v,’7\7OA Alaska

Kinship Family Program Intake Form

Caregiver name:

Caregiver relationship: [ 1 Grandparent [ Sibling [0 Other Relative

Phone number: Email:

Address:

Primary language: [1English CINon-English

Race: Ethnicity: OOHispanic [ONot Hispanic
Date of birth: Gender:
Marital status: Spouse name:

Number of people living in household:

Average household income: $ OMonthly OAnnually

Do you receive state financial assistance?[JYes OONo

How did you hear about this program?

How do you prefer to be contacted: [(JCall [OText [CEmail
Please list any other organizations/agencies you are currently working with:

0

0

Number of children (under 18) in care:

Current caregiver stresslevel: (01 [2 O3 O4 O5 0O6

Stress level prior to caregiving: (01 02 O3 [O4 [0O5 [0O6

Current physical health compared to one year ago: [11 [02 [O3 [O4 [O5 [J6
Current emotional health compared to one year ago:[01 [02 [O3 O4 [O5 [6
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Child(ren) Information

Name: Date of birth:
Race: Ethnicity:
School:

Date child entered kinship care:

Does child receive medical benefits through the State:[IYes LINo

Who has legal custody of the child: [IMyself C1The State of AK
OThere is no formal custody agreement
Reason for child being in Kinship Care (check all that apply):
CParent Incarcerated [Parent Drug/ Alcohol Addiction [JParent Deceased
OParent Health Issues [OFinancial Hardship OOther:

Child has been diagnosed with (check all that apply):
[0 Cognitive Impair [Dissociative Disorders [OMental lliness [Traumatic Brain Injury

(additional space located below, please fill out for each child)

Additional Child(ren) Information

Name: Date of Birth:
Race: Ethnicity:
School:

Date child entered kinship care:

Does child receive medical benefits through the State: JYes CINo

Who has legal custody of the child:
OMyself OThe State of AK OThere is no formal custody agreement
Reason for child being in Kinship Care (check all that apply):
[IParent Incarcerated [JParent Drug/ Alcohol Addiction [1Parent Deceased
OOParent Health Issues [Financial Hardship COther:

Child has been diagnosed with (check all that apply):
[ Cognitive Impair [dDissociative Disorders [OMental lliness [Traumatic Brain Injury

(please let staff know if additional children information is needed)



Family Needs

I am interested in (check all that apply):

OSupport Groups: CDaytime[d Evening  [Financial assistance for children needs
CINavigating Community Resources [IChild Care/ Respite Care

OOther:

I would also like Kinship Program staff to know (not required)

Signature Date
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