DCF 2253 
December 2007 (New)


Community Housing Assistance Program

Referral Assessment Form

(To by completed by youth)

This packet contains a self-inventory.  As you enter the Community Housing Assistance Program (CHAP), it is important to identify your individual strengths and areas of need.  This form is a tool that will be used to design a program that will assist you in achieving the greatest possible success during your transition to Community Living.

Please be honest when completing this assessment.  There are no right or wrong answers.  The purpose of this self-evaluation is not to determine your eligibility for CHAP.  Your answer will direct the focus of this program to insure that you receive the guidance in those areas that you appear to have the least knowledge.

Please take your time filling out this form.  You must respond to all questions and statements in this form.  Also, please remember to provide two (2) Letters of Recommendation with your application to CHAP.
When you have completed this form please return it to your DCF Social Worker.

This form is part of the CHAP referral packet that must be submitted before any youth will be considered for CHAP.  If you do not complete and submit this form, your application will be placed on hold and you may jeopardize your eligibility for CHAP. 

CLIENT APPLICATION

Applicant Name: __________________________ Date of Birth: ______________Age: ____
Current Address: ________________________________________________________
______________________________________________________________________
City/Town                                          State                                            Zip Code

Social Security Number: _____-____-____   
Current Phone Number: (____)- ____-________
Name of city/town you consider home: _________________________________________________
PART ONE: Bills and Budgeting

1.  How much do you expect to pay for all your bills each month? $                    .

2. Your  monthly payments for the following items will be:

a) Rent…………………………………………………………. 

$                    .
b) Utilities………………………………………………………

$                    .
c) Heat………………………………………………………….             $                    .
d) Food-Groceries………………………………………………        $                    .
e) Food – Eating Out (restaurants, school, etc.) ……  $                    .
f) Telephone……………………………………………………           $                    .
g) Transportation……………………………………………….        $                    .
h) Laundry……………………………………………………..
           $                    .
i) Cable TV……………………………………………                    $                    .
j) Entertainment (Movies, dance club, videos) …………$                    .
k) Hair Care, Nails, etc………………………………………..
 $                    .
l) Subscriptions (magazines, music clubs, etc.) ………$                    .
m) Clothing…………………………………………………….
           $                    .
n) Health and beauty supplies
     (aspirin, cold medicine, deodorant)….

 $________                    
o) Gifts…………………………………………………………               $                    .
p) Automobile (Insurance, registration, gas) …………… $                    .
q) Childcare (daycare, babysitter) ……………………………  $                    .
r.) Other: _________________............................  $             ___.​​​​​​​​​​​​​​​​​​​​​​​​  






Total per mos. $                    .
3. Please circle any of the above items you think could be considered an optional expense.

4. These five (5) expenses are the most important to you:

1. _________________
2. __________________
3. _____________________

4. _________________   
5. __________________

5.  How much will it cost to turn on the phone?
$                    .
6.  What is your current monthly income? (allowance, paycheck, other money)


7.  Have you ever had a monthly bill to pay? (car, phone, club membership) 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

8.  Do you have a savings account?






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

          
If yes, what is your current balance?

$                    .
9.  Do you have a checking account?





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If yes, what is your current balance?

$                    .
10.  Do you owe people money?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

      If yes, what is the total amount owed? 
$                    .
11.  How much do you expect your security deposit will be for your new apartment? $ _________                  
       Where will you get the money to pay your security deposit? _______________________________________________________________________________
_______________________________________________________________________________
PART TWO: School

1. School you are attending: __________________________________  Current grade: 
2. On your last report card, how many of each did you receive? A___ B ___ C___ D ___ F___
3. How do you think you are doing in school? ____________________________________________________________________________
________________________________________________________________________
4. How do you get to school daily? ______________________________________________________
PART THREE: Employment
1. What is your career goal? _____________________________________________________________
2. What educational/vocational training do you need to achieve this goal? ____________________________________________________________________________
___________________________________________________________________________
3. Have you ever worked? 
 FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No
4. Will you be willing to work 10-15 hours per week while in CHAP?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
5. Do you currently have a job?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No   If no, please proceed to Part Four.
Hourly Wage: $                    / hour. Average number of hours worked in a week? ___
6. How do you presently get to work? ____________________________________________________
7. Do you normally get to work on time?

 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

8. Do you like your job?



 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

9. Is there somewhere else you’d rather work?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, where? ________________________________________________________________
10.  Do you know how to read a  pay-stub?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
11.  Employment History (Please begin with your most recent employer)
	Employer
	Dates of 

Employment
	Hourly 

Wage
	Number of Hours Worked Weekly
	Reason for 

Leaving

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PART FOUR: Transportation

1. Do you have a driver’s license?




 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

2. Have you taken driver’s education classes?


 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If no, do you plan on taking driver’s education classes?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

3.  Do you have/own a vehicle?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If ‘No’, proceed to # 4.


Is the vehicle registered?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No


Name and relationship of person under which vehicle is registered: ​​​​​​​______________

Do you have monthly car payments?  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No    If yes, how much? $ 
4.  Have you ever used the city bus?  FORMCHECKBOX 
  Yes FORMCHECKBOX 
  No
5.  Who do you depend on for transportation? _______________________________________________
6.  What type(s) of transportation do you use now?  (Please check all that apply)


 FORMCHECKBOX 
  Bus


 FORMCHECKBOX 
  Walk


 FORMCHECKBOX 

Hitchhiking


 FORMCHECKBOX 
 Foster Parents

 FORMCHECKBOX 
  Friends


 FORMCHECKBOX 

Staff


 FORMCHECKBOX 
 My own car

 FORMCHECKBOX 
  Bicycle


 FORMCHECKBOX 

Train


 FORMCHECKBOX 
 Taxi


 FORMCHECKBOX 
  Other:____________

Will this change when you move?
 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No


If yes,how? 
__________________________________________________________________
PART FIVE:  Housekeeping

1. Who does your laundry now? 
2. What are five (5) meals that you know how to cook?
1) _______________________________________________________________
2) _______________________________________________________________
3) ________________________________________________________________
4) ________________________________________________________________
5) ________________________________________________________________

3.  When you are in your own apartment, your chores will be: (Please list three for each)



Daily Chores

Weekly Chores

Monthly Chores

1) __________________   1) _____________________  1) _________________

2) __________________   2) _____________________  2) _________________

3) __________________   3) _____________________  3) _________________

4.  Name three cleaning products and their uses:

      
1) _________________________


2) _________________________


3) _________________________
5. Please check all the items that you already have or that you plan to get on your own:

FURNITURE

	 FORMCHECKBOX 
  Lamp(s)                      FORMCHECKBOX 
  Bed/Mattress                        FORMCHECKBOX 
  Couch               FORMCHECKBOX 
  Curtains/Shades
 FORMCHECKBOX 
  Chairs(s)                     FORMCHECKBOX 
  End Table                             FORMCHECKBOX 
  Dresser              FORMCHECKBOX 
  Kitchen Set


BED AND BATH ACCESSORIES
	 FORMCHECKBOX 
  Blankets                       FORMCHECKBOX 
  Sheets                                   FORMCHECKBOX 
 Pillows               FORMCHECKBOX 
  Alarm Clock

 FORMCHECKBOX 
  Towels                         FORMCHECKBOX 
  Washcloths                             FORMCHECKBOX 
 Shower Curtain   FORMCHECKBOX 
  Bedspread


CLEANING NECESSITIES

	 FORMCHECKBOX 
  Laundry Basket             FORMCHECKBOX 
  Sponges                             FORMCHECKBOX 
 Dust Pan            FORMCHECKBOX 
  Mop and Broom
 FORMCHECKBOX 
  Vacuum                        FORMCHECKBOX 
  Cleaning Bucket                  FORMCHECKBOX 
  Toilet Brush       FORMCHECKBOX 
  Garbage Can(s)


KITCHEN ITEMS

	 FORMCHECKBOX 
  Pots/Pans                      FORMCHECKBOX 
  Silverware              FORMCHECKBOX 
  Plates/Bowls            FORMCHECKBOX 
  Glasses/Cups

 FORMCHECKBOX 
  Can Opener                    FORMCHECKBOX 
  Cooking Utensils     FORMCHECKBOX 
  Measuring Cups        FORMCHECKBOX 
  Dish Rack
 FORMCHECKBOX 
  Cutting Board                 FORMCHECKBOX 
  Tupperware            FORMCHECKBOX 
  Dish Towels


CLEANING SUPPLIES

	 FORMCHECKBOX 
  Dish Detergent           FORMCHECKBOX 
  Trash Bags                             FORMCHECKBOX 
  Kitchen Cleaner        FORMCHECKBOX 
  Window Cleaner

 FORMCHECKBOX 
Floor Cleaner               FORMCHECKBOX 
  Baking Soda                           FORMCHECKBOX 
  Laundry Detergent  


PERSONAL HYGIENE/FIRST AIDE PRODUCTS

	 FORMCHECKBOX 
  Soap             FORMCHECKBOX 
 Toothbrush           FORMCHECKBOX 
 Toothpaste        FORMCHECKBOX 
  Deodorant       FORMCHECKBOX 
  Shampoo/Conditioner
 FORMCHECKBOX 
  Razors          FORMCHECKBOX 
 Shaving Cream     FORMCHECKBOX 
  Bandages         FORMCHECKBOX 
 Anti-bacterial  FORMCHECKBOX 
  Hydrogen peroxide 

                                                                                                  ointment

 FORMCHECKBOX 
  Aspirin         FORMCHECKBOX 
  Thermometer


MISCELLANEOUS ITEMS
	 FORMCHECKBOX 
  Telephone                        FORMCHECKBOX 
  Phone Book             FORMCHECKBOX 
  Flashlight                  FORMCHECKBOX 
  Batteries
 FORMCHECKBOX 
  Hangers                            FORMCHECKBOX 
  Light Bulbs             FORMCHECKBOX 
 Calendar                 FORMCHECKBOX 
 Iron/ironing board 


PART SIX: Medical Information

1. Please list your current doctor’s and the date of your last visit.

Primary Doctor:
______________________________  Last seen on: ____/____/____

Dentist: 

______________________________  Last seen on: ____/____/____

Eye Doctor:
______________________________  Last seen on: ____/____/____

Psychiatrist: 
______________________________  Last seen on: ____/____/____

Psychologist: 
______________________________  Last seen on: ____/____/____

Therapist/Counselor:____________________________  Last seen on: ____/____/____

Other/Doctor:
______________________________  Last seen on: ____/____/____

2.  Do you have eye glasses? 
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
3.  Do you have braces?

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

4.  Do you have a hearing aide?
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

5.  Are you currently under a doctor’s care for any reason?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

     If yes, please explain: ________________________________________________________________________________________________________________________________________________________________________

6.  Are you currently attending therapy or counseling?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

     Name of therapist? ______________________________  Phone: _________________
     Focus of therapy: ________________________________________________________________________________________________________________________________________________________________________

5. Please list all medications that have been prescribed for you.

	         Medication
	   Purpose of Medication
	   Currently Taking?

	
	
	 FORMCHECKBOX 
  Yes
	  FORMCHECKBOX 
  No

	
	
	 FORMCHECKBOX 
  Yes
	  FORMCHECKBOX 
  No

	
	
	 FORMCHECKBOX 
  Yes
	  FORMCHECKBOX 
  No

	
	
	 FORMCHECKBOX 
  Yes
	  FORMCHECKBOX 
  No


8.  Do you have any current physical health problems?
 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

     If yes, please explain: 

	

	

	

	


9.  Do you have any allergies?    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No
     If yes, please explain: 

	

	

	

	


PART SEVEN: Personal Information

1. What are some qualities you like in a person? ________________________________________________________________________________________________________________________________________________________
2. Who can you expect to visit you in my apartment?

________________________________________________________________________________________________________________________________________________________
3. Please list the important people in your life, those people who are a significant part of your life       

      (parents, foster parents, relatives, friends, social workers, etc.)

	      Name
	  Relationship
	   Town they live in
	  Phone

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


4. Name two (2) adults who will be available to assist you in transitioning into CHAP.

1) ______________________________________________________________________
2) ______________________________________________________________________

5. What are the qualities that you like about yourself? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6. How do you handle your stress? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. Do you have a fear of being alone?

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

8. Do you smoke cigarettes? 


 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

9. Have you used drugs or alcohol in the past? (Please check all the appropriate boxes)

This information alone will not disqualify you from CHAP.



DRUGS




ALCOHOL

	 FORMCHECKBOX 
 Month
 FORMCHECKBOX 
 Year (12 mos.)


	 FORMCHECKBOX 
 Month
 FORMCHECKBOX 
 Year (12 mos.)


	 FORMCHECKBOX 
 6 Months
 FORMCHECKBOX 
 Never
	 FORMCHECKBOX 
 6 Months
 FORMCHECKBOX 
 Never


10.  Do you have a problem with drugs and/or alcohol?

 FORMCHECKBOX 
 Yes
     FORMCHECKBOX 
  No

       Do you think you need help with this matter?

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

PART EIGHT: Essential Documents

1. Please check the appropriate boxes for the essential documents that you have:

	Type of Document
	In My Possession
	Not in My Possession
	Type of Document
	In My Possession
	Not in My Possession

	Original Birth Certificate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Original Social Security Card
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Medical Card
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Medical Passport
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	DMV Photo ID
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Passport
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Green Card
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bank Books
	 FORMCHECKBOX 

	 FORMCHECKBOX 



2. If you have a child(ren), do you have their essential documents?  Please check the appropriate boxes for the essential documents that you have:
	Type of Document
	In My Possession
	Not in My Possession
	Type of Document
	In My Possession
	Not in My Possession

	Original Birth Certificate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Original Social Security Card
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Immunization Record
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Passport
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	DSS Photo ID
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Green Card
	 FORMCHECKBOX 

	 FORMCHECKBOX 



PART NINE: Parenting

1.  Are you a parent?
  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No


If yes, please answer the following questions.  If no, please proceed to Number 8.


Name(s) and age(s) of child(ren):
__________________
___________________






__________________
___________________

2.  Does your child (ren) live with you?




 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No


If no, where and with whom do they live?
_____________________________________
3.  Is the non-custodial parent actively involved with the child(ren)?
 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No


If yes, please list the name of the parent?
_____________________________________

4.  Does the non-custodial parent pay child support?


 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No


If yes, what is the court ordered weekly amount?
$​​​​​​​​​   ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​                   

If no, have you filed for child support?



 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No



If yes, when and where?
___________________________________________

5.  Do you pay child support payments?




 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No


If yes, to whom and how much? ___________________________   $                                  
6. What are your current child-care arrangements? ______________________________________________________________________________________________________________________________________________________________

6. Do you receive any of the following services for your child? (Pleas check all that apply)
 FORMCHECKBOX 
  Food stamps
 FORMCHECKBOX 
  DCF Protective Services
 FORMCHECKBOX 
  Head Start
 FORMCHECKBOX 
  WIC

 FORMCHECKBOX 
  Parent Aide
 FORMCHECKBOX 
  DPH Services

 FORMCHECKBOX 
  Visiting Nurse
 FORMCHECKBOX 
  DSS

 FORMCHECKBOX 
  Birth-to-three
 FORMCHECKBOX 
  Husky Health Insurance
 FORMCHECKBOX 
  Other, please explain: __________________

9.  Are you currently pregnant?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No


If yes, what is your expected due date? ____________________


Are you attending classes for Expecting Parents? FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No



If yes, where and how often?  _______________________________________________

PART TEN: Leisure and Extra Curricular Activities

1.  Do you play sports?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No


If yes, please list the sports:  ______________________________________________________

2.  Do you have hobbies?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


If yes, please list the hobbies: _____________________________________________________

3.  Do you belong to any social clubs or organizations?

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

4.  Do you attend a religious place of worship?


 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

5.  Do you volunteer in the community?



 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

6. What do you do for fun? ______________________________________________________________________________________________________________________________________________________________
7.  How do you spend your time on the weekends? _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PART ELEVEN: Guidance
1. I feel I will need support/help in the following areas.  (Please check all that apply)

 FORMCHECKBOX 
  Finding an apartment

 FORMCHECKBOX 
  Laundry

 FORMCHECKBOX 
  Cooking Healthy Meals

 FORMCHECKBOX 
  Housecleaning

 FORMCHECKBOX 
  Grocery Shopping


 FORMCHECKBOX 
  Getting Utilities

 FORMCHECKBOX 
  Budgeting Monthly Expenses
 FORMCHECKBOX 
  Reading Monthly Bill Statements
 FORMCHECKBOX 
  Job Search and Retention

 FORMCHECKBOX 
  Educational Planning

 FORMCHECKBOX 
  Household Safety


 FORMCHECKBOX 
  Controlling my Visitor’s Behavior

 FORMCHECKBOX 
  Emotional/Mental Health

 FORMCHECKBOX 
  Substance Abuse Management

 FORMCHECKBOX 
  Legal Skills



 FORMCHECKBOX 
  Reading a Map

 FORMCHECKBOX 
  Securing a Medical Cab

 FORMCHECKBOX 
  Decorating/Organizing my Apartment

 FORMCHECKBOX 
  Other: _____________________
PART TWELVE:  Agreements
To be a participant in CHAP there are current conditions, understandings and/or agreements that must be fulfilled.  Please initial (on each line) that you agree to the following:


“I agree to adhere to all program policies, procedures and guideline of CHAP.”

______

“I will develop, pursue, and maintain an educational plan.”




______

“I will develop, pursue and maintain an employment plan.”




______

“I will agree to drug screens if they are requested of me.”




______

“If it is determined that I need a clinical evaluation, I will attend and participate.”

______
	I HAVE ANSWERED ALL QUESTIONS HONESTLY AND TO THE BEST OF MY ABILITY

        __________________________________________________________         

APPLICANT SIGNATURE                                                                DATE


NOTE: BE SURE TO MAKE A COPY OF THIS SIGNED APPLICATION FOR YOUR RECORD.  WHEN YOU HAVE COMPLETED THIS APPLICATION PLEASE RETURN IT TO YOUR DCF SOCIAL WORKER
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1

