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Grkota Oyate Pakanyeja Owicaliyape - Lakota People caring for children.





ICWA INTAKE FORM
Name_____________________________________________________________Date__________________
Date of Birth_______________ SS#__________ Enrollment:_______________________________________

Mailing Address:____________________________________________________________________________

Directions to home:__________________________________________________________________________
Telephone Number:  Work___________Home___________Cell___________E mail address_______________
State relationship to children__________________________________________________________________
Concerning:

1.  Child: _______________________Date of Birth:_______Enrollment #_____________(copy needed)

2. Child:_________________________Date of Birth:_______Enrollment#_______________(opy needed)
3. Child:__________________________Date of Birth:________Enroment#_____________(copy needed)

4. Child:___________________________Date of Birth:________Enrollment#___________(copy needed)

5. Child:___________________________Date of Birth:________Enrollment#____________(opy needed)

6. Child:_____________________________Date of Birth:________Enrollment #_________(copy needed)

7. Child:______________________________Date of Birth_________Enrollment #_______(copy needed)

Mother: ______________________DOB: ______________Tribe:___________Enrolment #________________
Maternal Grandmother: ________________DOB:__________Tribe:________________Enrollment#________

Maternal Grandfather: __________________DOB:____________Tribe:_____________Enrollment#________
Father: _______________________________DOB:____________Tribe:_____________Enrollment#________

Paternal Grandmother:_________________DOB_______________Tribe:_______________Enrollment#____________

Paternal Grandfather:________________________DOB:_______________Tribe:_______________Enrollment #_______

Have you spoken with or worked with someone from this office concerning the situation recently? Y/N
Who and when____________________________________________________________________________

Are  you requesting OSTCPS/ICWA Program for assistance in what areas:  
1.  Financial assistance

2. Reunification

3. Transfer of Jurisdiction

4. Child Placement

5. Family Preservation

6. Other

Is your child in the custody of a Department of Social Services Child Protection Services in any state of the United States? If  yes what state? ___________________________________________________________
Describe why they were taken and for how long?

What is the Department of Social Services social workers name and telephone number?__________________
Did the Department of Social Services Child Protect Services notify to the OSTCPS/ICWA of the child’s situation?  Yes/no Please state why or why not.
Does the mother/family of the child/children want OSTCPS/ICWA want the tribe to intervene in this case? Y/N

Please state why or why not.___________________________________________________________________
Name and contact number of to inform weather this referral is eligible to receive OSTCPS/ICWA services.
Can you identify family/relative placement for the children once the case transfers.
1. Name:_____________________________Address:______________________________________
2. Name:______________________________Address:______________________________________

3. Name:________________________________Address:_____________________________________

4. Name:_________________________________Address:_____________________________________

5. Name:_________________________________ Address:_____________________________________

6. Name::_________________________________Address:_____________________________________

7. Name:__________________________________Address:_____________________________________

8. Name:___________________________________Address:____________________________________

9. Name:____________________________________Address:___________________________________

10. Name:____________________________________Address:___________________________________
Applicant Signature___________________________Print name___________________________________

OST CPS/ICWA worker___________________________________________________________________
Please fill out the following:  Family Tree





Release of Information





Home study if needed


