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Common Intake for Services
(Financial assistance, Medical services, Dental services)

Date: ______________                                            

First Name: ___________________ Middle Initial: ____      Last Name: ________________________

Suffix: I     II       III    IV    Jr.    Sr.                   DOB: ____________________

Address: ____________________________________________            

City & State: __________________________________________   Zip Code: _______________

Nassau County Resident: Yes No Email: ______________________________________

Home Phone: _________________ Cell Phone: _______________ Work Phone____________

Race:  Asian/Pacific Islander     Black/African American   White/Caucasian  Native/American

Multiracial                      Other ____________   Decline to Answer

Gender:  Male    Female    Non-binary

Marital Status:   Married   Single Domestic Partner      Separated       Divorced   Widowed                   

How many adults (18 years and older) including yourself live at the same location as you?     ________________

How many children (17 years and under) live at the same location as you?  _______________

Reason for appointment at Barnabas Center:    

Rent Payment    Utility Payment        Medical Services    Dental Services    Bike 

Clothing   Household items Empowerment Case Management Program

Are you:  Living in a hotel/motel     Renting     Homeowner   Living with friend/relative

Living in a shelter/ transitional housing facility  Living in a place not meant for human habitation
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Are you going to lose your current housing in the next 30 days and have no other place to go? 
       No       Yes 
Are you currently employed?     Yes      No   Name of Employer: ________________________ 

Are you retired or on Social Security Disability?    Yes      No    

When did you last work (month and year): ___________   Highest school grade completed: ________   

Do you receive Food Stamps?    No    Yes     Amount per month: ____________ 

Primary Language:      English      Spanish      Other _______________ 

Are you a US Military Veteran? :    Yes    No      

 Are you a United States Citizen? :    Yes    No 

Do you have a valid ID/Driver’s license? :    Yes    No    

Do you have proof of all the income in your household?  Yes   No    

Do you have a vehicle for transportation? :      Yes     No 

Emergency Contact and Telephone #: _________________________________________________ 

How did you hear about Barnabas Center?   Former client    Friend/Relative   Barnabas Flyer 

 Hospital    Newspaper   Barnabas Mobile Health Van     Web Site    Other___________ 

Please list other adults in your household besides yourself: 

Last Name ______________ First Name _____________ Relationship _________   DOB __________ 

Last Name ______________ First Name _____________ Relationship _________   DOB __________ 

Last Name ______________ First Name _____________ Relationship _________   DOB _____________ 

Please list children in your household (17 years old and younger) 

Last Name ______________ First Name _____________ Relationship _________   DOB __________ 

Last Name ______________ First Name _____________ Relationship _________   DOB __________ 

Last Name ______________ First Name _____________ Relationship _________   DOB __________ 

Last Name ______________ First Name _____________ Relationship _________   DOB __________ 

 
Your Signature__________________________      Date _________________ 
 
Barnabas Eligibility status:   300% of FPG eligible Dental services only 
             300% of FPG eligible for Dental and Medical Services 
                                                   200% of FPG 
Staff signature _______________________ 

 




























