Summit County Family & Children First Council 

Service Coordination/WrapAround Referral
Summit County Family & Children First Council 

Service Coordination/WrapAround Referral

	
	
	Date of Referral:

	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
	Medicaid #:

	Date of Birth:
	Age:
	 

	Current Street Address:
	City
	State and Zip Code:


	Phone Number: 

	Medical Insurance Provider:

 
	Primary Care Physician:



	School District of Residence:


	School District & School Attending:
	Grade:



	Referral Source Information
	
	

	Name:
	Agency Affiliation, if any
	Contact Information: 
Phone:
Email:



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

	
	

	Parent / Guardian Information
	
	

	Caregiver 1 Name:
	Primary Caregiver?   

     FORMCHECKBOX 
  Yes 

      FORMCHECKBOX 
  No
	Legal Custodian?

     FORMCHECKBOX 
  Yes   

     FORMCHECKBOX 
  No

	Relationship to Youth:
     FORMCHECKBOX 
  Adoptive Parent

     FORMCHECKBOX 
  Birth Parent

     FORMCHECKBOX 
  Foster Parent

     FORMCHECKBOX 
  Live In Partner/Parent

     FORMCHECKBOX 
  Other Family (Grandparent, Aunt/Uncle, Cousin, Sibling)
     FORMCHECKBOX 
  Other (specify):
	Address:  (street, city, state, zip)
	Phone #:

	Caregiver 2 Name:
	Primary Caregiver?   

     FORMCHECKBOX 
  Yes   

     FORMCHECKBOX 
  No
	Legal Custodian?

     FORMCHECKBOX 
  Yes  
     FORMCHECKBOX 
  No

	Relationship to Youth:

     FORMCHECKBOX 
  Adoptive Parent

     FORMCHECKBOX 
  Birth Parent

     FORMCHECKBOX 
  Foster Parent

     FORMCHECKBOX 
  Live In Partner/Parent

     FORMCHECKBOX 
  Other Family (Grandparent, Aunt/Uncle, Cousin, Sibling)

     FORMCHECKBOX 
  Other (specify):

	Address:  (street, city, state, zip)
	Phone #:

	Reason(s) for Referral (check all that apply)
	
	

	 FORMCHECKBOX 
  The services and supports youth is receiving and/or will receive need coordinated and aligned.  A Family Team (comprised of service providers and natural family supports) is needed to develop a coordinated plan of care.
	 FORMCHECKBOX 
  The services and supports youth is receiving are coordinated and aligned, but complex needs remain unmet.  A Family Team (comprised of service providers and natural family supports) is needed to take a different approach as they develop a coordinated plan of care
	 FORMCHECKBOX 
  Youth is at risk of out-of-home placement


	REQUIRED:  Have you made a “Case Consultation” referral to the FCFC Service Review Collaborative or consulted with your agency SRC representative to discuss which type of referral might be most appropriate?
  ________No  ________ Yes (provide date and name of SRC rep consulted):     

	Briefly describe Concerns and Case History:



	Describe Desired Results from participation in this program: 



	List Current Mental Health Diagnosis:


	What services and supports have been utilized to date?

     FORMCHECKBOX 
  Intensive Home Based Treatment           FORMCHECKBOX 
   Respite
     FORMCHECKBOX 
  CPST/case management                        FORMCHECKBOX 
   Medication

     FORMCHECKBOX 
  Mental Health/ATOD Counseling            FORMCHECKBOX 
  Other (please identify):
     FORMCHECKBOX 
  Residential/In-Patient Treatment             FORMCHECKBOX 
  Other (please identify):         

	Other key information?


	Current System Involvement (within the last 30 days).  Check all that apply:

	 FORMCHECKBOX 
  Juvenile Court
         FORMCHECKBOX 
 Detention
         FORMCHECKBOX 
 Probation/Parole

Name of PO:  

	 FORMCHECKBOX 
  IEP/ETR or 504 Plan
      FORMCHECKBOX 
 Alternative School
      FORMCHECKBOX 
 Specialized Classroom 

Name of teacher/staff:


	 FORMCHECKBOX 
  Alcohol/Drug Tx

Name of Provider & staff contact:
	 FORMCHECKBOX 
 Financial   

     FORMCHECKBOX 
 Medicaid 

     FORMCHECKBOX 
 SSI

	 FORMCHECKBOX 
  Children Services
      FORMCHECKBOX 
 Referrals
      FORMCHECKBOX 
 Voluntary Plan

      FORMCHECKBOX 
 Protective Superv 

      FORMCHECKBOX 
 Custody

Name of caseworker:

	 FORMCHECKBOX 
  DD (Developmental 

        Disabilities)

Name of caseworker:


	 FORMCHECKBOX 
  Early Intervention 

        or Home Visiting

           (Birth – 3 years old)

Name of caseworker:


	 FORMCHECKBOX 
  Head Start/EHS 
Name of teacher/staff contact:

	 FORMCHECKBOX 
  Mental Health  Svs.

Names of CPST, Therapist, Psychiatrist (as applicable):


	 FORMCHECKBOX 
  Psych Hosp. (considered MH system) 
Name of Hospital and Dates of Hospitalization


	 FORMCHECKBOX 
  Health Dept.

Name of Sanitarian/staff:


	 FORMCHECKBOX 
  Other:

Name/Role/Contact Info:


Signature of Person Completing this Form:  _______________________________________  
Date:___________
Supervisor Signature:  ________________________________________________________
Date:___________

FCFC Office Use Only
Referral Disposition:  

 FORMCHECKBOX 
  Inappropriate Referral/Youth not eligible   

Date: __________________________________
 FORMCHECKBOX 
  Referral Incomplete – follow up needed 

Date: __________________________________

 FORMCHECKBOX 
  Referral Accepted and Placed onto Wait List
Date: __________________________________

 FORMCHECKBOX 
  Referral Accepted and Assigned 


Date: __________________________________

FCFC Director Signature:  _________________________________
Date:  ____________________
Created February, 2018

