	MCI ID: _____________________________
HMIS ID: ____________________________
Staff Initials/Date: ____________________



HMIS ADULT/CHILD ENTRY FORM
	[bookmark: _GoBack]Program Enrollment/Start Date
	
	
	
	

	
	
	
	
	

	Name
	
	Relationship to Head of Household
	
	Program

	
	
	Choose an item.	
	

	Date of Birth
	
	Social Security Number
	
	Phone Number

	
	
	
	
	

	Race (check all that apply)
	
	Ethnicity
	
	Gender

	Choose an item.
	
	Choose an Item
	
	Choose an item






Additional Household Members (please fill out a form for each household member mentioned below)
	Name
	Relationship to HOH
(child, spouse, other relation member, other non-relation member, HoH)

	
	Choose an item.
	
	Choose an item.
	
	Choose an item.
	
	Choose an item.
	
	Choose an item.





Veteran Status
	Year Entered:
	Click or tap to enter a date.	Year Separated:
	Click or tap to enter a date.	Branch:
	Choose an item.
	Discharge Status
	Theater

	Choose an item.

	☐ WWI
☐ Vietnam War
☐ Afghanistan (Operation Enduring Freedom)
☐ Iraq (Operation New Dawn)
	☐ Korean War
☐Persian Gulf War (Operation Desert Storm)
☐ Iraq (Operation Iraqi Freedom)
☐Other Peace-Keeping Operations or Military Interventions





Date of Engagement & Current Living Situation
	Date of Engagement
	
	
	Date of Contact/Information date

	Click or tap to enter a date.	
	
	Click or tap to enter a date.
	Current Living Situation

	Homeless Situation:
Choose an item.
	Non-Homeless Situation:
Choose an item.

	Location Details
Click or tap here to enter text.
	Is the client going to have to leave their current living situation within 14 days?
Choose an item.

	
	If yes – Has a subsequent resident been identified?
Choose an item.

	
	If yes – Does individual or family have resources or support networks to obtain other permanent housing?
Choose an item.

	
	If yes – Has the client had a lease or ownership interest in a permanent housing unit in the last 60 days?
Choose an item.

	
	If yes – Has the client moved 2 or more times in the last 60 days?
Choose an item.





Prior Living Situation

	Category of Homelessness

	Choose an item.

	Chronic Status
	Choose an item.

	Reason for Homelessness
	Choose an item.

	


	Homeless Situations (Entering from)

	Choose an item.  


	Institutional Situations (Entering from)

	Choose an item.

	Temporary and Permanent Housing Situations (Entering from)

	Choose an item.




	
	Length of Stay in Institution
Choose an item.



	Length of Stay in Temporary/Permanent Housing Situations?
Choose an item.



 

	Did the Client Stay Less Than 90 days?

Choose an item.
	


	Did the Client Stay Less than 7 days?

Choose an item.



	
	
	Length of Stay in Literally Homeless Situation 

Choose an item.
	
	On the previous night, did the client stay on the streets, in an Emergency Shelter, or in a Safe Haven?
Choose an item.





Time on the Streets or in Emergency Shelter
	Including this and any previous sheltered stays or unsheltered episodes, what is the approximate date that the client became homeless? (month / day / year)
	Click or tap to enter a date.
	Including today, what is the number of times the client has been on the street, in ES or SH in the past 3 years? (Institutional stays of less than 90 days are not a break. Stays less than 7 days in other places are not a break.)
	Choose an item.

	What is the total number of months the client has been homeless on the street, in ES or SH in past 3 years?
	Choose an item.



Domestic Violence
	Victim/Survivor
	Extent of Domestic Violence
	Currently Fleeing

	Choose an item.
	Choose an item.
	Choose an item.

	Does the client have an active PFA?
	Relationship to Aggressor
	

	Choose an item.
	Choose an item.
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Client Initials_______                               Case Manager/Service Coordinator Initials ____________                           		       1

Employment (for anyone 18+)					
	☐  Yes
	☐  No

	Choose an item.
	Choose an item.



Income (for anyone 18+)
☐ YES	If Yes, complete table below.             ☐ NO 	If No, skip to the next table.
	Source
	If yes, Amount - monthly
	Source
	If yes, Amount - monthly

	☐	Employment
	$
	☐	VA Disability Retirement
	$

	☐	Sporadic Employment
	$
	☐	VA Disability Pension
	$

	☐	Unemployment
	$
	☐	Cash Assistance/TANF
	$

	☐	Worker’s Compensation
	$
	☐	Child Support
	$

	☐	SSI
	$
	☐	UTA
	$

	☐	SSDI
	$
	☐	Other ______________
	$



	Connection to SOAR
	Choose an item.	       Total Monthly Income
	$




Non-cash Benefits (for anyone 18+)
☐ YES	If Yes, complete table below.             
☐ NO 	If No, skip to the next table.

	Source (select all that apply)

	☐ SNAP (Food Stamps)
☐ WIC
☐ TANF Childcare Services
☐ TANF Transportation Services
☐Other TANF-funded Services
☐ Other _____________________________


 

Health Insurance (for all clients)
☐ YES	If Yes, complete table below.             
☐ NO 	If No, skip to the next table.
	Source (select all that apply)

	☐ Medicaid
☐ Medicare
☐ State Children’s Health Insurance Program (CHIP)
☐ VA medical services
☐ Employer Provided health insurance
☐ Health insurance obtained through COBRA
☐ Private Pay Health Insurance
☐ State Health Insurance for Adults
☐Indian Health Services Program



Education
	Adults and Children 6+

	Last Grade Completed
	School Status

	Choose an item.
	Choose an item.



	Age 0-5

	Has the child received a developmental screening?
	Choose an item.

	IF NO, has the child been referred to an agency for a developmental screening?
	Choose an item.

	IF NO, was/will a developmental screening be completed during program enrollment?
	Choose an item.

	Is the family intending to send the child to an early learning program?
	Choose an item.

	Is the child enrolled?
	Choose an item.



	Age 6+

	Enrollment status
	Choose an item.

	If not enrolled, why?
	Choose an item.                       If other, please specify:  Click or tap here to enter text.

	Name of district
	

	Name of school
	

	Referral to School District McKinney-Vento Homeless Liaison?
	Choose an item.



Disabling Conditions
	Type
	Expected to be long-term?
	Type
	Expected to be long-term?

	☐ Physical
	 Yes     No
	☐ HIV/AIDS

	☐ Developmental	
	Receiving HIV Medical Assistance?
	 Yes     No

	☐ Chronic health condition
	 Yes     No
	Receiving AIDS Drugs Assistance Program (ADAP)
	 Yes     No

	☐ Mental health
	 Yes     No
	☐ Alcohol abuse	
	 Yes     No

	☐ Drug abuse
	 Yes     No
	☐ Alcohol and drug abuse
	 Yes     No




Pregnancy Status
☐ YES	If Yes, complete table below.	              ☐ NO 	If No, skip to the next table.
	Due Date
	Prenatal Care

	Click or tap to enter a date.	☐ Yes
	☐ No




Client Signature _________________________________________Date______________________
Staff Signature__________________________________________Date_____________________
