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        POLUS CENTER FOR SOCIAL & ECONOMIC DEVELOPMENT, INC.
_______________________________________________________________________________________________________


AFC Intake Form

Personal Information
Date: __________________

Intake conducted by: ________________________

Name of Individual: ________________________________________________________

Address: _________________________________________________________________

Phone Number: ____________________________________________________________

Date of birth: __________________________

Lives with:_________________________________________________________________

Referral Source: ____________________________________________________________

Address & Phone: ___________________________________________________________

Relationship to individual: _____________________________________________________

Reason for referral: __________________________________________________________

___________________________________________________________________________

Describe family and informal supports: ___________________________________________

Marital status: ___________________

Guardian/conservator: _________________________________________________________

Address & Phone: ______________________________________________________________

Other Agencies:
Other agencies: Name, Contact person, Address & Phone number:

Day Program/school/work: _____________________________________________________________________________
Contact Person, Address & Phone: ___________________________________________________________________________

Recent Hospitalizations/Nursing Home/Rehab Stays? _________________________________
____________________________________________________________________________

Medical:

Primary Care Physician: ________________________________________________________

Address & Phone: _____________________________________________________________

Most recent physical: _________________________ Most recent visit: ___________________

Other practitioners: 





Name


Phone


Last visit
1. Dentist

____________________
_______________
_______________

2. Psychiatrist
____________________
________________
________________

3. Psychologist
____________________
________________
________________

4. OT/PT

____________________
________________
________________

5. Vision

____________________
_________________
_________________
6. Specialist
____________________
_________________
_________________

7. Other:

____________________
_________________
_________________

List medications: _______________________________________________________________

Describe Medical Treatment needs: _______________________________________________________

Activities of Daily Living:
Describe Activities of Daily Living Needs: _____________________________________________

______________________________________________________________________________

Describe Safety Awareness & Ability to be left alone: ___________________________________

Insurance & Income

Social Security Number: _____________________________________
Medicare Number: __________________________________________
Medicaid /Masshealth Number: ________________________________

Other Insurance Information: __________________________________________________

Income: 
Amount: ________________

Source: __________________________



Amount: ________________

Source: __________________________
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