Summit County Family & Children First Council 

Funding Request for Community Based Services
Summit County Family & Children First Council 

Funding Request for Community Based Services 


	
	 Type of Request:
 FORMCHECKBOX 
  Initial

 FORMCHECKBOX 
  Follow Up/ Extension of Funding 
	Date(s) of Request:

 FORMCHECKBOX 
 Initial: ___________
 FORMCHECKBOX 
 Follow up (if applicable): _______
     

	Youth Information
	
	

	Last Name:
	First Name: 
	Middle Initial:


	Gender:    

      FORMCHECKBOX 
  Male

      FORMCHECKBOX 
  Female

      FORMCHECKBOX 
  Transgender 
	Race: (circle) 

     FORMCHECKBOX 
  Declined to Specify 

     FORMCHECKBOX 
  Native American Indian/Alaskan
     FORMCHECKBOX 
  Asia

     FORMCHECKBOX 
  Black or African American
     FORMCHECKBOX 
  Mixed Race

     FORMCHECKBOX 
  Native Hawaiian/Other Pacific Islander
     FORMCHECKBOX 
  Other
     FORMCHECKBOX 
  Unknown
     FORMCHECKBOX 
  White
     FORMCHECKBOX 
  Hispanic or Latino
	Date of Birth:

	Current Street Address:
	City
	State and Zip Code:


	Phone Number(s): 

	School District of Residence:


	School District & School Attending: 
	Grade:



	Behavioral Health Diagnosis: (if applicable):



	Referral Source Information
	
	

	Name:
	Agency Affiliation: 
	Contact Information: 
Phone:
Email:



	Parent/Guardian Consent Signed (required)
     FORMCHECKBOX 
  Yes – see attached 
      FORMCHECKBOX 
  No

	
	

	Parent / Guardian Information
	
	

	Youth is in the Legal Custody of:  
     FORMCHECKBOX 
  Adoptive Parent

     FORMCHECKBOX 
  Birth Parent

     FORMCHECKBOX 
  Children Services
     FORMCHECKBOX 
  Juvenile Court
     FORMCHECKBOX 
  Other Family (i.e. Grandparent, Aunt/Uncle,  

          Cousin, Sibling, etc.)

     FORMCHECKBOX 
  Other (please identify):
	Parent(s) / Guardian(s) Name(s):

1)

2)

	Address(es):  (street, city, state, zip)

1)

2)
	 Phone Number(s) #:

1)

2)
	Systems Involved with Youth:

 FORMCHECKBOX 
  Children Services
 FORMCHECKBOX 
  Mental Health

     FORMCHECKBOX 
  Psychiatric Hospitalization

     FORMCHECKBOX 
  Therapeutic Placement Facility   
 FORMCHECKBOX 
  Drug/Alcohol
 FORMCHECKBOX 
  Juvenile Court 

 FORMCHECKBOX 
  Developmental Disabilities
 FORMCHECKBOX 
  IEP/ETR or 504 Plan at School

 FORMCHECKBOX 
  Other:  (please identify)


	Reason(s) for Referral
	
	

	Service/Resource Requested:  
	Vendor/Provider of Requested Service/Resource:

	Total Cost of Requested  Service/Resource:  


	Start/End Date of Requested Service/Resource: 


	Explanation of Costs (i.e. unit rate, hourly rate, # of units needed, frequency of service/support, etc.)  
 

	CHILD/YOUTH PLAN OF CARE:
	
	

	Describe the concerns / unmet needs of the youth and/or family:


	Describe any interventions already tried and its level of success:


	Describe previous crisis events (if applicable), any anticipated crisis events and relevant triggers:



	Describe how the requested service/resource addresses the unmet needs of the youth and/or family: 



	Describe expected outcomes/changes resulting from this service/resource:


	Describe how will you measure and monitor success/know the service/resource is working: 


	Describe the plan for transitioning out of the service/resource: 


	List other funding streams explored/exhausted to support this service/resource: 


	What future sources of funding and/or natural supports may be tapped into to provide this service/resource



	If this is a follow up request to continue services/resources, explain what progress has been made and why an extension is needed, including updated plans to transition of out of the service/resource  




Signature of Person Completing this Form:  ____________________________________
Date:  ________________ 
Supervisor Signature:  _____________________________________________________   Date: ________________

FCFC Office Use Only
Referral Disposition:  

 FORMCHECKBOX 
  Inappropriate Request/Youth not eligible   

Date: __________________________________
 FORMCHECKBOX 
  Request Incomplete – waiting on information  

Date: __________________________________

 FORMCHECKBOX 
  Request Appropriate & Accepted


Date: __________________________________

 FORMCHECKBOX 
  Request Reviewed by SRC – there are follow up  

        questions, additional information is needed and/or

        in-person presentation is requested (see below)

Date: __________________________________

        NOTES/INFORMATION NEEDED: 


 FORMCHECKBOX 
  Request Reviewed & Approved by SRC 

Date: __________________________________
Agency/FCFC Signatures of Approval:
____________________________________
Summit County Juvenile Court SRC Representative

____________________________________
Summit County Children Services SRC Representative

____________________________________
Summit County Board of Developmental Disabilities SRC Representative

____________________________________
Summit County Alcohol, Drug Addiction & Mental Health Services Board SRC Representative

____________________________________
Akron Public Schools SRC Representative

____________________________________ 
Summit Educational Service Center SRC Representative

____________________________________ 
Summit County Family & Children First Director, SRC Chair
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