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CCFA REFERRAL FORM

Indicate Application Type:  FORMCHECKBOX 
 Medical Assessment/Health Check (0-18)
  FORMCHECKBOX 
 MPI (0-18)

 FORMCHECKBOX 
 Educational Assessment (5-18); (4 & under, if in early intervention) 

 FORMCHECKBOX 
 Psychological (4-18)   FORMCHECKBOX 
 Family Assessment (0-18)   FORMCHECKBOX 
 Relative Home Evaluation (0-18)   FORMCHECKBOX 
 Adolescent Assessment (14-18)  

Maltreatment (Check all that apply):  FORMCHECKBOX 
 Physical  FORMCHECKBOX 
 Neglect  FORMCHECKBOX 
 Sexual  FORMCHECKBOX 
 Emotional  FORMCHECKBOX 
 Other

	County Name
	County Code

	Child's Name
	Child's Case #:

	Parent's Name
	Parent's Phone#:

	Parent's Address

	DFCS CPS Case Manager:                                                                               Phone/Fax/Pager:

	DFCS Foster Care Case Manager:                                                                    Phone/Fax/Pager:

	DFCS Supervisor Name:                                                                                    Phone/Fax/Pager:

	CASA Name: Phone/Fax/Pager:


HOUSEHOLD MEMBERS

	Name
	DOB
	Relationship
	In

Home
	Out of

Home
	Phone #

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


CHILDREN REMOVED FROM HOME

	
	Name
	Gender
	Ethnicity
	DOB
	SSN#

	Child #1
	
	 FORMCHECKBOX 
Male   FORMCHECKBOX 
 Female
	
	
	

	Child #2
	
	 FORMCHECKBOX 
Male   FORMCHECKBOX 
 Female
	
	
	

	Child #3
	
	 FORMCHECKBOX 
Male   FORMCHECKBOX 
 Female
	
	
	

	Child #4
	
	 FORMCHECKBOX 
Male   FORMCHECKBOX 
 Female
	
	
	

	Child #5
	
	 FORMCHECKBOX 
Male   FORMCHECKBOX 
 Female
	
	
	

	Child #6
	
	 FORMCHECKBOX 
Male   FORMCHECKBOX 
 Female
	
	
	

	Child #7
	
	 FORMCHECKBOX 
Male   FORMCHECKBOX 
 Female
	
	
	

	Relationship To Case 
	Child's Current Placement
	Phone #
	Medicaid #

	Child #1
	
	
	
	

	Child #2
	
	
	
	

	Child #3
	
	
	
	

	Child #4
	
	
	
	

	Child# 5
	
	
	
	

	Child #6
	
	
	
	

	Child # 7
	
	
	
	


Child’s Name: __________________________________Date of Removal: ______________________

Current School: ________________________________________________________________________

School Address & Telephone #: _____________________________________________________________________________

_____________________________________________________________________________

Name of Child(s) Physician: ___________________________
Physician Phone# _________________ 

Physician Address______________________________________________________________________

Name of Child(s) Dentist: _____________________________
Dentist Phone# ____________________

Dentist Address_______________________________________________________________________

Reason Child Was Removed: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Comments/Additional Information: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Child’s Current Placement:
  FORMCHECKBOX 
 DFCS Foster Home    FORMCHECKBOX 
 Group / Institutional Placement 

 FORMCHECKBOX 
 Private Agency Foster Home __________________Contact/ Number: __________/_______________

Placement Address / Phone Number: _____________________________________________________________________________

Multidisciplinary Team Meeting and Family Team Meeting Form 1

Case Name: ____________________________________________________ Case # ________________

Individuals listed below should be invited to attend the MDT and/or FTM as indicated. Please note that participation is not limited to the individuals below. Any persons identified throughout the course of the CCFA who are appropriate to attend either or both meetings should also be invited.
	Name
	Relationship To Parent
	Address
	Phone #
	Type

MDT
FTM

	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 


	
	
	
	
	  FORMCHECKBOX 
          FORMCHECKBOX 



	Meeting
	Date / Time/ Location

	Family Team Meeting
	

	Multidisciplinary Team Meeting
	


Comments: _____________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

PRE-EVALUATION CHECKLIST FORM 1

Child's Name: ____________________ 

Case #: _________________

Pre-evaluation Checklist.  The case manager must provide pre-evaluation information within 24 hours of the provider’s acceptance of the referral.  The case manager must complete the actions on this checklist and provide to the vendor copies of any relevant reports/information from the case records. See Section II.A. (5).

 FORMCHECKBOX 


Referral Questions
Generate referral questions.  An individual or a team may generate referral questions.  Ideas for a referral question may be gathered from case managers, foster parents, biological family members, fictive kin, facility representatives, physician, teachers, etc.  Referral questions may be general or specific. (General: We are seeking a child’s cognitive ability level, current achievement level and an emotional profile.)  (Specific: Is this child mentally challenged? Does this child have dyslexia? Does this child have ADHD?) 

 FORMCHECKBOX 

Background Information

Provide background information.  The case manager, foster parent and/or facility representative must be available to the psychologist to provide background information and to complete developmental and behavioral questionnaires. If an adult who has limited knowledge of the child provides transportation, then it is the responsibility of the case manager and/or facility representative to set up an in-person or telephone appointment.  The purpose of this appointment is to provide the information within one week of the evaluation so the report can be completed in a timely manner. 

 FORMCHECKBOX 

Previous Reports
Provide copies of previous reports.  Copies of all prior psychological evaluations, psycho-educational reports and other relevant reports should be provided to the psychologist when the child is transported to the evaluation. It is the responsibility of the case manager to determine if the child has been receiving special education services or has been considered for special education services.  

 FORMCHECKBOX 

Medications
Provide information on medications.  Inform the psychologist if the child is on medication at the time of the evaluation. A list of all medications should be provided to the evaluator at the time of the evaluation.

 FORMCHECKBOX 

Other Factors or Disabilities

List any other factors that may assist the psychologist in conducting the psychological evaluation.  Some examples the case manager is responsible for considering during the pre-evaluation process include:

· Cultural or Language Issues

It is expected that the evaluator will be sensitive to cultural and language issues during the evaluation and when writing his/her report.

· Specialized Assessments

Children in placement often exhibit a wide range of problem behaviors at a rate higher than the general clinical population. These behaviors may require further specialized assessments.  These assessments are not included in the psychological or the CCFA.  If a specialized assessment is required, it is in addition to the psychological.  The county department’s approval is required, for billing purposes, before initiation of the specialized assessment.  

· Children Left Unaccompanied

Children/youth shall not be left in the office for an evaluation.  The CCFA provider must contact the case manager, facility representative or foster-parent immediately if the evaluation is discontinued or an emergency arises.  Many of these children have been traumatized by the changes in their lives and may not be able to focus. If it is determined that a valid assessment cannot be completed, it is the psychologist's responsibility to discontinue the session.

_________________________________
                         ___________________________
Signature of Case Manager Completing Checklist                                                       Date Completed

CCFA PROVIDER ACCEPTANCE/DECLINE FORM 
_______________County DFCS        Date of Referral: ______________________

Case Name: ___________________________________

DFCS Contact Name: _____________________________________________ 

Phone Number: ____________________

Email Address: ________________________________________

Fax Number: _____________________

Supervisor Name: ______________________________________

Phone Number: ___________________

Email Address: ________________________________________

Fax Number: _____________________

CCFA Provider:____________________________________________________

Please review the information provided on Form 1 and indicate your acceptance or non-acceptance of the referral by fax or e-mail within 24 hours of receipt to the DFCS contact indicated above. 

Date of Receipt: ______________________

Date of Response: _____________________

 FORMCHECKBOX 
 Referral Accepted

Referral Assigned To: (Name /License) _____________________________________ _____________________

Name





License

Phone: ________________ Fax: _________________

Email: ___________________________
 FORMCHECKBOX 
 Referral Not Accepted(Please indicate reason) 

_________________________________________________________

______________________________
___________________
____________

CCFA Provider Contact Name

       Signature

                  Date
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