Freedom Homes of the Quad City Area, Inc.
Intake Information

Intake Date ____________________			Exit Date ____________________________

Contact Phone Number: _____________________________________________________________

Legal Name ______________________________________________________________________

Social Security # __________________________________________________________________

Date of Birth ____________________

Name you would like us to call you. ___________________________________________________

Other names you have gone by. ______________________________________________________

Identification:		Driver’s License # _________________________________________________

			State ___________________________________________________________

Emergency Contacts:	1.	Name ________________________________________________

					Address ______________________________________________
					
City, State, Zip _________________________________________
					
Phone # ______________________________________________

				2.	Name ________________________________________________

					Address ______________________________________________
					
City, State, Zip _________________________________________
					
Phone # ______________________________________________

Emergency Physician’s #:	Medical Dr. _________________________________________________

				Clinic: _____________________________________________________

				Phone # ____________________________________________________


Psychiatrist Dr. ______________________________________________

				Clinic: _____________________________________________________

				Phone # ____________________________________________________
Emergency Physician’s #:	Therapist Dr. ________________________________________________

				Clinic: ____________________________________________________

				Phone # ___________________________________________________

Probation/Parole Officer’s Name: ______________________________________________________

			Phone # _________________________________________________________


	Medication
	Amount / Day
	Physician
	Phone #
	Notes

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	








Criminal Background

1.	Are you currently on probation or parole?	No _____	Yes ______ Explain

a. What crime are you currently serving this sentence? __________________________

b. On what date did the crime occur? _________________________________________

c. On what date will your sentence be complete? ________________________________

d. How often are you required to meet with your case agent? _______________________

e. What are the particular requirements of your probation / parole? __________________

_____________________________________________________________________


2.	Have you ever been convicted of a crime?	No ____	Yes ____ Explain: (if there is not enough room, please add on the back)

	Crime
	Year
	State
	Sentence

	
	
	
	

	
	
	
	



Victim of Domestic Violence? No ____	Yes ____	Extent:	Past 3 Months? _____ 3 to 6 months ago? _____		6 to 12 months ago? _____	More than a year ago? _____	You don’t remember _______	Refuse to answer ______


Military Questions:

Were you in the active military? ___No ___Yes		Branch: ___________________________
Type of Discharge: ___ Honorable ___ Dishonorable ___ General
Did you serve in active duty? ___Yes ___ No	
Veteran: ___Yes ___No
How long were you in the Service? ___________












Medical History


Chronic physical conditions: _________________________________________________________

________________________________________________________________________________

Current medication for this condition: ___________________________________________________
	
Who is the prescribing physician for these medications? ____________________________________

How often do you need to see this physician? ____________________________________________

Have you been diagnosed with any mental illness? ________________________________________

How often do you see a psychiatrist? ___________________________________________________

How often do you see a psychologist? __________________________________________________

What kind of medical insurance do you have? ____________________________________________

What allergies do you have? _________________________________________________________

Have you ever experienced a seizure? _________ Date: ________________________

Do you have a disability of long duration? ___Yes ___No ___Don ‘t know ___Refuse to answer

If yes please explain: _______________________________________________________________

Are there any other medical issues you would like FHQCA to keep in your file for emergency situations? _______________________________________________________________________

Family History/Health History

Mother: __________________________________________________________________________

Father:___________________________________________________________________________

Children:	(continue on back if there is not enough room)							

	Name
	DOB
	Gender
	Notes

	
	
	
	

	
	
	
	

	
	
	
	



Circle One:
Married – Single – Divorced – Separated -- Common Law – Living with Boyfriend or Girlfriend

Previous Living Conditions

Which of the following situations did you come from?

___Place not for habitation (Homeless)

___Living with Family/Friends

___Domestic Violence

___Hospital

___Jail

___Rental or Apartment

___Treatment Center

___Other: ___________________


How long? _____________________________________________________________

If you were Homeless what were the Primary (1) and Secondary (2) reasons:


___Addiction

___Divorce

___Eviction

___Illness

___Jail or Prison

___Domestic violence

___Moved to seek work

___Physical Disability

___Mental disability

___Unable to pay rent

___Unemployment


Other (Explain) ____________________________________________________________________
Extent and time of your homelessness:	___1st time	___2 to 3 times	___4 times in the last 3 yrs	___2 years or more		___Long Term	___Chronic

Employment

Employment Status:		___Unemployed ___Retired ___Looking for work

				Employed:
				___Full-time ___Part-time ___Permanent
				___Temporary ___Seasonal

Work History: (add on back, if there is more)

	Company
	Start
	Ended
	Job Task

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




Income

Monthly Income Sources – Enter the amounts/mo.:


Workman’s Comp: $_____________

VA Benefits: $_______________

FIP: $_______________

Alimony: $________________

Child Support: $____________

Food Assistance: $____________

SSI: $____________________

SSDI: $____________________

Employment: $________________

Unemployment: $________________

Other: $___________________








Educational History

High School Name City & State Did you graduated? ___Yes ___No

Describe your K through 12 grade educational experience: _________________________________

________________________________________________________________________________

________________________________________________________________________________

If No, did you receive a GED? ___Yes ___No

Describe your GED Experience: ______________________________________________________

________________________________________________________________________________

What is the highest level of education you have completed? _________________________________

College Name ________________________	City _______________________	State_______ 

Degree _________________________

Major ___________________________

Describe your college experience: _____________________________________________________


When was the last time you were in any kind of educational setting? __________________________


Do you have a desire to get further education? ___________________________________________










Goals


1. Physical Health: ________________________________________________________________


2. Mental Health: _______________________________________________________________

3. Finances: ________________________________________________________________
4. Family: ________________________________________________________________

5. Education: ________________________________________________________________

6. Work: ________________________________________________________________
7. Spirituality: ________________________________________________________________

8. AODA Recovery: ________________________________________________________________

9. Transportation: ________________________________________________________________


10. Anything else you can think of? ________________________________________________________________

11. Why are you here? ________________________________________________________________



FHQCA reserves the right to deny or terminate services in the event it is decided it would be in the best interest of all parties concerned.  If FHQCA determines or has reasonable cause to believe that you maybe a danger to yourself or others, we will notify appropriate persons.  FHQCA is NOT responsible for accidents or loss of personal items.

I attest that the information on this form is true and correct to the best of my knowledge.  I authorize the release of this information only as specified on my signed release of information form.  Information should only be released to the agencies specified for referral purposes
 And to assist myself in securing needed services.


________________________________________________________________________________
Resident										Date


________________________________________________________________________________
Staff											Date







Freedom Homes of the Quad City Area, Inc.
Authorization of the Release of Information




Department of Human Services
Social Security Administration
Temporary/Employment Agencies
Medical and Mental Health Facilities
Scott County Sheriff’s Department
American Red Cross
Salvation Army
Department of Corrections
Davenport Police Department
Scott Co. Comm. Services
Other Agencies or Individuals Listed Below:

_____________________________________    (Initials: ___)

_____________________________________	   

_____________________________________

_____________________________________

This release is valid for 3 years from the date signed and is only renewable by signing a new release form.

I further understand that I may revoke this consent by sending a written notice to FHQCA 720 E Locust Street, Davenport, IA 52803.  Any information obtained will be used in the strictest of confidence.


________________________________________________________________________________
Resident										Date


________________________________________________________________________________
Staff											Date

