CAYND
Collective Action for Youth and Neighborhood Development

Intake Form

Please Print Clearly Date:
Customer Name: S.S. No.
Age: DOB: Sex: Race:
Address:

Street Apt. City State Zip code
Home Phone: ( ) Other Phone ( ) Type:
Complete if customer is under 18 years:
Parent/Guardian Name:
Parent/Guardian Address if different from above:
Does your parent or guardian know that you are requesting services? [_]Yes [ INo

Parent/Guardian Contact Number: ( )

Staff Use Onl
Resides in

WMPR Zone?
Yes No

Services Requested:

[ JAnger Mgmt [ ]AOD Treatment [ ] Childcare [_] Computer Training

[ ] Domestic Violence

[ ] Employment [ ]GED [ ] Housing [ lJob Training [ JLegal Aid
[ IMICA [ ] Parenting Class [ |Support Group ~ [_] Other
Youth Specific: [_] Personal Development [_|Rites of Passage [ | Mentor  [_]Youth Program

[ ]Other
Are any requested services court ordered?

[ Jyes [ ]No

Are you currently receiving any services? [ | Yes [ ]No  If yes, what services?

How did you hear about the CAYND Program?

To be completed by Staff:

Staff Initials:
[ JCAYND Team Member
[ INetcare [ _] Probation Officer

1% Contact Date:
Referral Source: [_|Self
[ JoyAap []ODYS

[ ] Parole Officer [ ] Other

Assessment Appointment Date & Time:

[_] Copy to APDS Program Evaluator Initial
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Date

Contact type: [_JPhone [_] Walk-in [_JFax
[ ] APDS Staff

Revised 1/04/07




Comments

To be completed by CAYND Staff:

Date of Referral:

Customer referred to :(Include referral source, service referred, contact person, and contact number)
1.

2
3.
4.
5

Appointment made: [_Yes [ |No If not, Why?

Follow Up:

Follow up date: Customer linked and attending? [ Jves [ INo

Next Steps:

Comments:
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