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Intake Form

Family information:
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Primary Caregiver:


 ____________DOB:________ Gender*____ Social Security ______-_____-_________

Race: American Indian / Alaskan Native _______ Asian ______ Black / African American___________


            Native Hawaiian / Pacific Islander _______White ______Other ____________________________ 

	· Hispanic/Latino
	· Non-hispanic/Non-latino



Ethnicity: 
Secondary Caregiver:___________________________DOB:_________Gender*____ Social Security ______-_____-________ 
Race:  American Indian / Alaskan Native ______    Asian ______  Black / African American__________

            Native Hawaiian / Pacific Islander _______  White ______ Other ____________________________ 

	· Hispanic/Latino
	· Non-hispanic/Non-latino



Ethnicity:
Third adult:______________________________________DOB:_________Gender*____ Social Security ______-_____-________ 
Race:  American Indian / Alaskan Native ________ Asian ______ Black / African American__________


            Native Hawaiian / Pacific Islander ________ White _______ Other ___________________________ 
	· Hispanic/Latino
	· Non-hispanic/Non-latino



Ethnicity:
*Male = M / Female =F / Transgender male to female = M>F / Transgender female to male = F>M

Provider Data

	· Compass
	· Catholic Charities


Provider completing intake:                             Date: _________________

	· Yes
	· No


Information-sharing consent form signed: 

Referring Agency:

	· Self-referral
	· Homeless shelter
	· Dependency Drug Court

	· Court
	· DV shelter
	· Housing 1st Family Provider

	· Other CBO
	· HSA Caseworker
	· Family Resource Center

	· Landlord
	· Family/Friend
	· Transitional Housing Program

	· Other ______________________________________________


Assistance History

	· Long-term subsidy (12-24 months)


Assistance Requested: 
	· Yes
	· No


Assistance Denied:

Reason assistance denied:

	· Not able to increase income / access permanent subsidized housing

	· Currently receiving assistance from another Housing First for Families provider

	· Exceeded income eligibility limits 

	· Did not meet other program eligibility requirements

	· Other _______________________________________________________


--------------------------------------------------------[STOP HERE IF ASSISTANCE DENIED]---------------------------------------------------

Client contact information:

Referring agency:




_     Referring worker: ____________________________________   
	· 


Worker’s  contact: ___________________________________

Release to speak with worker: 
Mailing Address address: 



Client phone number (             )


__________
 _________________________________________

Alternate phone number (             )


___
__________________________________________                  Email address:_______________________________________        
__________________________________________





Family Information (cont’d):

Primary language in household: 

	· English
	· Chinese
	· American Sign Language

	· Spanish
	· Vietnamese
	· Other Euro/American Language

	· Russian
	· Filipino / Tagalog
	· Other Asian Language

	· Arabic
	· Japanese
	· Declined to State

	
	· Korean
	· Unknown / Don’t Know
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Child:_____________________________________DOB._________Gender:____ Social Security ______-_____-_________ (     (
Child:_____________________________________DOB._________Gender:____ Social Security ______-_____-_________ (     (
Child:_____________________________________DOB._________Gender:____ Social Security ______-_____-_________ (     (
Child:_____________________________________DOB._________Gender:____ Social Security ______-_____-_________ (     (
Child:_____________________________________DOB._________Gender:____ Social Security ______-_____-_________ (     (
Child:_____________________________________DOB._________Gender:____ Social Security ______-_____-_________ (     (
Child:_____________________________________DOB._________Gender:____ Social Security ______-_____-_________ (     (
Housing History:
How long have you lived in San Francisco? 

	· Less than 6 mos.
	· 6-12 mos.
	· 13-24 mos.
	· More than 2 yrs.


If less than 2 years, where did you live before you moved to San Francisco?

      City _____________________________   State_____________________  Country _____________________________

What was your last stable living situation? ________________________​​​​​​​​​​​​​​​​​​​​​​_______________________________________________ 
Where? __________________________________     How long ago? ______________________________
Have you ever rented your own apartment?  Y/ N

            What is the longest time you have rented an apartment? ______________yrs. ___________mos.

            Do you have any evictions on your record? __________   If so, how long ago?________________________________

If you are currently renting, how long have you lived in your current residence?          _____________yrs. __________mos.

            What is the rent? ___________________

Are you currently homeless?              Y / N     
            If so, where are you staying?  
	· Homeless Shelter
Name______________________ Until:_____________
	· Domestic Violence Shelter
Name_______________________ Until: ____________

	· Transitional Housing Program
Name______________________ Until:_____________
	· Residential Treatment Program

 Name_______________________ Until: ____________

	· With Family / Friend
Where?_____________________Until:____________
	· Hotel
 Name_______________________ Until: ____________

	· Street
	· Car

	· Other ______________________________
	


Cause of risk/homelessness (check all that apply):

	· Domestic Violence
	· Eviction
	· Separation/change in family composition

	· Loss of employment
	· Relocation
	· Substance Abuse

	· Loss of benefits
	· Illness/medical expenses
	· Fire/other disaster

	· Asked to move out 
	· Incarceration
	· Dangerous living situation

	· Leaving foster care
	· Rent increase
	

	· Mental illness
	
	· Other _________________________________


History of homelessness/housing summary:

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Income and Employment

What is your household’s current monthly income (including food stamps)? 

Gross (total): ____________________     Net (take-home): __________________    Food stamps:____________________
Income sources: (check all that apply)

	· Work
	· CalWORKS
	· Child Support
	· SSI/SDI

	· Unemployment
	· CAAP/GA
	· Other ____________________________


Enrollment in non-cash assistance programs: (check all that apply)

	· Food Stamps
	· Medi-CAL
	· Healthy Kids/Young Adults
	· Healthy Families

	· MH/SA Program
	· IHSS
	· Childcare Subsidy Program


Other people contributing to the rent or expenses: ___________________________________________________________
In what ways?______________________________________________________________________________________
Do you receive Financial Aid or are you planning to apply for Financial Aid? ____________________________________
Budget
	Child Support/Debt
	
	Entertainment
	

	Food
	
	Cigarettes
	

	Transportation
	
	Cable
	

	Childcare
	
	Utilities
	

	Laundry
	
	Telephone/Cell
	

	Clothing
	
	Diapers
	

	Hygiene/Toiletries
	
	Rent
	

	Car insurance
	
	
	

	Car payments
	
	
	

	Medical costs
	
	Total expenses:
	


Do you have any debts?   Y / N           

	Name of Creditor / Type of debt
	Total amount $
	Currently making payments? (Y/N)
	Monthly payment $

	
	
	 
	

	
	
	
	

	
	
	
	

	
	
	
	


Client ed/voc summary (current employment, education, work history)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Client mental health – ever had a MH concern, seen a therapist, taken psych meds, been to a psych hospital? ______________________________________________________________________________________________________________________________________________________________________________________________________________

Client involvement with criminal justice    ( ______________________________________________________________________________________________________________________________________________________________________________________________________________


Client history of substance abuse   (

______________________________________________________________________________________________________________________________________________________________________________________________________________

Partner ed/voc summary (current employment, education, work history)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Partner mental health – ever had a MH concern, seen a therapist, taken psych meds, been to a psych hospital? ______________________________________________________________________________________________________________________________________________________________________________________________________________

Partner involvement with criminal justice     ( ______________________________________________________________________________________________________________________________________________________________________________________________________________


Partner history of substance abuse     (

______________________________________________________________________________________________________________________________________________________________________________________________________________

Plan

How will you be able to transition off the subsidy within the next year? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Specific steps to goal
	Timeline

	
	

	
	

	
	

	
	

	
	


	· Alcohol Use/ Abuse
	· Depression
	· Health Insurance

	· Anxiety
	· Drug Use / Abuse
	· Immigration

	· Child Care
	· Domestic Violence
	· Legal Aid/Advocacy

	· Clothing
	· Education
	· Prenatal Care

	· Community Violence
	· Employment
	· Parent Education/Support

	· Credit repair
	· Food
	· Therapy / Counseling

	· CPS Involvement
	· Family Planning
	· 

	· Custody dispute
	· Gang Involvement
	· 

	· Dental Care
	· Health Care
	· 


 Other needs/challenges
​​​​​
	Rental range

	Minimum
	

	Maximum
	


	Client’s monthly take-home income
	

	(minus) Client’s monthly debt payment
	- 

	(equals) Client’s rent-calculation income
	=

	
	x 0.4 
	x 0.5 

	(equals) Range of client’s portion of the rent
	=
	=


    Subsidy granted until: 

    Month:__________________   Year:_________
Any location or lease stipulations? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Assistance History (case closing)

Check payee_________________________________________

Address of subsidized apartment

Check payee address _________________________________

______________________________________________

                                         _________________________________ 

______________________________________________

Financial assistance end date: ______/_______/_______

Total amount of financial assistance provided to family: $______________________________




Monthly household income at program exit: $________________________________________


A Collaborative Project of the Compass Family Center and St. Joseph’s Family Center    	    Programs of Compass Community Services and Catholic Charities – CYO	


�   �








Number of Individuals in Family:_______  Number of Children in Family: ________








Has childcare?	





Needs childcare?
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