________________________





OTHER PERSONS INVOLVED IN THE PARTICIPANT’S CASE:





Name: _________________________________________________Title /Relationship: _______________________________________________________________





Address: _______________________________________________________________________________________________________________________________


                (street, city, zip)


Phone numbers: Office #: _______________________________ After Hours #: _______________________________ Cellular #: _____________________________   





Role in participant case:___________________________________________________________________________________________________________________________________


______________________________________________________________________________________________________________________________________


Outline the process for reaching a person in your on-call system:





_______________________________________________________________________________________________________________________________________





_______________________________________________________________________________________________________________________________________





_______________________________________________________________________________________________________________________________________





_______________________________________________________________________________________________________________________________________





_______________________________________________________________________________________________________________________________________








Education Status


Current School: ___________________________________________________________    Special Placement Concerns: yes____  no____    Current Grade: _________





Comments: _____________________________________________________________________________________________________________________________





_______________________________________________________________________________________________________________________________________





Use this space to provide any additional information about the youth’s behavior and physical, emotional, or mental health about which Interface should be aware.  Include any current medical, dental or health conditions/ concerns.


_______________________________________________________________________________________________________________________________________


_______________________________________________________________________________________________________________________________________


_______________________________________________________________________________________________________________________________________





Explain any restrictions to activity (e.g. what cannot be done, what adaptations or limitations are necessary)


_______________________________________________________________________________________________________________________________________


_______________________________________________________________________________________________________________________________________


_______________________________________________________________________________________________________________________________________
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