COJ%MUNITYACTION AGENCY OF NEWHAVEN INC

419 Wha]lcy Avenue, New Haven, CT 06511, (203) 387-7700

Umversal Intake & Pre-Assessment Form

(Please Prlnt in Ink Only) S Tk ' # Adults in Household L # Chlldren in Household
Flrst Name B T -M.L: _ Last Name: _ ;

Somal Securlty# R T | ' Date of Birth: A A ' Gender: Male / Female
Service Address L " #of Years at this address? : L L '
Address: N ;o Apt: ;‘Floor:‘;

City Name: ) S _ State: Zip: '
Telephdne#—Home” r Work: . - Cellular:

Can’ we text you‘i’ DYes DNO s Cei,lu[arvﬁfj_p_[}_e: F(gyi.dér':»‘ B s

Mallmg Address (lfdlfferent) R ' e , . o

Address PR : ' A ) _ - Apt___ Floor:i____
CltyName T _ State: L Zipr_ L

What is the best way to contact you? OMail 0 Telephone O Cellular OEmail  Email:

EmergencyContact: i ; - Relationship: ' s _ Telephone: '

Marital Status: [':I.Divorced O Marrie_d 0 Partner O Separated O Single 'O Widowed

Ethnicity: - OHispanic .~ ONon-Hispanic
Race: DAmerican Indian/Alaska Native ~ OAsian ' DBiracial/Multi-Race  OWhite
' OBlack/African American ' . DHawanan/Pac:flc Island OOther;
Education: 00-8th Grade . - - O12+Some Post Secondary 02 or 4 Yr. College Graduate
' 09-12 Non-Graduate " OHigh School Grad/GED ;

Family Type: 0OSingle 0OSingle Parent Female DOSingle Parent Male E]2 Parent Household 02 Adults w/no children
‘OOther-Please Describe:

Residency (circle one): OU. S. Citizen OEmployment Authorization OPermanent Resident 0Other

Health Insurance: Y/N Veteran: Y/N SNAP (Food Stamps): Y/N  Farmer: Y/N  Are you Pregnant? Y/N
WIC Recipient: Y/N  Disabled: Y/N Do you use a Wheelchair: Y/N
Are you a Registered Voter? OYes 0O No

Do you live in Public Housing? OYes CNo Name of Complex:

Primary Language (circle one): English / Spanish / Other (please indicate);

Secondary Language (circle one): English / Spanish / Other (please indicate):

Are vou receiving DSS Services? OHusky OSAGA Cash OSNAP [OState Supplemental OTFA
DSS Client ID/AU #:

How did you find out about us? 0OHSI Referrals OInternet/Webpage ONewspaper DRadio
OParent Referral ORecruitment OTelevision OWard of Mouth




Housing Status (circle one): Own / Rent / Homeless / Other (please indicate):

Subsidized Housing? Y /N OSection 8 ORAP OOther If yes, your portion: $
Dwelling Type (circle one): OSingle Family 0 Two Family D 3to5Units 06 or more Units OCondo
O Mobile Home Oln-Law Apartment O Other Monthly Rent/Mortgage $

Primary Source of Heat: COil ONatural Gas OElectric OCoal OKerosene OPropane 0OWood OOther
Primary Method of Paying for Heat: OPayment to Vendor OHeat in Rent

Landlord Info: First Name: ' Last Name:
Address: : Apt: ___ Floor: ___
.City Zip: State:
Télephone: '

Checking Account-? Y/N Savings Account? Y/N

Do you receive Child Support: Y/N Do you currently pay child support? OYes 0ONo
Income Type #1: .+ ‘Interval: Weekly / Bi-Weekly / Monthly / Other . Amount $
Income Type #1: Interval: Weekly / Bi-Weekly / Monthly / Other Amount §
vy B B o E ot .Pre-Assessment Form B S TR i
‘En"i'g_loymen‘t': ~ + Doyou have a Job? D_Yés ONo 'ONot Employed -,ls your job a full time job? .0Yes ONo
Training: Have you ever completed a training program or received a certification to help you get a job? OYes ONo
Hpusji"rig' : | - Are you homeless o in a shelter? OYes ONo . s y_c;uf houéing.safe and affordable? OYes ONo
Education: - - Have you earned a High Sc'hoql D_iploma/G.E.D,? OYes ONo ‘
Transportation: Do ‘ybu have actess to a car, ﬁdé'br”ﬁijblic‘ trahspdrt‘atibh on a regular basis? OYes ONo
Adui{"He‘alth lhsurahce: Do all personé 18 years or older in your household have health insufaﬁce? _ OYes ONo
Child Health Insurance: Do you have children under 18 in your household? OYesoNo =~
' , | Do_'all children in your household have health insurance?  OYes ONo
Childgare: - Do you need Ehf'l'dt:are? " 'OYes ONo '.DN/A' * Can you afford childcare? OYes ONo
Eldercare: . Do you need care for'an-elderly p'e.rson? OYes ONo  Can you afford it? OYes ONo '

Do you have at least once source of Income? OYes ONo .
Check grograms/sérvices' below that you are interested in.

DOAACTS Program (New Haven Residents) - OManage Your Future (voutn) ‘ O8urfing with Seniors

OCase Management Services ' OMature Adults Activities Program OVITA (During Tax Season)
DDiaper Bank (New Haven Residents) - OOperation Fuel S OWarren Kimbro Reentry Program
DDisabilities g e Talfe OPassport Transitional Services - DOWeatherization

DODSS Programs & Services {Homeless) Program ' ‘ : o ' S

OEnergy Assistance Program ' 0OSCGC MPP Program ' ONot Interested

OFathers Matter Today -OSMART Women ' o ‘

DOFood Pantry (New Haven Residents) * + - 'OSubstance Abuse

u---.----.--clnln---cnln---u---n------l-nl-----c---.---n-----uu-----.c----n--.o-n-nl---.n-.-n---..-.-n----.-----n----o---n-u--c-n--u--.-n--.---n

o . Customer Confidentiality and Release of Information Consent
I give GAANH consent to release, obtain and share all pertinent identifying and non-confidential social, medical and other information about myself that will allow
me to benefit from services offered, In granting such permission, | understand that such information will remain confidential and that such information will only be
Jsed for my benefit or to benefit the minor members of my family. | release CAANH and Its staff from any legal liability for disclosing or acquiring information that |

nave permitted by signing this form. The statements made by me on this application are true, correct and complete to the best of my knowledge. This consent will
2e effective for one year beginning at the date of my signature on this form.

Did you receive assistance completing this form? OYes ONo Triage Case Manager:
Applicant’s Signature: o ' i Date:
have explained to the customer listed above the purpose of this release and the disclosure that might reasonably be anticipated.

CAANH Staff printed name: Date:
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