
TRANSITIONAL LIVING PROGRAM 

INTAKE/SCREENING 

Name: ____________ _ Date: ________ _ 

Have you applied for TLP before? YES O NO O If yes, when?

Are you working with any other Equinox programs or staff? YES O NO 0 

If yes who? _________________________ _ 

CurrentAddress: ________________________ _ 

Phone: ________ _ Social Security#: _______ _ 

Cell/alternate #: 
------

Email: ___________ _ 

Birth Date: Age: ___________ _ 

Who referred you to TLP? Name: _________ Relationship: _____ _ 

In case of emergency: 

Name: 
----------

Relationship: _________ _ 

Address: __________________________ _ 

Phone: _________ _ Cell/alternate#: ________ _ 

PLEASE LIST IMMEDIATE FAMILY MEMBERS BELOW: 

NAME RELATIONSHIP AGE ADDRESS 
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