



15R Union St, Lawrence MA 01840
369 Broadway, Everett MA 02149



Date: 	 Name you prefer to be called 	
Legal Name (First, Middle Initial, Last): 	

In your own words, what is your gender identity or check an applicable box:_____________________________________________________________________________________
Female	Male	Transgender	Non-binary
Preferred Pronouns: 	

Date of Birth: 		Age: 	

Address: 	

City/ Town: 	 Zip Code: 	




Contact Information (Please check off preferred method of contact) Phone #: 		 Email:		


How did you hear about us:

Media

Friend

School


Other: 	



Demographic Information (optional)
1. How would you describe your ethnic background? 	


2. What is your primary language?
English	Spanish	Other: 	

3. What are some of your best qualities?

4. What interests you about us?

5. Do you receive DMH services?	Yes	No


6. Is there anything going on in your life right now that you wish you could change?
Yes	No	Explain: 	


7. Do you feel unsafe about anything?
Yes	No	Explain: 	


8. What areas would you like us to help you with? (check all that apply)


Living Situation Supports and Services

Health & Wellness
Family/ Social Connections

Substance Use School/ Education

Employment/ Vocational Training/Finances	Uncertain, but know I need help


Notes:  _____________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 

☐   Yes, I’m interested in the services offered by YouForward.



Signature: _________________________________________ Date: _____________________ 

Print Name: _________________________________________







Your Emergency Contact Information
	
Name: 	 DOB: 	  Address: 		

City/ Town: 	

State: 	

Zip Code: 	

Home Phone: 	 Cell Phone: 	 

If you are a minor, your parent/ guardian’s name(s): 				 Primary Care Physician (PCP): 				 PCP Phone #: 	 Medical Conditions: 			 Date of Last Physical: 		  Allergies: 		
If there is an emergency, whom should we contact in this order:



First Emergency Contact:
Name: 		 Relationship: 		 Address: 	



same as parent/guardian above
Home Phone: 		 Work Phone: 	 Cell Phone: 		 

City/ Town: 	

State:		

Zip Code: 	





Second Emergency Contact:
Name: 		 Relationship: 		 Address: 	



Home Phone: 		 Work Phone: 	 Cell Phone: 		 

City/ Town: 	

State:		

Zip Code: 	
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