Child(rens) Names and Date of Birth

DOB

DOB

DOB

DOB

DOB

ELCNC-227 6/1/09 Needs Assessment Checklist

Our Goal is To make your
life easier and relieve some
of your stress!

Please fill out this questionnaire if you would like
information about resources available in our community which
could help your family.

Date:

Name:

Mailing address:

Phone # to reach you between 9 a.m. &5 p.m.:

Child currently enrolled at

Center

Are you on a waiting list for child care? (Circle one) Yes No

ﬁ Resource &
Referral

Early Learning Coalitioh of
the Nature Coast

Gerving Citrus-Dixie-Gilchrist- We '/"e /‘le/"e
Levy-Sumter Counties
to help!



I would like some information about:

Agencies that will help with food

Agencies that will help with clothing

Agencies that will help with housing (check one)
[J Renting [J Owning

Agencies that will help with finances (check one)
[J Credit Counseling [ Budgeting I Rent

O Electric (List Company )

I would like to know about parent workshops

I would like to know about better health and nutrition

I would like to find out about new job opportunities

I would like to find out about health insurance for my child(ren)

I need medical help for (check one)

O Myself O My child

O Gas (List Company)

| need dental help for (check one)

Agencies that help with education for myself (check one)

I Myself 1 My child

| am on the Waiting List and desire a developmental and/or

0 GED O College tuition O Other Training

Agencies that help with education for my child

Agencies that will help me manage stress

Agencies that will provide counseling (check one)
O for myself O for my child(ren)

Agencies that will help me with my child’s behavior
In what way?

health screening for my child.

How else may we help you?

| have no needs at this time

| receive Medicaid Yes No
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