SAMPLE

ABC Provider
Screening/Intake Form

Name:________________________
Age:_____________ 
D.O.B.___________________

Please select ONE (1) choice from each category

Por favor seleccione UNA (1) opción en cada categoria
Tanpri fe yon (1) chwa nan chak kategori

	Ethnicity:


	( Not of Hispanic, Latino, or Spanish origin
	
	( Yes, Mexican, Mexican Am., Chicano

	( Yes, Puerto Rican


	
	( Yes, Cuban

	( Yes, another Hispanic, Latino, or Spanish origin – Print origin, for example, Argentinean, Colombian, Dominican, Nicaraguan, Salvadoran, Spaniard, etc.:
     ___________________________________________
	
	( Declined


	Cultural Influence:


	( West Indian
	( Haitian
	( Russian

	( Polish
	( German

	( British

	( Irish


	( Italian

	( Dominican

	( American
	( Puerto Rican
	( Other

	( Central/South American Hispanic
	( Cuban
	( Declined


	U.S. Census Race:


	( White
	( American Indian or Alaska Native

	( African American or Black
	( Multiracial

	( Native Hawaiian or Pacific Islander
	( Other

	( Asian
	( Declined


	Country of Birth:


	( United States
	( Haiti

	( Cuba

	( Canada
	( Colombia
	( Nicaragua

	( Mexico

	( Peru

	( Other

	( Dominican Republic
	( Jamaica
	( Declined 


	Language Spoken at Home:


	( English

	( French
	( Other

	( Portuguese
	( Creole
	( Declined

	( Spanish
	( Sign Language
	( Bilingual-Spanish/English

	
	
	( Bilingual-Creole/English
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