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Care Coordination
 REFERRAL FORM
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	Please email referral packet to Referrals@ChoicesTeam.org and include the following:
· Placement history printout from ICWIS
· Current services printout from ICWIS
· Reports from therapists (if available)
· Reports from Therapeutic Foster Care agencies (if available)
· Individualized Education Plan (IEP) (if available)
· Psychological testing reports (if available)
· Psychosexual assessment report (if available)
· Discharge summaries from hospitalizations (if available)




	Youth Name:

	[bookmark: Check67][bookmark: Check68]Gender:  |_| Male  |_|  Female

	DOB:
	SSN:

	[bookmark: Check69][bookmark: Check70]Medicaid:  |_| Yes   |_| No
	Medicaid #:

	[bookmark: Check71]Race:   |_|  African American
[bookmark: Check72]             |_|  Caucasian
[bookmark: Check73]             |_|  Multiracial
[bookmark: Check74]             |_|  Other
	[bookmark: Check75]Ethnicity:  |_|  Hispanic or Latino decent
[bookmark: Check76]                   |_|  Not Hispanic or Latino
                          descent


	DCS Region: |_|1   |_|2   |_|3   |_|4
                  |_|9   |_|10   |_|11   |_| Other
	County:

	Referring Worker:

	Phone:
Email:

	Supervisor:

	Phone:
Email:

	Parent:
Phone(s):
Address

	Current Caregiver:
Phone(s):
Address:

	Guardian ad Litem/CASA:
	Probation Officer:




	Permanency Plan:   |_|Reunification    |_|Adoption    |_| Guardianship    |_| APPLA
Comments:



	Next Court Date/Time:
	Next Team Meeting Date/ Time:




	Number of placements (i.e. parent’s home, TFC, RTC, etc.) in past 6 months  
|_| 1  |_| 2  |_| 3  |_| More than 3




Referral Information

Current Situation/Needs/Outcomes
	Specific steps to be taken by Care Coordinator within next 2 weeks
	




	Identified needs of youth

	|_| Sexually Maladaptive Behavior
|_| Adjudicated Sexually Maladaptive Behavior
|_|Runaway
|_|Medical Needs
|_| Other
Comments:



	Identified needs of family

	




	Goals for Cross System Care Coordination enrollment

	




	Strengths of youth and family

	






Current Providers and Services for youth and family
	Current living arrangements
	|_| RTC      |_| Group Home      
[bookmark: Check4][bookmark: Check5]|_| TFC Level |_| 4   |_| 3   |_| 2   |_| 1
|_| Non-Therapeutic Foster Care 
|_| Parent 
|_| Other (name of provider)____________________________________  
                 Relationship to youth_________________________________


	Therapist(s)

	


	Case Worker(s)

	

	Other

	



Student’s Education Information
	School:
	School System/Township:

	Grade:
	[bookmark: Check79][bookmark: Check80]Special Education:  |_| Yes   |_| No

	School Contact Person:
	Phone:

	Comments:


	
Mental Health and Medical Information
	Mental Health Diagnoses
	1.
2.
3.
4.	

	Name of Person Who Diagnosed
	


	Medication(s)
	


	Primary Physician
	


	Allergies
	

	
	






In making this referral, I agree to be available to the Care Coordinator to discuss the youth and their needs within 24 working hours, and agree to be available for a meeting with the youth, caregiver and care coordinator within 5business days of this Cross System Care Coordination enrollment.

	
	
	

	Signature
	
	Date
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