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[bookmark: _GoBack]Emergency Intake Form
Date and Time:__________________________		County:_________________
Child’s Name:___________________________		     Birth date: ____/___/____

	Child’s Physician Contact Information

	Name
	
	

	Address
	
	

	Phone Number
	
	



Are siblings also in foster care? _____Yes _____No  If yes, Sibling’s names and ages:___________________________________________________________________

Parents/Caregivers Names:__________________________________________________

Reasons for Removal:

___Suspected Physical Abuse	    _____Suspected Neglect	____Father Incarcerated

___Suspected Sexual Abuse	    _____Mother Incarcerated  ____Other____________

Any known allergies: ______Yes ____No  If yes, List Allergies:____________________ __________________________________________________________________________________________________________________________________________________________________________

Any known physical or emotional problems: ____Yes ____No  If yes, List problems:_______________
__________________________________________________________________________________________________________________________________________________________________________

Any special dietary needs/formulas: ___Yes ___No  If yes, List needs___________________________
__________________________________________________________________________________________________________________________________________________________________________

	Medications
	Reason for taking Medication
	Dosage
	Length of Time on Medication
	Giving to Shelter/Foster Parent

	
	
	
	
	__Yes __No

	
	
	
	
	__Yes __No

	
	
	
	
	__Yes __No

	
	
	
	
	__Yes __No



Medical Equipment/Information Accompanying Child:
__Eyeglasses	__Medication	__Medical Equipment  

__Immunization Records __Newborn Discharge Summary

Where is the child being taken: 
___Temporary shelter ___Relative of Family   ___Temporary foster home  ___Friend of Family  __Other_____

Contact name:____________________________________     Phone Number:______________________ 
Address:______________________________________________________________________________

Notes:__________________________________________________________________________________________________________________________________________________________________________________________________________________

Name/Title of Person completed form:__________________  Phone Number:_________________
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