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PREVENTION SERVICES SCREENING FORM 

Program Select one:  ☐ Mentoring    ☐ Parent Coaching    ☐ Therapeutic Visits     ☐ Outdoor Program

Admission Date (first date of service): _______________________ 
Please complete information for the FAPT funded client*:

*Client First Name___________________________ *Last Name ________________________________


*Pronouns (He/Him, She/Her, They/Them, etc.) _____________________ 

*Date of Birth: ___________________________________ *Age_______________

*Race: _________________ *Ethnicity: Hispanic       Non-Hispanic         *Religion: ___________________

*Preferred Language: ________________________ *Legal Status: Minor ___    Adult ___

*Client Gender: _________________   *Gender Identity: ___________________

*Client Address: _______________________________________________________________________ 

*Email (contact email for Client): ____________________________________   * Phone: ____________

Locality payer: _________________________________________________________________________

Legal Guardian Name_____________________________ Phone Number_________________________

Legal Guardian email address: ________________________________________________________________

Adult (Visit or Coaching) Name(s): ______________________________________________________


With Whom Does Client live (Names): _____________________________________________________

Allergies: _____________________________________________________________________________ 

Enrolled School________________________________				 Grade___________

Medications___ _______________________________________________________________________

Emergency contact name, address, and numbers _____________________________________________

_____________________________________________________________________________________


Other contact information (Name, email, phone) of Foster Families, etc

_____________________________________________________________________________________


FUNDING INFORMATION:

FAPT/Funding dates:______________________Funding source:_____________________________

Funding under the name of: ______________________________________

Number of hours (per month, week, etc.): _________________________

Client participates in Case Management	 or ICC   YES or NO If yes, indicate provider:___________________

RECOMMENDED GOALS/YOUTH INTERESTS/ADDITIONAL NOTES: _____________________________________________________________________________________
_____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________









													
ELK HILL INTERNAL USE ONLY
Staff assigned: ______________________________________

Client Start Date: ____________________________________

Credible Entry-Episode Updated: ____________________________
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Children & Family Services | Behavioral Health | Education | Advocacy
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