	Illinois Home Visiting Coordinated Intake Assessment Tool (CIAT) 
A Home Visiting program uses trained home visitors to provide direct services to pregnant women or children from birth to age 5.  Home Visiting services are free and voluntary.  Home Visitors are professionals who have received background checks as well as extensive training in subjects related to child development and family strengthening. All Home Visiting services are confidential.  
Parent’s level of interest in home visiting:		□ Very Interested	□ Interested		□ Unsure
Today’s Date: __________________________________
Name of Person completing CIAT: ______________________________________________________________________
Agency Name:__________________________ ____________________________________________________________
Phone Number:  (______) ______ - ________			Fax Number:  (______) ______ - ________
Email Address: ______________________________________________________________________________________
PARENT INFORMATION
First Name: ______________________________________	Last Name: _____________________________	 MI: __
Date of Birth: ____/____/______	Age: __________	Gender:    □ Female     □ Male
Street Address:	___________________________ Apt. #: ____	City/State/Zip: _________________________________
Home Number: 	    (______) ______ - ________			Work Number:    (______) ______ - ________	
Mobile Number:   (______) ______ - ________                    	May we text your mobile phone? 	 □ Yes	□ No
Email Address: ______________________________________________________________________________________
Best time to reach by phone: 	□ Morning (8am-12pm)		□ Afternoon (12-5pm)		□ Evening (5-8pm)
Primary language spoken:	□ English	□ Spanish	□ Other: ______________________________________
Who can we contact if we cannot reach you using the above contact information?  
Name: ___________________________________________	Phone Number:  (______) ______ - ________
Relationship: ______________________________________        Alt. Phone Number:  (______) ______ - ________
	If client is pregnant:
Date of expected delivery:  ___/___/___    Number of weeks pregnant:  ___ wks
Current trimester:         □ 1st      □ 2nd     □ 3rd       
Is she a:                           □ 1st time    □ 2nd time     □  3rd+ time mom
Start date of prenatal care:  ___/___/____ 
	If client has an infant/child:
Child’s Name: ___________________
DOB:  ___/___/___    Age:  _________

	
	Client’s highest grade of school completed: ____________________

	Client’s ethnicity:
Is client Hispanic or Latina/o?           □ Yes   □ No
Client’s race:
□ American Indian or Alaska Native   □ Native Hawaiian or other Pacific Islander
□ Asian                                                     □ White or Caucasian
□ Black or African American                □ More than one race
	Health insurance coverage:
□ None             
□ Military (TriCare)
□ Public (Medicaid, Medicare, AllKids) 
□ Private (e.g. HMO)


	Plan of Care: (please check ALL that apply)
□ Referral to Home Visitation
□ Referral to other services: ________________________________________
	Services client is receiving:
□ WIC/ SNAP/ TANF         □ SSI/ SSD                            
□ FCM/Better Birth Outcomes         



I agree to release information between the following agencies in order to assist in providing the most appropriate services for my family: _____________________________________________________________.   I understand that I may be contacted if more information is needed.  If referrals are needed under the Plan of Care section above, I give my permission to share my information with programs that provide those services and I understand I may be contacted by staff from those programs.
_________________________________________________________________________________________________
Signature									Date



OPTIONAL:  Family and Household Information

The next few questions will ask for some more information about your family and household.  This will help us identify the program that could best fit your needs.

1. Total number of children:                □ 1     □  2     □ 3     □ 4    □ 5 or more 

a. The target child/ youngest child’s DOB, age, and name are listed on page 1 (do not list this child again here).
b. 2nd child  DOB:    ____/____/_____  	Age: _______	 Name:_______________________________________
c. 3rd child	  DOB:    ____/____/_____  	Age: _______	 Name:_______________________________________
d. 4th child   DOB:    ____/____/_____  	Age: _______	 Name:_______________________________________
e. 5th child   DOB:    ____/____/_____  	Age: _______	 Name:_______________________________________

2. Level of involvement of the children’s father:	
□ Very involved		□ Somewhat involved		□ Not involved

3. CUSTOM FIELD 1 (optional - as designated by the VT Site Administrator, per the agreement of that community)

4. CUSTOM FIELD 2 (optional - as designated by the VT Site Administrator, per the agreement of that community)

5. CUSTOM FIELD 3 (optional - as designated by the VT Site Administrator, per the agreement of that community)

6. CUSTOM FIELD 4 (optional - as designated by the VT Site Administrator, per the agreement of that community)

7. CUSTOM FIELD 5 (optional - as designated by the VT Site Administrator, per the agreement of that community)



STRONGLY RECOMMENDED:  Screening Assessment
The next few questions may be sensitive.  We are asking these questions so that we can determine the best possible services for you and your family.  Many parents have experienced these issues, and we have been able to refer them to home visiting or other services to help support them. This information is confidential and will only be shared with any referral agencies that we contact on your behalf.  You may decline to answer any of these questions.  May I continue?
	
	Priority Population Categories
	Risk Factor?
	Declined to answer
	Did not ask 

	1
	Transportation barriers:  How do you usually get to appointments or errands?
	□
	□
	□

	2
	No regular source of health care:  Do you have a regular clinic or doctor that you go to for health care?  
	□
	□
	□

	3
	First time mother:  see page 1 (VT: auto-fill from page 1)
	□
	□
	□

	4
	Teen mother (under age 21):  see page 1 (VT: auto-fill from page 1)
	□
	□
	□

	5
	Low income: see page 1 - does client receive public benefits?  
	□
	□
	□

	6
	Family with current or former military members:
Has anyone in your household served in the military?
	□
	□
	□

	7
	User of tobacco products in home:*
Does anyone in your household smoke cigarettes?*  
	□
	□
	□

	8
	Low student achievement:  
Do you perceive yourself or any of your children as having low student achievement?
	□
	□
	□

	9
	Any child in the home with developmental delays or disabilities:  
In school, did you or any of your children have an Individual Education Plan (IEP) for special education services?
	□
	□
	□

	10
	History of alcohol or substance abuse or need for treatment:*
A lot of families struggle with alcohol or substance abuse.  Is this something that is a concern for you, either now, or in the past?*
	□
	□
	□

	11
	History of child abuse/neglect or involvement with child welfare services:
Some families have been contacted by the Department of Children and Family Services (DCFS) due to worries about their children’s welfare.  Has this ever happened to your family?  
	□
	□
	□

	12
	Housing instability:
Many families are worried about having stable housing.  Is this a concern for your family?
	□
	□
	□

	13
	Depression/anxiety or mental health concerns: *
Things can be stressful for families, especially for new parents and young parents.  Have you been feeling down, depressed, or hopeless?
	□
	□
	□

	14
	Lack of support system:
Do you have friends or family who would be able to help out if needed?
	□
	□
	□

	15
	Relationship or family problems:
How is your relationship with your family or your husband/boyfriend/partner?
	□
	□
	□

	16
	Domestic or family violence:*
One out of four women in the U.S. report ever experiencing physical or sexual violence, and pregnant women are especially vulnerable.  May I ask if your husband, boyfriend, or partner has ever threatened to hurt you or punish you?  
	□
	□
	□


*If any of these four underlined risk factors are checked, if the client is pregnant or recently post-partum, and if you have been trained to deliver the 4P’s Plus screening and intervention, please do so if appropriate, and attach a copy of the completed 4P’s to this form.


For Office Use Only:

	Evidence-Based 
Home Visiting (HV) Options
	Eligibility Criteria
	Family Eligibility

	Early Head Start- Home Based
	Pregnant or child under 2 years and low income
	□ Y   □ N

	Healthy Families
	Pregnant or within 2 weeks postnatal and a yes on a behavioral question or meets a priority population
	□ Y   □ N

	Nurse Family Partnership
	1st pregnancy, low income, and less than 28 weeks pregnant
	□ Y   □ N

	Parents as Teachers
	Prenatal or a child up to age 3
	□ Y   □ N



IF REFERRAL IS GENERATED FROM AN AGENCY OTHER THAN CI:  FOR REFERRING AGENCY ONLY (Optional):  Which Home Visiting program would you recommend and why?  (We recognize that families may be eligible for more than one program. In order to help us understand your decision, please provide the rationale for recommending a specific home visiting program for this family:  e.g., they met the criteria listed above, another family member is also being served by the program, or other reasons.): 
____________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
FOR COORDINATED INTAKE ONLY: Which program was the family referred to, and why? 
____________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
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