
  INTAKE FORM DATE _______________   

Staff _______________ 

Client Number  ____________ 

  Client Name __________________________ 

  DOB  ________________________________ 

  Phone Number________________________ 

E-mail: ______________________________

Address ____________________________ 

City/State________________________________ 

Zip Code ___________ County________________ 

 Emergency Contact(s):   Name ______________________       Name 2 _______________________ 

        Phone _____________________        Phone 2 _______________________ 

 Referral Source: _____Self-referred (website, friend,etc.) 

  _____ DHR  _____ Law enforcement   

  _____ Other: _____________________ 

 Primary Language ___________________________   

Interpreter Services Required?    Yes     No 

Race:  ____Caucasian       ___ African American ____ Asian 

 ____ Hispanic/Latino       ___ Middle Eastern/Indian  ___ Multi 

 ____ Native American     ___ Other 

 I certify that the information provided is true to the best of my knowledge. I am providing this 
 information for the expressed purpose of determining VSOC program eligibility. 

 Signature ____________________________________________  
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