LONG TERM PROGRAM INTAKE FORM
Helping Hands USA Inc.

PART A: APPLICANT INFORMATION & CONSENT

1. Personal Information (All information is confidential)

· Full Legal Name: _______________________________________________________________

· Preferred Name: _________________________

· Pronouns (he, she, they):____________

· Date of Birth: _________________________

· Phone Number (Primary): _________________________

· Phone Number (Alternate): _________________________

· Email Address: ________________________________________

· Physical Address: ______________________________________________________

· Mailing Address: _______________________________________________________

Best Time to Contact: [ ] Morning [ ] Afternoon [ ] Evening

2. Preferred Communication Method

· Phone Call (Can leave voicemail? [ ] Yes [ ] No)

· Text Message

· Email

· In-Person Meeting Only

· Other: _________________________

3. Consent for Services
By signing below, I consent to:

· Participate in this assessment process
· Have my information kept confidential according to your privacy policy
· Be contacted using my preferred methods
· Work collaboratively with an advocate

Applicant Signature: _________________________ Date: _________________

PART B: IMMEDIATE NEEDS ASSESSMENT

4. What brings you to seek assistance today? (Please check all that apply)

Financial Needs:
· Emergency Housing/Rent Assistance
· Utility Bill Payment
· Grocery/Food Support
· Transportation Costs
· Medical/Dental Expenses
· Childcare Expenses
· Employment-Related Costs
· Debt Relief
· Other: _________________________

Advocacy Needs:
· Legal Support (Family, Housing, Immigration)
· Safety Planning
· Navigating Social Services
· Healthcare Access
· Employment Support
· Educational Support
· Mental Health Resources
· Other: _________________________

5. Urgency Level

How urgent is your need for assistance?
· Critical (Need within 24-48 hours)
· High (Need within 1 week)
· Moderate (Need within 2-4 weeks)
· Planning for Future Needs

6. Current Living Situation
· Stable Housing
· Risk of Eviction/Foreclosure (Date: _________________)
· Temporarily Staying With Friends/Family
· Shelter/Transitional Housing
· Unsafe Housing
· Homeless
· Other: _________________________

PART C: FINANCIAL ASSESSMENT

7. Household Information

Number of Adults in Household: ______
Number of Children in Household: ______ (Ages: _________________)
Total Monthly Household Income: $___________
Primary Income Source: _______________________________________________

8. Current Monthly Expenses (Estimate if exact amounts unknown)

Rent/Mortgage: $______
Utilities: $______
Groceries/Food: $______
Transportation: $______
Medical: $______
Childcare: $______
Debt Payments: $______
Other: $______
Total Monthly Expenses: $______

9. Current Financial Crisis

What specific amount of financial assistance are you requesting? $__________
For what specific purpose? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· Other Resources Attempted
Have you applied for or received assistance from:
· Government Assistance (SNAP, TANF, WIC)
· Other Non-Profits
· Family/Friends
· Religious Organization
· None
· Other: _________________________

PART D: ADVOCACY & SAFETY ASSESSMENT

Safety Assessment (All answers are confidential)
Do you currently have concerns about your safety or the safety of your children?
· Yes
· No
· Prefer not to answer
If yes, please describe: _________________________

Legal Advocacy Needs 
Are you involved in any legal proceedings?
· Divorce/Custody
· Restraining Order/Protection Order (against you or filed by you)
· Immigration
· Housing/Eviction
· Employment
· Criminal Case (as victim)
· None
· Other: _________________________

Barriers to Services 
What challenges have you faced in getting help?
· Language Barriers
· Transportation Issues
· Childcare Needs
· Documentation Requirements
· Fear/Stigma
· Disability/Health Issues
· Work Schedule Conflicts
· Technology Access
· Other: _________________________

PART E: GOALS & STRENGTHS

14. Short-Term Goals (What would you like to accomplish in the next 1-3 months?)
1. 
2. 
3. 

15. Long-Term Goals (What are your hopes for the next 6-12 months?)
1. 
2. 
3. 

16. Personal Strengths & Resources
What personal strengths, skills, or support systems do you have that can help you reach your goals?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

17. Employment & Education

Current Employment Status: [ ] Employed [ ] Unemployed [ ] Underemployed [ ] Student [ ] Disabled
Highest Education Level: _________________________
Employment/Career Goals: _________________________

PART F: SUPPORT NETWORK & ADDITIONAL NEEDS

18. Support System
Is there anyone you can rely on for emotional or practical support?
· Family Member(s)
· Friend(s)
· Religious Community
· Support Group
· Counselor/Therapist
· No one currently
· Other: ________________________

19. Health & Wellness
Do you have health insurance? [ ] Yes [ ] No
Are you able to access necessary healthcare? [ ] Yes [ ] No [ ] Sometimes
Mental health support needs: _________________________

20. Accessibility & Accommodations
Do you require any accommodations to participate fully in our program?
· Language Interpretation (Preferred language): _________________
· Disability Accommodations
· Childcare During Appointments
· Transportation Assistance
· Evening/Weekend Appointments
· Other: _________________________

PART G: ADDITIONAL INFORMATION
21. Is there anything else you would like us to know about your situation, needs, or goals?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

22. How did you hear about our services?
· Friend/Family
· Social Service Agency
· Healthcare Provider
· Online Search
· Social Media
· Flyer/Brochure
· Other: _________________________

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

Intake Worker: _________________________ Date: _________________
Initial Assessment:
· Immediate Safety Concern - Protocol Activated
· Urgent Financial Need
· Referral to Emergency Services Needed
· Standard Processing
· Additional Documentation Required

Priority Level: [ ] High [ ] Medium [ ] Low

Assigned Advocate: _________________________
Next Steps: ________________________________________________________________________________
______________________________________________________________________________________
Follow-Up Date: _________________________
Additional 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: ________
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