Cariboo Health

INITIAL INTAKE FORM

MCF-Community Living Services                                                                        Adult Guardianship Legislation Act, 

Part 3: Adult Abuse, Neglect, and Self-Neglect


Intake Information:                                                                                                     

                                                                                                                                           Date:  ___________________________________
Agency: ​​​​​​​​​​​​______________________________________________________________ Phone Number: ___________________________

Intake Person: _________________________________________________________  Fax Number: _____________________________ 



Vulnerable Adult Information:

Name of Adult:  ________________________________________________________  Age:  _____________   Sex: ________________

Address:  _____________________________________________________________  Phone Number:  __________________________

Health Status/Medical Diagnosis:  __________________________________________________________________________________

_____________________________________________________________________________________________________________

Living Arrangements:  ___________________________________________________________________________________________

Language Spoken:      ( English:         ( Other: (Explain)________________________________________________________________

Current location of Adult: _________________________________________________________________________________________

Is the Adult known to:  ( Continuing Care     ( Mental Health      ( Licensing      ( MCF-Community Living Services
                                    ( Other Services (Explain):  ____________________________________________________________________



Abuse, Neglect, or Self-Neglect Information:

Alleged Abuser: _____________________________________________    Does the Alleged Abuser live with the Adult:  (Yes    ( No

Type of  abuse alleged:  ( Physical     ( Psychological/Emotional     ( Financial     ( Sexual     ( Medication  

                                       ( Neglect/Self-Neglect

Description of Suspected Abuse:  ___________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Length of time abuse has been occurring: _______________________________  When it took place: ____________________________

Where it took place:   ( Home   (  Institution   ( Other (Specify):  _________________________________________________________

Is situation urgent?    ( Yes       (  No

Explain:  ______________________________________________________________________________________________________

______________________________________________________________________________________________________________
 

Referral Source (May Choose to Remain Anonymous)

Name (Caller): _________________________________________________   Phone/Fax Number(s)_____________________________

Address:  _____________________________________________________________________________________________________

Relationship/Position:  ___________________________________________________________________________________________

Does the adult know of this referral?  ( Yes   ( No



Referred to Designated Agency: ( Continuing Care    ( Mental Health    ( Licensing    ( MCF-Community Living Services 

Signature:  ___________ _________________________________________  Date: ____________________  Time: _______________

January 2001

Initial Intake Form


