GEORGIA DEPARTMENT OF HUMAN RESOURCES

ADULT PROTECTIVE SERVICES INTAKE FORM

	Referral Date:      
	Time:      
	Intake Worker:       

	County:      

	

	Name
	Date of Birth
	    Sex
	    Race
	   SS Number

	     
	     
	 FORMCHECKBOX 
M    FORMCHECKBOX 
F
	     
	     

	     
	     
	 FORMCHECKBOX 
M    FORMCHECKBOX 
F
	     
	     

	     
	     
	 FORMCHECKBOX 
M    FORMCHECKBOX 
F
	     
	     

	Address and Directions:      

	Telephone No:      
	Income/Resources:      
	Amount:      

	 FORMCHECKBOX 
 Medicare
	 FORMCHECKBOX 
 Medicaid
	 FORMCHECKBOX 
 Other Insurance

	     No.      
	     No.      
	      No.      

	Caretaker Name:      
	Relationship:      

	Address:      
	Phone:      

	Guardian of Person/Property     FORMCHECKBOX 
 Yes             FORMCHECKBOX 
 No              FORMCHECKBOX 
   Unknown   

	Name:      

	Address:      

	Telephone Number:      

	

	Referral Category
	History Screening

	Abuse              
	 FORMCHECKBOX 

	IDS On-line  Comment:    
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	Neglect


	 FORMCHECKBOX 

	Success Comment:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No


	Exploitation
	 FORMCHECKBOX 

	County File Comment:
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	Self Neglect
	 FORMCHECKBOX 

	Other (specify) Comment
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

	Monitor G’ship
	 FORMCHECKBOX 

	     

	ORS/LTCF
	 FORMCHECKBOX 

	

	Does Not Meet APS Criteria Reason:      
	 FORMCHECKBOX 

	

	

	Living Arrangement

	 FORMCHECKBOX 
 Owns Home  
	 FORMCHECKBOX 
 Rents
	 FORMCHECKBOX 
 Homeless

	 FORMCHECKBOX 
 Other (specify):
	     
	 FORMCHECKBOX 
 Lives Alone

	 FORMCHECKBOX 
 Other (specify):
	     

	

	Other Agencies Involved (List name, contact, phone number):

	     

	     

	Other Concerned Individuals (List name, relationship, phone number):      

	

	

	Alleged Abuser Information (Name, address, relationship, phone

	Number):
	     


	Describe Situation:

	     

	

	

	

	

	

	

	

	

	

	Referral Source

	Name:      
	Relationship:      

	Address:      

	Home Phone:      
	Work Phone:      

	Acknowledgement sent to Reporter
	 FORMCHECKBOX 
 Yes    Date:
	     

	 FORMCHECKBOX 
  No  
	Comment:
	     

	Confidentiality Explained 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Comment:
	     

	Is client aware of Referral 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	

	

	Disposition:



	Assigned:      
	Date:      
	Time:      

	                     Case manager’s Name



	Supervisor:      
	Date:      
	Time:      

	

	

	Alternative Response:     
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