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Today’s Date:  ______________________  Date Consent Form Signed:  _______________      
 

 

Parent/Guardian Information  -  PERSIMMONY HOME SCREEN 
(Must be completed by all PARENTS at intake PRIOR to services beginning) 

 
A. Parent/Guardian First Name: _______________________ Middle Name: _______________   
 
B. Parent/Guardian Last Name: _________________________________________________ 
 
C. Parent/Guardian Date of Birth:  __    ___/____/____    D. Parent/Guardian Gender:      M        F 
 
E. Parent/Guardian Type (or relationship to the child participating in this program) (check ONE only): 
 

  Mother/Step Mother  Foster Parent                  Legal Guardian/Other    
 

  Father/Step Father  Grandparent (If legal guardian only)          
 

F. Parent/Guardian Race/Ethnicity (check ONE only): 
 

  White/Caucasian         Hispanic/Latino         Black/African-American 
 

  Asian           Alaska Native or American Indian      Multi-Racial 
 

  Hmong           Pacific Islander         Other /Unknown 
G. Primary Language Spoken at Home  (check ONE only):   
 

  English          Spanish                                        Indigenous Mexican (such as Mixteco) 
 

  Cantonese         Korean                                   Mandarin  
 

  Hmong          Vietnamese                                    Other/Unknown:______________ 
                                   
 

H. Home Phone:  _____________ I. Work Phone:   ______________  J. Cell Phone ________________ 
 

K. Parent/Guardian Address               
Street #__________________________   City: _______________________ ZIP Code: ____________ 
 

Child Information -  PERSIMMONY HOME SCREEN 
(Must be completed for ALL CLIENTS at intake prior to services beginning) 

 

L. Last Name: ______________________  Middle Initial: ____   First Name: _____________________ 
 
M. Date of Birth:  ________/________/________    N. Gender:        M            F 
 
O. Child Race/Ethnicity (check ONE only): 
 

  White/Caucasian    Hispanic/Latino       Black/African-American 
 

  Asian      Alaska Native or American Indian    Multi-Racial 
 

  Hmong      Pacific Islander       Other/Unknown:______________ 
 
P. Language:  What language does the child  speak most at home?  (check ONE only) 
  English                Spanish                                   Indigenous Mexican (such as Mixteco)
 

  Cantonese               Korean                                    Mandarin 
 

  Hmong                Vietnamese                                  Other/Unknown:________________ 
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LIGHT TOUCH  INTAKE – PERSIMMONY ASSESSMENT SCREEN 
(Must be completed by ALL PARENTS at the time of intake prior to services beginning) 

LT01. Which of the following best describes your household? (check ONE only) 
                                              Single parent  household     Two parent household    Other  
 
LT02. Marital Status:  Single   Married/Registered Domestic Partner   Divorced/Separated/Widowed 

LT03. How many total family members are in your household, including you? _______ 

LT04. Which of the following categories best estimates your total FAMILY income in the last 12 
months? (check ONE only) 

   Less than $10,000       $35,000 – less than $50,000 
 

   $10,000 – less than $15,000    $50,000 – less than $75,000 
 

   $15,000 – less than $25,000    More than $75,000 
 

   $25,000 – less than $35,000    Don’t know/Declined 
LT05. What is the highest education level you have completed? (check ONE  box)  
   Less than 9th grade  Some college, no degree  Vocational/Technical Training  
 

   9th to 12th grade, no diploma  Associate degree  Graduate/professional degree 
 

   High school graduate or GED equivalent  Bachelor’s degree  Don’t Know/Declined 
 
LT06. Do you read for your own reading enjoyment?          No           Yes  
 

In a typical week, how often do you or any 
other family member: 

Never/ 
Not 

Applicable

Few 
Times a 
Month 

1-2 
Times 
Week 

3-6 
Times 
Week   

Every Day 

LT07. Read or show picture books to your 
child?                                      

 

LT08. Tell stories to your child?                             
 

LT09. Talk to your child about a topic of 
interest to her/him?    

     

Does this child have: 
 
LT10. Health insurance?              No    Yes 
 

LT11. Dental insurance?              No    Yes 
 

LT12. Special needs or a disability?          No    Yes 
 

LT13. Regular medical doctor?           No    Yes 
 

LT14. All necessary immunizations?          No    Yes 
 

LT15. An Individual Education Plan (IEP) 
            or an Individual Family Service Plan (IFSP)?               No    Yes  
 


