Community Action Agency of Delaware County, Inc. - 
DONATIONS WAREHOUSE AGENCY REFERRAL FORM

	Agency Name  ___________________________________________________________________________________

Agency Contact Person  _________________________________________  Telephone #  ______________________

Agency Address  _________________________________________________________________________________

City  ____________________________  State  ________________________  Zip Code  ________________________



	Client’s Name  _________________________________________  Social Security #  ___________________________

Client Delivery Address  ________________________________________  Floor #  ____________________________

City  ____________________________  State  ______________________  Zip Code  __________________________

Telephone #  (     )  ___________________________  Number in Household:
________________  Adults











________________  Children

	ITEMS REQUESTED
	#

REQUESTED
	#

SELECTED
	#

DELIVERED
	REC’D

DATE
	CLIENT

INITIALS

(REC’D)

	Beds (2 per household)
	
	
	
	
	

	Dressers (1 per Bedroom)
	
	
	
	
	

	Dining Table (with Chairs)
	
	
	
	
	

	Sofa
	
	
	
	
	

	Coffee/End Table
	
	
	
	
	

	TV (One per family only)
	
	
	
	
	

	Mattresses
	
	
	
	
	

	Dining Chairs
	
	
	
	
	

	Lamps (3 per family)
	
	
	
	
	

	Refrigerator (One per family)
	
	
	
	
	

	Household Items (Linen, Dishes, Pots/Pans, Cutlery)
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Other (Please list)
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Please provide a brief summary why client needs furniture:




ATTACH CAADC INTAKE FORM







REVISED 10/22/01

	Eligible Persons: Families and individuals seeking assistance from the Donations Warehouse must qualify under the following definition of homelessness.  Please check the appropriate category.
      A person/family is considered homeless only when residing in one of the places described below:

___ In places not meant for human habitation, such as cars, parks, sidewalks, abandoned buildings (on the street).

___ In an emergency shelter.

___ In transitional, supportive, or permanent housing for homeless persons who originally came from the streets or    

       emergency shelters.

___ In any of the above places but is spending a short time (up to 30 consecutive days) in a hospital or other institution.

___ Is fleeing a domestic violence housing situation and no subsequent residence has been identified and the person 

       lacks the resources and support networks needed to obtain housing.

Ineligible persons: Examples of people who are not homeless are those who are:

· In housing, even though substandard and in need of repair or crowded.

· Living with friends or relatives.

· Living in a Board and Care, Adult Congregate Living Facility, or similar place.

· Being discharged from an institution that is required to provide or arrange housing upon release (includes prison).



	Payment Information: 

· CLIENT SELF- PAY or

· BILLLING ORGANIZATION: _________________________________________________________________

CONTACT NAME: _________________________________________________________________________ 

BILLING ADDRESS: _______________________________________________________________________

	To be completed by Warehouse Staff:

SCHEDULED DELIVERY DATE:  __________________________  TIME:  __________________

ACCESS FEE PAID:
(  YES
(  NO
AMT:  ________  DATE: __________  REC’D BY: _________ RECEIPT: _____

DELIVERY FEE PAID:
(  YES
(  NO
AMT:  ________  DATE: __________  REC’D BY: _________ RECEIPT: _____



	COMMENTS:


_________________________________________________                   ____________________________________

Signature of Case Manager/Referring Agent                                          Date

_________________________________________________ 

____________________________________  

Signature of Warehouse Person rendering Service  


Date



	Revised 10/22/01


