Referral Date: ___________

Referral Agency: ___________

Participant #: ________


PETO:  Intake:__________  

 Served:_________  

YP:_________

Education log: _________
P.L.U.S. 1 Intake

The Community Partnership  

 Missouri Mentoring Partnership
Name: _________________________________________________________

Address: _______________________________________________________

                                                                                       CITY                   ZIP
Date of Birth:  ____________________    Age: ________________________
Phone: ________________________________          Texting:  □YES
 □NO
     Emergency Contact Person:

___________________________________________________________

(Name)                      (Relationship)             (Address)         (Telephone)

Are you currently pregnant?  YES      NO      Due Date: _________________

Is this your first pregnancy/or the first time you fathered a child?   YES     NO
Was this a planned pregnancy?    
                                           YES    NO
Were you using a birth control method when you got pregnant?      YES    NO 

Which method(s) were you using?  
____________________________________________________________
How many weeks pregnant were you when you first went to a doctor? _____
Doctor Information?       (OB/GYN & Pediatrician)

_________________________________        _______________________

       Doctor’s Name
OB/GYN
             Date of Next Appointment
_______________________________           _______________________

  Doctor’s Name
 Pediatrician

   Date of Next Appointment
Do you have any children?
                                                      YES     NO   

How many? _________
Children and Expectant Children:
_________________________________________________________________

Name                   
DOB   
Current Shots   
Smoked/Drink
Weight/Length at Birth  
M or F
_________________________________________________________________

Name                   
DOB   
Current Shots   
Smoked/Drink
Weight/Length at Birth  
M or F
_________________________________________________________________

Name                   
DOB   
Current Shots   
Smoked/Drink
Weight/Length at Birth  
M or F

Child’s Other Biological Parent:





Name:_________________________________________________

Address: _______________________________________________

                                                                                       CITY                   ZIP




Employment: YES      NO         Where? ______________________

Is the other parent actively involved in child’s life?                         YES         NO

Does your child(ren) have any health problems or developmental delays?     

      If so, explain.      





             YES     NO           

___________________________________________________________

___________________________________________________________

Will your baby be breastfeeding or did baby breastfeed?                     YES     NO

Do you smoke?   






              YES    NO
Do you or anyone else smoke inside the home?                                  YES    NO
How many people live in your household including you?
________________
Who lives with you?




	Name
	Age
	Sex
	Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	





Your marital status:

______ Single

______ Married

______ Separated

______ Divorced

______ Widow

______ Living with partner

______ Engaged

Maiden name? _________________________
Do you have any mental health limitations?                                        YES    NO

      Please explain: _________________________________________________

Are you currently or have you ever been in the foster care system?    YES      NO


If yes, which program?    DFS    DYS

Mentor Preference

A mentor is a trusted friend who can provide support and encouragement while you participate in the Young Parents Program.  Male mentors are matched with young fathers and female mentors are matched with young mothers.

What are your favorite activities and interests?                                                                    _________________________________________________________________
_________________________________________________________________

A mentor can help a pregnant or parenting young person in many different   ways. In what ways would you like your mentor to help you?  
________________________________________________________________
_________________________________________________________________

What activities would you like to do with your mentor?

_________________________________________________________________
_________________________________________________________________

What age would you like your Mentor to be?

     Age:  ____ 20 – 30     ____ 30 – 40     ____ 50+     _____No preference

Do you think you would be comfortable calling your mentor 
on the telephone or texting them?

                     YES     NO


Would you be comfortable suggesting activities to him/her?           YES     NO

Would you be comfortable asking him/her for help with 
a problem or concern?




                     YES     NO

     Employment
Are you currently employed?   



                     YES     NO

Company Name_______________________________

Job Title:  ___________________________________

Number of Hours/Week:  _______________________


     Do you have a difficult time paying your bills?                            YES       NO

Describe your transportation (check all that apply):

______ Have driver’s license

______ Have own car

______ Family drives me


______ Friends drive me

______ Walk


______ Taxi

______ No reliable transportation

Do you have medical insurance?     

                                               YES     NO
Carrier? ___________________________________________________________
Education
 
Choose ones that apply:

               □ Currently attending high school:       _____________

                                                                    (Highest Grade Level Completed)

               □ Graduated high school:                   Year:  _____________

                    Name of high school: __________________________

 
     □ Currently attending HiSet classes:        


               
 If yes, where_____________________________


     □ Completed HiSet:            

     Year: ____________


     □ Currently attending college, technical school, or job training:



If yes, where_____________________________

   
   □ Dropped out of High School:  (Grade level) ___________

Did you have an IEP while attending school?                                   YES       NO

What kind of job do you want to be doing, in the future?
_________________________________________________________________
Are you interested in college or vocational school? Which school? What degree are you hoping to attain? _________________________________________________________________
If you are a Senior or have already graduated, have you                    YES
     NO

filled out a FAFSA (Pell Grant)?
· When (approximately)? ______________________
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