Angels-Guardian
Intake Form


Date: _________________________

Referred by: _________________________________________________________________________
Are you the □ Custodial Parent  □ Non-Custodial Parent  □ Other (please specify)



Name: ______________________________________________________________________________

Current Address: ______________________________________________________________________
			Street				City			State		Zip

Home Phone Number: ________________________ Cell Phone Number: ______________________
When is the best time to contact you: ______________________________________________________
May we leave a message at □ Home □ Cell □ Work
Employer: ___________________________________________________________________________
Occupation: __________________________________________________________________________
Work Phone Number: ______________________
E-mail: ______________________________________________________________________________
Date of Birth: _____________________________
Social Security #: __________________________

□ Spouse □ Significant Other/Partner Name: ________________________________________________
Spouse/Significant Other/Partner Social Security #: _________________________________
Date of Birth: _____________________________


DEMOGRAPHIC INFORMATION:

Marital Status: □ Single □ Married □ Divorced □ Widow(er) □ Separated
Race or Ethnic Group: □ African American □ Asian □ Bi-racial □ Caucasian □ Hispanic □ Native American □ Other (please specify)
Education Completed: _______________________________________________
Gross Annual Household Income $___________________________
Number of people living in your home: ________________________


TRANSPORTATION INFORMATION:

Please list the automobile(s) you will drive, or the automobile(s) driven by the person providing transportation for you:
Year of Car: ______ Make/Model of Car: _______________________ Color of Car: _________________
License Plate Number: _____________________________
Year of Car: ______ Make/Model of Car: _______________________ Color of Car: _________________
License Plate Number: _____________________________
Will you be □ walking or □ dropped off at the Visitation Location?
If being dropped off, who will provide transportation for you?  Name: _____________________________
Please list the automobile this person will drive in the space provided above.



HOUSEHOLD INFORMATION:

Please list all children who will be participating in supervised or neutral exchanges:

CHILD #1
Name: ________________________________________________ Gender: □ Female □ Male
Social Security Number: __________________________________ Date of Birth: __________________
Race or Ethnic Group: □ African American □ Asian □ Bi-racial □ Caucasian □ Hispanic □ Native American □ Other (please specify)

CHILD #2
Name: ________________________________________________ Gender: □ Female □ Male
Social Security Number: __________________________________ Date of Birth: __________________
Race or Ethnic Group: □ African American □ Asian □ Bi-racial □ Caucasian □ Hispanic □ Native American □ Other (please specify)

CHILD #3
Name: ________________________________________________ Gender: □ Female □ Male
Social Security Number: __________________________________ Date of Birth: __________________
Race or Ethnic Group: □ African American □ Asian □ Bi-racial □ Caucasian □ Hispanic □ Native American □ Other (please specify)


CHILD #4
Name: ________________________________________________ Gender: □ Female □ Male
Social Security Number: __________________________________ Date of Birth: __________________
Race or Ethnic Group: □ African American □ Asian □ Bi-racial □ Caucasian □ Hispanic □ Native American □ Other (please specify)

If needed, list additional children involved in supervised visitation or neutral exchanges on the back of this page.

Please list the names of other children living in the home that will not be involved in supervised visitation or neutral exchanges on the back of this page.


Please list additional adults living in the home:  (Besides yourself and spouse/significant other)

ADULT #1
Name: ________________________________________________ Gender: □ Female □ Male
Social Security Number: __________________________________ Date of Birth: __________________
Race or Ethnic Group: □ African American □ Asian □ Bi-racial □ Caucasian □ Hispanic □ Native American □ Other (please specify)
Relationship to child(ren) involved in supervised visitation or exchanges: □ Mother □ Father □ Stepmother □ Stepfather □ Grandparent □ Other Relative □ Non-Relative

ADULT #2
Name: ________________________________________________ Gender: □ Female □ Male
Social Security Number: __________________________________ Date of Birth: __________________
Race or Ethnic Group: □ African American □ Asian □ Bi-racial □ Caucasian □ Hispanic □ Native American □ Other (please specify)
Relationship to child(ren) involved in supervised visitation or exchanges: □ Mother □ Father □ Stepmother □ Stepfather □ Grandparent □ Other Relative □ Non-Relative

If needed, list additional adults living in the home on the back of this page.
SCHEDULING AND VISITATION/EXCHANGE INFORMATION:

What days/hours do you work?
________________________________________________________________________________________________________________________________________________________________________
(Visits will be scheduled according to what days and times are available on the schedule.  We will make every effort to take into consideration days and times BOTH parties are available.)

Possible days/times for visitation/exchanges:
____________________________________________________________________________________
Explain past visitation or exchange arrangements:
________________________________________________________________________________________________________________________________________________________________________
Date you last visited with child(ren): _____________________________________________ Month/Year
□ I have had no or very little contact with child(ren.)



PLEASE PROVIDE THE FOLLOWING INFORMATION:

Attorney’s Name: _____________________________________________________________________
Address: ____________________________________________________________________________
		Street					City			State		Zip

Telephone: ____________________________________  Fax: _________________________________
Do you know your next Court Hearing date: □ Yes □ No  If Yes, give date: _________________________
Is there as CASA (Court Appointed Special Advocate) involved with your case? □ Yes □ No
Name: ______________________________________________ County: _________________________
Telephone: __________________________________________
Is there a Guardian Ad Litem (GAL) involved with your case? □ Yes □ No
Name: ______________________________________________
Telephone: __________________________________________


Additional person authorized to transport child(ren) (for custodial parents and exchanges only.)  
This party must attend an orientation and complete forms.
Name: ______________________________________________ Cell Number: ____________________
Home Phone: ________________________________________ Work Phone: _____________________
Relationship to child(ren) involved with supervised visits or exchanges: ___________________________


Why are supervised visits/exchanges required? _____________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
HEALTH INFORMATION:


Do you/child have any health-related illnesses/conditions/disabilities?  □ Yes □ No
Person’s Name: 			Diagnosis:				Limitations:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all medications you/the child takes:
Person’s Name: 		Medication:		Strength:		Dose:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all allergies:
Person’s Name: 			Diagnosis:				Limitations:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If needed, list additional information on the pack of this page.


DOMESTIC VIOLENCE AND FAMILY VIOLENCE:

Is there a history of domestic or family violence between the parties?  □ Yes □ No
Is there a history of stalking?  □ Yes □ No
If yes to any of the above questions, please explain:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Was anyone ever formally charged with Domestic Violence?  □ Yes □ No
What were the charges? ________________________________________________________________
Is there a Civil Protection Order (TRO/TPO) in place?  □ Yes □ No
If yes, describe reason for TRO/TPO: _____________________________________________________
____________________________________________________________________________________
What County or City Court issued the TRO/TPO? ____________________________________________
Has either party violated the TRO/TPO?  □ Yes □ No  If yes, name the person: _____________________
Has the CHILD9REN) witnessed or experienced family violence (hitting, pushing, screaming, yelling, verbal fights, etc.)? □ Yes □ No
If yes, describe: _______________________________________________________________________
____________________________________________________________________________________


JAIL AND PRISON INFORMATION:

Are you on… □ Probation or □ Parole?  If yes, for how long? ___________________________________
P.O. Officer Information: ________________________________________________________________
Have either party served any time in jail or prison? □ Yes □ No
Describe what the offense was, the amount of time served and where it was served: ________________
___________________________________________________________________________________
If needed, list additional jail/prison information on the back of this page.

 YOU’VE COMPLETED THE INTAKE FORM! 
THE NEXT STEPS ARE…

· Contact Angels-Guardian at (760) 747-4468 for an intake appointment
· Return the Intake Form (pages 1-5) and pay for your session at least 48 hours prior to your scheduled appointment
· Bring this packet to your intake appointment






I hereby certify the information on this intake form is true and accurate to the best of my knowledge.  I agree to allow Angels-Guardian to contact emergency medical personnel (911) if needed for my child(ren) or myself.  I have listed all medical concerns to which emergency personnel should be made aware.

[bookmark: _GoBack]Signature: ___________________________________ Date: _____________________












For Office Use Only

Intake Form received by ____________ Date: __________

Intake Form reviewed by ____________ Date: __________
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