SCREENING/REQUEST FOR SERVICES

__________________________________    Scheduled Follow-up Date:  _____/_____/______ @  ________am/pm

Assigned Staff     
Date of Screening___________________________ Return Calls/Staff Initial______________________________            
Screener Name_____________________________                                       ______________________________     
Date Letter Mailed/Initials _____________________                                        ______________________________ 
A.
CLIENT IDENTIFYING INFORMATION

	Name

(First and Last)
	V/S
	Gender
	Age/
DOB
	DCFS

WARD
	Disability/Language/
Other Preferences

	
	
	Male   / Female
	
	Yes

No
	

	
	
	Male   / Female
	
	Yes

No
	

	
	
	Male   / Female
	
	Yes

No
	


B.
CONTACT INFORMATION: CLIENT(S), PARENT(S), GUARDIAN(S)
Name(s)




_____
                                         


Relationship to person(s) being referred


_____________




Home Address











             




Street





 City


           ________________________________________________________________________________




Township




State


Zip


	Primary Phone:(       )____________
(home/cell/other family/neighbor)
 FORMCHECKBOX 
 DO NOT leave a  message!
 FORMCHECKBOX 
 It is OK  to leave a message. 

 FORMCHECKBOX 
 It is OK  to contact me by mail

Is there a best time to call? ______
	Work Phone: (      )_____________ 
 FORMCHECKBOX 
 DO NOT leave a  message!

 FORMCHECKBOX 
 It is OK  to leave a message.

Is there a best time to call? _______


	Alt.Phone: (      )______________

(cell/pager/other family/neighbor)

 FORMCHECKBOX 
 DO NOT leave a  message!

 FORMCHECKBOX 
 It is OK  to leave a message.

Is there a best time to call? _______


C. Reason for referral (Presenting Concern(s)):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

REFERRAL AGENT AND AGENCY (IF OTHER THAN SELF or PARENT)

Name of Referral Agent________________________________
Relationship






 Agency/Address w/Zip ________________________________
Phone Number(s) ______________________
                                     ________________________________
 ____________________________________
How did you hear about Northwest CASA or who provided the referral?

 FORMCHECKBOX 
 Child Advocacy Center

 FORMCHECKBOX 
 Clergy

 FORMCHECKBOX 
 DCFS

 FORMCHECKBOX 
 EducationSystem/School

 FORMCHECKBOX 
 Friend

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Hotline

 FORMCHECKBOX 
 Legal System/State’s Atty
 FORMCHECKBOX 
 Media/Print/TV/Radio/
     Flyer/Phone Book (circle)

 FORMCHECKBOX 
 Medical/Physician/Nurse
 FORMCHECKBOX 
 Other:_______________
 FORMCHECKBOX 
 Other Rape Crisis

     Program:_____________

 FORMCHECKBOX 
 Police Department

 FORMCHECKBOX 
 Private Attorney

 FORMCHECKBOX 
 Public Health Dept.
 FORMCHECKBOX 
 Relative:____________
 FORMCHECKBOX 
 Self
 FORMCHECKBOX 
 Social Service Program:
_____________________________________________________________________    _____________________
Has the incident been reported to:
  DCFS  (  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 N/A)
Police (  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No)
____________________________________________________________________________________________
Is the client(s) aware of and agreeable to a referral to Northwest CASA?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Is the parent/guardian(s) aware of and agreeable to a referral to Northwest CASA?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     FORMCHECKBOX 
 N/A
Is the client or family currently receiving support services elsewhere?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No ________________________
Do you have any current safety concerns?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
________________________________________________________________________________________________________________________
____________________________________________________________
D. 
SERVICES REQUESTED

 FORMCHECKBOX 
  Sexual Assault Counseling/Therapy 




 FORMCHECKBOX 
 Individual:   FORMCHECKBOX 
 Victim   FORMCHECKBOX 
  Significant Other
 FORMCHECKBOX 
 Family 

 FORMCHECKBOX 
 Group:   FORMCHECKBOX 
 Victim   FORMCHECKBOX 
  Significant Other
 FORMCHECKBOX 
  Crisis Intervention

 FORMCHECKBOX 
  Advocacy:   FORMCHECKBOX 
  Medical    FORMCHECKBOX 
  Legal or Court Advocacy

 FORMCHECKBOX 
  Other (explain)_______________________________________

E. PREFERRED APPOINTMENT DAYS AND TIMES

	
	Day of the Week
	Time of Day

	First Choice
	
	

	Second Choice
	
	

	Third Choice
	
	


F.
COMMENTS/STATUS OF REQUEST:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________
             ____________________________________

Staff/Volunteer Signature                           


             Date
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