
COMMON APPLICATION FOR RESIDENTIAL CARE
 

Provider referred to: 


            







Date:.
 

Provider contact person:. 

 

PART A:

 

ATTACHMENT CHECKLIST

 

Child's Full Name          CAPS ID#: .
 

(LAST)       (FIRST)       (MIDDLE)        (SOCIAL SEC. #)

(DATE OF BIRTH)              (SEX)            (RACE)

 

(TRIBAL ENROLLMENT #)                       (TRIBAL AFFILIATION)
 

Name and address of Agency making referral:  

 

Name and phone number of Agency representative:

 

 

Document (original/copies) Attached  Forthcoming  Not avail.  N/A

1.  Birth Verification
     Birth Certificate    ________  ___________  __________  ___

     Social Security      ________  ___________  __________  ___

     Tribal Enrollment    ________  ___________  __________  ___

 

2.  Legal Records

     DFS and Probation

     Dispositional orders _________  ___________  __________  __

     Custody Orders       _________  ___________  __________  __

     Pre Dispo. Repts     _________  ___________  __________  __

     Parental Agreement   _________  ___________  __________  __

 

3.  Educational

     Cumulative Record    _________  ___________  __________  __

     Immunization Rec.    _________  ___________  __________  __

     CST                  _________  ___________  __________  __

     IEP                  _________  ___________  __________  __

     General Education

       Transcripts        _________  ___________  __________  __

       Immunization       _________  ___________  __________  __

       Attendance         _________  ___________  __________  __

     Special Education

       ED Diagnosis       _________  ___________  __________  __

       Psychological      _________  ___________  __________  __

       CST                _________  ___________  __________  __

       IEP                _________  ___________  __________  __

 

4.  Physical Health/Disabilities

     Physical Exam

     EPSDT/Well Child     _________  ___________  __________  __

     Immunization Rec

     (unless w/ sch.)     _________  ___________  __________  __

     Vision Records       _________  ___________  __________  __

     Dental Records       _________  ___________  __________  __

     Nutrition            _________  ___________  __________  __

5.  Mental Health Reports

     Treatment Hist.      _________  ___________  __________  __

     Psychological        _________  ___________  __________  __

     Psychiatric          _________  ___________  __________  __

     Certif. of Need      _________  ___________  __________  __

     UR Certification     _________  ___________  __________  __

     Sex Offender Eval    _________  ___________  __________  __

 

6.  Other

     IV-E Eligibility     _________  ___________  __________  __

     Psyc/Soc. Hist.      _________  ___________  __________  __

     Rpt to the Court     _________  ___________  __________  __

     Discharge Summary    _________  ___________  __________  __

     SNAP plan            _________  ___________  __________  __

     Medicaid Card        _________  ___________  __________  __

     Insurance Info       _________  ___________  __________  __

     Signed Release       _________  ___________  __________  __

 

7.  Additional Information:

 

PART B:

COMMON APPLICATION FOR RESIDENTIAL CARE (SHELTER CARE THERAPEUTIC FOSTER CARE, ALL GROUP HOME CARE, RESIDENTIAL TREATMENT).

 

Identifying Information:

Child's Full Name      CAPS ID#: .
 

 

(LAST)    (FIRST)   (MIDDLE)

 

 

(HEIGHT)   (WEIGHT)    (RELIGIOUS PREFERENCE)

 

 

(EYE COLOR)    (HAIR COLOR)   (IDENTIFY CHARACTERISTICS/SCARS)
 

Child's current location and placement: 

Agency and County of financial responsibility:

 

I.  Referring Information:

1.  Briefly describe your impression of this child including present problems:

2.  Briefly describe the child's strengths:

 

3.  What length of time do you anticipate will this child be receiving services  

    on this level of care:

4.  Discharge Plan:

 

II: Custody Status:

     Who has custody of this child?

         Mother    

         Father    

         Guardian 

         DFS        

 

     Have parental rights been terminated?

         Mother    

         Father    

     Will the family participate in therapy?

 

     Can this child return home?   Permanently 

                                   for visits   

                                   not at all   

                                   unknown       

 

	 


PARENTS/GUARDIANS/SIBLINGS/OTHERS

	 

RELATIONSHIP
	 


NAME
	 


ADDRESS
	 


PHONE #
	 


CAPS ID #

	 


MOTHER
	 

 
	 

 
	 

 
	 

 

	 


FATHER
	 

 
	 

 
	 

 
	 

 


 

 

III. Education

      Highest grade completed:   .      

Currently enrolled?   

      District of Residency:     .      

District of current Enrollment: 

      Educational Needs:

           Regular Classroom:

           Full Special Education:

           Part time Special Education:

           Day Treatment: 

           Other:

 

      Does this child have a surrogate            

      If yes, provide name, address and phone number.

 

IV. Juvenile Justice History:

      Does this child have a history of involvement with the juvenile justice system?

 

 

      If yes:  Number of referrals to Juvenile Probation:

               Number and type of adjudications: 

 

               Offenses: 

 

               Present Status:  

 

V.  Special Needs, Behaviors, and Programs:   

 

      Is child danger to self                      

      Has this youth had  a) Suicidal gesture      


b) Suicidal attempts     


   

      Suicide Risk Assessment                      

      Other:  Explain>>>>

 

      Is child danger to others                    

      If yes, explain>>>>>

 

      Number of runaways from home: .

    from placements:  .
 

      History of fire setting                      

      History of cruelty to animals                

      History of explosive behaviors               

      Has this child been sexually abused          

      If yes, briefly explain: 

 

      Is this child a sex offender                

      If yes, what is the risk to re-offend   High Moderate Low

      Explain sexual offense history

 

      Special Needs Program:    

      Maternity                                    Yes/No

      Independent Living                           Yes/No

      Other                                        Yes/No

      If other, explain

VI.  Placement History:

     Has this child been placed away from home before? Yes If yes, how many times? 5 

     Placement History:  (end with the most current)

 

This section is designed to reflect disruptions or changes in the child's living situation.  Include all agency out of home placements, independent placements, adoptive placements and breakdowns.  If the information is available in the social history, make that notation.  You do not have to complete this section if the information is available on another document.  Make the notation that the document is attached.

 

     Name Provider/relative/other from/to reason for termination

 

 

 

 

VII.  Substance Abuse:

      Does child have substance abuse history?    If yes, indicate type and degree:

 

 

 

      Has child received chemical dependency treatment 

        If yes, what kind    Inpatient:   Outpatient/community based: .  

        Current Status: .
 

VIII. Abuse/Neglect History:              

      Does child have a history with DFS?

      Does child have a history of abuse/neglect 

      Does child have a Guardian ad Litem?       

 

IV.   Physical Health/Disabilities: 

      Does this child have a diagnosed or suspected health

      condition or disability:                           Y/N/U

      Describe the condition/disability and treatment required:

      Does the disability fir the definition of Developmental

      Disabilities as defined by MCA                     Y/N/U/NA

      Is the child currently receiving DD Services       Y/N

      If yes, describe the service and provide the name and

      address of the provider:

      Does the child receive any medications for this condition/

      disability?                                        Y/N/U

      If yes, specify drug, dosage, length of time on medication.

      Name, address and phone # of prescribing physician:

      Does child/youth receive SSI?                      Y/N/U

      If yes, Amount:

              Payee:

                      (Name)                    (Address)

      Does this child require physical therapy for this

      disability/condition?                              Y/N/U

      If yes, specify type, frequency, and providers name

      and address:

      Specify any additional information which is pertinent to

      the physical condition/disability of this child:

X.   Mental Health/Disabilities: 

      Does this child have mental health needs which require

      treatment?                                        

      If yes, date of most recent psychological or psychiatric

      evaluation:   

      DSM III-R Diagnosis:

 

 

 

 

      Have medications been prescribed:                 

      If yes, Specify Drug, Dosage, length of time on medication:

 

      Name of prescribing physician(s) and phone numbers:

 

XI:  Other:

      Please provide additional information you feel is pertinent:

 

 

 

 

 

 

 

__________________________________ 


      _________________
 

Signature of Agency Representative              
Date


CONSENT TO RELEASE INFORMATION
 

I/WE, __________________________  parent(s) or Guardian(s) of ________________________ give my/our permission to the following:

 

(NAME)                            (ADDRESS)

 

 

 

 

to release to the following:

 

(NAME)                            (ADDRESS)

 

 

 

 

all medical, dental, psychiatric, psychological, educational, evaluations and/or other reports pertaining to my/our child.  I/We understand this information will be used by the receiving agency for the purpose of case planning, treatment and/or________________________

 

 

I/We understand the information will be held confidential by the receiving agency except for the above stated purposes.  This consent expires upon release of the information to the receiving agency or six months from this date.

 

 

___________________________________________   ___________________________________________

Parent/Guardian                  


Date

 

 

___________________________________________   ___________________________________________

Parent/Guardian                  


Date

 

 

___________________________________________   ___________________________________________

Witness
                  


Date

