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MFIP Assessment
Client:  ______________________________________________
Date:  ___________________
Updated: _________Updated: __________Updated: __________Updated: ___________Updated: __________
Employment Readiness

Education:  _______________________________________________________________________________
Interests/Skills/Abilities:  _____________________________________________________________________
Work Experience/Transferable Skills:  ___________________________________________________________
Child Care Needs:  _________________________________________________________________________
Back-Up Child Care:  _______________________________________________________________________
Transportation:  ___________________________________________________________________________
Back-Up Transportation:  ____________________________________________________________________
Driver’s License: __________________________________Insurance:  ________________________________
Strengths/Barriers

Housing:  ________________________________________________________________________________
Subsidy: _______________________________  Poor Rental History: _________________________________
Finances/Debt/Child Support/Other Income: ______________________________________________________

Children’s Health/Behavior: ___________________________________________________________________

Strengths/Barriers - continued

Health/Disability/Restrictions: _________________________________________________________________
Mental Health/LD: __________________________________________________________________________
Chemical Dependency: ______________________________________________________________________
Family Violence: ___________________________________________________________________________
Criminal History: ___________________________________________________________________________
Legal Issues: _____________________________________________________________________________
Support System: ___________________________________________________________________________
Strategy to Maintain Self-Sufficiency: ___________________________________________________________
Veteran: ___________________________________CASAS Scores: _________________________________
Large Family Size (4 or More): ___________________Months on MFIP: _______________________________
Evaluation


High/Strong
Low/Weak

Work History:
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 1


Comments: __________________________________________________________________
Support System: 
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 1


Comments: __________________________________________________________________
Interpersonal Skills: 
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 1


Comments: __________________________________________________________________
Coping Skills: 
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 1


Comments: __________________________________________________________________
Motivated to become self-sufficient: 
 FORMCHECKBOX 
 4
 FORMCHECKBOX 
 3
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 1


Comments: __________________________________________________________________
After reviewing the information above, participant falls into the following categories:

 FORMCHECKBOX 

Barriers significantly outweigh strengths

 FORMCHECKBOX 

Many or severe barriers reported; strengths are sufficient to overcome barriers

 FORMCHECKBOX 

Minimal barriers reported; strengths are sufficient to overcome barriers

 FORMCHECKBOX 

Strengths and barriers are evenly divided

 FORMCHECKBOX 

Unable to determine at this time
After reviewing the continuum of services in the 10057 Case Management Procedure, minimum contact established for this participant is:

 FORMCHECKBOX 

Monthly

 FORMCHECKBOX 

Bi-Weekly

 FORMCHECKBOX 

Weekly
Referrals: ___________________________________________________________________________
Supportive Services: ___________________________________________________________________










