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FAMILY SERVICES INTAKE              



	CASE NAME

	CASE NUMBER
	COMPLETED BY

	AGENCY/DISTRICT

	STAGE #


	DATE



	General Instructions:

The Family Services Intake (FSI) is the beginning point for all Services cases.  These windows contained in the FSI are included in this document.

Common Windows:

SECTION 1:
Source Information

SECTION 2:
Intake Narrative

SECTION 3: Behavioral Concerns and Family Issues

SECTION 4:
Emergency Services Required

SECTION 5:
Sensitive Case

SECTION 6: Services Required

SECTION 7: Person Demographics

SECTION 8: Family Relationship Matrix

SECTION 9: Decision Summary

SECTION 10: Signature Page

APPENDIX A:  FSI Dropdowns
· Use the TAB or Arrow keys to move to the next field. 

· Use the Arrow keys TWICE to move out of a table into the next field.



	SECTION 1:  Source Information

	Date:      

	Time:  

	Method:  (check one)

 FORMCHECKBOX 
  Phone        FORMCHECKBOX 
  Walk-in

 FORMCHECKBOX 
  Mail/Fax     FORMCHECKBOX 
  Other

	Source Type:

 FORMCHECKBOX 
   Attorney/Court/DA

 FORMCHECKBOX 
  Clergy

 FORMCHECKBOX 
  Concerned Citizen/Neighbor

 FORMCHECKBOX 
  CPS Worker/Monitor

 FORMCHECKBOX 
  Day Care Provider/Facility

 FORMCHECKBOX 
  Family Member

 FORMCHECKBOX 
  Foster Parent

 FORMCHECKBOX 
  Law Enforcement

 FORMCHECKBOX 
  Medical Staff

 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Probation Officer

 FORMCHECKBOX 
  Self

 FORMCHECKBOX 
  Substance Abuse Counselor

 FORMCHECKBOX 
  School Personnel

 FORMCHECKBOX 
  Therapist/Psychologist/Psychiatrist


	Agency Name:


	Sex:
 FORMCHECKBOX 
  Male

 FORMCHECKBOX 
  Female

 FORMCHECKBOX 
  Unknown



	Source Name

	First


	M


	Last


	Suffix
 FORMCHECKBOX 
  2nd
 FORMCHECKBOX 
  3rd
 FORMCHECKBOX 
  4th
 FORMCHECKBOX 
  5th 

 FORMCHECKBOX 
  Jr.

 FORMCHECKBOX 
  Sr. 

 FORMCHECKBOX 
  M.D.

 FORMCHECKBOX 
  PhD.



	Source Address

	Street:


	PO Box/Apt:



	City:


	State:


	Zip:


	County:



	Address Type:

 FORMCHECKBOX 
  AD – Adult Shelter
 FORMCHECKBOX 
  BM – Business Mail

 FORMCHECKBOX 
  BS – Business

 FORMCHECKBOX 
  CF – Corrections

 FORMCHECKBOX 
  FC – Facility Residence

 FORMCHECKBOX 
  FS – Family Shelter

 FORMCHECKBOX 
  MD – Medicaid Card
 FORMCHECKBOX 
  RM – Residence – Mail 

 FORMCHECKBOX 
  RS – Residence

 FORMCHECKBOX 
  XX - Other


	CD:



	Source Phone

	Number:


	Extension:


	Type:

 FORMCHECKBOX 
  Business

 FORMCHECKBOX 
  Business – Fax

 FORMCHECKBOX 
  Fax Residence

 FORMCHECKBOX 
  Family/Relative

 FORMCHECKBOX 
  Residence – Cell

 FORMCHECKBOX 
  Residence – Pager

 FORMCHECKBOX 
  Residence

 FORMCHECKBOX 
  TDD/TTY

 FORMCHECKBOX 
  Other


	SECTION 2:  Intake Narrative


Type of Services being requested:   
 FORMCHECKBOX 
  ADVPO (Advocated Preventive Only)

 FORMCHECKBOX 
  COI (Court Ordered Investigation)

 FORMCHECKBOX 
  CWS (Child Welfare Services)

 FORMCHECKBOX 
  ICPS (Interstate Compact for the Placement of Children)

 FORMCHECKBOX 
  OTI/FAM (Out of Town Inquiry)
Record the reasons (below) for involvement with this family: (use additional pages as necessary)
______________________________________________________________________________________________
______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

	SECTION 3:  Behavioral Concerns and Family Issues


Child Issues

Please select all behavioral concerns and/or issues requiring services, interventions and/or referrals.  

Place an (*) in the first column next to the related behavioral concern/issue to identify issues that are critical concerns and require emergency services.

	
	 FORMCHECKBOX 

	Aggressive or defiant behavior

	
	 FORMCHECKBOX 

	Alcohol Misuse

	
	 FORMCHECKBOX 

	Destruction of personal or community property

	
	 FORMCHECKBOX 

	Developmental status or cognitive ability impaired

	
	 FORMCHECKBOX 

	Drug misuse

	
	 FORMCHECKBOX 

	Fire Setting

	
	 FORMCHECKBOX 

	Illegal activity, harmful relationships or groups

	
	 FORMCHECKBOX 

	Medical or mental health concerns exist

	
	 FORMCHECKBOX 

	Physically threatening or harming animals

	
	 FORMCHECKBOX 

	Physically threatening or harming family or non-family members

	
	 FORMCHECKBOX 

	Runaway or current whereabouts unknown

	
	 FORMCHECKBOX 

	Sexually acting out

	
	 FORMCHECKBOX 

	Sexually offending

	
	 FORMCHECKBOX 

	Suicidal or self-destructive behavior

	
	 FORMCHECKBOX 

	Supervision needs are unmet

	
	 FORMCHECKBOX 

	Truancy

	
	 FORMCHECKBOX 

	Victim of a criminal assault; may include sexual assault


Specify all relevant behaviors and/or circumstances identified (below).

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Caretaker Issues

Please select all behavioral concerns and/or issues requiring services, interventions and/or referrals.  

Place an (*) in the first column next to the related behavioral concern/issue to identify issues that are critical concerns and require emergency services.
	
	 FORMCHECKBOX 

	Alcohol Misuse

	
	 FORMCHECKBOX 

	Developmental status or cognitive ability impaired

	
	 FORMCHECKBOX 

	Domestic Violence

	
	 FORMCHECKBOX 

	Drug Misuse

	
	 FORMCHECKBOX 

	Illegal activity, harmful relationships or groups

	
	 FORMCHECKBOX 

	Medical or mental health concerns exist

	
	 FORMCHECKBOX 

	Suicidal or self-destructive behavior


Specify all relevant behaviors and/or circumstances identified.

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

______________________________________________________________________________________________

Family Issues

Please select all behavioral concerns and/or issues requiring services, interventions and/or referrals. 
Place an (*) in the first column next to the related behavioral concern/issue to identify issues that are critical concerns and require emergency services.
	
	 FORMCHECKBOX 

	Appearance or reappearance of a dangerous individual in the household

	
	 FORMCHECKBOX 

	Food, clothing or shelter needs unmet

	
	 FORMCHECKBOX 

	Family crisis; death of a family member, fire or other catastrophic event

	
	 FORMCHECKBOX 

	Income inadequate to meet family’s basic needs

	
	 FORMCHECKBOX 

	Multiple family stressors affecting care of child

	
	 FORMCHECKBOX 

	Unsafe or unsanitary living condition/substandard housing

	
	 FORMCHECKBOX 

	Other, specify in narrative


Specify all relevant behaviors and/or circumstances identified

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

______________________________________________________________________________________________

	SECTION 4:  Emergency Services Required


Select all emergency services required.  

	 FORMCHECKBOX 

	Adoption Surrender

	 FORMCHECKBOX 

	Crisis Response Services

	 FORMCHECKBOX 

	Detox Services

	 FORMCHECKBOX 

	Domestic Violence Services

	 FORMCHECKBOX 

	Emergency Food, Cash, Goods

	 FORMCHECKBOX 

	Emergency Health Related Services

	 FORMCHECKBOX 

	Emergency Housing

	 FORMCHECKBOX 

	Emergency Mental Health Services/Evaluation

	 FORMCHECKBOX 

	Family Preservation Services (Intensive Home based)

	 FORMCHECKBOX 

	Foster Care Services for Children

	 FORMCHECKBOX 

	Order of Protection

	 FORMCHECKBOX 

	Respite Care

	 FORMCHECKBOX 

	Other (Specify in narrative)


Document emergency services offered and immediate actions taken, including Family and Community resources (below):

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

	SECTION 5:  Sensitive Case


If this is a sensitive case, check the box and provide a comment as to why this is sensitive.

 FORMCHECKBOX 
  Sensitive Case

Comments

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

	SECTION 6:  Requested Services

	Choose all that apply:

 FORMCHECKBOX 
  Adoption Services          

 FORMCHECKBOX 
  After School Programs       

 FORMCHECKBOX 
  Aftercare    

 FORMCHECKBOX 
  Alcohol Counseling/Treatment       

 FORMCHECKBOX 
  Assisted Living                                                                

 FORMCHECKBOX 
  Batterer’s Counseling                                                      

 FORMCHECKBOX 
  Case Management Services                                           

 FORMCHECKBOX 
  Casework Counseling                                                     

 FORMCHECKBOX 
  Childcare Services                                                          

 FORMCHECKBOX 
  Clinical Services                                                              

 FORMCHECKBOX 
  Community Advocacy                                                      

 FORMCHECKBOX 
  Crisis Response Services                                                

 FORMCHECKBOX 
  Day Care Services                                                           

 FORMCHECKBOX 
  Day Services                                                                     

 FORMCHECKBOX 
  Day Treatment                                                                                                        

 FORMCHECKBOX 
  Detox Services                                                                   

 FORMCHECKBOX 
  Developmental Disability Services                                     

 FORMCHECKBOX 
  Diagnostic Evaluation                                                         

 FORMCHECKBOX 
  Domestic Violence Services                                               

 FORMCHECKBOX 
  Drug Counseling/Treatment    
 FORMCHECKBOX 
  Early Intervention Services  
 FORMCHECKBOX 
  Educational and Training Services                                    

 FORMCHECKBOX 
  Emergency Cash/Goods                                                     

 FORMCHECKBOX 
  Emergency Food                                                                

 FORMCHECKBOX 
  Emergency Shelter  

 FORMCHECKBOX 
  Employment Services                                                         

 FORMCHECKBOX 
  Family Planning Services

 FORMCHECKBOX 
  Family Preservation Services (Intensive Home Based)     

 FORMCHECKBOX 
  Family Support Services

 FORMCHECKBOX 
  Financial Management

 FORMCHECKBOX 
  Foster Care Services for Children

                                                                                                                                                       
	 FORMCHECKBOX 
  Health Related Services

 FORMCHECKBOX 
  Home and Community Based Waiver Services

 FORMCHECKBOX 
  Home Management

 FORMCHECKBOX 
  Homemaker Services

 FORMCHECKBOX 
  Housekeeper/Chore Services

 FORMCHECKBOX 
  Housing Improvement Services

 FORMCHECKBOX 
  Housing Services

 FORMCHECKBOX 
  Information and Referral Services

 FORMCHECKBOX 
  Independent Living Services

 FORMCHECKBOX 
  Legal Services

 FORMCHECKBOX 
  Maternity Services

 FORMCHECKBOX 
  Mediation Services

 FORMCHECKBOX 
  Mental Health Services

 FORMCHECKBOX 
  Mentoring

 FORMCHECKBOX 
  OASAS Residential Services

 FORMCHECKBOX 
  OCFS Residential Program

 FORMCHECKBOX 
  OMH Residential Program

 FORMCHECKBOX 
  OMRDD Residential Program

 FORMCHECKBOX 
  Parent Aide Services

 FORMCHECKBOX 
  Parent Training

 FORMCHECKBOX 
  Physically Handicapped Services

 FORMCHECKBOX 
  PINS Diversion Services

 FORMCHECKBOX 
  Post Adoption Services

 FORMCHECKBOX 
  Post Discharge Services (18 – 21 years)

 FORMCHECKBOX 
  Preventive Services for Children

 FORMCHECKBOX 
  Public Health Nurse          

 FORMCHECKBOX 
  Transportation Services

 FORMCHECKBOX 
  Respite Care                                                                          

 FORMCHECKBOX 
  Unmarried Parent Services

 FORMCHECKBOX 
  Sex Offender Treatment   
 FORMCHECKBOX 
  Wrap-Around Services below

 FORMCHECKBOX 
  Other


	SECTION 7:  Person Demographics

	Complete for each member in the stage composition.  

	PERSON:  ________________________________________

	First:  

	M:
 
	Last:  


	Suffix:  
 FORMCHECKBOX 
  2nd            FORMCHECKBOX 
  Jr.
 FORMCHECKBOX 
  3rd             FORMCHECKBOX 
  Sr.
 FORMCHECKBOX 
  4th             FORMCHECKBOX 
  M.D.
 FORMCHECKBOX 
  5th              FORMCHECKBOX 
  PhD 

	Sex:  
 FORMCHECKBOX 
  Male

 FORMCHECKBOX 
  Female

 FORMCHECKBOX 
  Unknown


	Marital Status:  
 FORMCHECKBOX 
  Child, Not applicable

 FORMCHECKBOX 
  Divorced

 FORMCHECKBOX 
  Legally Separated
 FORMCHECKBOX 
  Married

 FORMCHECKBOX 
  Separated
 FORMCHECKBOX 
  Singe – Never Married

 FORMCHECKBOX 
  Unknown

 FORMCHECKBOX 
  Unmarried Couple

 FORMCHECKBOX 
  Widowed


	Ethnicity:
 FORMCHECKBOX 
  Non-Hispanic or Latin

 FORMCHECKBOX 
  Hispanic or Latino

 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Not Reported
	Origin:  
 FORMCHECKBOX 
  Central American

 FORMCHECKBOX 
  Caribbean

 FORMCHECKBOX 
  South American

 FORMCHECKBOX 
  Puerto Rican

 FORMCHECKBOX 
  North American

 FORMCHECKBOX 
  Mexican

 FORMCHECKBOX 
  Dominican 

 FORMCHECKBOX 
  Cuban
	Race:  
 FORMCHECKBOX 
  Black or African American

 FORMCHECKBOX 
    Caribbean
 FORMCHECKBOX 
    Haitian

 FORMCHECKBOX 
    Native African

 FORMCHECKBOX 
    Other – Black or African American

 FORMCHECKBOX 
  Alaskan Native

 FORMCHECKBOX 
  American Indian

 FORMCHECKBOX 
  Asian

 FORMCHECKBOX 
    Chinese

 FORMCHECKBOX 
    Indian

 FORMCHECKBOX 
    Japanese

 FORMCHECKBOX 
    Korean

 FORMCHECKBOX 
    Other – Asian

 FORMCHECKBOX 
  Native Hawaiian/Pacific Islander

 FORMCHECKBOX 
  White

 FORMCHECKBOX 
  Not Reported

	DOB:  
	Age:
	Language:  Identify one “Language” Value from Appendix A, Section 7

	DOD:    
	SSN:  
	Religion:  Identify one “Religion” Value from Appendix A, Section 7

	Address Information

	Street: 
	PO Box/Apt: 

	City:  
	State: 
	Zip: 
	County:  

	Address Type:  
 FORMCHECKBOX 
  AS – Adult Shelter                         FORMCHECKBOX 
  FS – Family Shelter
 FORMCHECKBOX 
  BM – Business Mail                       FORMCHECKBOX 
  MD – Medicaid Card
 FORMCHECKBOX 
  BS – Business                               FORMCHECKBOX 
  RM – Residence Mail     
 FORMCHECKBOX 
  CF – Correctional                          FORMCHECKBOX 
  RS – Residence 
 FORMCHECKBOX 
  FC – Facility Residence                 FORMCHECKBOX 
  XX - Other
	CD: 
 

	Phone Information

	Number:  
	Extension:  
	Type:  
 FORMCHECKBOX 
  Business                      FORMCHECKBOX 
  Residence - Pager            
 FORMCHECKBOX 
  Business Fax               FORMCHECKBOX 
  Residence
 FORMCHECKBOX 
  Fax Residence             FORMCHECKBOX 
  TDD/TTY 
 FORMCHECKBOX 
  Family/Relative            FORMCHECKBOX 
  Other
 FORMCHECKBOX 
  Residence – Cell 


	PERSON:  ________________________________________

	First:  

	M:
 
	Last:  


	Sfx:  

 FORMCHECKBOX 
  2nd            FORMCHECKBOX 
  Jr.
 FORMCHECKBOX 
  3rd             FORMCHECKBOX 
  Sr.
 FORMCHECKBOX 
  4th             FORMCHECKBOX 
  M.D.
 FORMCHECKBOX 
  5th              FORMCHECKBOX 
  PhD 

	Sex:  
 FORMCHECKBOX 
  Male

 FORMCHECKBOX 
  Female

 FORMCHECKBOX 
  Unknown


	Marital Status:  
 FORMCHECKBOX 
  Child, Not applicable

 FORMCHECKBOX 
  Divorced

 FORMCHECKBOX 
  Legally Separated

 FORMCHECKBOX 
  Married

 FORMCHECKBOX 
  Separated

 FORMCHECKBOX 
  Singe – Never Married

 FORMCHECKBOX 
  Unknown

 FORMCHECKBOX 
  Unmarried Couple

 FORMCHECKBOX 
  Widowed


	Ethnicity:
 FORMCHECKBOX 
  Non-Hispanic or Latin

 FORMCHECKBOX 
  Hispanic or Latino

 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Not Reported
	Origin:  
 FORMCHECKBOX 
  Central American

 FORMCHECKBOX 
  Caribbean

 FORMCHECKBOX 
  South American

 FORMCHECKBOX 
  Puerto Rican

 FORMCHECKBOX 
  North American

 FORMCHECKBOX 
  Mexican

 FORMCHECKBOX 
  Dominican 

 FORMCHECKBOX 
  Cuban
	Race:  
 FORMCHECKBOX 
  Black or African American

 FORMCHECKBOX 
    Caribbean

 FORMCHECKBOX 
    Haitian

 FORMCHECKBOX 
    Native African

 FORMCHECKBOX 
    Other – Black or African American

 FORMCHECKBOX 
  Alaskan Native

 FORMCHECKBOX 
  American Indian

 FORMCHECKBOX 
  Asian

 FORMCHECKBOX 
    Chinese

 FORMCHECKBOX 
    Indian

 FORMCHECKBOX 
    Japanese

 FORMCHECKBOX 
    Korean

 FORMCHECKBOX 
    Other – Asian

 FORMCHECKBOX 
  Native Hawaiian/Pacific Islander

 FORMCHECKBOX 
  White

 FORMCHECKBOX 
  Not Reported

	DOB:  
	Age:
	Language:  Identify one “Language” Value from Appendix A, Section 7

	DOD:    
	SSN:  
	Religion:  Identify one “Religion” Value from Appendix A, Section 7

	Address Information

	Street: 
	PO Box/Apt: 

	City:  
	State: 
	Zip: 
	County:  

	Address Type:  
 FORMCHECKBOX 
  AS – Adult Shelter                         FORMCHECKBOX 
  FS – Family Shelter

 FORMCHECKBOX 
  BM – Business Mail                       FORMCHECKBOX 
  MD – Medicaid Card

 FORMCHECKBOX 
  BS – Business                               FORMCHECKBOX 
  RM – Residence Mail     

 FORMCHECKBOX 
  CF – Correctional                          FORMCHECKBOX 
  RS – Residence 

 FORMCHECKBOX 
  FC – Facility Residence                 FORMCHECKBOX 
  XX - Other
	CD: 
 

	Phone Information

	Number:  
	Extension:  
	Type:  
 FORMCHECKBOX 
  Business                      FORMCHECKBOX 
  Residence - Pager            

 FORMCHECKBOX 
  Business Fax               FORMCHECKBOX 
  Residence

 FORMCHECKBOX 
  Fax Residence             FORMCHECKBOX 
  TDD/TTY 

 FORMCHECKBOX 
  Family/Relative            FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Residence – Cell 


	PERSON:  ________________________________________

	First:  

	M:
 
	Last:  


	Sfx:  

 FORMCHECKBOX 
  2nd            FORMCHECKBOX 
  Jr.
 FORMCHECKBOX 
  3rd             FORMCHECKBOX 
  Sr.
 FORMCHECKBOX 
  4th             FORMCHECKBOX 
  M.D.
 FORMCHECKBOX 
  5th              FORMCHECKBOX 
  PhD 

	Sex:  
 FORMCHECKBOX 
  Male

 FORMCHECKBOX 
  Female

 FORMCHECKBOX 
  Unknown


	Marital Status:  
 FORMCHECKBOX 
  Child, Not applicable

 FORMCHECKBOX 
  Divorced

 FORMCHECKBOX 
  Legally Separated

 FORMCHECKBOX 
  Married

 FORMCHECKBOX 
  Separated

 FORMCHECKBOX 
  Singe – Never Married

 FORMCHECKBOX 
  Unknown

 FORMCHECKBOX 
  Unmarried Couple

 FORMCHECKBOX 
  Widowed


	Ethnicity:
 FORMCHECKBOX 
  Non-Hispanic or Latin

 FORMCHECKBOX 
  Hispanic or Latino

 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Not Reported
	Origin:  
 FORMCHECKBOX 
  Central American

 FORMCHECKBOX 
  Caribbean

 FORMCHECKBOX 
  South American

 FORMCHECKBOX 
  Puerto Rican

 FORMCHECKBOX 
  North American

 FORMCHECKBOX 
  Mexican

 FORMCHECKBOX 
  Dominican 

 FORMCHECKBOX 
  Cuban
	Race:  
 FORMCHECKBOX 
  Black or African American

 FORMCHECKBOX 
    Caribbean

 FORMCHECKBOX 
    Haitian

 FORMCHECKBOX 
    Native African

 FORMCHECKBOX 
    Other – Black or African American

 FORMCHECKBOX 
  Alaskan Native

 FORMCHECKBOX 
  American Indian

 FORMCHECKBOX 
  Asian

 FORMCHECKBOX 
    Chinese

 FORMCHECKBOX 
    Indian

 FORMCHECKBOX 
    Japanese

 FORMCHECKBOX 
    Korean

 FORMCHECKBOX 
    Other – Asian

 FORMCHECKBOX 
  Native Hawaiian/Pacific Islander

 FORMCHECKBOX 
  White

 FORMCHECKBOX 
  Not Reported

	DOB:  
	Age:
	Language:  Identify one “Language” Value from Appendix A, Section 7

	DOD:    
	SSN:  
	Religion:  Identify one “Religion” Value from Appendix A, Section 7

	Address Information

	Street: 
	PO Box/Apt: 

	City:  
	State: 
	Zip: 
	County:  

	Address Type:  
 FORMCHECKBOX 
  AS – Adult Shelter                         FORMCHECKBOX 
  FS – Family Shelter

 FORMCHECKBOX 
  BM – Business Mail                       FORMCHECKBOX 
  MD – Medicaid Card

 FORMCHECKBOX 
  BS – Business                               FORMCHECKBOX 
  RM – Residence Mail     

 FORMCHECKBOX 
  CF – Correctional                          FORMCHECKBOX 
  RS – Residence 

 FORMCHECKBOX 
  FC – Facility Residence                 FORMCHECKBOX 
  XX - Other
	CD: 
 

	Phone Information

	Number:  
	Extension:  
	Type:  
 FORMCHECKBOX 
  Business                      FORMCHECKBOX 
  Residence - Pager            

 FORMCHECKBOX 
  Business Fax               FORMCHECKBOX 
  Residence

 FORMCHECKBOX 
  Fax Residence             FORMCHECKBOX 
  TDD/TTY 

 FORMCHECKBOX 
  Family/Relative            FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Residence – Cell 


	PERSON:  ________________________________________

	First:  

	M:
 
	Last:  


	Sfx:  

 FORMCHECKBOX 
  2nd            FORMCHECKBOX 
  Jr.
 FORMCHECKBOX 
  3rd             FORMCHECKBOX 
  Sr.
 FORMCHECKBOX 
  4th             FORMCHECKBOX 
  M.D.
 FORMCHECKBOX 
  5th              FORMCHECKBOX 
  PhD 

	Sex:  
 FORMCHECKBOX 
  Male

 FORMCHECKBOX 
  Female

 FORMCHECKBOX 
  Unknown


	Marital Status:  
 FORMCHECKBOX 
  Child, Not applicable

 FORMCHECKBOX 
  Divorced

 FORMCHECKBOX 
  Legally Separated

 FORMCHECKBOX 
  Married

 FORMCHECKBOX 
  Separated

 FORMCHECKBOX 
  Singe – Never Married

 FORMCHECKBOX 
  Unknown

 FORMCHECKBOX 
  Unmarried Couple

 FORMCHECKBOX 
  Widowed


	Ethnicity:
 FORMCHECKBOX 
  Non-Hispanic or Latin

 FORMCHECKBOX 
  Hispanic or Latino

 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Not Reported
	Origin:  
 FORMCHECKBOX 
  Central American

 FORMCHECKBOX 
  Caribbean

 FORMCHECKBOX 
  South American

 FORMCHECKBOX 
  Puerto Rican

 FORMCHECKBOX 
  North American

 FORMCHECKBOX 
  Mexican

 FORMCHECKBOX 
  Dominican 

 FORMCHECKBOX 
  Cuban
	Race:  
 FORMCHECKBOX 
  Black or African American

 FORMCHECKBOX 
    Caribbean

 FORMCHECKBOX 
    Haitian

 FORMCHECKBOX 
    Native African

 FORMCHECKBOX 
    Other – Black or African American

 FORMCHECKBOX 
  Alaskan Native

 FORMCHECKBOX 
  American Indian

 FORMCHECKBOX 
  Asian

 FORMCHECKBOX 
    Chinese

 FORMCHECKBOX 
    Indian

 FORMCHECKBOX 
    Japanese

 FORMCHECKBOX 
    Korean

 FORMCHECKBOX 
    Other – Asian

 FORMCHECKBOX 
  Native Hawaiian/Pacific Islander

 FORMCHECKBOX 
  White

 FORMCHECKBOX 
  Not Reported

	DOB:  
	Age:
	Language:  Identify one “Language” Value from Appendix A, Section 7

	DOD:    
	SSN:  
	Religion:  Identify one “Religion” Value from Appendix A, Section 7

	Address Information

	Street: 
	PO Box/Apt: 

	City:  
	State: 
	Zip: 
	County:  

	Address Type:  
 FORMCHECKBOX 
  AS – Adult Shelter                         FORMCHECKBOX 
  FS – Family Shelter

 FORMCHECKBOX 
  BM – Business Mail                       FORMCHECKBOX 
  MD – Medicaid Card

 FORMCHECKBOX 
  BS – Business                               FORMCHECKBOX 
  RM – Residence Mail     

 FORMCHECKBOX 
  CF – Correctional                          FORMCHECKBOX 
  RS – Residence 

 FORMCHECKBOX 
  FC – Facility Residence                 FORMCHECKBOX 
  XX - Other
	CD: 
 

	Phone Information

	Number:  
	Extension:  
	Type:  
 FORMCHECKBOX 
  Business                      FORMCHECKBOX 
  Residence - Pager            

 FORMCHECKBOX 
  Business Fax               FORMCHECKBOX 
  Residence

 FORMCHECKBOX 
  Fax Residence             FORMCHECKBOX 
  TDD/TTY 

 FORMCHECKBOX 
  Family/Relative            FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Residence – Cell 


	PERSON:  ________________________________________

	First:  

	M:
 
	Last:  


	Sfx:  

 FORMCHECKBOX 
  2nd            FORMCHECKBOX 
  Jr.
 FORMCHECKBOX 
  3rd             FORMCHECKBOX 
  Sr.
 FORMCHECKBOX 
  4th             FORMCHECKBOX 
  M.D.
 FORMCHECKBOX 
  5th              FORMCHECKBOX 
  PhD 

	Sex:  
 FORMCHECKBOX 
  Male

 FORMCHECKBOX 
  Female

 FORMCHECKBOX 
  Unknown


	Marital Status:  
 FORMCHECKBOX 
  Child, Not applicable

 FORMCHECKBOX 
  Divorced

 FORMCHECKBOX 
  Legally Separated

 FORMCHECKBOX 
  Married

 FORMCHECKBOX 
  Separated

 FORMCHECKBOX 
  Singe – Never Married

 FORMCHECKBOX 
  Unknown

 FORMCHECKBOX 
  Unmarried Couple

 FORMCHECKBOX 
  Widowed


	Ethnicity:
 FORMCHECKBOX 
  Non-Hispanic or Latin

 FORMCHECKBOX 
  Hispanic or Latino

 FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Not Reported
	Origin:  
 FORMCHECKBOX 
  Central American

 FORMCHECKBOX 
  Caribbean

 FORMCHECKBOX 
  South American

 FORMCHECKBOX 
  Puerto Rican

 FORMCHECKBOX 
  North American

 FORMCHECKBOX 
  Mexican

 FORMCHECKBOX 
  Dominican 

 FORMCHECKBOX 
  Cuban
	Race:  
 FORMCHECKBOX 
  Black or African American

 FORMCHECKBOX 
    Caribbean

 FORMCHECKBOX 
    Haitian

 FORMCHECKBOX 
    Native African

 FORMCHECKBOX 
    Other – Black or African American

 FORMCHECKBOX 
  Alaskan Native

 FORMCHECKBOX 
  American Indian

 FORMCHECKBOX 
  Asian

 FORMCHECKBOX 
    Chinese

 FORMCHECKBOX 
    Indian

 FORMCHECKBOX 
    Japanese

 FORMCHECKBOX 
    Korean

 FORMCHECKBOX 
    Other – Asian

 FORMCHECKBOX 
  Native Hawaiian/Pacific Islander

 FORMCHECKBOX 
  White

 FORMCHECKBOX 
  Not Reported

	DOB:  
	Age:
	Language:  Identify one “Language” Value from Appendix A, Section 7

	DOD:    
	SSN:  
	Religion:  Identify one “Religion” Value from Appendix A, Section 7

	Address Information

	Street: 
	PO Box/Apt: 

	City:  
	State: 
	Zip: 
	County:  

	Address Type:  
 FORMCHECKBOX 
  AS – Adult Shelter                         FORMCHECKBOX 
  FS – Family Shelter

 FORMCHECKBOX 
  BM – Business Mail                       FORMCHECKBOX 
  MD – Medicaid Card

 FORMCHECKBOX 
  BS – Business                               FORMCHECKBOX 
  RM – Residence Mail     

 FORMCHECKBOX 
  CF – Correctional                          FORMCHECKBOX 
  RS – Residence 

 FORMCHECKBOX 
  FC – Facility Residence                 FORMCHECKBOX 
  XX - Other
	CD: 
 

	Phone Information

	Number:  
	Extension:  
	Type:  
 FORMCHECKBOX 
  Business                      FORMCHECKBOX 
  Residence - Pager            

 FORMCHECKBOX 
  Business Fax               FORMCHECKBOX 
  Residence

 FORMCHECKBOX 
  Fax Residence             FORMCHECKBOX 
  TDD/TTY 

 FORMCHECKBOX 
  Family/Relative            FORMCHECKBOX 
  Other

 FORMCHECKBOX 
  Residence – Cell 


	SECTION 8:  Family Relationship Matrix

	Family Relationship Matrix must be completed prior to launching a FASP.  Establish each relationship separately.

	Person 1


	Relationship

(Person One is the ________ to Person Two)
Identify on “Relationship” Value from Appendix A, Section 8
	Person 2



	__________________________

__________________________

__________________________

__________________________

__________________________

__________________________

__________________________

__________________________

__________________________


	____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________


	__________________________

__________________________

__________________________

__________________________

__________________________

__________________________

__________________________

__________________________

__________________________




	SECTION 9:  Decision Summary

	Is this case being evaluated for Preventive Services ONLY?                    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No

If Yes:  Programmatic Eligibility for Preventive Services 

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Child Service Needs       

Family Court Ordered Services     

Health and Safety of Child  

Pregnancy                                                                                                                                            
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Parental Refusal

Parent Service Needs

Parental Unavailability

None of the Above

	 FORMCHECKBOX 

	Date Application Sent:   
	
	Date LDSS Received Application signed by Parent/Client:  
	    

	 FORMCHECKBOX 

	Application signed by CPS Worker
	

	Identify the need for Mandated Preventive Services to Clients at Risk of Placement.

	DECISION

	 FORMCHECKBOX 

	Close Family Services Intake – Application NOT Signed by Parent (client)

	 FORMCHECKBOX 

	Close Family Services Intake – Application Signed by Parent (client)

	 FORMCHECKBOX 

	Open Family Services Stage


	SECTION 10:  Signature Page


Signature Page:

Please fill in the following information for each FASP.

	Action Type:

	 FORMCHECKBOX 
  Submit for Review
 FORMCHECKBOX 
  Close FSI

 FORMCHECKBOX 
  Open FSS

	Date:
	

	Completed by :  
	

	Approved by:
	


	Appendix A:  FSI Dropdowns


Section 1:  Source Information
Source Type

	Attorney/Court/DA
	Clergy
	Concerned Citizen/Neighbor

	CPS Worker/Monitor
	Day Care Provider/Facility
	Family Member

	Foster Parent
	Law Enforcement
	Medical Staff

	Other
	Probation Officer
	Self

	Substance Abuse Counselor
	School Personnel
	Therapist/Psychologist/Psychiatrist


Sex

	Female
	Male
	Unknown


Sfx

	Second
	Third
	Fourth
	Fifth

	Junior
	M.D.
	PhD
	Senior


Address Type

	BM – Business Mail
	FC – Facility Residence
	RM – Residence Mail
	XX – Other

	BS – Business
	MD – Medicaid Care
	RS – Residence
	FS - Family Shelter

	AS – Adult Shelter
	CF - Correctional
	
	


Phone Type

	Business – fax
	Family/Relative
	Residence

	Business
	Residence – cell
	TDD/TTY

	Fac Residence
	Residence – pager
	Other


Section 2:  Intake Narrative
Type of Services being requested

	CWS (Child Welfare Services)
	ICPC (Interstate Compact for the Placement of Children)

	ADVPO (Advocates Preventive Only)
	OTI/FAM (Out of Town Inquiry)

	COI (Court Ordered Investigation)
	


Section 7:  Person Demographics
Sfx:  (same as above)

Sex:  (same as above)

Marital Status
	Child, not applicable
	Married
	Unmarried Couple

	Divorced
	Separated
	Unknown

	Legally Separated
	Single, never married
	Widowed


Ethnicity















Origin
	Hispanic or Latino
	
	Central American
	Dominican
	Puerto Rican

	Non-Hispanic or Latino
	
	Caribbean
	Mexican
	South American

	Not Reported
	
	Cuban
	North American
	Other


Race

	Black or African American
	Asian

	
Caribbean
	
Chinese

	
Haitian
	
Indian

	
Native African
	
Japanese

	
Other – Black or African American
	
Korean

	Alaskan Native
	
Other – Asian

	American Indian
	Native Hawaiian/Pacific Islander

	Not Reported
	White


Language
	English
	ChnseOther
	Filipino
	Italian

	Nat Am Lan
	Mandarin
	French
	Japanese

	Albanian
	HaitnCreol
	Greek
	Khmer

	Arabic
	Czech
	German
	Cambodian

	Bengali
	Ethiopian
	Gujarati
	Korean

	Bosnian
	Farsi
	Hindi
	Laotian

	Cantonese
	Fulani
	Hebrew
	Multiple

	Fujianese
	Punjabi
	Polish
	Nigeranibo

	Portuguese
	Patois
	Romanian
	Russian

	SerboCroat
	Amer Sign
	Braille
	Spanish

	Tagalog
	Unknown
	Vietnamese
	Other

	Yiddish
	Urdu
	
	


Religion
	Other Asian Religion
	Episcopal/Anglican
	Native American

	African Religion
	No Preference
	Other Christian

	Baptist
	Greek Orthodox
	Pentecostal

	Other Protestant
	Hindu
	Presbyterian

	Buddhist
	Muslim/Islamic
	Catholic

	Jewish
	Jehovah’s Witness
	Russian Orthodox

	Christian Science
	Lutheran
	Unknown

	Chinese Traditional
	Methodist/Wesleyan
	Unitarian/Universal

	Other Eastern
	Mormon
	Other

	None/Secular
	
	


Address Type:  (same as above)

Phone Type:  (same as above)

Section 8:  Family Relationship Matrix
Relationship
	Mother

	Aunt/Uncle
	Half –sibling
	None

	Father
	Adoptive Father

	Stepsibling 

	Great Grandparent

	Alleged Father
	Adoptive Mother
	Partner


	Great Grandchild

	Putative Father
	Legal Custodian

	Paramour

	Grandchild

	Child
	Legal Guardian


	Other Family Member
	Niece/Nephew

	Stepparent


	Spouse
	Unrelated Household Member

	Stepchild

	Grandparent

	Sibling
	Cousin
	Other


	
	
	
	Ward



Section 10:  Signature Page

Action Type
	Submit for Review
	Close FSI
	Open FSS


DECISION SUMMARY

FSI Closure Decision:
Close Family Services Intake – Application NOT Signed by Parent (client)

Close Family Services Intake – Application Signed by Parent (client)

Open Family Services Stage

Page | 1
                                                                                                                                       (Family Services Intake Rev 12/2012)

