CHILD CARE CONSUMER EDUCATION & REFERRAL INTAKE FORM
Specialist:________________

Fees: Y N________________

Date:___________________

Date Paid: _______________

ٱ Basic

ٱ Enhanced

Type of call: (circle) referral 
    repeat        information/consultation
Follow-up:  Call____________ Email ____________  Mailed ___________ Other ________________

	Subsidy Eligible

	Enhanced Service Qualifiers

	 

	 

	A.  Receives SRS subsidy?    Y     N     

	B.  Receives ANFC/TANF         Y     N

	C. Income eligible/
         app. In process               Y      N

	~AND~

	1. Protective Services             Y      N

	2. Emergency Care                  Y      N

	3. Job Stability threatened       Y      N

	4. Special Needs                     Y      N

	5. Difficult Search                   Y       N
        A. Infant search
        B. Odd hours of care
        C. Minor parent
        D. Extended consumer education
        E. 3+ repeat calls
        F. Transportation
        G. Homeless
        H. 3+ children
        I. Family Support

	6. Other(Describe)                  Y       N

	_____________________________


PERSONAL INFORMATION

Gender:  ٱ Male    ٱ Female      Date of Birth:______________

Clients’ name:________________________________________
Phone: ___________________(H) _____________________(W)

Location: ____________________________________________

City: ___________________  State: _______  Zip:___________

Mailing:_____________________________________________

City:___________________ State:_________ Zip:___________

Email:_______________________________________________

Region (town of residence): _____________________________

Employer:____________________________________________

Worksite location:_____________________________________

Spouse’s name: ______________________________________
Spouse’s employer:____________________________________

ID# (Social Security, VSEA)____________________________

How did you hear of the service? _________________________

Caller Name: ________________________________________

Service Agency:______________________________________

Contact Phone:_______________________________________

Contact Address: _____________________________________

City: _____________________ State:________ Zip: _________

	Child
Name/Gender
	Age/Birth date
	SN*
	Preferred Setting
(FCC/CTR/In-home
	Date Needed
(M/D/Y)
	FT/PT
SAC
	Days/Hours

	1
	 
	 
	 
	 
	 
	  M T   W  Th  F  Sa Su
______a.m._______p.m.

	2
	 
	 
	 
	 
	 
	  M T   W  Th  F  Sa Su
______a.m._______p.m.

	
3
	 
	 
	 
	 
	 
	  M T   W  Th  F  Sa Su
______a.m._______p.m.


Preferred Location:______________________    Special needs:___________________________
Reason needing care: (circle) 
Employment        Developmental Growth      Family Support      Job Search       Protective Service     School/College       Self Employed        Health Need/Disability Child       Health Need/Disability 
Language:_____________________________________________________________________
Other needs: (circle)      no pets              smoke free          allergies          asthma           diet           other_____________________________
Other referrals:    CUPS       Community Action    Dr. Dynasaur      FITP      Family Support        Subsidy      Head Start           Medicaid        Parent to Parent        Success by Six
Other____________________________
 Comments (schools, transportation, counseling, desire to keep children together) __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Referrals:

      Provider Name

Phone Number

Date referred
Date vacancies last updated



1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

4. __________________________________________________________________

5. __________________________________________________________________

6. __________________________________________________________________

7. __________________________________________________________________

8. __________________________________________________________________

9. __________________________________________________________________
10. __________________________________________________________________

11. __________________________________________________________________
Created on 2/7/2005
Child Development Division


103 South Main Street


Waterbury, VT 05671


800-649-2642








