Valencia Transitional Homes Intake Form

Entry Date ______/_____/20_____ 							SSN: ________/______/________
Last Name: _________________________________ First:_________________________ Middle Name:___________
Current Address:___________________________________ City: _______________________ State:____Zip:______
Is applicant pregnant  Yes  No #Months pregnant ______
Date of Birth: _______________ Sex:  Male  Female  **Disabled:  Yes  no 
Phone #:______________________**List medical Problem(s): ____________________________________________
 (
Ethnicity:
 
Hispanic/
Latino Origin
)
Marital Status:		Education:						Race:	
	 Single		 0-8 years						 African American/Black
	 Married		 9-12(non-HS grad)					 Caucasian.
	 Separated		 HS Grad/GED					 Native Hawaiian/ Pacific Islndr.
	 Widowed		 12+					 Asian	 Asian
	 Divorced		 College Grad					 American Indian/AK Native    
				 Junior College					 African American & White	
				 College (non grad)					 American Indian/AK/White					 Voc/Tech (completed)				 Asian & White		
 Graduate Degree					 American Indian/AK/Black     

Veteran:  Yes  No  Unsure


Monthly Income & Amounts:			Food Stamps:  Yes  No		
Child Support:						
TANF:							If Yes, please list amount $_____		
Employment FT:				
Employment PT:					Insurance Type:
Pension:						 Medicare	
Veterans Ben:						 Medicaid
SSA:							 Private
SSDI:							 VA Medical				
SSI:					           		 None				
Unemployment:							
Other:							
									
Total:$									
							
														
Personal Health Information

Medical History: ​Have you ​ever​ had any of the following? Check all that apply.

❑​ ​NONE of the problems listed 	❑​ Allergies   	❑​ Anemia    	❑​ Arthritis conditions
❑​ Asthma	  ❑​ ​Arterial fibrillation  	 ❑​ Bleeding problems  		❑​ BPH  	❑​ ​CAD coronary artery disease 	     ❑​ Cancer	❑​ Cardiac arrest            ❑​ Celiac disease        ❑​ Chest pain         ❑​ Congestive heart failure 		      ❑​ chronic fatigue syndrome        ❑​ Depression.   ❑​ Diabetes	❑​ Drug/alcohol abuse	     ❑​ ​Erectile dysfunction	     ❑​ ​Fibromyalgia		❑​ Gerd		❑​ ​heart disease    ❑​ ​Hyperinsulinemia	❑ ​Hyperlipidemia       ❑​ Hypertension	      ❑​ Hypogonadism male	    ❑​ Hypothyroidism       ❑​ Infection problems	       ❑​ Insomnia	  ❑​ irritable bowel syndrome       ❑​ Kidney problems	   ❑​ Menopause          ❑​ Migraines/headaches      ❑​ Neuropathy         ❑​ Onychomycosis	                   ❑​ Organ injury	      ❑​ ​Osteoporosis      ❑​Pulmonary embolism 	     ❑​ Seizure disorders	   ❑​ Shortness of breath 	      ❑​ ​Sinus conditions    ❑​ ​Stroke	     ❑​ ​Syndrome X	❑​ ​Tremors	❑​ ​Wheat allergy

Does applicant have a history of any psychiatric conditions?  Yes  No
Check all that apply.

 Homicidal ideas/attempts
 Assaultive behavior 
 Delusions
 Severe depression
 Severe thought disorder
 Cognitive impairment
 Suicidal ideas
 Suicidal attempts
 Hallucinations
 Arson/ fire setting
 Other (specify)

Does applicant receive psychiatric care?  Yes  No
*If yes, please list name, address, and phone number of all psychiatric providers.

____________________________________________________________________________________________________________________________________________________________________________________________________________
Does applicant have a history of any substance abuse disorders?  Yes  No

Is applicant allergic to any medications?  Yes  No
*If yes, please list medication allergies.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list ALL current medications currently being taken by the applicant.


____________________________________________________________________________________________________________________________________________________________________________________________________________
Where does applicant receive medical care? Please list name, address, and phone number of all health care providers.

____________________________________________________________________________________________________________________________________________________________________________________________________________
Does the applicant have difficulty with any of the following areas of daily living? Check all that apply.
	ADL Function 
	Independent 
	Needs Help 

	Bathing 
	
	

	Dressing/ grooming
	
	

	Transferring, e.g., from bed to chair 
	
	

	Toileting 
	
	

	Hygiene 
	
	

	Feeding oneself 
	
	

	Meal preparation
	
	

	Housekeeping (Laundry, housework)
	
	

	Taking medication as prescribed
	
	

	Filling prescriptions/med management
	
	

	Money management 
	
	

	Other (specify):
	
	



Emergency Contacts

Primary Contact:
Relationship:_______________	Name:______________________________________________________
Address:_____________________________  City:____________________ State: _______  Zip:___________
Phone Number: __________________________________
Secondary Contact:
Relationship:_______________	Name:______________________________________________________
Address:_____________________________  City:____________________ State: _______  Zip:___________
Phone Number: __________________________________










Application Affirmation & Authorization to Verify Information
APPLICATION STATEMENT: I certify that the above information is an accurate and complete disclosure of the requested information.  I hereby acknowledge that the information relating to determination of my eligibility requires verification and/or documentation, and by my signature, I authorize the release of such information as may be required for the determination of my eligibility.

Signature of Applicant _______________________________________________________ Date:_____________________

Intake Worker Signature ______________________________________________________Date:_____________________

NOTES:

