
 

          
Community of Caring Foundation  
166 E Bennett Ave 
P.O. Box 1587 
Cripple Creek, CO 80813  
719-689-3584 

 
          Adult Career Connection Center 
          409 N. B Street 
          P.O. Box 1587 
          Cripple Creek, CO 80813 
          719-493-0867 

 

CLIENT INTAKE FORM 

 
 

Last Name: ____________________________ First Name: __________________ Middle: _________________ 

DOB: _______________ Primary Phone: __________________ Secondary Contact #: ____________________ 

Email: ________________________________________________________________ Gender: ____M ____F 

Marital Status: ________________ Race: ____________________ Ethnicity: ____Hispanic ____Non-Hispanic 

Primary Language: _______________________ 

 
1. Shelter Status:  

_____ Single Family Dwelling _____Multi-Family Dwelling _____Camper ____Tent ____ Homeless ______Other 

Veteran? ____Yes ____No     Disability? _____Yes ____No Disability Status: ____ Self-Diagnosed____ 

Diagnosed Type of Disability: __________________________________________________________________  

Health Insurance? ____Yes ____No  Insurance Type: ____Private ____Medicaid ____Medicare ____VA 

____Tricare ____None Other Insurance: ________________________________________________________ 

Physical Address: ___________________________________________________________________________ 

City: ______________________________________ State: ______________ Zip: ____________________ 

Mailing Address ______________________________________Apt. No.: ______________________________ 

City: __________________________________________ State: ______________ Zip: ____________________   

Time at current address (years and/or months)? ____________________Teller County Resident? ____Yes ____No 

Do you have reliable transportation? ____Yes ____No  

Education: ______ HS ______ Diploma ______ GED ______ BS/BA ______ Alternative Certificate  

Other: ____________________________________________________________________________________  

Has any family member been a victim of domestic violence in the past 12 months? ____Yes ____No  

Have you or any immediate family member experienced trauma in the 12 months? ____Yes ____No   

Emergency Contact: ________________________________________________________________________ 

Relationship to Applicant: ____________________________________ Phone: ___________________________ 



2. Due to our funding sources, we need to know if you are “gaming impacted.” The definition has 
changed, please use the questions below to determine if you are “gaming impacted.”  

 
*Community of Caring requests the below information to assist us in providing accurate statistics in grant 
applications.  Your answers will in no way affect any assistance you may receive from the Community of 
Caring Foundation.  
 
Do you currently work for a casino in Teller County? 
This includes both licensed and non-licensed (i.e. porter, maintenance) positions. 
This includes working in a casino-owned restaurant or hotel, and working for a 
company that contracts solely with a casino (i.e. White Wing). 
 

____Yes ____No   

Do any of your immediate family members (who live in your household) currently 
work for a casino in Teller County (the same guidelines as question #1 apply)? 
 

_____Yes ____No 

If you are not currently employed in the gaming industry, have you worked in the 
gaming industry in the past year and were laid off through no fault of your own? 
 

_____Yes  ____No 

Did you move to Teller County to work in the gaming industry? 
 

_____Yes  ____No 

Are you or a family member experiencing life problems as a result of gambling? 
 

_____Yes ____No 

Do you gamble (game or play slot machines) in Cripple Creek? 
 

_____Yes  ____No 

 
3. If you answered yes to any of the above questions, your household is “gaming impacted.” Please check all / 

any that apply if your household is negatively impacted by the gaming industry.  
 

_____ Reduced hours / pay during slow season  

_____ Getting / losing more than 1 job in a year  

_____ Inadequate / unavailable transportation  

_____ Lack of employer flexibility in special circumstances (i.e. weather)  

_____ Lack of affordable / available housing  

_____ Lack of affordable / available childcare  

_____ Substance use / addiction issues  

_____ Life complications related to gambling  

_____ Casino atmosphere creates negative mental health requiring counseling / possible job change  

General: 

4. How did you hear about us? 

_____ Family 

_____ Friend 

_____ Telephone call 

_____ Aspen Mine Center/Community of Caring 

_____ Agency 

_____ Other 



5. Please list those who share your household below (Relationship = Spouse, Son, Daughter, Mother, Father, 
Friend, Sibling, Aunt, Uncle, Significant Other, etc.):  

 

Full Name  Relationship  DOB   
mm/dd/yyyy 

Veteran  Disability 

   _____ _____ 

   _____ _____ 

   _____ _____ 

   _____ _____ 

   _____ _____ 

 

6. Please describe your employment status: 

____ Employed          Full-time ____     Part-time ____    Other ____________________________________ 

____ Unemployment 

7. What is your total monthly income? $_______________ 

8. If you receive assistance, which assistance program do you receive? Please check all that apply. 

_____TANF (Temporary Assistance for Needy Families) 

_____SSI (Supplemental Security Income) 

_____SSDI (Social Security Disability Insurance) 

_____Veterans Compensation 

_____Food Stamps 

_____General Assistance 

_____Free/Reduced School Lunch 

_____Medicaid 

_____Do Not Receive Any Assistance 

_____Public Assistance 

_____Retired 

_____Student 

_____Social Security 

9. Sobriety and Drug-Free Commitment. Participation in programming at the Adult Career Connection 
Center requires maintaining professionalism at all times while on school property. To ensure a safe, respectful, and 
productive environment, all participants must remain sober and free from drugs and alcohol while attending classes, 
training, or any program-related activities. By submitting this Client Intake Form, you acknowledge and agree to 
uphold these expectations. Failure to comply with this standard may result in dismissal from the program. 



Community of Caring Foundation/Aspen Mine Center 

Referral and Authorization Form 
 

For Office Use Only 
Client Name: ____________________________________________________Contact Date: ______________ 
Primary type of assistance needed: 
 
____ Automotive ____ Medical ____Transportation ____Lodging ____Utilities ____Relocation ____Food 
 

 
Please initial next to all agreed upon referrals in order to release information: 
 
Referred to: 

COC/AMC/ACCC Programs Partner Agencies 
____ Aspen Mine Center ____ Division of Vocational Rehab 
____ Aspen Mine Center West/Client Services ____ Early Head Start/Head Start 
____ Adult Career Connection Center ____ Help the Needy 
____ Christmas Program  ____ Independence Center 
____ Clothes Closet  ____ Peak Vista CHC 
____ Commodities (TEFAP) ____ Prospect Home Care Hospice 
____ Employment Assistance Program (FFWFC) ____ Rocky Mountain Options 
____ Energy Outreach Colorado ____ Store House Ministries 
____ Financial Health Advocacy ____ Teller County Human Services 
____ Food Pantry ____ Teller County Public Health 
____ Medicaid Health Navigator ____ TESSA 
____ Salvation Army ____ TRE (The Resource Exchange) 
____ Senior Advocate ____ TSC (Teller Senior Coalition) 
____ Summer Youth Enrichment (SYEP) ____ Veteran Services (Teller County) 
____ Volunteer Services ____ Victim Advocate (Teller County) 
____ Wednesday Community Meal ____ Wraparound 
____ Full Bellies Backpack Program ____ Willow Bend 
____ Food Recovery Program ____ CC-V School District 
 ____ Other _________________________________ 

Partner Agencies  
____ Aspen Pointe Counseling  
____ CASA  
____ Child Support Services  
____ Choices (Pregnancy Center)  
____ Colorado Legal Services  
____ Community Partnership  

 
I understand and authorize the Community of Caring Foundation/Aspen Mine Center/Adult Career Connections 
Center and the agencies represented in the Aspen Mine Center to interdepartmentally disclose information for the 
sole purpose of assisting me in processing my application for assistance and/or obtaining services, or in determining 
the accuracy of any benefit assistance to which I am, or may be entitled. I hereby release and agree to hold harmless 
the Community of Caring Foundation/Aspen Mine Center/Adult Career Connections Center and the agencies 
indicated by my initials, of any and all liability to me for releasing information, photographs containing my image, 
and/or any success story coverage, posting, publishing, or other information use, following my completion or 
discontinuation of any of the above referenced programs.  
 



I understand there is potential for information disclosed as the result of this authorization, to be re-disclosed by the 
recipient and, therefore, no longer protected by HIPPA privacy regulations. When applicable, an assessment of the 
minimum necessary amount of information required has applied to this authorization for a period of up to one year. 
I understand the information disclosed may be in written, verbal, or electronic form, and may include dates of contact, 
location, and reasons for contact, progress, outcome information, and written referrals. I understand the disclosure 
may include psychological, medical, case management and/or addiction abuse information. I understand that this 
consent will be in effect for one year from the date of this signature.  
 
Signature of Applicant or Recipient: 
 
______________________________________________________ Date: ______________________________ 
Printed Name: __________________________________________ 
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