Community Collaborative

Hard to Place/Serve Committee

REFERRAL FORM 


Date of Referral: ______________________
Date of Meeting: ____________________

Emergent   FORMCHECKBOX 




Urgent   FORMCHECKBOX 



Routine   FORMCHECKBOX 

	


I.
Demographic Information:

Client Name:

______________________
Date of Birth:

____________________

Current Residence: 
______________________
Number in Home: 
____________________

Referral Source:
______________________
Agency:

____________________

Legal Guardian:
______________________
Relationship: 

____________________

Sex:     FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

Race:  FORMCHECKBOX 
 White
 FORMCHECKBOX 
 Black   FORMCHECKBOX 
 Hispanic   FORMCHECKBOX 
 Asian   FORMCHECKBOX 
 Native American   FORMCHECKBOX 
 Other _______________

	


II.
Funding For Treatment:

Medicaid

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

CTSP Only

 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

Other


 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If yes, what: ___________________

	


III.      Current Services Receiving:

TYPE



            PROVIDER (name & location)              

 
BEGIN DATE

Mental Health

Residential 
     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
_______________________________________    

____________

Community  
     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
_____________________________


_________

 Support   




OPT-Individual    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
_____________________________


_________

OPT-Family
     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
_____________________________


_________

In-Home
     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
_____________________________


_________

Provide the name of agencies contacted to enroll client in Intensive In Home Service.

Agency: ____________________
Phone: _________________

Application date: ____________

Agency: ____________________
Phone: _________________

Application date: ____________

Respite       
     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
__________________________

_________

DSS

     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
___________________________________    

____________

DJJDP
     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  
___________________________________    

____________

Other Services & Supports

Other          
    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
__________________________

_________


Other          
    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
__________________________

_________


Other          
    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
__________________________

_________


* (Include any denial letters received from agencies due to inability to serve the child.)

	


IV.
Child and Family Team Members:

Parent/Legal Guardian: ____________________ Parent/Legal Guardian: _____________________

DSS:

________________________       Provider: ______________________________

DJJ:

________________________       Provider: ______________________________

School Rep:
________________________  Provider:      ______________________________

Psychiatrist:
________________________  Provider:      ______________________________

Therapist:
________________________  Provider:      ______________________________

Other:

________________________  Other:           ______________________________

Last Child and Family Team Meeting Date(s): _____________________________________

	


V.
Reason for Referral:     FORMCHECKBOX 

Wright School
 FORMCHECKBOX 
   Whitaker School




    FORMCHECKBOX 

STARS Program




    FORMCHECKBOX 

PRTF      FORMCHECKBOX 
  Dorthea Dix           FORMCHECKBOX 
   John Umstead  

VI.
Mental Health History:

DSM IV Diagnosis: 
___________________________________________

Current Medications:
_______________________ How Long? __________

NC SNAP Score: 
_______________________ Expiration Date: ______________


Current Target Population(s):________________ Expiration Date:   ______________



Level of Care: A  FORMCHECKBOX 
  B   FORMCHECKBOX 
  C  FORMCHECKBOX 
  D  FORMCHECKBOX 
   


Is there a crisis plan developed and being utilized?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No


If not, why? ______________________________________________________



Previous Out of Home Placement?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   


If yes, level, location and duration: ____________________________________


Previous hospitalizations?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   


If yes, dates/locations: ______________________________________________

VII.
School/Vocational History:


School Attending: 
______________________________________________


Location of School:
______________________________________________


Grade:


______________________________________________

   
Child receiving Exceptional Student Services?    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   


If yes, classification?    _____________________________________________    

504 Plan in place?     FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No    FORMCHECKBOX 
  N/A     


IEP completed:    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   If yes, when: ________________________


Is child employed?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   


If yes, where and for how long? ______________________________________

VIII.
Department of Social Services History:


Previous/Current involvement with DSS?    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   


If so, why? ______________________________________________________


Date(s): _________________________________________________________


Removal from home?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   


Date(s): _________________________________________________________


Parental rights terminated?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   Date: ______________________

IX.
Department of Juvenile Justice and Delinquency Prevention History:

Previous/Current involvement with DJJDP?    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   


If so, why? ______________________________________________________


Date(s):      ______________________________________________________


Sent to a detention facility?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   


Date(s):      ______________________________________________________


Commitment to Youth Development Center?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No   

Date(s):      ______________________________________________________

X.
Health Department History:

Previous/Current treatment from local Health Department?


If so, why? ______________________________________________________


Date(s):      ______________________________________________________

XI.
Other Agency History:












______

XII. Out of Home Placements (Hospital, Detention, Jail, Training School, Foster homes, Residential Placements):

	Placement
	Dates  (From-To)
	Reason for Discharge/Placement Change

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


XIII.
Family Support:

What is the primary outcome the CFT desires for this family? 

What are the Family Preference(s)?: 

__________________________________________________________________________________


Family Strengths & Supports: __________________________________________________________


__________________________________________________________________________________________________


__________________________________________________________________________________________________


__________________________________________________________________________________________________

XIV.
Life Domains*:

· Please complete Life Domain sections that have been identified by CFT as PRIORITY

· Attach the following supporting documents: most recent PCP, Psychological Assessment, IEP, court records (if applicable), school records, discharge summary from placements, Diagnostic or Comprehensive Assessment (with complete social history), and the CFT signature page (found in the PCP)

1. BEHAVIOR

Are there new behaviors, which, if learned by the child, family, and/or individual, would increase her/his/their access to positive experiences and satisfying relationships? Are there misbehaviors that inhibit success or expose the person to increased risk of negative experiences and consequences? Are there family members, parents, or others who need extra or special skills and supports to respond to the behavior of the child or person involved? Are rewards and punishments working? Are there attention-seeking behaviors that are being ignored, rewarded, or punished? Key Issues:  relationships, skills, consequences.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _____and Date: __________

2. COMMUNICATION, LANGUAGE

Discuss any issues related to communication. Are any individuals in the family or among their supports hearing-impaired? Are discussions throughout the process in the consumer’s language? Are there languages the individual, child or family would like to learn? Are translators or interpreters needed by the family and if so, during what activities and in which settings? Key Issues: understanding, access, inclusion, autonomy.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _____and Date: __________

3. CRISIS

Each CFT must develop and keep current a Proactive and Reactive Crisis Plan

Attach Copy of Crisis Plan

4. CULTURAL

Describe any ethnic, national, spiritual traditions and interests important to the youth/family.  Do planning strategies, techniques, and interventions reflect respect for and understanding of the individual’s or family’s culture? Do defined outcomes in each life domain area reflect the customs and cultural priorities of the people involved in and central to the process? Key Issues: Traditions, Mores, Faith, Beliefs, Language, Support, and Comfort

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials ______and Date: __________

5. EDUCATIONAL/VOCATIONAL

Describe current or desired educational status and, if applicable, work experience. Does the child; family, and/or individual involved have a need or desire to further their learning? Is additional or different support to succeed in place as needed? Are there parts of the educational process that are difficult or uncomfortable that needs to be resolved? Is the learner connected with others in the educational environment that can help make the experience more enjoyable? Key Issues:  Grade Level, Specialized Educational Support, GED, Work Experience, Goals/Interests, Vocational Education, Youth in College and Youth in Scholarship program, literacy, post secondary education, emancipation support 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _______and Date: __________

6. EMOTIONAL/PSYCHOLOGICAL 

Discuss the significant mental health and/or behavior management issues involving the youth, including psychological, psychiatric or substance abuse matters. Are individuals, children, and families unhappy, anxious, and/or depressed? Is anyone struggling with mental illness or emotional difficulties? Are there psychological issues that obstruct them from desired activities and outcomes? Key Issues:  family history, current behavioral status, current psychological status, alcohol/drug abuse history and psychotropic medications.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials ________and Date: __________

7. EMPLOYMENT

Discuss employment issues for child(ren), adults in the family. Does the individual/family have competitive employment? Does the individual/family have health benefits? Is the individual/family working in a job that utilizes their strengths, talents, and creativity? Is it a job or a career? Are they earning a livable wage? Is additional training/education needed? Are additional supports necessary for successful employment? Is the individual working in an inclusive work setting? Key Issues: stability, advancement, and opportunities.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _______ and Date: __________

8. FAMILY/ATTACHMENT

Describe the youth’s current or planned family arrangement - Does the youth have regular contact with and support from family, extended family, and significant others? Do family members have the degree of access to each other that they desire? Have family members (as they are identified by the adult/child/parents) been included in the Wraparound Process in ways that are useful and comfortable? 

Key Issues:  Family Constellation, Extended Family, Family Relationships & contact, Significant Others, Relationship with Siblings, Permanency, Involvement in Plan

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials________ and Date: __________

9. FINANCIAL

Describe any financial concerns/needs. Does the individual/family have enough money coming in? Are there outstanding debts, commitments, restitution etc.? Are bankruptcy, poverty, or overspending concerns of those involved? Is support for effective, accurate budgeting needed? Are there, or should there be, savings for emergencies, retirement, or other potential costs? Key Issues:  financial stress, opportunities, stability.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials ________ and Date: __________

10. HEALTH

Discuss the physical and dental history and health status of the youth.  Are there any health or disability issues that impede the child, adult’s or family’s progress on their goals? Do they have access to appropriate medical care? Do family members have access to preventive services and supports that promote wellness? Key Issues:  Medication(s), Special Needs(s), Access to Medical/Dental Care, Immunizations, Well-Baby Care, Pregnancy and STD Prevention

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials ________ and Date: __________

11. IMMIGRATION/CITIZEN STATUS*

Discuss any issues related to citizen status, immigration.  What progress has there been in the process of becoming citizens, if the person/family wishes to pursue that goal? Are there barriers related to citizenship status that hamper them in achieving their vision of a better life? Have they adjusted to life in their new country, or is additional support needed? Would information relevant to these matters or advocacy help the people involved sort this out? Key Issues: acculturation, legal status, access, inclusion.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________At this time the youth/family does not have any needs in this area.  Initials________ 
and Date: __________


12. LEGAL 

Describe history of involvement of youth/family with law enforcement and/or the courts. Are there articles of probation or conditions of parole in place? Do plans reflect the importance of compliance with them? Are there outstanding warrants on anybody? Do those who need it have adequate legal representation? Will there be or has there been court involvement resulting in orders of the court? Is the individual/family facing likely or certain consequences? Are any restorative actions needed? Is there a need to restore or foster a better relationship with community members? Key Issues:  Current Legal Status, Adjudication, Probation, Parole, and Risks.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _______ and Date: __________

13. PHYSICAL NEEDS/LIVING SITUATION

Describe the living arrangement of the child/family. Is the residence of the individual, child and family adequate, affordable, safe, and convenient? Do they need any assistance to change or improve their housing circumstances? .  Key Issues:  Space, Privacy, Safety, Adult Supervision, Comfort, Local Resources, Food, Clothing, Furnishings and Transportation. If the youth is out of home, include transition plan issues.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials ________and Date: __________

14.  PERMANENT RELATIONSHIPS*- 

Are efforts underway to help children, adults and families make connections that will be durable over time and changing circumstances? Have paid, professional service providers and other CFT members arranged to replace formal service providers with natural, informal support people as needed? Have participants recognized aspects of the person’s situation that will endure over several years, many years, or permanently? If the child/youth is place out of the home or community, what has been done to ensure readiness of the family, neighborhood and community to ensure successful return? Key Issues: enduring sources of support, transitions, service dependency, social connectedness

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _______and Date: __________

15. PREGNANT AND PARENTING TEENS 

Identify the parenting/pregnant teen’s needs to successfully complete the pregnancy and/or to effectively raise and care for her/his children. Key issues: parenting education, childcare /childcare transportation; infant medical services; housing. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _______and Date: __________

16.   SAFETY

Describe personal safety concerns for each family member, along with others involved with them. What exactly is the risk posed to and/or by the individual/s involved? How will it be contained? Are family members, neighbors and other community members appropriately protected? Is there a need for technical assistance from specialists? What are the skills, insights, and understanding that the person will need to live a safe life? Is the individual/family being taught key skills? Inadvertently taught unpleasant or unsafe behaviors? Key issues: Immediate safety concerns/threats, longer range safety concerns/threats, nature and scope of safety concerns.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials_______ and Date: __________

17. SOCIAL/RECREATION

Describe the youth’s/family’s current or planned social and recreational patterns.  Does the individual/family have opportunities to participate in preferred activities? Does youth/family have friends and recreational activities?  Are they able to spend time with friends? Are they receiving support to make new friends/remain in touch with old friends and acquaintances? Key Issues:  Community Involvement/Integration, Self Esteem, Pro-Social Activities, Physical Fitness, Hobbies/Interests, Support Systems, Friends, Family Bonds.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _______and Date: __________

18. SPIRITUAL

Describe any spiritual traditions and interests important to the youth/family.  Does the individual, child/family have adequate opportunities to participate in their faith and activities that reflect and support it, where relevant? Do services and supports reflect the spirituality of those involved? Are CFT members knowledgeable about and respectful of the faith of the people involved in the Wraparound Process? Key Issues: Faith, Beliefs

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _______and Date: __________

19. TRANSPORTATION

Describe any concerns/needs regarding transportation, access. Is the individual/family able to get around? Get to work or school? Get to important appointments? Social and recreational activities? Are there any difficulties with the Department of Motor Vehicles? Key Issues: flexibility, access, autonomy.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

At this time the youth/family does not have any needs in this area.  Initials _______and Date: __________

* Life Domains described by Mary Grealish, WraparoundSolutions, and John Franz, et. al., Paperboat Consulting

XV.
Step Down Plan:

If the child is placed out of their home, what services and supports will be needed for the child to return home or to their home community or move to a less restrictive level of care?


HOME: 

________________________________________________





________________________________________________


SCHOOL:

________________________________________________





________________________________________________


COMMUNITY
________________________________________________





________________________________________________

· Please complete form and submit 12 copies to Cessel B.  Rouse at Five County Mental Health Authority at least 12 business days prior to the scheduled review.

______________________________



__________________

Individual Completing Form, Title




    Date

_________________________




__________________

Supervisor







    Date

_________________________




__________________

Agency







   Telephone Number

Confidential
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Appendix B

Name: ____________________________

Medical Record Number: _________________



