Family/Home/Health Questionnaire
Family
1. Are you responsible for taking care of either of your parents?     (  Yes     ( No    
Your Mother’s Name: _____________________________ Residence: ________________

Your Father’s Name: ______________________________ Residence: ________________

2. Are you responsible for taking care of your brothers or sisters?     (  Yes     ( No    
________________________________________________________________________

Name




      Age



Residence

________________________________________________________________________

Name




      Age



Residence

3. Are you responsible for taking care of any of your children?     (  Yes     ( No    
________________________________________________________________________

Name




      Age



Residence

________________________________________________________________________

Name




      Age



Residence

________________________________________________________________________

Name




      Age



Residence

________________________________________________________________________

Name




      Age



Residence

4. Do your parents help you take care of your child(ren)?     (  Yes     ( No    
5. Do you have a partner/spouse/boyfriend/girlfriend?   (  Yes     ( No    

Name   _____________________________     Together:  ______ mo. _____ yrs.
Does this person help you take care of your parents, grandparents or children?     (  Yes     ( No    

Do you help this person take care of his/her parents, grandparents or children?    (  Yes     ( No  
6. What DTA benefits do you receive?   Foodstamps  (     Cash  (     None     (   
DTA Worker  _____________________________    _____________________________




  Name






Phone

Food

Do you have enough food every day?   ( Yes   ( No    Do you want a referral for free food?   ( Yes   ( No
Housing -  
Do you have a place to live? (  Yes   ( No      Are you in danger of losing your housing?    (  Yes     ( No   If Yes, why?________________ 

Who else lives in your home?  


         Name





Relationship

1. _______________________________    ________________________________

2. _______________________________    ________________________________

3. _______________________________    ________________________________

Insurance

Do you have health insurance?  (  Yes   ( No       Type __________________________
Vision

Do you need glasses?    (  Yes     ( No         Do you have glasses?   (  Yes   ( No

Is your prescription correct?    (  Yes     ( No     When was your last eye exam? ________
Do you need help getting glasses?    (  Yes     ( No

Hearing

Do you have trouble hearing people speak?     (  Yes     ( No       

Have you had your hearing tested?      
   (  Yes     ( No    
Would you like to get you hearing tested?        (  Yes     ( No    
Learning Problems
Do you have any learning problems you want us to know about? ___________________
________________________________________________________________________

Counseling

Have you ever spoken with a counselor? (  Yes     ( No      Was it helpful? (  Yes     ( No    

Do you want a referral to a counselor? (  Yes     ( No    


Comments : _____________________________________________________________

Domestic Violence

Do you feel safe in your home?  (  Yes    ( No     In your relationships?  (  Yes     ( No    

Do you need any help to get safe? (  Yes     ( No    
Is there anything else you want me to know about you? ______________________________________
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