
CLIENT’S NAME: _____________________________   PROGRAM ID: _______________________ 

INTAKE SERVICES 
INTAKE PROFILE FORM 
PLEASE PRINT CLEARLY USING BLUE OR BLACK INK. 

A. CLIENT INFORMATION 

Visit Type       Walk-in 
      Telephone 
      Referral 

Client Type       New                     Established 

Gender       Male                    Female 

Surname  

First Name  

Middle Name  

Social Security No.  

NHI No.  

Physical Address       

Mailing Address  

Phone (1)  

Phone (2)  

Email Address  

B. CLIENT DEMOGRAPHICS 

Date of Birth 
   

Age   
day month year 

Place of Birth  

Nationality        Belonger            Non-Belonger 

Relationship Status        Married              Divorced 
       Single                  Separated 
       Widow                Child(under  18) 

If Child,  
Parent/Legal Guardian Name 

 

Race/Ethnicity 

     Caucasian 
      African Caribbean/American 
      Hispanic/Latino 
      Asian 
      Other: _____________________ 

Education 

     Elementary School 
     Primary School 
     High School 
     H.S Grad/GED/Alt. Programme 
     College Education/Graduate 

Employment Status       Employed            Unemployed 

If Employed , 
Place of Employment 

 

Work Address  

Work Contact No.  

Can we call you at work?        Yes                      No 

If Yes,  
When is the best time? 

 

C. CLIENT CONTACTS  

Primary Emergency Contact  

Relationship to Client  

Address  

Phone  

Email Address  

Parent or Guardian must sign only if the applicant is 
under 18 Years old or has a legal guardian.  My child or 
ward has my permission to apply for services from the 
Social Development Department.  My child or ward may 
receive services needed for eligibility and service 
planning decisions.  I understand the information on this 
application. 

Parent/Legal Guardian 
 Name 

 

Signature  Date  

Intake 
Officer 

 Date  

FOR DEPARTMENT USE ONLY:            
SERVICES: 
         Adoption                                                            Maintenance 
         Autism                                                                Medical/Pharmaceutical 
         Burial                                                                  Other:_______________ 
         BVI Services                                                       Parole Reports 
         Case Management/ Intervention                  Senior Engagement   
         Child Abuse                                                        Senior Residential 
         Community Placement                                    Social Housing 
                 Youth Court                                                         Social Inquiry 
                    Magistrate Court                                               Social Inquiry Reports 
                    High Court                                                                   Youth Court   
          Community Center Rental                                     Magistrate Court 
          Daycare                                                                    High Court    
          Domestic Violence                                          Supervision          
          Drug Test                                                                  Compulsory   
          E.I.P.                                                                           Parole 
          Financial                                                           Visitation             
          Foster Care                                                                
          Home Care                                                       
          Home Care Grant 
          Job Placement 
       Legal Aid 
 

____________________                     ______________ 
Intake Officer Signature                                Date 



CLIENT’S NAME: _____________________________   PROGRAM ID: _______________________ 

 

APPLICATION FOR SERVICE 
 
I, ______________________________________ residing on the island of ___________________________, British Virgin Islands and intending to 
maintain my residence in the British Virgin Islands, hereby voluntarily request services from the Social Development 
Department of the Government of the British Virgin Islands, Ministry of Health & Social Development. 
 
I agree to participate in the intake process, which may include a psychosocial evaluation to determine eligibility for services 
from the Social Development Department.  I understand the length and type of treatment of each client may vary according to 
the client’s individual needs and the social worker’s judgment.  In addition, I understand that the Social Development 
Department reserves the right to refer its clients to a more appropriate treatment service when indicated.  
 
I agree to participate in the development of the working contract, which includes reviews at least bi-annually.  I understand 
that if I disagree with the content of the working contract, I have the right to discuss the disagreement with my social worker 
and bring an administrative appeal to the Chief Social Development Officer or the Permanent Secretary at the Ministry of 
Health & Social Development. 
 
I further understand that, in situations where the social worker determines that there is a risk of neglect or injury involving 
any child in your care, the law mandates that such concerns be reported to the appropriate authorities in order to ensure the 
child’s safety. 
 
I understand that I have the following rights: 

a. To receive kind and respectful care 
b. To have privacy (within the limits of confidentiality 
c. To ask questions about the services 
d. To review with me and/or my child’s progress with the social worker 
e. To discontinue treatment and/or seek treatment elsewhere 

My signature indicates that this information has been reviewed with me.  

AUTHORIZATION TO RELEASE AND/OR OBTAIN INFORMATION 

Client’s Name  Date of Birth 
   

day month year 

 
I hereby give permission to the Social Development Department to release and/or obtain information concerning 
___________________________________________ (client’s name) for the purpose of investigation/assessment. 
 
I authorize the Social Development Department to contact the following person/agency: 

Individual Name  Job Title  

Department/Agency  Address  

City/State  Zip Code  

Telephone  Fax  Email  

Information Requested: 
 
 
 
 
 

I understand that a copy of this authorization is as valid as the original. 
Authorization is valid a period of 3 years from the date signed. 

Applicant/Legal Guardian:  Witness Signature:  

Date 
   

day month year 

  

X 
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