Human Services Outcomes, Inc.

Intake Questionnaire

Name___________________________

Address________________________________________________________________

Phone_________________ E-mail_______________________  Fax________________
 1. How old are you?

 2. Are you married?

 3. Do you have children?


If yes, for each child:

	Age
	Son or Daughter

	
	

	
	

	
	


 4. Does your spouse work outside the home?


If yes, what is her or his job?

 5. What are (were) your parents occupations?


Father:


Mother:

 6. What are (were) your parents levels of education?


Father:


Mother:

 7. What are your brothers and sisters occupations?
 8. What are your brothers and sisters levels of education?

 9. With whom do you live?

10. What are your living arrangements – apartment, house, mobile home, etc.?

11. What is your usual day like – what do you do?
12. What are your hobbies?
13. What extracurricular activities do (did) you participate in at school?

14. What school subjects do (did) you like best?

15. What school subjects do (did) you like least?

16. Have you ever received treatment for drug or alcohol use?

17. Have you ever been incarcerated?

18. What are your most important goals – What do you want to accomplish in life?

19. What careers have you considered, if any?

20. Do you have a driver’s license?

21. Do you own a car?

22. Please state your current income as follows:


From your employment: $            per month


VA Compensation/Pension: $          per month


Military Retirement: $           per month


Spouse Income: $          per month


Social Security Disability: $          per month


Other: $          per month

23. Do you or have you received worker’s compensation benefits? 

      If yes, please give details: 

24. Please give us detailed information about your education and training STARTING WITH HIGH SCHOOL. Include technical school, college, short term training courses, etc. Also, if you are a veteran, include important training and education completed in service:

	Dates Attended
	Name of School 
	Program or Courses
	Did you graduate or complete the program or courses? If not, how much have you completed?
	What were (are) your grades?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


25. Please tell us (in detail) about each of the jobs you have had. Include paid and volunteer work, on job training, work-study etc. If you are a veteran, include your military experience. 

	Dates
	Job Title
	Employers Name
	Describe exactly what you did
	Salary or Grade
	Why did you leave?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


26.  If applicable, what branch of military service were you in?

Complete the Following Items If You Have Medical Conditions or Disabilities That Could or Do Impact You Educationally or Occupationally

27. Please describe information about all of your disabilities and medical conditions.

	What is the disability or medical condition?
	If you are a veteran, is it service connected?
	What does it limit you from doing?
	If it has affected you in school or on a job, please explain how.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


28. Medications – list the medications you take and for what medical condition(s) you take them.

	Medication
	Dosage
	What condition do you take this for?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


29.What side effects do you get from your medications?

30. Where do you receive treatment for your disabilities and medical conditions?

31. If you receive treatment at a military facility, which one?

32. If you have a physical disability or medical condition:

a. How much could you lift or carry (pounds) if you were doing this 1/3 to 2/3 of a workday? 

b. What is the most weight you could lift or carry (pounds)?

c. How long can you stand at a time (hours or minutes) before you must sit down?

d. How long can you sit at a time (hours or minutes) before you must get up?

e. How far can you walk (blocks or miles) before you must stop and rest?

f. To what extent can you crouch, bend, and kneel (circle)?


1/3 or more of a work day


Once in a while during a work day


Never

g. Because of your condition or medication effects, must you lie down during the day? If yes, please explain.
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