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A Community Resource & Referral Service of Agenda For Children



PARENT INTAKE FORM

Please print legibly and complete all available information. Return this form to: 

CHILD CARE RESOURCES, P.O. BOX 51837 NEW ORLEANS, LA 70151
or save the document and email it to information@agendaforchildren.org  

Questions, please call (504) 586-8509 or (800) 486-1712.
General Information











DATE:      __________________
Is this your first time using our service?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Full Name:      ___________________________________
_
Please indicate your preferred location of child care:
 FORMCHECKBOX 
 Near Home
 FORMCHECKBOX 
 Near Work
 FORMCHECKBOX 
 Near Other      _____
Home:      ________________________________     _ ________     ______ __     ___
Parish:      ____

STREET




CITY

STATE

ZIP
Work:      ________________________________     _ ________     ______ __     ___

Parish:      ____
STREET




CITY

STATE

ZIP
Other:      ________________________________     _ ________     ______ __     ___
Parish:      ____
STREET




CITY

STATE

ZIP
Home: (     )       -      
Work: (     )       -      
ext      
Cell: (     )       -       
Fax: (     )       -      
Email:      ______________________________________________________
Employer:      __________________________________
Employer 2:     ___________________________________
Are you currently receiving benefits from the Child Care Assistance Program?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Would you like information on the Child Care Assistance Program?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


How far are you willing to travel for child care?       mile(s).
Would you like information on transportation services in Orleans Parish?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Comments:      ______________________________________________________________________________________

Information on Children in Need of Child Care

Please tell us about all of the children for whom you need child care.
Name:      ___________________ FORMCHECKBOX 
M  FORMCHECKBOX 
F DOB:      ______  Name:      _________________ FORMCHECKBOX 
M  FORMCHECKBOX 
F DOB:      ______
Name:      ___________________ FORMCHECKBOX 
M  FORMCHECKBOX 
F DOB:      ______  Name:      _________________ FORMCHECKBOX 
M  FORMCHECKBOX 
F DOB:      ______

Date Care Needed:       /       /      

Days Needed:    FORMCHECKBOX 
 M  FORMCHECKBOX 
 Tue  FORMCHECKBOX 
 W  FORMCHECKBOX 
 Thu  FORMCHECKBOX 
 F  FORMCHECKBOX 
 Sat  FORMCHECKBOX 
 Sun 
Times Needed:       to      
Care Needed


Year Schedule


Extra Care Services
 FORMCHECKBOX 
 Full Time


 FORMCHECKBOX 
 Full Time


 FORMCHECKBOX 
 Drop In
 FORMCHECKBOX 
 24 Hour
 FORMCHECKBOX 
 Part Time


 FORMCHECKBOX 
 School Year


 FORMCHECKBOX 
 Rotating
 FORMCHECKBOX 
 Before School


 FORMCHECKBOX 
 Both



 FORMCHECKBOX 
 Summer Only


 FORMCHECKBOX 
 Temp
 FORMCHECKBOX 
 After School
Preferred Type of Care





Environment Preferences
 FORMCHECKBOX 
 Child Care Center
 FORMCHECKBOX 
 Family Child Care


 FORMCHECKBOX 
 Fenced Yard
 FORMCHECKBOX 
 Gym

 FORMCHECKBOX 
 Near Public Transit
 FORMCHECKBOX 
 Preschool Program
 FORMCHECKBOX 
 School Age Program


 FORMCHECKBOX 
 No pets
 FORMCHECKBOX 
 No Smoking
 FORMCHECKBOX 
 Pool

 FORMCHECKBOX 
 Parent’s Day Out
 FORMCHECKBOX 
 Camp



 FORMCHECKBOX 
 Outdoor Play
 FORMCHECKBOX 
 Near Schools
 FORMCHECKBOX 
 Field Trips
Languages






Special Needs
 FORMCHECKBOX 
 English

 FORMCHECKBOX 
 Spanish



 FORMCHECKBOX 
 Breathing Treatments
 FORMCHECKBOX 
 Speech, Hearing or Vision
 FORMCHECKBOX 
 French

 FORMCHECKBOX 
 Vietnamese



 FORMCHECKBOX 
 Physical Disability 
 FORMCHECKBOX 
 Emotional/Behavioral Disorder
 FORMCHECKBOX 
 American Sign
 FORMCHECKBOX 
 Other     _______


 FORMCHECKBOX 
 Feeding Tubes
 FORMCHECKBOX 
 Other      
Comments:      _______________________________________________________________________________________
_______________________________________________________________________________________________________

Statistics
Note that answering these questions is strictly voluntary.  We collect this information only to learn more about families needing child care in our area.  All of the information you provide remains confidential.
What is your family size?      
 How many adults live in your home?  FORMCHECKBOX 
 One  FORMCHECKBOX 
 Two or more

What is your age?

What is your relationship to the child?

What is your employment status?

 FORMCHECKBOX 
 Under 20


 FORMCHECKBOX 
 Mother




 FORMCHECKBOX 
 Employed

 FORMCHECKBOX 
 20-29 Years


 FORMCHECKBOX 
 Father




 FORMCHECKBOX 
 Seeking Employment

 FORMCHECKBOX 
 30-39 Years


 FORMCHECKBOX 
 Grandparent




 FORMCHECKBOX 
 At Home

 FORMCHECKBOX 
 40-49 Years


 FORMCHECKBOX 
 Guardian




 FORMCHECKBOX 
 Student

 FORMCHECKBOX 
 50 and Over


 FORMCHECKBOX 
 Other      _______



 FORMCHECKBOX 
 Other      
Children’s Health Care (Please check all that apply.)
 FORMCHECKBOX 
 My child does not have health insurance.  I would like more information about LaCHIP, Louisiana’s free health insurance program for children.

 FORMCHECKBOX 
 I would like more information about immunizations.


 FORMCHECKBOX 
 My child is fully immunized.



 FORMCHECKBOX 
 My child has health insurance.





 FORMCHECKBOX 
 My child has a health care provider.
 FORMCHECKBOX 
 I would like more information about a Mental Health Consultation.

 FORMCHECKBOX 
 I would like more information about a Nursing Consultation.

 FORMCHECKBOX 
 I would like more information about a Special Needs Consultation.

How Did You Hear About Us?



Why are you seeking child care?
 FORMCHECKBOX 
 Employer
 FORMCHECKBOX 
 Friend/Relative   FORMCHECKBOX 
 Poster/Flyer
 FORMCHECKBOX 
 End of Leave of Absence
 FORMCHECKBOX 
 Looking for Work
 FORMCHECKBOX 
 Work
 FORMCHECKBOX 
 Newspaper
 FORMCHECKBOX 
 Brochure
     FORMCHECKBOX 
 Center

 FORMCHECKBOX 
 Child’s Needs


 FORMCHECKBOX 
 Parent’s Needs
 FORMCHECKBOX 
 School
 FORMCHECKBOX 
 Internet
 FORMCHECKBOX 
 Yellow Pages
     FORMCHECKBOX 
 Direct Mail
             
 FORMCHECKBOX 
 Current Center Closing

 FORMCHECKBOX 
 Asked to Leave
 FORMCHECKBOX 
 Child Care Assistance      
     FORMCHECKBOX 
 Other:      ____    
 FORMCHECKBOX 
 Cost of Current Care Too High
 FORMCHECKBOX 
 Unhappy with Quality
Race & Ethnicity Questions

Are you Latino?




What’s your race or ethnicity?


 FORMCHECKBOX 
 No, not Latino



 FORMCHECKBOX 
 Black, African American 
 FORMCHECKBOX 
 Yes, Mexican Heritage



 FORMCHECKBOX 
 Native American/Alaskan/Hawaii 
 FORMCHECKBOX 
 Yes, Puerto Rican

  

 FORMCHECKBOX 
 White, Caucasian 
 FORMCHECKBOX 
 Yes, Cuban




 FORMCHECKBOX 
 Vietnamese
 FORMCHECKBOX 
 Yes, Other:      ___



 FORMCHECKBOX 
 Other race:     __________ 
 FORMCHECKBOX 
 I prefer not to share this information.

 FORMCHECKBOX 
 I prefer not to share this information.
Comments:      ______________________________________________________________________________________
______________________________________________________________________________________________________

For Office Use Only:


Date: _____________


Client ID: _________


Counselor: _________


Prior Client: _______















































FOR OFFICE USE ONLY: Referral Search Criteria


___ Distance from selected address or addresses:   ___ miles


		___ Location		___ Mailing		___ Address 3		


		___ Address 4		___ Age of Child		___ Total Vacancies	


		___ Days of Week	___ Hours of day	___ FT/PT Schedule	


		___ Year Schedule	___ City			___ Zip			


		___ Extra Care Services	___ Parish		___ No Previous Referrals					���___ Quality Rating	___ Elementary Schools	___ Languages		


		___ Environment	___ Special Needs	___ Limitations on Care	


		___ Type of Care 	___ Transportation	





Referral Delivery method: ____ Email   ____ Fax   _____US Post   ____ Client Pick-up
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