	AAA-1062A FORFF (4-10)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Aging and Adult Services
	Page 1 of 3


ADULT PROTECTIVE SERVICES INTAKE REPORT

	Report Date (M/d/yyyy)

 
	 Time (Hh:mm)

 


  

 FORMTEXT 

  
 :  AM 
 FORMCHECKBOX 
 PM
	 Reporting Method

 
 FORMCHECKBOX 
 Telephone
  FORMCHECKBOX 
 Fax    FORMCHECKBOX 
 Online Report

	REPORTER INFORMATION

	Reporter Name (First)

 
	 (Last)

 
	 (M.I.)


	 Gender

 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	 Mailing Address (Street No.)

 
	 Street Name / Apt No. / P.O. Box

 
	 City

 
	 State (AZ)


	 5 Digit ZIP



	Email Address
	 
	 Day Phone Number
 ( 
	  FORMCHECKBOX 
 Home

  FORMCHECKBOX 
 Work

  FORMCHECKBOX 
 Cell

	Place of Employment
	 
	 Evening Phone Number
 ( 
	  FORMCHECKBOX 
 Home

  FORMCHECKBOX 
 Work

  FORMCHECKBOX 
 Cell

	Reporter’s Relationship to Client / Victim:

	  FORMCHECKBOX 
 Adult Day Care

  FORMCHECKBOX 
 Caregiver

  FORMCHECKBOX 
 Case Manager

  FORMCHECKBOX 
 Conservator

  FORMCHECKBOX 
 Court System

  FORMCHECKBOX 
 Daughter

  FORMCHECKBOX 
 Doctor’s Office

  FORMCHECKBOX 
 Financial Services

  FORMCHECKBOX 
 Fire Department

  FORMCHECKBOX 
 Friend
	  FORMCHECKBOX 
 Guardian

  FORMCHECKBOX 
 Hospital

  FORMCHECKBOX 
 Law Enforcement

  FORMCHECKBOX 
 Legal Services

  FORMCHECKBOX 
 Medical Services

  FORMCHECKBOX 
 Neighbor

  FORMCHECKBOX 
 Other Private Services

  FORMCHECKBOX 
 Other Public Services

  FORMCHECKBOX 
 Parent

  FORMCHECKBOX 
 Payee
	  FORMCHECKBOX 
 Power of Attorney

  FORMCHECKBOX 
 Rehab Facility

  FORMCHECKBOX 
 Relative

  FORMCHECKBOX 
 Religious Services

  FORMCHECKBOX 
 Resident Manager

  FORMCHECKBOX 
 Self

  FORMCHECKBOX 
 Sibling

  FORMCHECKBOX 
 Social Services

  FORMCHECKBOX 
 Son

  FORMCHECKBOX 
 Spouse
	  FORMCHECKBOX 
 Other:




	CLIENT INFORMATION AND MAILING ADDRESS

	Is the Client / Victim a Vulnerable Adult?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Client Name (First)

 
	 (Last)

 
	 (M.I.)


	 Gender

 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	DATE OF BIRTH
	 (M/d/yyyy)

 
	MARITAL STATUS


	ETHNICITY

	
	
	  FORMCHECKBOX 
 Married 

  FORMCHECKBOX 
 Separated

  FORMCHECKBOX 
 Never Married

  FORMCHECKBOX 
 Divorced

  FORMCHECKBOX 
 Widowed

  FORMCHECKBOX 
 Co-Habitation

  FORMCHECKBOX 
 Unknown
	  FORMCHECKBOX 
 African American / Black

  FORMCHECKBOX 
 American Indian / Alaskan Native

  FORMCHECKBOX 
 Asian / Pacific Islander

  FORMCHECKBOX 
 Hispanic

  FORMCHECKBOX 
 White / Caucasian

  FORMCHECKBOX 
 Other

  FORMCHECKBOX 
 Unknown

	APPROXIMATE AGE:
	 
	
	

	SOC. SECURITY NO.
	 
	
	

	Mailing Address (Street #)

 
	 Street Name / Apt No./P.O. Box

 
	 City

 
	 State (AZ)


	 5 Digit ZIP



	Is this person currently in a Facility?
	If Yes, What Type of Facility?
	Facility Name, Address & Phone No.

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	  FORMCHECKBOX 
 Hospital

  FORMCHECKBOX 
 Long Term Care
	  FORMCHECKBOX 
 Assisted Living 

  FORMCHECKBOX 
 Veteran’s Home
	 


	CLIENT RESIDENCE ADDRESS & CONTACT INFORMATION

	Residence Address (Street No.)

 
	 Street Name / Apt #. / P.O. Box

 
	 City

 
	 State (AZ)


	 5 Digit ZIP



	Cross Streets
 
	Residence Type:
	Is the Client currently at a home address?

	
	  FORMCHECKBOX 
 Home

  FORMCHECKBOX 
 Apartment

  FORMCHECKBOX 
 Nursing Facility
	  FORMCHECKBOX 
 Group Home

  FORMCHECKBOX 
 Other

  FORMCHECKBOX 
 Homeless
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Unknown

	Present location of Client if other than home address
 
	 Client’s Contact Phone #

 ( 
	  FORMCHECKBOX 
 Home

  FORMCHECKBOX 
 Work

  FORMCHECKBOX 
 Cell

	Does the client speak English?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Don’t Know
	 If No, what language?

      


	CLIENT FINANCIAL INFORMATION (From All Sources)

	 Amount:
	 $ 
	 Source:
	 

	 Amount:
	 $ 
	 Source:
	 

	 Amount:
	 $ 
	 Source:
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	CLIENT SAFETY & SECURITY INFORMATION

	Are there weapons or any dangers present in the Client’s Home? (Guns, Dogs, Drugs, etc.)


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 If Yes, please describe:

 

	Has Law Enforcement been contacted?

(Police / Fire / EMT, etc.)


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 If Law Enforcement was contacted, please provide any report numbers (if available):

 


	ALLEGED PERPETRATOR (Who do you think caused mistreatment)

	Name (First)

 
	 (Last)

 
	 (M.I.)


	 Gender

 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	Mailing Address (Street No.)

 
	 Street Name / Apt No./P.O. Box

 
	 City

 
	 State (AZ)


	 5 Digit ZIP



	Place of Employment
 
	 Date of Birth (M/d/yyyy) (if available)

 
	 Daytime Phone No.
 ( 
	  FORMCHECKBOX 
 Home

  FORMCHECKBOX 
 Work

  FORMCHECKBOX 
 Cell

	Primary Language Spoken
 
	 Social Security No. (if available)

 
	 Evening Phone No.
 ( 
	  FORMCHECKBOX 
 Home

  FORMCHECKBOX 
 Work

  FORMCHECKBOX 
 Cell

	Alleged Perpetrator’s  Relationship to Client / Victim

	  FORMCHECKBOX 
 Adult Day Care

  FORMCHECKBOX 
 Caregiver

  FORMCHECKBOX 
 Case Manager

  FORMCHECKBOX 
 Conservator

  FORMCHECKBOX 
 Court System

  FORMCHECKBOX 
 Daughter

  FORMCHECKBOX 
 Doctor’s Office

  FORMCHECKBOX 
 Financial Services

  FORMCHECKBOX 
 Fire Department

  FORMCHECKBOX 
 Friend
	  FORMCHECKBOX 
 Guardian

  FORMCHECKBOX 
 Hospital

  FORMCHECKBOX 
 Law Enforcement

  FORMCHECKBOX 
 Legal Services

  FORMCHECKBOX 
 Medical Services

  FORMCHECKBOX 
 Neighbor

  FORMCHECKBOX 
 Other Private Services

  FORMCHECKBOX 
 Other Public Services

  FORMCHECKBOX 
 Parent

  FORMCHECKBOX 
 Payee
	  FORMCHECKBOX 
 Power of Attorney

  FORMCHECKBOX 
 Rehab Facility

  FORMCHECKBOX 
 Relative

  FORMCHECKBOX 
 Religious Services

  FORMCHECKBOX 
 Resident Manager

  FORMCHECKBOX 
 Self

  FORMCHECKBOX 
 Sibling

  FORMCHECKBOX 
 Social Services

  FORMCHECKBOX 
 Son

  FORMCHECKBOX 
 Spouse
	  FORMCHECKBOX 
 Other:

 

	Does the alleged perpetrator still have access to the client?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Don’t Know


	ALLEGED PERPETRATOR ~ SAFETY & SECURITY INFORMATION

	Are there weapons or any dangers present at this person’s Home? (Guns, Dogs, Drugs, etc.)


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 If YES, please describe:

 


	SIGNIFICANT OTHER

	Are there other people who witnessed this incident or condition?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Don’t know

	Are other professionals currently involved in providing services, medical attention, shelter, investigation, or other intervention that ensures the client’s immediate safety?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Don’t Know

	Name (First)

 
	 (Last)

 
	 (M.I.)


	 Gender

 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	Address (Street Number)

 
	 Street Name / Apt #./ P.O. Box

 
	 City

 
	 State (AZ)


	 5 Digit ZIP




	CLIENT RISK FACTORS ~ Select all that apply ~ At least one selection is required

	 FORMCHECKBOX 
 Animal waste on floor / furniture 

 FORMCHECKBOX 
 Appears to be dehydrated 

 FORMCHECKBOX 
 Appears to be malnourished 

 FORMCHECKBOX 
 Bleeding 

 FORMCHECKBOX 
 Broken Bones 

 FORMCHECKBOX 
 Burns / Scalding 

 FORMCHECKBOX 
 Debatable Housekeeping 

 FORMCHECKBOX 
 Decubidus (Pressure / Bed sores) 

 FORMCHECKBOX 
 Dirty skin / Body odor 

 FORMCHECKBOX 
 Flies / Fleas / Lice on Person 

 FORMCHECKBOX 
 Hoards 

 FORMCHECKBOX 
 Human bites 

 FORMCHECKBOX 
 Human waste on floor / furniture 

 FORMCHECKBOX 
 Improper use of medications 

 FORMCHECKBOX 
 Inadequate clothing 

 FORMCHECKBOX 
 Inadequate grooming 

 FORMCHECKBOX 
 Inadequate heating or cooling 

 FORMCHECKBOX 
 Inappropriate chemical restraints 

 FORMCHECKBOX 
 Inappropriate physical restraints 

 FORMCHECKBOX 
 Injury by neglect 

 FORMCHECKBOX 
 Internal injuries 
	 FORMCHECKBOX 
 Intimidated / Frightened / Humiliated 

 FORMCHECKBOX 
 Mismanagement of Banking 

 FORMCHECKBOX 
 Missing funds or valuables 

 FORMCHECKBOX 
 Misuse of Client's home or resources 

 FORMCHECKBOX 
 Pest control problems 

 FORMCHECKBOX 
 Pet control problems 

 FORMCHECKBOX 
 Pushed / Grabbed / Kicked 

 FORMCHECKBOX 
 Refused medical treatment 

 FORMCHECKBOX 
 Requires help getting benefits 

 FORMCHECKBOX 
 Sexual abuse / Assault 

 FORMCHECKBOX 
 Skin tears 

 FORMCHECKBOX 
 Soiled with urine or feces 

 FORMCHECKBOX 
 Sprains / Bruises 

 FORMCHECKBOX 
 Threatened with a weapon 

 FORMCHECKBOX 
 Unreasonable confinement 

 FORMCHECKBOX 
 Untreated medical condition 

 FORMCHECKBOX 
 Useless utilities or appliances 

 FORMCHECKBOX 
 Verbal abuse 

 FORMCHECKBOX 
 Wandering 

	
	 FORMCHECKBOX 
 None 
 FORMCHECKBOX 
 Other :      
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	NARRATIVES

	Describe how the client is vulnerable (Physical or mental impairment).


	Describe how the client is being   FORMCHECKBOX 
 Abused   FORMCHECKBOX 
 Neglected   FORMCHECKBOX 
 Exploited  (If more space is needed:  FORMCHECKBOX 
 check here & use reverse)



	Describe any injuries, illness or other medical conditions resulting from abuse or neglect.


	List the name of the client’s doctor and any medication they are taking.



	Is this a one-time incident?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  ~ AND/OR ~  an ongoing problem?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Don’t know

	Does 911 or other emergency services need to be called?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Don’t Know

	If yes to the above: Name of person that will call

	 Name of service to be called
 


	Additional details and information about the allegations, vulnerability or concern for Client or information about the Alleged Perpetrator (Criminal Record, Substance Abuse, Violence, etc.)

	


Equal Opportunity Employer/Program ( Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, call (602) 542-4446; TTY/TDD Services: 7-1-1. - Disponible en español en línea o en la oficina local.
