DCF  - 2255
December, 2007 (New)

CHAP

REFERRAL ASSESSMENT FORM

Press TAB to move from field to field
SIGNATURE APPROVAL BOX



Youth Information:

	Youth’s Name:         

	Person ID/Link#:                                      

	Youth’s Address:                                                                                                                                            
Street Address                                                                                                   City                                                           State and Zip Code
Phone:                                        Age:        Sex:                Social Security #:       -       -      
Race:                                        Legal Status:                                               
D.O.B.:      /     /     
Medical Insurance:                                                       Medical #:                                                          
Youth’s Attorney: Phone #:                                                               

	Please specify as to which CHAP program you are referring your youth:      

 FORMCHECKBOX 
   CHAP Employment  Career Track:                                      FORMCHECKBOX 
    CHAP Post-Secondary

	Preferred Case Management Provider :     
Does not guarantee that provider indicated will have availability


	DCF Worker Completing Form:                                                                Date:                         
DCF Regional Office:                                             Phone:                                             
DCF Supervisor:                                                     Phone:                                             



To facilitate admission in an orderly fashion that considers the rights and privileges of all persons and agencies involved, please fill out the following form completely.  Thank you.
1. Reason for Placement (Check all that apply):

 FORMCHECKBOX 
  Positive discharge from current placement

 FORMCHECKBOX 
  Close proximity to family or primary support

 FORMCHECKBOX 
  Negative discharge from current placement

 FORMCHECKBOX 
  Close proximity to secondary education

 FORMCHECKBOX 
  Needs to master independent living skills

 FORMCHECKBOX 
  No other placement available

 FORMCHECKBOX 
  Family unable to provide safe environment

 FORMCHECKBOX 
  Other: (explain) 

2. Behavioral Factors (Check call that apply):
Behavior or Risk Factor




Behavior or Risk Factor
Within         Past Year              



Within


Past Year
Prior 







Prior 

12 mos.                                                                      12 mos.      

 FORMCHECKBOX 

      FORMCHECKBOX 

Problem Solving Skills


 FORMCHECKBOX 

     FORMCHECKBOX 

Verbally Aggressive

 FORMCHECKBOX 

      FORMCHECKBOX 

Goal Oriented




 FORMCHECKBOX 

     FORMCHECKBOX 

Acting Out (Needs structure)

 FORMCHECKBOX 

      FORMCHECKBOX 

Money Management Skills


 FORMCHECKBOX 

     FORMCHECKBOX 

Domestic Violence

 FORMCHECKBOX 

      FORMCHECKBOX 

Managed Anger



 FORMCHECKBOX 

     FORMCHECKBOX 

Assaultive

 FORMCHECKBOX 

      FORMCHECKBOX 

Motivated




 FORMCHECKBOX 

     FORMCHECKBOX 

Physically Aggressive

 FORMCHECKBOX 

      FORMCHECKBOX 

Leadership Abilities



 FORMCHECKBOX 

     FORMCHECKBOX 

Threat to Community

 FORMCHECKBOX 

      FORMCHECKBOX 

Positive Role Model



 FORMCHECKBOX 

     FORMCHECKBOX 

Problem Sexual Behavior

 FORMCHECKBOX 

      FORMCHECKBOX 

Interacts well with others


 FORMCHECKBOX 

     FORMCHECKBOX 

Sexual Offender Behavior

 FORMCHECKBOX 

      FORMCHECKBOX 

Takes responsibility for actions

 FORMCHECKBOX 

     FORMCHECKBOX 

Suspension from School


 FORMCHECKBOX 

      FORMCHECKBOX 

Helpful





 FORMCHECKBOX 

     FORMCHECKBOX 

Disruptive Behavior at school
 FORMCHECKBOX 

      FORMCHECKBOX 

Cooperative




 FORMCHECKBOX 

     FORMCHECKBOX 

School Truancy

 FORMCHECKBOX 

      FORMCHECKBOX 

Organized




 FORMCHECKBOX 

     FORMCHECKBOX 

Gang Involvement

 FORMCHECKBOX 

      FORMCHECKBOX 

Resourceful




 FORMCHECKBOX 

     FORMCHECKBOX 

Physical Handicap

 FORMCHECKBOX 

      FORMCHECKBOX 

Responds Well to Directions


 FORMCHECKBOX 

     FORMCHECKBOX 

Mentally Retarded
 FORMCHECKBOX 

      FORMCHECKBOX 

Responds to Adult Limit Setting

 FORMCHECKBOX 

     FORMCHECKBOX 

Eating Disorder

 FORMCHECKBOX 

      FORMCHECKBOX 

Exhibits Adequate Life Skills


 FORMCHECKBOX 

     FORMCHECKBOX 

Depression/Withdrawn

 FORMCHECKBOX 

      FORMCHECKBOX 

Motivation toward school


 FORMCHECKBOX 

     FORMCHECKBOX 

Sleep Disturbance

 FORMCHECKBOX 

      FORMCHECKBOX 

Extracurricular Activities (hobbies, sports)
 FORMCHECKBOX 

     FORMCHECKBOX 

Encopresis/Enuresis

 FORMCHECKBOX 

      FORMCHECKBOX 

Good Hygiene




 FORMCHECKBOX 

     FORMCHECKBOX 

Non-compliance w/ medication

 FORMCHECKBOX 

      FORMCHECKBOX 

Responsible for Health Care Needs

 FORMCHECKBOX 

     FORMCHECKBOX 

Developmental Disability

 FORMCHECKBOX 

      FORMCHECKBOX 

Self-administering medication

 FORMCHECKBOX 

     FORMCHECKBOX 

Chaotic lifestyle

 FORMCHECKBOX 

      FORMCHECKBOX 

Uses Birth Control



 FORMCHECKBOX 

     FORMCHECKBOX 

Transience
 FORMCHECKBOX 

      FORMCHECKBOX 

CPR Certified




 FORMCHECKBOX 

     FORMCHECKBOX 

Fearful/Anxiety
 FORMCHECKBOX 

      FORMCHECKBOX 

First Aide Certified



 FORMCHECKBOX 

     FORMCHECKBOX 

Poor Peer Relations

 FORMCHECKBOX 

      FORMCHECKBOX 

Driver’s License



 FORMCHECKBOX 

     FORMCHECKBOX 

Attachment Disorders
 FORMCHECKBOX 

      FORMCHECKBOX 

Substance Use



 FORMCHECKBOX 

     FORMCHECKBOX 

Fire Setting

 FORMCHECKBOX 

      FORMCHECKBOX 

Suicidal Gesture/Ideation


 FORMCHECKBOX 

     FORMCHECKBOX 

Arrests
 FORMCHECKBOX 

      FORMCHECKBOX 

Suicidal Attempts



 FORMCHECKBOX 

     FORMCHECKBOX 

Victim of Neglect

 FORMCHECKBOX 

      FORMCHECKBOX 

Self-injurious behavior


 FORMCHECKBOX 

     FORMCHECKBOX 

Victim of Sexual Abuse

 FORMCHECKBOX 

      FORMCHECKBOX 

Additional behaviors:



 FORMCHECKBOX 

     FORMCHECKBOX 

Victim of Physical Abuse



                                         


                                         
	Areas of strength as seen by DCF Social Worker: 
     

	Areas of Need/Improvement as seen by DCF Social Worker:

     



3. Current Family Relationship Factors (check all that apply):

 FORMCHECKBOX 

Poor Boundaries

 FORMCHECKBOX 

Poor Parenting Skills

 FORMCHECKBOX 

Financially Supportive

 FORMCHECKBOX 

Unclear Household Rules
 FORMCHECKBOX 

Caretaker Substance Abuse
 FORMCHECKBOX 

Domestic Violence


 FORMCHECKBOX 

Poor Sibling Relations
 FORMCHECKBOX 

Problems w/ step-parent
 FORMCHECKBOX 

Caretaker Mental Illness

 FORMCHECKBOX 

Emotionally Supportive
 FORMCHECKBOX 

No Family Involvement
	What family friends and/or other adult supports does your youth have in place? 
	     


	Community Involvement:

	 FORMCHECKBOX 

Clubs/Organizations

 FORMCHECKBOX 

Volunteer
 FORMCHECKBOX 
 
Participates in Religious Activities


	 FORMCHECKBOX 

Paid Employment

 FORMCHECKBOX 

Mentoring
 FORMCHECKBOX 

Other (specify):     



4. Court Involvement 

	Please complete if youth is court involved or has a court history.
	 FORMCHECKBOX 
 Currently on Probation
	 FORMCHECKBOX 
 Probation Completed
	 FORMCHECKBOX 
  Not Applicable

	Probation Officer:  
	                          
	Phone #:
	     

	Reason for Court Involvement:                                                                                                                

	Criminal Charges, if any:                                                                                                                         

	Disposition:                                                                                                                                              


5.  Current Mental Health and Medical Information

	Psychiatric and/or psychological history and treatment:

	Is youth in therapy?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, where?                       

	Current Diagnosis:

                              
GAF:

     
I.Q.:

     

	Name and contact information of Therapist:   
     

	Purpose of Therapy: 
     

	Is youth currently prescribed medication?


 FORMCHECKBOX 

Yes 
 FORMCHECKBOX 

No


	If yes, please list: 
     

	Purpose of medication(s)? 
     



	Prescriber Name:

                       
Phone Number:

     

	Is youth pregnant?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

	If yes, what is expected delivery date?                                  

     /     /     

	Is youth a parent?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If yes, please complete:
Child(ren)’s Name:                                                                

DOB                              /     /              /     /     

	Is child(ren) living with parent? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


6. Education

	School:                                                                                                                  Grade:     

	Curriculum designation:  
 FORMCHECKBOX 
College
 FORMCHECKBOX 
Vocational
 FORMCHECKBOX 
Special Education

	If Special Education, please complete:

	Town of Nexus:                           Surrogate Parent:                                        Phone #:    -           -       

	Reason for Special Education Curriculum:

	 FORMCHECKBOX 
 Diagnosed learning disability (explain):                                                                                            

	 FORMCHECKBOX 
 Behavioral Issues (explain):                                                                                                               

	Post High School Education Plan:      

 FORMTEXT 
     

	Completed Life Skills Program:
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No


If yes, please specify program:                           


In the past 12 months youth has: (check all that apply)
 FORMCHECKBOX 
 Attended school regularly FORMCHECKBOX 
 Received Passing Grades
 FORMCHECKBOX 
 Been Suspended from school

 FORMCHECKBOX 
 Performed to potential
 FORMCHECKBOX 
 Been truant from school
 FORMCHECKBOX 
 Been expelled from school

 FORMCHECKBOX 
 Received poor grades
 FORMCHECKBOX 
 Been disruptive in school

7. Work Experience
	Currently Employed: 

	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	If yes, please complete the following:

	Name of Employer:                                               
	Hours Worked Weekly:      

	Previous Employment History  FORMCHECKBOX 
 Not Applicable

	Employer:

	                          
	Employed from:
	                        
To:                         

	Employer:

	                          
	Employed from:
	                        
To:                         
	                          
	Employed from:
	                        
To:                         

	Employer:

	                          
	Employed from:
	                        
To:                         
	                          
	Employed from:
	                        
To:                         


8.   Previous Placements (include hospitalizations) for the past five years:

Begin with the most current placement

	1.                                                                                                  From:    /   /    to: Present

	2.                                                                                                  From:    /   /    to     /   /   

	3.                                                                                                  From:    /   /    to:    /   /   

	4.                                                                                                  From:    /   /    to:    /   /   

	5.                                                                                                  From:    /   /    to:    /   /   

	6.                                                                                                  From:    /   /    to:    /   /   

	7.                                                                                                  From:    /   /    to:    /   /   


The Completed Referral Packet should contain all the documents listed below.  Please check all that are attached.  Incomplete packets will impede the processing of applications.
 FORMCHECKBOX 
 Youth Self Inventory

 FORMCHECKBOX 
 Most Recent Treatment Plan
 FORMCHECKBOX 
 Independent Living Plan

 FORMCHECKBOX 
 2 Letters of Recommendation
 FORMCHECKBOX 
 Initial Treatment Plan


 FORMCHECKBOX 
 Ansell-Casey Assessment
 FORMCHECKBOX 
 Latest Psych. Evals. (if not available, please explain below) 

 FORMCHECKBOX 
 Report Cards (last 2 years)
 FORMCHECKBOX 
 IEP’s (last 2 years)

NOTE:  For all youth transitioning from foster homes, PASS, SWET, TLAP or other traditional group home settings, please be sure to include the Ansell-Casey Progress Report with the Assessment. This document should be provided by the CLS provider or the program where the youth resided. 
	Please specify the reason(s) for not submitting a Complete Referral Packet:


     



The completed referral packet shall be submitted to the Social Work Supervisor and Program Supervisor for review and approval.  The approved packet shall be submitted to the CHAP Program liaison prior to the youth entering CHAP.
________________________	__________


Supervisor					Date


_____________________________  	__________  


Program Supervisor			    	Date
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