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BACF San Francisco                                                                      BACF Berkeley

999 Sutter Street                                                                             1400 Shattuck Avenue, # 7
San Francisco, CA 94109

                                      Berkeley, CA 94708

              Tel:  (415) 922-2344                                                                        Tel:  (510) 883-9312

	BACF Office Use Only

	Date Reviewed:

Intake Coordinator:

BACF Therapist(s) assigned to case:




INTAKE FORM: DHS CASE

I. Basic Information:
Case No.


Case Name
Social Worker



Worker No.

Phone


Fax

Eligibility Worker


Worker No.

Phone

A. Child(ren)

	Name
	Birth Date
	Placement Address**
	Home Phone

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


**Specify type of placement (BM=Bio Mother; BF=Bio father; RH=relative Home; FH=Foster Home; GH=Group Home; S=Shelter; RT=Residential Treatment)

B. Biological Parents

Bio Mother
	Name of Child
	Mother: Name & Address **
	Home Phone
	Work Phone

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


**Specify type of residence (P=Private; GH=Group Home; S=Shelter; RT=residential Treatment)

Bio Father

	Name of Child
	Father(s): Name & Address **
	Home Phone
	Work Phone

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


**Specify type of residence (P=Private; GH=Group Home; S=Shelter; RT=residential Treatment)

Case Name






Social Worker

C. Date of Removal

D. Reason for Removal

II. Visit Plan

A. Date(s) of visit

B. Time(s) of visit

C. Location of visit

D. Transportation needs**

**In special cases we do provide transportation for an additional fee. Please call to inquire about our transportation services.

E. Persons authorized to be at visit

	Name
	Phone
	Relationship to Child(ren)

	
	
	

	
	
	

	
	
	


F. Release to speak with other professionals involved in case

I,



, hereby grant


Social Worker




BACF Therapist/Supervisor

Permission to talk to





Other Party’s/Parties’ name & organization(s)

Regarding my client’s psychotherapy treatment.

The purpose of this release is to enable BACF Therapists to talk about therapeutic visitations with the above parties.

This authorization allows the disclosure of information needed for the above-mentioned purpose only.

It shall be valid from 


to 






   Date

         Date

Date


Social Worker’s Signature

III. Therapeutic Issues of Family

A. Mental Health Diagnosis

	Family Member
	Diagnosis
	Treatment
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Case Name






Social Worker

B. Special Needs

	Family Member
	Disability
	Special Needs
	Comments

	
	
	
	

	
	
	
	

	
	
	
	


C. Security Issues

	Family Member
	Security Issue
	Security Plan
	Comments

	
	
	
	

	
	
	
	

	
	
	
	


D. Substance Abuse

	Family Member
	Substance(s)
	Past Use
	Current Use
	Comments

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


E. Other Therapeutic Issues (e.g. family structure/dynamics; inappropriate/lack of boundaries; triangulation; lack of cohesion; poor communication, etc.)

IV. Therapeutic Goals for Family:

V. Court Hearing Information

Date of next court hearing

Please notify BACF of upcoming court dates.

What will be covered in next court hearing

We require a ONE-WEEK NOTICE for all written reports. Pleas contact the therapist assigned to case directly to request a written report.

VI. Other Comments
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