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 Colorado HMIS Program-Specific Child Form   (8/12/2011)

Please answer all questions.  Fill out one form for each family member at program entry.
	General Information


Social Security #: ______ – _____ – _________ 
 Full   Partial   Don’t Know/Don’t Have 
 Refused

First Name: 







Middle Name: 




 
Last Name: 









 Suffix: _​​________________________

Date of Birth (mm/dd/yyyy):   

/
/

  or:   Full   Approximate or Partial   Don’t Know  Refused
Gender:    Male  Female   Transgender Male to Female  Transgender Female to Male   Other  Don’t Know  Refused

	For All Individuals and All Family Members 

	Disabling Condition: 
Do you have a disabling condition?  Yes         No      Don’t Know          Refused  


Ethnicity:    Non-Hispanic/Non-Latino        Hispanic/Latino   Don’t Know  
 Refused
Family Type:
 Unaccompanied (Adult or Youth)  Single Parent  Two Parents   Adult No Children
  
Race (choose all that apply):    
	 American Indian or Alaska Native
	 Asian
	 Black or African American

	 Native Hawaiian or Other Pacific Islander
	 White
	 Don’t Know
	 Refused


INCOME & BENEFITS (For All Individuals and All Family Members)
	Income Source
	Stated Income
	Pay Interval
	Documentation

	   Earned Income (i.e. employment income)          
	$_________
	
	

	   Supplemental Security Income (SSI) 
	$_________
	
	

	   Social Security Disability Income (SSDI)         
	$_________
	
	

	   Private Disability Insurance 
	$_________
	
	

	   Aid to the Needy and Disabled (AND)      
	$_________
	
	

	   Other Sources            
	$_________
	
	

	   Don’t Know        Refused        No Financial Resources

	**Note PAY INTERVAL, Choose: (Weekly, Every other Week, Twice a Month, Monthly, Quarterly, or Yearly)


	Non-Cash Benefits (Choose all that applies)

	   Don’t Know                                                            
   MEDICAID                                                              

   MEDICARE 

   State Children’s Health Insurance
	   Refused

   No Health Insurance

   Not Eligible For Mainstream Benefits


	   Other Benefit Sources:


	Program Entry


Program Entry Questionnaire
	Where Did You Stay Before Your Most Recent Location (where do you typically stay)? (choose one):

	 Emergency Shelter 
	 Staying or Living in a Friend’s Room, Apartment, or House

	 Transitional Housing for Homeless Persons 
	 Hotel or Motel Paid for without an Emergency Shelter Voucher

	 Permanent Housing for Formerly Homeless Persons
	 Foster Care Home or Foster Care Group Home

	 Psychiatric Hospital or Other Psychiatric Facility
	 Place Not Meant for Habitation (Car or Other Vehicle, Abandoned Building, Bus/Train/Subway Station/ Airport, Outside Anywhere, Camping)

	 Substance Abuse Treatment Facility or Detox Center
	 Safe Haven


	 Hospital (Non-Psychiatric) 
	 Rental by Client with VASH Housing Subsidy

	 Jail or Prison
	 Rental by Client with Other Housing Subsidy (Non-VASH)

	 Rental by Client, No Housing Subsidy
	 Owned by Client, With Housing Subsidy

	 Owned by Client, No Housing Subsidy
	 Don’t Know

	 Staying or Living in a Family Member’s Room, Apartment or House
	 Refused

	
	 Other _______________________________________________


Are You Losing Your Housing Within 14 days (Eviction)?   Yes  
 No  
  Don’t Know  
 Refused 

HEALTH – (For All Individuals and All Family Members)
General Health Rating (choose one):  Excellent     Very Good      Good       Fair      Poor      Don’t Know      Refused

Are you Pregnant?   Yes      No      Don’t Know     Refused






If Yes, What Is The Due Date? (mm/dd/yyyy):  ______/_______/___________
	 Do you have a physical disability?  
	 Yes
	 No   
	 Don't Know
	 Refused

	If you have a physical disability: Are you currently receiving services or treatment for this condition?
	 Yes
	 No   
	 Don't Know
	 Refused

	Do you have a developmental disability?  
	 Yes
	 No   
	 Don't Know
	 Refused

	If you have a developmental disability: Are you currently receiving services or treatment for this condition?
	 Yes
	 No   
	 Don't Know
	 Refused

	Do you have a chronic health condition?  
	 Yes
	 No   
	 Don't Know
	 Refused

	If you have a chronic health condition: Are you currently receiving services or treatment for this condition?
	 Yes
	 No   
	 Don't Know
	 Refused

	Have you been diagnose with AIDS or have you tested positive for HIV?
	 Yes
	 No   
	 Don't Know
	 Refused

	If you have been diagnosed with AIDS or have tested positive for HIV: Are you currently receiving services or treatment for this condition?
	 Yes
	 No   
	 Don't Know
	 Refused

	Do you feel that you have a mental health problem?  
	 Yes
	 No   
	 Don't Know
	 Refused

	Mental health problem: Is it expected to be on-going, indefinite in duration and substantially impairs ability to live independently?

	 Yes
	 No   
	 Don't Know
	 Refused

	If you have a mental health problem: Are you currently receiving services or treatment for this condition?
	 Yes
	 No   
	 Don't Know
	 Refused

	Do you have a drug or alcohol problem?  
	 Yes
	 No   
	 Don't Know
	 Refused

	Drug or alcohol problem: Is it expected to be on-going, indefinite in duration and substantially impairs ability to live independently?
	 Yes
	 No   
	 Don't Know
	 Refused

	If you have a drug or alcohol problem: Are you currently receiving services or treatment for this condition?
	 Yes
	 No   
	 Don't Know
	 Refused


	Children’s Education (for All Children between ages 5 and 17 only)

	Is your child In school now -  or if you are completing this form during summer vacation -  was your child enrolled during the past school year?:     Yes        No       Don’t Know       Refused

If Yes, what is the name of the child’s school: _________________________________________________________

If Yes, was/is the child connected to the McKinney-Vento Homeless Assistance Act school liaison?

 Yes        No       Don’t Know     Refused

If Yes, what type of School:   Home School   Public      Parochial or Other Private School     Don't Know  Refused

  If Not In School, last date of enrollment:  __  __/ __ __ __ __ (Month/Year)

   If Not in School, Why Not? (may check more than one)

 None

 Transportation
 Don't Know
 Residency requirements

 Lack of available preschool programs
 Refused
 Availability of school records

 Immunization requirements
 Birth certificates not available
 Physical Examination requirements
 Legal guardianship requirements

 Other (e.g. Graduation from H.S.)



(FOR AGENCY USE ONLY, ATTACH TO HEAD OF HOUSEHOLD (PARENT/GUARDIAN) FILE)


Program Entry Date: _____/_____/_______    Program Name/Grant: _______________________________________      


             


 Relationship to HoH: ________________________ Head of Household Name: ____________________________________
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