FAMILES IN TRANSITION (FIT) REFERRAL FORM

FIT Santa Cruz is a community based non-profit with staff employed by both the agency and the County of SC Human Services Department. Please attach SCCISP release if applicable. For more info about our program please visit www.fitsantacruz.org.                                            Email Referral to info@fitsantacruz.org

Referral Source:______________________                       Referring Persons Name:________________________

Referrals Phone#:______________________________       e-mail:_______________________

FAMILY INFORMATION

First Name:___________________________Last Name:__________________________________

Contact #:_____________________ Other Contact (email, etc):____________________________

	Receive CalWorks?__yes ___no
	Do you have a WTW plan?__yes___no

	Are you Head of Household? 

__yes ___no
	Are you currently homeless? __yes ___no
	Are you currently facing eviction? __yes ___no



If another adult is applying for help with you please list the full name and relationship to you:

___________________________________________Relation to you (circle): Spouse/Partner or Relative

Please check what program services best suits your family needs:

· HPRP- Family must be homeless or received an eviction notice; be facing a temporary crisis, have no other resources, one adult must be a legal resident 

· HUD/DA- Family must be homeless; in recovery and willing to work an active sobriety plan. 

· Scattered Site Assistance- Family must be homeless and in need of on-going support services 

Please list information about all family members

	First Name  
	Last  
	Birth Date
	Social Security #
	Gender

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Do you speak and understand English? Yes___No___ if no, what language spoken____________

Sources of income (please list amount) Calworks $_______Employment $_______Child Support$______

Unemployment$_________VA$_________Other$___________

Cal-Works Name & Ph # of ETS:_____________________________ Name & Ph# of EW:___________________________

Cause of homelessness (circle all that apply)

	Domestic Violence
	Mental Illness
	Low Income
	Loss of job
	Rent Increase
	Eviction
	Disability

	Divorce/Separation
	Substance Abuse
	Other
	
	
	
	


What area will you be receiving services/living in?

South County________________Mid County ________________ North County___________________

Is your family affected by any of the following issues? (please check all that apply)

	· Mental Illness
	· Physical Disability/Illness
	· Substance Abuse
	· Unemployment

	· Child Welfare Involvement
	· School Problems
	· Domestic Violence
	


Are you employed? ___________yes ___no                     Is your partner employed? __yes ___no

Are you in recovery? ___________yes ___no                   How much clean time do you have? _______________

Has your Family worked with Families in Transition before? If yes, please give approximate date and who you worked with:______________________________________________________________________________________________

Anything else we should know? Please attach or describe:___________________________________________________

