RENAISSANCE SOCIAL SERVICES, INC.

INTAKE ASSESSMENT


Date: ____________  
Head of Household: _____________________________________________________


Maiden Name: _____________________________    Other Name: _______________ 


Social Security Number: ___________________    Birth Date: _________________ 
Address: _______________________________________________________________ 

Phone:  _______________________ 
   Cell phone:  _______________________ 

Gender:     M        F




Veteran:  
YES     NO


Race: 






Ethnicity:
(  American Indian or Alaskan Native

(    Hispanic or Latino

(  Asian





(    Non-Hispanic or Non-Latino
(  Black or African American

(  Caucasian 
(  Native Hawaiian or Other Pacific Islander

FEMA ID: _______________________
Red Cross ID: _____________________






Emergency Contacts





1. Name: ________________________________
Relationship: __________________  

Address: _______________________________________________________________ 

_______________________________________________________________________   

Phone:  (day) ________________ (eve) ________________ (cell) ________________
2. Name: ________________________________
Relationship: __________________  

Address: _______________________________________________________________ 
   
_______________________________________________________________________  
Phone:  (day) ________________ (eve) ________________ (cell) _________________

OTHER ADULTS IN THE HOUSEHOLD

1. Name: ________________________________
Relationship: __________________  

Social Security #: _________________________
Phone: _______________________ 
Birth Date: ______________________________
Gender:  
M
F

2. Name: ________________________________
Relationship: __________________  

Social Security #: _________________________
Phone: _______________________ 

Birth Date: ______________________________
Gender:  
M
F

CHILDREN: 

Please list the children that will be living in the household. 

1. Name: _____________________________________ 
Birth Date: ______________ 

Social Security #: ____________________________
Gender: 
M
F

Race: ______________________________________
Ethnicity: _______________ 

Enrolled in school? _________
If yes, where?
_____________________________ 

2. Name: _____________________________________ 
Birth Date: ______________ 

Social Security #: ____________________________
Gender: 
M
F

Race: ______________________________________
Ethnicity: _______________ 

Enrolled in school? _________
If yes, where?
_____________________________ 

3. Name: _____________________________________ 
Birth Date: ______________ 

Social Security #: ____________________________
Gender: 
M
F

Race: ______________________________________
Ethnicity: _______________ 

Enrolled in school? _________
If yes, where?
_____________________________ 

4. Name: _____________________________________ 
Birth Date: ______________ 

Social Security #: ____________________________
Gender: 
M
F

Race: ______________________________________
Ethnicity: _______________ 

Enrolled in school? _________
If yes, where?
_____________________________ 

Please list the children that not be living in the household. 

1. Name: _____________________________________
Birth Date: ______________ 

Location: _____________________________________________________________ 

2. Name: _____________________________________
Birth Date: ______________ 

Location: _____________________________________________________________ 

3. Name: _____________________________________
Birth Date: ______________ 

Location: _____________________________________________________________ 

4. Name: _____________________________________
Birth Date: ______________ 

Location: _____________________________________________________________ 

5. Name: _____________________________________
Birth Date: ______________ 

Location: _____________________________________________________________ 

PROGRAM ENROLLMENT

1. Was client homeless prior to intake?   
NO 

YES 

2. Cause for homelessness: (Check all that apply.)  
· Alcohol Abuse 
· Condemned/Substandard/Lack of Utilities 
· Drug Abuse 
· Eviction 
· Family Dispute 
· In Transit/Traveling 
· Insufficient Income 
· Loss of Job 
· Loss of Public Assistance 
· Medical Condition/Physically Disabled 
· Mismanagement of Income 
· Natural Disaster/Fire 
· Neighborhood Violence/Gang Intimidation 
· No Affordable Housing 
· Release From Correctional Institution 
· Release From Mental Health Facility 
Detailed homeless description: ___________________________________________  

3. If evicted, did you receive any of the following types of assistance to prevent the eviction?
  
· Landlord-tenant mediation 
· Legal assistance 
· One-time rental assistance 
· Other ________________
4. How many episodes of homelessness have you experienced in the last 3 years including this one?   

1  2  3  4  5+  
(  Don't Know   
(  Refused  

5. How long have you been homeless during this past episode?  ___________________ 
· Don't Know   
· Refused  

6. Immediate Prior Residence Type   
· Emergency Shelter
· Transitional Housing for Homeless Person 
· Permanent Housing for Formerly Homeless Person 
· Psychiatric Facility 
· Substance Abuse Treatment Facility 
· Hospital 
· Jail/Prison 
· Hotel or Motel 
· Foster Care Home 
· Recipients Own House or Condo 
· Living with Someone Else (like Family or Friends) 
· A Car or Other Vehicle 
· An Abandoned Building 
· At a Transportation Center (like Bus Station, Airport, etc.) 
· Anywhere Outside (like Streets, Parks, etc.) 
· Other Second Stage Shelter 
· Unsubsidized Rental Housing
· Subsidized Rental Housing/Section 8 
· Public Housing-Lease Holder (CHA) 
· Public Housing - Non-lease Holder Recipients 
· Rented Apartment 
· Don't Know
· Refused  

Detailed prior residence description: ________________________________________
7. Immediate prior residence duration:  ________________________________________   
8. Zip code of last permanent address:   ____________    (  Don't Know  
(  Refused  
9. Previous community of residence:   (  City of Chicago
( Other: _______________ 
10. Does the client require Prevention Services?  ________________________________ 
11. Number of shelter stays in the last 6 months: ________________________________  
INCOME/BENEFITS/DEBT
Source of income
If you have received income from any of the following sources in the last month, list the approximate monthly amount for each source. 
________________  
Employment 

________________    Unemployment Insurance 
________________    Supplemental Security Income (SSI) 
________________    Social Security Disability Income (SSDI) 
________________    Veteran's disability payment 
________________    Private disability insurance 
________________    Worker's compensation 
________________    Temporary Assistance for Needy Families (TANF) 
________________    General Assistance/Earnfare/Transitional Assistance 
________________    Social Security 
________________    Veteran's pension 
________________    Pension from a former job 
________________    Child support 
________________    Alimony or other spousal support 
________________    Food stamps 
________________    Aid to the Aged, Blind, and Disabled 
________________    SSI/P3 
________________    Other sources of income: __________ 

________________    Total Monthly Income 
________________    Total Yearly Income 
Benefit Status
Check one: A) appealing; B) applied for; C) currently receiving; D) denied; E) never applied; F) pending; G) received; H) no longer receiving; I) sanctioned; J) terminated. 

1. ___________    TANF

2. ___________    Unemployment
3. ___________    SSI 

4. ___________    Other benefit status 

Non-Cash Benefits 

If you have received any of the following types of assistance in the last month, list the approximate monthly amount for each source. 

________________    Housing subsidy 
________________    TANF childcare subsidy 
________________    TANF transportation subsidy 

________________    Section 8, Public Housing or Other Rental Assistance 

Other TANF services?   NO    YES   


If yes, please explain. __________________________________________________   

WIC Services (Check all that apply)  
· Food/Nutrition 

· Medical Services 

· Other 

Any other assistance received?   NO    YES   
      If yes, please explain.  _________________________________________________ 
Health Insurance 

Private health insurance   NO    YES   
      Employer  ______________________________________
      Name of insurance carrier  ______________________________________
      Policy number  ______________________________________
      Effective Date  ______________________________________ 
Participate in MEDICAID health insurance?   NO    YES   
      Policy number  ______________________________________
      Effective Date ______________________________________
Participate in MEDICARE health insurance?   NO    YES   
      Policy number  ______________________________________
      Effective Date ______________________________________
Participate in Kid Care insurance program?   NO    YES   
      Policy number  ______________________________________
      Effective Date ______________________________________
Receive Veterans Administration medical services?   NO    YES   
      Policy number  ______________________________________
      Effective Date ______________________________________

Current Delinquencies 

Any current delinquencies in your name?   
NO    YES   
If yes, for each delinquency indicate the amount past due:    
________________    Gas company 

________________    Electric company 

________________    Water company 

________________    Phone company 

________________    Cable company 

________________    Rent arrearages 

________________    Past due mortgage 

________________    Child support 

________________    Other company 

________________    Total amount of above debt that is past due.
Have you contacted 311 for mortgage delinquency counseling?   NO    YES   
Explain if any payment agreements or attempts to reduce the delinquency amount have been made. _____________________________________________________________
Savings and Assets 

Total current cash savings _____________
Other assets (check all that apply)   
· Vehicle 

· Bonds 

· Restricted 

· Assets 

· Other
PUBLIC ASSISTANCE / ENTITLEMENTS HISTORY
Please indicate your status for the following benefits using the codes below. 
1. Status can be one of the following: 
A) Appealing; B) Applied for; C) Currently receiving; D) Denied; E) Never applied

2. If your benefits had ended, indicate the reason. 
The reason can be one of the following: 

A) Became ineligible due to changes in benefit program 

B) Became ineligible due to changes in family size/children's age/compostion

C) Became ineligible due to citizenship status 

D) Exceeded time limit Ineligible due to increase in earned income or assets

E) No longer needed assistance 

F) Other 

G) Sanctioned for child support non-payment 

H) Sanctioned for missed appointments/case management task 

I) Sanctioned for non-compliance with work regulations 

J) Sanctioned for other non-compliance 

A) Temporary Aid to Needy Families (TANF)
1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 
2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 
 B) Food Stamps
 1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 

2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 

C) Medicaid 

1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 

2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 
D) Medicare 

1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 

2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 

E) Social Security
1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 

2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 

F) SSI/P3
1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 

2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 
G) Supplemental Social Security Income 

1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 

2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 

H) Social Security Disability Income (SSDI) 

1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 

2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 

I) KidCare / Family Care 

1. Status: ___________  

a) If ever received, most recent dates: Start date _________  End date _________ 

2. If ended, indicate reason ended:  ___________  

a) If appealing denial, or termination, describe the nature and time frame of the appeal. _______________________________________________ 
EMPLOYMENT HISTORY INFORMATION 
1. Are you currently employed? 
NO

YES
2. Please tell us about your most recent job. 

Employer name:   ______________________________________________________ 

Address   _____________________________________________________________
Phone number _____________________
Start date ________  End date __________  


Position title  ______________________
Field of work _______________________ 

Monthly income ___________________  
Hourly wage  _______________________

Is this Full time or Part-time? ________ 
Average # of hours per week ___________   

Employment type:   a) Permanent, b) Seasonal, c) Temporary? _________________  

Day labor   
NO    YES   


Seasonal Farm worker   
NO    YES   


Farmer 
NO    YES   


Migrant farm worker   
NO    YES   
List of duties  _______________________________________________________ 

3. Describe your past work history. (Please include job titles, approximate dates, and 

earnings.) ____________________________________________________________ 

_____________________________________________________________________ 

_____________________________________________________________________ 

4. If you are not currently employed, are you looking for work?   
NO    YES   

If so, what type? _______________________________________________________ 

5. Do you have an interest in pursuing a specific career? 
NO    YES   
If yes, please describe. ___________________________________________________ 
Vocational Goals: 

_______________________________________________________________________ 

_______________________________________________________________________  

_______________________________________________________________________ 

EDUCATION ASSESSMENT
1. In school now, or working on any degree or certificate?   
NO    YES   
School Name:  ________________________________________________________  
List type of degree or certification in progress:  _______________________________ 
2. Highest level of school completed: _________________________________________ 
Date completed _____________________ 

3. Have you ever completed/received vocational training, certificate or apprenticeships?   

If yes, please list. _____________________________________________________   
4. Are you comfortable writing in English? 
NO    YES   
Would you like to improve? 

NO    YES   

Are you comfortable speaking English? 
NO    YES   

Would you like to improve? 

NO    YES   
What other languages are you comfortable speaking/writing? ____________________ 

______________________________________________________________________ 

5. Are you interested in furthering your education? 

NO    YES   
If yes, why? ___________________________________________________________ 

6. Do you have educational goals for your children? 
NO    YES   
If yes, what are they? ____________________________________________________ 

Education Goals: 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

HOUSING HISTORY ASSESSMENT
1. Type of residence previous to most recent homeless episode?  (Circle one.) 
A) A Car or Other Vehicle 
B) An Abandoned Building 
C) Anywhere Outside (like Streets, Parks, etc.) 
D) At a Transportation Center (like Bus Station, Airport, etc.) 
E) Emergency Shelter 
F) Foster Care Home 
G) Hospital 
H) Hotel or Motel 
I) Jail 
J) Living with Someone Else (like Family or Friends) 
K) Other Permanent Housing for Formerly Homeless Person 
L) Prison 
M) Psychiatric Facility 
N) Public Housing - Non-lease Holder 
O) Public Housing-Lease Holder (CHA) 
P) Recipients Own House or Condo 
Q) Recipients Rented Apartment 
R) Second Stage Shelter
S) Subsidized Rental Housing/Section 8 
T) Substance Abuse Treatment Facility 
U) Transitional Housing for Homeless Person 
V) Unsubsidized Rental Housing 
If other, please explain. __________________________________________________ 
If residential program, specify name. _______________________________________   

Address: _____________________________________________________________  

Phone  ________________________  
Phone 2  ___________________________  
Rent per month
__________________ 
Start date _________________ 


End date _________________ 

2. Reason for departure: ______   A) Enrolled in another program, B) Evicted, C) Family 
reunified at another location, D) Other, E) Voluntarily moved to another address 

     If other, please explain. _______________________________________________   

3. If evicted, did you receive any of the following types of assistance to prevent the 
eviction? (check all that apply)  
· One-time rental assistance 

· Landlord-tenant mediation 

· Legal assistance  

· Other 

4. Housing subsidy for this location?   NO
YES

If yes, type of subsidy:   
· Chicago Low-Income Housing Trust Fund 
· PHwSS transitional subsidy 
· Public Housing 
· Section 8 
· Shelter plus care 

· Other 
______________  

If other, please explain. _________________________________________________   

Does subsidy expire?   NO    YES   
If yes, subsidy expiration date: __________ 

5. Where would you like to be living in 5 years? ________________________________   _______________________________________________________________________ 

6. What are your housekeeping skills? ________________________________________ 

_______________________________________________________________________ 

Housing Goals:
________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 
VETERAN INFORMATION

1. Have you ever served in the military? 
NO    YES   
2. Branch of service:

· Army 


· Air Force 


· Navy 
 

· Marines 


· Other: ________________  

3. Start of service _______________ 
End of service _______________ 

4. Served in a warzone:   
NO    YES   

· Europe   

· North Africa   

· Vietnam   

· Laos and Cambodia   

· South China Sea   
· China, Burma, India   

· Korea   

· South Pacific   

· Persian Gulf   

· Other: ____________________    

Months served in war zone: ____________   

Ever received friendly or hostile fire in war zone?   
NO    YES   
5. Type of discharge: ____________   
a) Honorable, b) General, c) Medical, d) Bad Conduct, e) Dishonorable, f) Other. 
If other, please explain. ______________________________________________ 
6. Ever serve in Foreign Service?
NO    YES   
7. Do you have PTSD as a result of serving in war?   NO    YES   
8. Do you receive services through the Veteran’s Administration currently?  NO   YES

If so, please describe. 

____________________________________________________________________ 

____________________________________________________________________ 

LEGAL
1. Place of birth:  (City / State / Country)   ____________________________________
2. Marital status:   
· Divorced 
· Domestic partner 
· Married 
· Never married 
· Separated 
· Widowed 

3. Identification documentation: (check all that apply and copy for file) 
· Government issued photo ID 
· Social Security card 
· Birth certificate 
· Passport 
· Other Federal ID 

· Other: ____________________

If no birth certificate is available please indicate if client has ever attended public

school in Chicago?    
NO    YES   
4. Criminal History 
Have you ever been charged with a crime?   NO    YES   
Reason for most recent arrest _____________________________________________  

Date of most recent arrest ________
Date of most recent incarceration ________
Are you presently on probation?   NO    YES   

      Probation officer's name  ___________________________
      Probation officer's phone ___________________________ 
Are you presently on parole?   NO    YES   
      Parole officer's name  _____________________________
      Parole officer's phone _____________________________
Do you currently have any pending court dates?   NO    YES   
      If yes, please explain  ________________________________________________  

Is there currently a warrant for your arrest?   NO    YES   
Do you have any pending restraining orders?   NO    YES   
      If yes, please explain  ________________________________________________ 
Legal representation contact information  

      __________________________________________________________________ 
Other legal involvement?   NO    YES   
      If yes, please explain. ________________________________________________ 
Do you have any pending legal representation issues?   NO    YES   
      If yes, please explain. _________________________________________________
MEDICAL
General Medical Information
1. How do you consider your health compared to other people your age?  (Circle one.)  
A) Don't know, B) Excellent, C) Fair, D) Good, E) Poor, F) Very good.
2. Do you have any health concerns at this time?   NO    YES   
If yes, please explain.  ________________________________________________  __________________________________________________________________  

__________________________________________________________________ 
3.  Are you pregnant at this time?   NO    YES   
     If yes, due date ____________ 
Date of most recent physical exam ____________ 
4. Date of last physical exam: ______________   
Doctor: ______________________ 
    Affiliation: ___________________________
Phone: _______________________ 

Health issues: _________________________________________________________

_____________________________________________________________________ 

5. Are you currently taking prescribed medication?   NO    YES   
If yes, please list all medication on the medication sheet (cover page 2). 
6. Have you taken any prescribed medications in the past?   NO    YES   
If yes, please list all past medications on the medication sheet (cover page 2). 
7. Do you have any allergies?  
NO
YES

If yes, please list. _______________________________________________________
8. Date of last dental exam: ______________   
Dentist: ______________________ 

    Affiliation: ___________________________
Phone: _______________________ 

Dental issues:  _________________________________________________________ 
_____________________________________________________________________  

9. Have you ever been hospitalized for any reason within the past six months?   NO  YES   
If yes, please explain.  ___________________________________________________ 
_____________________________________________________________________  

_____________________________________________________________________  

10. Date of last optical exam: _______________    
Optometrist: __________________ 

    Affiliation: ___________________________
Phone: _______________________ 

Optical issues:  ________________________________________________________  

_____________________________________________________________________  

Previous or Current Health Information 
1. Do you have or have you ever had any of the following or any other health problems?
· Anemia/Sickle cell  
· Diabetes  

· High blood pressure  
· TB  
· Heart Disease 

· STD's 

· Asthma 

· Epilepsy

· History of severe injury or surgery 

· Other 

If yes to any, please explain.  ______________________________________________  
______________________________________________________________________ 
______________________________________________________________________  

2. TB Information 

Last TB test date ​​​​​​​​​​​_______________    
Test site  ____________________________   
Reading date __________________  
Reading result: A) Abnormal, B) Normal.
Positive by history?   NO    YES   
If yes, can you provide documentation?   NO    YES   
3. Do you have a physical disability?   NO    YES   
Do you have a chronic physical health issue?   NO    YES   

If yes, please briefly describe the disability or chronic health issue. _______________  

_____________________________________________________________________  

_____________________________________________________________________  

4. Do you have a developmental or learning disability?   

NO    
YES   
Are you receiving services for a developmental disability?   
NO
YES   
If yes, please briefly describe the developmental issue. _________________________  

_____________________________________________________________________  

_____________________________________________________________________  

5. Please describe your eating habits. _________________________________________ 

_____________________________________________________________________

6. Please describe your exercise habits. _______________________________________ 

_____________________________________________________________________  

7. How many hours of sleep do you obtain per night? ___________________________  
Health Goals: 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________  
MENTAL HEALTH

1. When was your last visit with a psychiatrist?  ______________________________  

Doctor: 
________________________    
Phone # _____________________    
Affiliation: 
________________________ 
2. When was your last visit with a therapist/counselor? _________________________  
Name: 
________________________    
Phone # _____________________    

Affiliation: 
________________________ 

3. When was your last visit with a social worker/case manger?  ___________________ 
Name: 
________________________    
Phone # _____________________    

Affiliation: 
________________________ 

4. Are you currently receiving any type of mental health treatment?   
NO 
YES

Treatment type: _______________________________________________________     
Where? _____________________________________________________________ 
5. Have you ever had a psychiatric diagnosis?
NO
YES

What was that diagnosis? ________________________________________________ 
Who made the diagnosis? ________________________________________________ 

6. Do you currently have any symptoms?
  
NO 
YES
What symptoms do you usually have? ______________________________________
_____________________________________________________________________

7. Have you ever been in the hospital overnight for mental health treatment?   NO
  YES
      
When?_____________________________

8. What symptoms were you having before you entered the hospital? _______________

_____________________________________________________________________  

9. Have you taken psychotropic medication in the past? 
NO
YES

If yes, please list all medication on the medication sheet (cover page 2). 

10. Are you currently taking psychotropic medication? 
NO
YES

If yes, please list all medication on the medication sheet (cover page 2). 

Mental Health Goals:

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

ALCOHOL AND DRUGS

1. Do you consider yourself as having a problem with alcohol?   
NO    
YES

2. Do you consider yourself as having a problem with drugs?   
NO  
YES

3. Do you currently use alcohol or drugs? 



NO
YES

If yes, please describe. ________________________________________________   

___________________________________________________________________  

4. Have you used alcohol or drugs in the past? 


NO
YES

If yes, please describe. ______________________________________________ 

_________________________________________________________________ 

5. Have you ever received treatment for alcohol or drug problems?
NO
YES

Facility: _________________________
Dates: 
________________________


Facility: _________________________
Dates: 
________________________


Facility: _________________________
Dates: 
________________________


6. Do you participate in recovery programs, such as AA or NA? 
NO
YES

Name of group: ___________________
Frequency: _____________________

Name of group: ___________________
Frequency: _____________________

Name of group: ___________________
Frequency: _____________________

7. Do you have a sponsor? 
NO
YES

If not, would you be interested in finding one? 
NO
YES  

8. What are your triggers? ________________________________________________ 

____________________________________________________________________  

9. What were you like when you were drinking or using drugs? ___________________ 

____________________________________________________________________ 

10. Have you ever had a period when you were drug/alcohol free? 
NO
YES

If yes, please explain. ___________________________________________________  

_____________________________________________________________________ 

*** Complete MAST ***

Substance Use Goals:

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

FINANCIAL ASSESSMENT
1. Do you have a checking account? 

NO
YES

2. How are you able to pay your bills every month? 
___________________________ 

3. Do you have a savings account? 

NO
YES

4. How much are you able to save per month? 
___________________________ 

5. Do you have a recent credit report?
NO
YES

Date: _____________________ 

6. Have you completed a monthly budget? 
NO
YES

Date: _____________________ 

Financial Goals:

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

SOCIAL ASSESSMENT

1. Please describe your relationship to your family. (Circle one.) 

A) No contact, B) Distant, C) Antagonistic, D) Casual, E) Close, F) Tight. 
2. With whom in your family are you closest? _________________________________
3. How often do you visit your family? _______________________________________ 
4. How many people would you consider as friends? ____________________________ 

5. How would you describe your social circle? ________________________________

6. How often do you visit with friends and acquaintances? ______________________

7. Do you prefer to do activities alone instead of with others? 
NO
YES

8. Do you have a religious affiliation? 
NO
YES
 Name: ________________ 

Do you attend services or religious activities? 
NO
YES



9. What type of social activities do you enjoy? _________________________________  
_____________________________________________________________________  

10. Who can you turn to in times of need? _____________________________________  

Social Goals:

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
CLIENT COMMENTS: 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

STAFF COMMENTS: 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________

_____________________________________________

_________________  

Client Signature






Date

_____________________________________________

_________________  

Staff Signature and Title





Date
PAGE  
1

