GREENFIELD COMMUNITY PARTNERSHIPS FOR CHILDREN

Child Intake Form

Child’s Name: __________________________________Date of Birth____/____/____ Child’s SS#______-______-______

Street Address: _________________________________________ City: ________________________, MA  ZIP: _______________

Provider/Classroom Name: _____________________________________________________________

Application Date: ____/____/____ Reassessment Date: ____/____/____ (to be completed at intake)

Proof of Parent/Guardian Identification:____________________ and ____________________ two forms of ID (1 must be a photo) such as Social Security Card, Birth Certificate, Driver’s License, Passport etc. Indicate which types and include a photocopy in file.
FAMILY/CHILD INFORMATION

Parent/Guardian #1





Parent/Guardian #2

Name: ___________________________________________

Name: ____________________________________________

Mother ____  Father____  Other:______________________

Mother ____  Father____  Other:______________________

Check appropriate box





Check appropriate box
Social Security Number: ______-______-______


Social Security Number: ______-______-______
**Educational Level #_______




**Educational Level #_______
Home Address: ____________________________________

Home Address: _____________________________________

Home Phone Number: (____) _________________________

Home Phone Number: (____) _________________________

Email:____________________________________________                 Email:____________________________________________
Workplace: ________________________________________

Workplace: ________________________________________
Workplace Address: _________________________________

Workplace Address: _________________________________
Work Phone Number: (____)___________________________

Work Phone Number: (____)___________________________
Days at work: M  T  W  TH  F  Hours at work: ______________

Days at work: M  T  W  TH  F  Hours at work: ______________
Ethnicity of Child: _________________________ (Black, Caucasian, Hispanic, Asian, Native American, Other please indicate)

Is your child on any type of waitlist? (CCR&R, OCCS, Headstart) If so, please indicate which type:_____________________________
SIBLING INFORMATION

Number of Siblings: ______

Include copy of birth certificates (long form) for all children.  CPC Child:_____  Siblings: _____ Please check if received.

Please list all siblings living in the home.  (if siblings are enrolled in an early care/education program, also include name of program)

Name:




Age:

Name and address of Provider (if applicable)

_________________________________
____

_________________________________________________________
_________________________________
____

_________________________________________________________
_________________________________
____

_________________________________________________________

**Education Codes:

a – Less than H.S. Diploma
b – H.S. Diploma/GED (General Equivalency)
c – Some College

d – Bachelor’s Degree

e – Master’s Degree



f – Doctorate or Advanced Degree

INCOME INFORMATION  (Attach all copies of income documentation)

Number of Parents in Family:______
Number of Parents Working:______

Indicate if Foster Parent:______

Custodial Grandparent:______

**Employment status (Enter Code):   Parent #1:______
Parent #2:______

Foster children in DCF arranged care are considered a family of one

Wages:
Parent #1





Wages:
Parent #2

1. Enter Gross wages from pay stubs (If paid weekly, enter last 4 pays; biweekly enter last 2 pays; or monthly enter last pay)

Week 1_________________________________________ A

Week 1_________________________________________ B
Week 2_________________________________________A

Week 2_________________________________________B

Week 3_________________________________________A

Week 3__________________________________________B

Week 4_________________________________________A

Week 4__________________________________________B

Total all weeks of income

            __________________________________________A

            ___________________________________________B

2.  Divide by 4 if weekly, 2 if biweekly, 1 if monthly:

            __________________________________________A

            ___________________________________________B

3. Multiply by 4.33 if weekly, 2.17 if biweekly, 1 if monthly:

            __________________________________________A

            ___________________________________________B

4. Include all other forms of Income: (SSI, Child Support, Alimony.  Must include copies of court orders)

Add monthly amount below

            __________________________________________A

            ___________________________________________B

Add column A and B together, enter in box:

Total all forms of income:  $______________________________







This is Gross Monthly Income

5.  Look on Commonwealth’s Sliding Fee Scale, enter the following information:


Family Size:______
Gross Monthly Income: ________________

Daily Parent Fee: ______

**Employment Codes:

a – Employed, full time

b – Employed, part time



c – Unemployed, disabled

d – Unemployed, retired

e – Foster parent, working full time

f – Foster parent, working part time
g – Seasonally Employed
h – Employed, going to school


i – OCCS/training

PLACEMENT INFORMATION

Number of Part Days per week enrolled: _____________________________
Program’s Part Day Rate: ________________

Number of Full Days per week enrolled: ______________________________
Program’s Full Day Rate: ________________

Daily Parent Fee: ______________________

Start Date: _____/_____/_____
Anticipated Kindergarten Eligibility Date: _____/_____/_____

Definitions of Full/Part Day: Part Day is less than 6 hours per day, Full Day is six or more hours per day.

COMPREHENSIVE SERVICES

Please check additional services and supports paid for by CPC that the child/family will receive from CPC (if known at time of intake)

_____Transportation


_____Mental Health Services

_____Literacy Development

_____Family Support/Family Education
_____Social Services


_____Home Visits

_____Information and Referrals

_____Parent/Child Advocacy

_____Health/Dental Screening

_____Nutritional Services


_____Transition



_____Other:  ________________________

Is your child on an Individualized Education Plan (IEP)?
Yes
No

SPECIAL OR EXTENUATING CIRCUMSTANCES

If special circumstances or exceptions have been made by the Council, please list them here.  Attach any appropriate documentation.

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

How did you hear about the Community Partnerships for Children program? (please circle)

a. Local Resource and Referral


b. Provider

c. Newspaper or advertisement


d. Family member or friend, neighbor

e. Department of Education


f. Office of Child Care Services

g. Public School

h. Other: _____________________________________________________________________________________________

I certify under penalty of perjury that the information contained on this form is correct and complete to the best of my knowledge.  I will immediately report any changes of income and family size to this agency and provide updated information at my reassessment date.

_________________________________________________


_____/_____/_____

Parent or Guardian Signature






Date

_________________________________________________


_____/_____/_____

Signature of Person conducting Intake





Date
