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Initial Assessment & Intake Information
· Please use dark ink only.  Do not use pencil.  

· Please complete all sections. 

· Mark NA if something does not apply to your situation.

· Incomplete or missing information may result in a delayed application process.   
[image: image2.bmp]












Name (First Middle Last): 








 Age: 


  

Date of Birth: 

/
/
     
Sex: ❒Male ❒Female  
Place of Birth:





Address: 















Ethnicity: ❒Hispanic ❒African American ❒Caucasian ❒Native American ❒Asian/Pacific Islander ❒Other

Citizenship:





Social Security Number: 





Height:




Weight:



Eye Color:




Hair Color:



Build:




Eyeglasses or Contacts?



Any Distinguishing Marks? 













Emergency Contacts: 

Name & Relationship: 













Home Phone: 



 Cell Phone: 



 Work Phone: 





Address: 















Name & Relationship: 













Home Phone: 



 Cell Phone: 



 Work Phone: 





Address: 
















The child is in the custody of: (please check one)

❒Parents/Guardians as listed below     ❒State of 



     ❒Juvenile Department     
CUSTODIAL PARENT/GUARDIAN

Full Name: 








Date of Birth:

/
/

Home Phone: 



 Cell Phone: 



 E-Mail: 





Address: 















❒Biological Father     ❒Biological Mother     ❒Adoptive Father     ❒Adoptive Mother     ❒Guardian     

Occupation: 




 Employer Name: 








Employer Phone: 



 Employer Address 







Length of Employment:


Social Security Number:






Church Affiliation:




 Frequency of Attendance






OTHER PARENT/GUARDIAN AT THIS ADDRESS

Full Name: 








Date of Birth:

/
/

Cell Phone: 




 E-Mail: 









❒Biological Father     ❒Biological Mother     ❒Adoptive Father     ❒Adoptive Mother     ❒Guardian     

❒Step-Father     ❒Step-Mother     ❒Step-Adoptive Father     ❒Step-Adoptive Mother     ❒Co-Habitant     

Occupation: 




 Employer Name: 








Employer Phone: 



 Employer Address 







Length of Employment:


Social Security Number:






Church Affiliation:




 Frequency of Attendance





SIBLINGS AT THIS ADDRESS:

Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
OTHER NON-CUSTODIAL PARENT/GUARDIAN

Full Name: 








Date of Birth:

/
/

Home Phone: 



 Cell Phone: 



 E-Mail: 





Address: 















❒Biological Father     ❒Biological Mother     ❒Adoptive Father     ❒Adoptive Mother     ❒Guardian     

Occupation: 




 Employer Name: 








Employer Phone: 



 Employer Address 







Length of Employment:


Social Security Number:






Church Affiliation:




 Frequency of Attendance





OTHER PARENT/GUARDIAN AT THIS ADDRESS

Full Name: 








Date of Birth:

/
/

Cell Phone: 




 E-Mail: 









❒Biological Father     ❒Biological Mother     ❒Adoptive Father     ❒Adoptive Mother     ❒Guardian     

❒Step-Father     ❒Step-Mother     ❒Step-Adoptive Father     ❒Step-Adoptive Mother     ❒Co-Habitant     

Occupation: 




 Employer Name: 








Employer Phone: 



 Employer Address 







Length of Employment:


Social Security Number:






Church Affiliation:




 Frequency of Attendance





SIBLINGS AT THIS ADDRESS:

Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
Name: 







 Age: 

 
❒Full     ❒Half     ❒Step

Name: 







 Age: 

 
❒Full     ❒Half     ❒Step
Outline the marital/relationship history of both of this child’s biological parents (years of marriages, divorces; any custody decisions and the year in which they took effect; with whom the child has lived, at what times). 














































Briefly describe the current relationship between the child’s biological parents, and also the relationships between other pairs of partners in the child’s life. 























































Please place a check in each box holding a description of the Father, Mother, or a sibling in the child’s family.  This will help us to understand the family dynamic the child being considered comes from.  If yours is a blended family, please mark the chart using b (biological), a (adoptive), and s (step) to indicate which relative you are referring to (e.g., If Biological Dad and Adoptive Dad are both protective men, place a “b” and an “a” in the “Father “ column next to “Protective.”)

	TERM
	Father
	Mother
	Sibling
	TERM
	Father
	Mother
	Sibling

	Abusive
	
	
	
	Gone A Lot
	
	
	

	Aggressive
	
	
	
	Hard Working
	
	
	

	Aloof
	
	
	
	High I.Q.
	
	
	

	Clinging
	
	
	
	Insecure
	
	
	

	Communicative
	
	
	
	Irrational
	
	
	

	Competitive 
	
	
	
	Nervous
	
	
	

	Compulsive Liar
	
	
	
	Previously Married
	
	
	

	Dependable
	
	
	
	Protective
	
	
	

	Depressed
	
	
	
	Selfish
	
	
	

	Dominating
	
	
	
	Shy
	
	
	

	Emotional
	
	
	
	Stern
	
	
	

	Encouraging
	
	
	
	Stubborn
	
	
	

	Erratic
	
	
	
	Supportive
	
	
	

	Frequent Arguing
	
	
	
	Victim of Abuse
	
	
	



How did you hear about Kleos Children’s Community? ​​​​​​​​​​​​​​​​​​​
























Agencies Involved:














Case Worker(Name and Phone #):











Address:













  
Most Recent Therapist/Counselor (Name and Phone #):








Address:













  
CASA (Name and Phone #):












Address:













  
Attorney (Name and Phone #):











Address:













  
Representing:















Legal Status of Child:





























Has your child had any arrests, detentions, or other problems breaking the law?

❒Yes     ❒No     
If yes, briefly describe them with approximate dates. 







































List each juvenile court counselor, probation officer, or children’s services caseworker currently involved with your child. 

Name: 




 Title: 




 Phone: 





Name: 




 Title: 




 Phone: 





Name: 




 Title: 




 Phone: 





Give details about any pending court hearings or current probation or restitution. 



































Others Involved:















Name



Relationship




Phone

Address:













  
Other Significant Relationships:

















Name


Relationship


Phone

Address:













  
Previous Placements:
















Facility Name


Contact Name


Phone

Address:













  


Prenatal and Birth Events: 











































Family circumstances when born:












Complications at birth:













Birth Weight:






Age first spoke:



Complications?







Age first walked:



Complications?







Age weaned:




Complications?







Age toilet trained:



Complications?








Nature of attachment/ response to parent of OPPOSITE sex:








Nature of attachment/response to parent of SAME sex: 








Difficulties experienced regarding bonding/cooperation of child toward parents collectively: 




Physical Development History: 










































Early Social Development: 











































Early Intellectual/Educational History: 









































Was your child Adopted? ❒Yes     ❒No     If yes, at what age? 



Has your child been a victim of abuse or neglect? ❒Yes     ❒No     

If yes, explain. 












































Please describe any serious accidents, or other shocks or traumas? 




































































List any significant past sexual experiences & degree of present experiences:






Describe any abuse or violence your child has experienced in a boyfriend/girlfriend relationship?



















Describe any problems with your child’s sexual development. 





















































What was your child like (health, temperament, behavior, activities, attitudes, family relationships, friends):

Between ages 7 and 10? 









































































Between ages 11 and 13? 









































































From age 14 to present: 









































































What positive support system does your child have? (friends, sports, clubs, teachers, clergy, activities, relatives, etc.) 





























































Have these support systems changed in the past year?  If so, explain. 




















































Is there any important cultural or religious information we should know about? 





































Please respond to each item below.  You may attach extra pages to this form.

Describe the child’s personality, behavior and problems that are apparent in the home, community, and school: 















































How and when did they start? 
























































Describe how you deal with the identified behaviors and issues. What forms of discipline have been used?












































































How has your child responded?












Who has been the main disciplinarian?











What were the circumstances that led to your child’s possible enrollment at Kleos Children's Community? 














































Describe your child’s strengths and accomplishments. 





















































Describe your child’s present relationship with yourself, your spouse/partner, and any other family members who are especially significant for your child. 






















































How well does your child get along with other children (siblings, friends, others)? 


































Child’s Church Affiliation:




 Frequency of Attendance




Mark the following your child is able to do in social settings:


❒To get along with others

❒Be accepted


❒Compete Athletically


❒Lead 



❒Entertain


❒Avoid being noticed

Reaction of child toward siblings or like-aged children during the following stages (at home, at childcare, at preschool/ kindergarten, etc.):
Age 3-6:















Age 7-10:















Age 11-14:















Age 15-18:















Describe any cruelty to animals or younger children.  How was it handled?  When was the last occurrence?


Describe any incidents of fire starting.  How was it handled?  When was the last occurrence? 




Describe how your child handles disappointment & anger:









If your child has been employed, for pay or as a volunteer, please indicate where, when, and how he or she did? 
















































Mark each of the following that was a problem for your child while in grade school.


❒Attention

❒Power Struggles

❒Retaliation

❒Withdrawal

Explain:















Problems encountered in adjusting to school situations:  (loneliness, illness, when separated, depression, difficulty sharing or getting along with other children, seeming inability to compete and keep up with others in school) 















Describe how child relates to other children while at school?








How does child relate to teachers? (i.e- problems with authority, fear of teachers, overly compliant?) 



Performance level during the following stages (Note any changes in attitude toward school and any significant events):

Preschool:















Grade School:















Middle School:














High School:















Has your child ever been held back a grade, expelled or withdrawn from school? Please provide details.

❒Yes     ❒No     












































Has your child ever taken any special education classes? Please provide details.

❒Yes     ❒No     












































Has your child been diagnosed with learning difficulties? Please provide details.

❒Yes     ❒No     





























Does your child have an independent education plan? Please describe.

❒Yes     ❒No     












































Have there been changes in schools in the past three years? Please indicate what and why.

❒Yes     ❒No     












































Last School Attended:







Current Grade:




Address:








Phone: 




Teacher:














School Counselor:






Full Time Attendance?




Grade Level in Reading:




Grade Level in Math:





Description of Child’s Academics: 



























Description of Child’s School Behavior: 









































Description of Child’s Social Skills: 










































Academic Strengths:











































Comments on Child’s School Experience:












Describe any alcohol or drug use or abuse you believe your child has engaged in, or may have engaged in. 













































  

How has your child’s drug use affected his/her relationships with family members and friends? 

















































Complete the following grid with specifics.  Please indicate drug of choice (*)

	Drug
	Age Of First Use
	Start Of Regular Use (Age/Year)
	Current Amount & Frequency
	Greatest Amount & Frequency

	Tobacco
	
	
	
	

	Caffeine
	
	
	
	

	Alcohol
	
	
	
	

	Marijuana
	
	
	
	

	Methamphetamine
	
	
	
	

	Cocaine
	
	
	
	

	LSD/Mushrooms
	
	
	
	

	Inhalants
	
	
	
	

	Heroin
	
	
	
	

	Other
	
	
	
	

	Other
	
	
	
	

	Other
	
	
	
	

	Other
	
	
	
	

	Other
	
	
	
	


List any siblings, parents, grandparents, aunts, or uncles who have had problems with drug or alcohol use.

Relative: 





 Drug of Choice: 






Relative: 





 Drug of Choice: 






Relative: 





 Drug of Choice: 






Relative: 





 Drug of Choice: 






Relative: 





 Drug of Choice: 







Uses Alone? 


❒Yes     ❒No     

Ever Black Out?

❒Yes     ❒No     

Uses With Others? 

❒Yes     ❒No     

Vomiting?


❒Yes     ❒No     

Injection Drugs? 

❒Yes     ❒No     

Hangovers?


❒Yes     ❒No     

Tolerance? 


❒Yes     ❒No     

Does your child think he or 

Ever Pass Out?

❒Yes     ❒No     

she has a problem?

❒Yes     ❒No     

Describe parents’ history with, and current use of, drugs and alcohol. 






































Please list and briefly describe any emotional/mental problems your child has had in the past, and if he or she has received help with them. 










































List your child’s past and present counselors or treatment providers.

Provider # 1: 













    

Approximate Beginning and Ending Dates:
   From:
/
/
      To: 
/
/


❒Individual Treatment     ❒Group Treatment     ❒Family Therapy     ❒Outpatient     ❒Residential     ❒Hospital     ❒Medication (list) 



     ❒Other 





          

Diagnosis: 






























Response of Patient (compliance, resistance, ect.): 

























Provider # 2: 













    

Approximate Beginning and Ending Dates:
   From:
/
/
      To: 
/
/


❒Individual Treatment     ❒Group Treatment     ❒Family Therapy     ❒Outpatient     ❒Residential     ❒Hospital     ❒Medication (list) 



     ❒Other 





          

Diagnosis: 






























Response of Patient (compliance, resistance, ect.): 

























Provider # 3: 













    

Approximate Beginning and Ending Dates:
   From:
/
/
      To: 
/
/


❒Individual Treatment     ❒Group Treatment     ❒Family Therapy     ❒Outpatient     ❒Residential     ❒Hospital     ❒Medication (list) 



     ❒Other 





          

Diagnosis: 






























Response of Patient (compliance, resistance, ect.): 

























List any siblings, parents, grandparents, aunts, or uncles who have had any counseling or treatment for issues similar to those of your child.

Relative: 





 Counseled/Treated for: 






Relative: 





 Counseled/Treated for: 






Relative: 





 Counseled/Treated for: 






Relative: 





 Counseled/Treated for: 






List any siblings, parents, grandparents, aunts, or uncles who have had mental health problems (ADD, ADHD, Depression, Bipolar, Schizophrenia, Suicide or serious attempts)

Relative: 





 Mental Health Problem: 





Relative: 





 Mental Health Problem: 





Relative: 





 Mental Health Problem: 





Relative: 





 Mental Health Problem: 






Has your child had any thoughts of suicide, or attempted suicide?
❒Yes     ❒No     
If yes, describe any plans, including the means, and any actual attempts and approximate dates. 

















































Has you child had any history of self-mutilation?
❒Yes     ❒No     
If yes, please specify. 



























































Describe parent’s history with, and current use of, violence and aggression. 


































































Child’s Name:






Sex: 


Date of Birth:




Doctor:






Last Exam:







Address: ​​​​​​​​​​​​​​__________________________________________________________ Phone: _________________

Significant Medical Findings at Last Exam: 











Dentist:






Last Exam:







Address: ​​​​​​​​​​​​​​__________________________________________________________ Phone: _________________

Significant Dental Findings at Last Exam: 











Last Psychological Evaluation:



Performed By:







Address: ​​​​​​​​​​​​​​__________________________________________________________ Phone: _________________

Significant Findings at Last Exam (please include a copy of the evaluation): 






Insurance Provider:














Policy #:






I.D #:







Insurance Holder:

















Name



Social Security Number

Date of Birth

Past Medical Conditions/Communicable Diseases & When:









Current Medical Conditions/Communicable Diseases (including allergies):







Is it possible that the child has ever been, or is currently, pregnant? 






















Past Prescription Medications Taken:

	Medication
	Dose
	Condition Treated
	Start Date
	End Date
	Affects

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Current Physician’s Orders (medications, medical treatments, special diets, therapy, restraints, or aids to 

physical functioning):














Describe any known injury, accident, or unusual incident which might affect the child’s health or physical well-

being.
















Currently Scheduled or Ongoing Appointments:










Immunization Dates:

Must be filled out completely or attach an immunization record.


      









           Series
           Had

SEQ

   1ST

   2ND

   3RD

   4TH

   5TH
           Complete?       Illness?

DPT: 















Polio:















MMR: 















HEP A:














HEP B:














Varicella: 














HIB: 















Tetanus: 














Pneumo: 















Currently Effective Immunizations:











TB Screening:

















       Date



      Type




Result



       Date



      Type




Result

Religious Exemption:













Medical Exemption:















It is crucial that we know specifically what changes you want the child to make during his/her stay at Kleos Children's Community. 

At discharge from Kleos Children's Community, your child:

❒ Will return home 
❒ Will be 18 (i.e., independent)
❒ Other __________________________________
It is extremely important that the child understands what the expectations and plans are regarding follow-up counseling and aftercare, including any school changes, or out-of-home placement. It is also advisable to inform the child of any changes you are planning to make with regard to their dress and grooming, choice of friends, if you are planning on adding or removing items in their room, etc. Although the participant may not like the planned changes, we have found that they can accept these changes much more easily if they know about them in advance, and have a chance to work through their feelings.

WHAT WILL BE EXPECTED FROM YOUR CHILD AFTER HE OR SHE RETURNS HOME?

Follow-up care: Must your child follow the Kleos Children’s Community staff’s recommendations? Will he/she be expected to attend AA/NA meetings?  What type of family counseling, individual counseling, and/or treatment program will he/she be attending? Do you expect your child to find and meet with a mentor?































































Following discharge: What rules will you have in place regarding supervision, visiting friends, having friends over, curfew?  What chores will your child be expected to do? What about respect for family members, language at home? 










































































School: What school will he/she be attending? What are the rules regarding school attendance? What grades are expected? (e.g, “go to school all day, every day; no grades less than C”) 




















































Friends: With whom will he/she be allowed to associate? What friends must he/she give up? What type of supervision must he/she have when on activities with friends? 





















































Activities: What activities will no longer be allowed? What activities will the participant be expected to partake in? (For example, sports, church, band) 
























































Alcohol, tobacco, & drug use: Is the participant expected to remain completely abstinent? Will he/she be expected to refrain from using illegal drugs only? Is it acceptable to smoke? Chew tobacco? 
































































Parent/Family Changes: What will parent/family changes be in regard to behavior or participation in parent training/family counseling while participant is at Kleos Children’s Community? 
















































































DESCRIBE THE CHANGES YOU EXPECT YOUR CHILD TO MAKE WHILE HE OR SHE IS AT KLEOS CHILDREN'S COMMUNITY.  

In order to achieve the behaviors you described in the previous section, your child will go through a process of change during his or her time at Kleos Children's Community.  What does your child need to demonstrate in the following areas in order for you to trust him or her to be a productive member of your family and community as detailed above?

School: 















Relationship with Parents: 













Relationships with Adults: 













Relationship with Siblings: 













Relationships with Peers: 













Relationships with Opposite Sex: 












View/Perception of Self: 













Spiritual Life: 















Plans for Future: 














Drug/Alcohol Use: 














Violence/Aggression: 














Additional Goals for placement: 












Final Comments on present Situation:












If there is more than one sibling, please make copies of this section, or use separate pieces of paper. If siblings are too young to write, you might want to ask them the questions and write their answers.

Your name: 







Age: 




What do you see as being the biggest problem in your family now? 





































How does it affect the different members of the family, and the family as a whole? 



































When did you first notice this problem, and how do you think it started? 





































How have you tried to help solve the problem? 








































Do you have any ideas about what else might help? 








































What do you worry will happen if the problem doesn’t get better soon? 





































How do you feel about your brother or sister now? 








































How did you feel about him/her before problems started? 







































What changes do you hope he/she will make? 








































What are your brother/sister’s best qualities? 








































What other concerns do you have for yourself or your family? 






































Please answer these questions about yourself.  Feel free to use extra pages as needed.

What do you see as being the biggest problem in your family now? 





































How does it affect the different members of the family, and the family as a whole? 



































When did you first notice this problem, and how do you think it started? 





































How have you tried to help solve the problem? 








































Do you have any ideas about what else might help? 








































What do you worry will happen if the problem doesn’t get better soon? 





































What changes would you like to see for yourself and your family? 






































How do you feel about your different family members now? 






































What other concerns do you have for yourself and your family? 






































What are your future plans for school, college, jobs, and other activities during school and career? 

































What are your best qualities and biggest strengths? 







































How are you feeling about taking part in this program? 







































OFFICE USE ONLY





Received: 	/	/	     By: 				


❒Admitted:  		/	/	


❒Denied:		/	/	


 Reason for Denial: 						


❒Placement No Longer Pursued
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