ONE TIME CRISIS SERVICE INTAKE FORM
Helping Hands USA Inc.
1. Personal Information
Full Name: ____________________________________________________________________________
Date of Birth: ________________________
Residential Address (Florida): ___________________________________
City, State, ZIP: __________________________________________
Phone: 
Email: ________________________________________________________
Preferred Language:
· English
· Spanish
· Other: _________________

Identification Document:
· Florida Driver's License
· State ID
· Passport
· Other: _________________
Document Number: ___________________________

Immigration Status (internal use only):
· U.S. Citizen
· Permanent Resident (Green Card)
· Other: _________________

2. Household Information
Marital Status:
· Single
· Married
· Divorced
· Widowed
Number of Dependents: ______ (children/elderly relatives)
Ages of Children: _______________________________________________

Household Monthly Income:
· Less than $1,500
· $1,500–$3,000
· $3,000–$4,500
· Over $4,500
· Prefer not to say

Income Source:
· Employment (full/part-time)
· Benefits (SNAP, TANF, SSI)
· Family Support
· Other: _________________
· No Income

3. Reason for Request / Type of Assistance Needed
What type of assistance do you need? (Check all that apply)
Emergency Financial Assistance
· Rent/Mortgage payment
· Temporary leaving 
· Utilities (electricity, water)
· Medical needs
· Legal needs
· Transportaition repair
· Child care needs 
· Other: _________________
Briefly describe your situation:



How long have you been in this crisis situation?
· Less than 1 week
· 1–4 weeks
· 1–6 months
· More than 6 months

4. Safety Assessment
Do you feel that you are in immediate danger?
· Yes
· No
· Prefer not to answer

If yes, do you need domestic violence support?
· Yes (provide resources: Florida Domestic Violence Hotline: 1-800-500-1119)
· No

Do you have a safety plan?
· Yes
· No
· Need help creating one

5. Previous Assistance
Have you received assistance from our organization before?
· Yes (provide ID or date): _________________
· No

Have you received assistance from other sources in the past 3 months?
· Yes (specify source): _________________________________________
· No

6. Consent & Acknowledgments
1. Confidentiality: I understand that my information is confidential and will be used only to provide assistance.
· I agree
· Disagree 

2. Program Rules: I understand that this is a one-time assist
3. ance and I may only receive it once within 12 months.
· I agree
· Disagree 

4. Accuracy of Information: I confirm that the information provided is true and complete.
· I agree
· Disagree 

Confidential – For internal use only. Program serves women residing in the state of Florida.

Thank you for trusting us with your application. Send this document to us via email help@hh-usa.com 

We will contact you within 5- 10 business days to discuss next steps.

For Office Use Only
Application Decision:
· Approved
· Denied
· More information needed
Type of Assistance Provided: _________________________________________________
Amount/Value: $______________
Check Number (if applicable): _____________________
Distribution Date: ____________________
Case Notes:




Client Certification: I certify that I am a resident of Florida and that the information provided is true and accurate:

Client Signature: ________________________ Date: ________

Staff Authorization:
Staff Signature: ________________________ Date: ________

