Oakland County Continuum of Care


HMIS Client Intake Form

First _______________________ MI ____ Last ______________________

Date of Birth __________________ (dd/mm/yyyy)

SS# _________________________

Gender 


□ Female
□ Male


□ Transgender
□ Unknown

Race 


□ American Indian/Alaskan Native and Black


□ American Indian/Alaskan Native and White


□ Black/African American and White


□ Asian and White
□ Alaskan Native


□ American Indian
□ Asian


□ Black
□ Native Hawaiin


□ Pacific Islander
□ White


□ Other
□ Other Multi-racial

Ethnicity

□ Hispanic/Latino
□ Other

Marital Status


□ Divorced
□ Married


□ Separated
□ Single


□ Widowed

Action taken


□ Admitted
□ Refused

If refused, why? ________________________________________________________________________________________________________________________________________________________________

Household Information

Household Type


□ Couple With No Children
□ Two Parent Family


□ Female Single Parent
□ Male Single Parent


□ Foster Parent
□ Non -custodial Caregiver


□ Grandparent and Child
□ Other

Head of Household


□ Yes
□ No

Relationship to Head of Household 

	
□ Daughter


□ Father


□ Granddaughter


□ Grandfather


□ Grandmother


□ Grandson


□ Husband


□ Husband and father


□ Mother

	
□ Other non-relative


□ Other relative


□ Self


□ Significant other


□ Son


□ Step-daughter


□ Step-son


□ Un-known


□ Wife


□ Wife and mother


Education

Highest level of education attained


□ College degree
□ GED

□ Graduate degree
□ High School Diploma


□ Less than High School
□ Some College


□ Some High School
□ Some Technical


Technical School Certfication
Shelter Stays

Have you stayed in a shelter before


□ Yes
□ No

If yes, when and where __________________________________________________

Referred to shelter by 


□ Self
□ Family


□ Friend
□ Police

□ Clergy
□ Courts

□ Social Services
□ Other Agency

□ Health Care Agency
□ CMH Agency


□ Other ________________________________

Additional Clients to Household

First ___________________ MI ____ Last ______________________

Date of Birth  __________________ (dd/mm/yyyy)

Gender 


□ Female
□ Male


□ Transgender
□ Unknown

Race 


□ American Indian/Alaskan Native and Black


□ American Indian/Alaskan Native and White


□ Black/African American and White


□ Asian and White
□ Alaskan Native


□ American Indian
□ Asian


□ Black
□ Native Hawaiin


□ Pacific Islander
□ White


□ Other
□ Other Multi-racial

Ethnicity

□ Hispanic/Latino
□ Other

Gender 


□ Female
□ Male


□ Transgender
□ Unknown

Race 


□ American Indian/Alaskan Native and Black


□ American Indian/Alaskan Native and White


□ Black/African American and White


□ Asian and White
□ Alaskan Native


□ American Indian
□ Asian


□ Black
□ Native Hawaiin


□ Pacific Islander
□ White


□ Other
□ Other Multi-racial

Ethnicity

□ Hispanic/Latino
□ Other

Residential Assessment (The Zip Code field is located in the Client’s Residential sub assessment.)

Zip Code of Client’s Last Residence ____________

How long without a permanent address ____________________________

 HUD 40118 Assessment

Type of Living Situation


□ Nursing Home
□ Owns Home


□ Rental House/Apartment
□ Corrections Facility/Jail


□ On the street
□ Domestic Violence Situation


□ Hospital
□ Emergency Shelter


□ Living with Family
□ Living with Friends


□ Substandard Housing
□ Mental Health Facility


□ Substance Abuse Treatment Center
□ Subsidized Housing


□ Transitional Housing
□ Hotel/Motel

Is Client Homeless?


□ Yes
□ No

Is Client Chronically Homeless?


□ Yes
□ No

Extent of Homelessness


□ First time homeless

□ 1-2 times in the past


□ Chronic: 4 times in past 3 years

□ Long term: 2 years or more

Explain Homeless Situation

________________________________________________________________________________________________________________________________________________________

Date of Present Homelessness ____________________  (dd/mm/yyyy)

Homeless Verification on File


□ Formal eviction documentation
□ Signed client statement with confirmation statement


□ Verification from an institution
□ Verification from outreach worker (for on the street)


□ Verification from referring agency/shelter

	Homeless Primary Reason


□ Criminal activity


□ Domestic violence victim


□ Eviction


□ Health/safety


□ Loss of childcare


□ Loss of job


□ Loss of public assistance


□ Loss of transportation


□ Medical condition


□ Mental health


□ Mortgage foreclosure


□ No affordable housing


□ Release from institution


□ Substance abuse


□ Substandard housing


□ Under employment/low income


□ Utility shutoff


	Homeless Secondary Reason


□ Criminal activity


□ Domestic violence victim


□ Eviction


□ Health/safety


□ Loss of childcare


□ Loss of job


□ Loss of public assistance


□ Loss of transportation


□ Medical condition


□ Mental health


□ Mortgage foreclosure


□ No affordable housing


□ Release from institution


□ Substance abuse


□ Substandard housing


□ Under employment/low income


□ Utility shutoff




Actual or pending eviction?   If yes, date of eviction ____________


□ Yes
□ No

Shelter name if in a shelter __________________________________________

Institutional living prior to 18 years


□ Yes
□ No

Domestic violence victim

□ Yes
□ No

Overview of domestic violence 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Disability Information

Disability Type


□ Alcohol Abuse
□ Developmental


□ Drug Abuse
□ Physical/Medical


□ Mental Illness
□ Physical/Mobility Limits


□ HIV/AIDS
□ Hearing Impaired


□ Vision Impaired
□ Dual Diagnosis


□ Other

Start Date  _________________

Note of Disability

________________________________________________________________________________

End Date ____________________ (do not need to fill this in)

Employment Information

Work History


Employer’s Name _________________________________


Supervisor’s Name ________________________________


Employer’s Address  _______________________________


Employer’s City ___________________________________


Employer’s State __________________________________


Employer’s Zip  ___________________________________


Employer’s Phone Number __________________________


Employer’s Fax ___________________________________

Employment Status


□ Full time
□ Part time


□ Retired
□ Seasonal work


□ Volunteer work only


Hours of work per week ____________________________
Type of work 


□ Cashier
□ Cleaning 


□ Clerical
□ Management


□ Manual labor
□ Medical/professional


□ Nurses aid 
□ Retail/sales


□ Teacher
□ Technical


□ Wait person/hostess

Hourly Wage ________________________

Receiving Health Insurance This Employer?


□ Yes
□ No

If ended, reason


□ Quit
□ Fired


□ Leave of absence
□ Laid off

Start Date ___________________________
End Date ____________________________

Health Care needs: _________________________________________________________

Means of Transportation 


□ Handicapped Transportation
□ Bicycle


□ Family/friends
□ Walks


□ Owns car
□ Taxi


□ Uses the bus


Has valid driver’s license?


□ Yes
□ No

Driver’s license number ________________________________________

Income Information

Monthly Income  ______________________
Last 30 day income ____________________

Source of Income

	
□ Alimony


□ Annuities


□ Child Support


□ Contributions from other 
people


□ Dividends


□ Employer Wages


□ Food Stamps


□ Interest


□ Medicaid


□ Medicare


□ No Income Sources


□ Other


□ Pension/Retirement


□ Public Assistance


□ Railroad Retirement


□ Rental Income


□ Retirement Disability


□ SCHIP


	
□ Self Employment Wages


□ Social Security


□ SSDI


□ SSI


□ State Disability


□ TANF


□ Unemployment Benefits


□ VA Benefits


□ Veteran’s Healthcare


□ Worker’s Compensation




Last 90 day income ________________________

Start date ________________________________
End date  __________________________

Military Information

U.S. Military Veteran?


□ Yes
□ No

Honorable Discharge?


□ Yes
□ No

Military Service Related Disability?


□ Yes
□ No

Receiving Veteran’s Services?


□ Yes
□ No

If Yes, List Veteran’s Services

________________________________________________________________________________________________________________________________________________________________
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