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	Office Use Only Office Use Only:

                                  PAR Case Number: __________________________________ 

                                  PAR Advocate: _____________________________________
	Responding Advocate:_____________________________________

	People Against Rape Intake Form

	Name (Last, First)


	Date
	Location of Service (Please Check Appropriate Box)
□ Northwoods
□ Office
□ MUSC Pediatrics ER
□ Police Department:______________________
□ Office
□ Other: ________________________________
□ Hotline Call


	Medical Follow up Appointment:
	Time In: 
Time Out:
	

	Date of Birth
       /        /
	Age
	□ Male

□ Female
	Ethnicity (Please Check Appropriate Box):

□ Caucasian

□ Hispanic/Latino

□ African American

□ Asian

□ Native American

□ Other:__________

	Have you used PAR services Before?
□ Yes □ No
If so, when? __________________________
What services? ________________________
_____________________________________

	Disability:

□ Mental:______________________

□ Physical:_____________________


	
	

	Mailing Address


	City

	State
	Zip code
	County

	Phone Number

Home:

(          )            -
Appropriate to leave messages:

              □ Yes      □ No
Work:
(          )            -
Appropriate to leave messages:

              □ Yes      □ No
Cell:
(          )            -
Appropriate to leave messages:

              □ Yes      □ No

	Parent/Guardian(If individual is under the age of 18 or otherwise unable to assume personal responsibility)
Name:_____________________________________________

Address (if different from previously listed):

__________________________________________________________________________________________________________

Phone (if different from previously listed):___________________


	Members in Household

	Name:
	□ Male    □ Female
	Age:                  
	Name:
	□ Male    □ Female
	Age:                

	Name:
	□ Male    □ Female
	Age:
	Name:
	□ Male    □ Female
	Age:                

	Name:
	□ Male    □ Female
	Age:
	Name:
	□ Male    □ Female
	Age:

	Emergency Contact Information

	Name:
	Relationship:
	Address:________________________________________________

_______________________________________________________

	Phone:                                    Appropriate to disclose purpose of call:

                                                                      □ Yes      □ No
	

	Law Enforcement Information

	County and Jurisdiction in which assault occurred:
	Responding Officer:

	Was a report made?                        □ Yes      □ No            
	Investigator:

	Have charges been pressed?           □ Yes      □ No 
	Report Case Number:

	Department of Social Services Information (If Applicable)

	County:
	DSS Case Worker:

	Case Number:
	DSS Contact Number:

	Offender Information

	Name:
	□ Male  □ Female
	Age:
	Relationship to Victim:

	Ethnicity (Please Check Appropriate Box):

□ Caucasian

□ Asian

□ Native American

□ African American

□ Hispanic/Latino

□ Other:


	Address:

______________________________________________________________________________________________________________

	(Incident Synopsis & Service Provided (include assault date)


	

	

	

	

	

	

	

	

	

	

	Authorization For PAR Services and Release of Information

	(Please have victim or victim’s agent to initial all approved authorizations.
_____ Law Enforcement________________________(city/county)

_____ Attorney_______________________________

_____ Hospital _______________________________(name)

_____ Counselor____________________________(name/practice)

_____ Department of  Social Services ________________(county)

_____ Other___________________________________________ (ie-Bob Jones/ husband, Suzie Jones/mother, John Doe/significant other)
_____ Physician ___________________________(name/practice)

_____ I would like to receive PAR Advocacy and Support Services


	By initialing above, I consent to communication between People Against Rape staff and the agencies/people listed for the purpose of continuity of my care regarding services I receive at People Against Rape.  I have the right to revoke this authorization at any time in writing. I understand that all People Against Rape records are kept confidential and in a secure location in accordance with Department of Health and Environmental Control (DHEC) regulations and in accordance guidelines set fourth in the Health Insurance Portability and Accountability Act (HIPPA) Privacy Act. This authorization will expire 180 days after the date signed below. 
________________________________

Client Name\Agent (Printed)

________________
Date

_______________________________

Client/Agent Signature
________________
Date

_________________________________

Responding Advocate(print/sign)
________________
Date



	Statistical Information

	Type of Contact:

__ Direct Victim

__ Secondary Victim
	Does Case involve:
__ Weapons

__ Robbery

__ Alcohol

__ Date rape drug

__ DSS

__ Other
	Type of Abuse/Crime:
__ Adult Sexual Assault

__ Sexual Harassment
__ Adult Survivor I/CSA

__ Homicide

__ DV & Sexual Assault

__ Stalking

__ Child Physical Abuse

__ Elder Abuse

__ Child Sexual Abuse

__ Other:___________________



	Demographic Info:

__ Limited English Proficiency

__ Immigrant Refugee

__ Lives in a rural area

__ Provided emergency shelter
	
	


· Additional incident synopsis information or other pertinent information can be documented on Intake Supplement Form.
        Number of addition Intake Supplement Forms attached __________
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