ACTS Medical Caregivers Referral form
	Form completed by:
	     

	Organization: 
	

	Phone number:
	

	Date of anticipated enrollment:
	     


Client Name:      






Date:     
Telephone/ Cellular phone of client:(     )     -      

Email address of client:     @     
Is client a resident of Prince William County? Yes:   FORMCHECKBOX 
   No:  FORMCHECKBOX 

	Does client have (mark one)
	Yes
	No, but would like to
	No , this is not applicable

	Proof of residency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Proof of income
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	DSS award letter for government assistance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	A vehicle
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	VA Driver’s license
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	BLS CPR Certification
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	HS Diploma/ GED
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Access to a computer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Reading/writing comprehension of English language
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



EMPLOYMENT
	Does client know how to:
(mark one)
	Yes
	No, but would like to
	No, I don’t need this

	Work with a deadline
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Prepare for an exam
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Use a computer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Conduct a job search
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Create a resume
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Apply for a job
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Prepare for a job interview
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Use public transportation (if they do not have a vehicle)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Does have any children?                   Yes:    FORMCHECKBOX 
       No:    FORMCHECKBOX 

Will they need to arrange for daycare? Yes:    FORMCHECKBOX 
       No:    FORMCHECKBOX 

Is client familiar with making these arrangements? Yes:    FORMCHECKBOX 
       No:    FORMCHECKBOX 

What is client’s income before taxes?     $     /mo. or $     /yr 
How many people are in the household?      
Is anyone else in your house employed? Yes:    FORMCHECKBOX 
       No:    FORMCHECKBOX 

If yes, what is their household income before taxes?     $     /mo. or $
Does client  receive any government assistance? (If yes, list sources): 
     
Does client have any medical experience? (Note: medical background is not required for program)
     
Does client  have any physical or mental disability, impairment, or learning disorder? Please describe:
     
Additional notes about client:      
When completed, this form can be returned to the ACTS Admin building at 3900 Acts Lane, Dumfries, VA 22026. It can also be faxed to (703) 221-3585 or e-mailed to rspence@actspwc.org

