BRALEY & THOMPSON, INC
115 Hexham Dr.

Lynchburg, VA 24502

434-832-1326 / 434-832-1327 FAX
INTAKE ASSESSMENT FORM

Date of Assessment:                                      





Name:








SEX: 
_____ AGE: 


Nickname(s):






      
RACE:  




Date of Birth:



Birthplace:   







Referring Worker/Agency:  



    






Phone #: 





Current Placement:                                                             

     How Long: 



Reason Placement is Requested:  ________________________________________________
When is Placement Needed:   









Least Restrictive Environment: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Why? 







Is Race/Ethnicity an issue for placement in Foster Home?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Explain:
____________________________________________________________________________
Potential risk of harm to self or others:









Antecedents of out of control behavior:








Does the child have a significant history of any of the following (explain):


Lying: 














Stealing: 













Fire-setting: 













Fighting: 













Criminal History: 












Abuse History: 












Active drug/alcohol use: 









Behavioral History:




















































































































Are there any effective previously used behavioral interventions: 


















STRENGTHS

1.














2.














3.














DSM-IV Diagnosis:  
Yes  FORMCHECKBOX 
 
No  FORMCHECKBOX 

AXIS I

__________

__________

__________
AXIS II

__________

AXIS III
__________

AXIS IV
__________

AXIS V

__________

MEDICAL INFORMATION

Date of Last Physical: 



By: 







Medical Conditions:












Date of last TB test: 




Results: 




Is the child currently taking any medication (including birth control pills)?   FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No   
Medications: 

Name of Medication

Dosage


Frequency

tc \l2 "Medications: 
Name of Medication


Dosage


Frequency1.













2.













3.













4.














Has the child received any birth control counseling?
    FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No    

Has child had all required immunizations?
 FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No

Date of Last Dental:




By: 






Note dental needs, name and phone number of current dentist.


Can consumer be around pets:  Yes  FORMCHECKBOX 

No  FORMCHECKBOX 


Can consumer be around younger children:  Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Has the consumer received a CANS assessment?  Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
  

Has the consumer received VEMAT assessment?  Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
  Score:  _____________

Therapist                                                                          Frequency



 


Paperwork Requested:                     

___________________________



SCHOOL INFORMATION
Educational Placement:     





___ Grade:  



Previous Schools & Location


Dates Attended
Reason(s) for Leaving

Person to Contact: 






Phone: 



Note special school needs (attendance, E.D., L.D., physical handicap)

Assessment Completed By:





   Date:  



Placement Accepted?   (The following to be completed by Braley and Thompson worker.)
 FORMCHECKBOX 
  Yes   Reason Child was Accepted:  ____________________________________________________________________________

____________________________________________________________________________

 FORMCHECKBOX 
  No  Explain:  



















_______________________
The Braley and Thompson treatment team met on ____________ and determined the child was an appropriate for Treatment Foster Care Services from Braley & Thompson.  The team also determined that the Treatment Foster Home of ___________________, who have agreed to take the consumer based on the information provided, represents the best possible placement for the child due to the following reasons:

Pre-Placement Visits (include dates and persons involved):
  

First Visit:  _____________
Conducted By:  ___________________________________
Second Visit:____________
Conducted By:  ___________________________________
Third Visit: _____________
Conducted By:  ___________________________________
If pre-placement visits were not held, please specify reason:  ____________________________

____________________________________________________________________________
On-Going Placement Information

Date:  





Signature:  __________________________
Date:  





Signature:  __________________________
Date:  





Signature:  __________________________
Date:  





Signature:  __________________________
Date:  





Signature:  __________________________
Date:  





Signature:  __________________________
Date:  





Signature:  __________________________
Date:  





Signature:  __________________________
Assessment Completed By:





   Date:  
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