
Case Manager Assigned:      				Agency:      
Person Completing Referral (if different from above):      
[bookmark: _Hlk517431691][bookmark: Text25]Date Referral Completed:       				FAPT Date:      

	1. CHILD’S INFORMATION



[bookmark: Text26][bookmark: _GoBack][bookmark: Check1][bookmark: Check2]Child’s Name:       			Sex: |_| Male        |_| Female
[bookmark: Text27]Address:       
[bookmark: Text28]Social Security Number:       
[bookmark: Text29][bookmark: Text30][bookmark: Text31]Age:       		D.O.B:      		Race:        	Latino: |_|Yes   |_| No
[bookmark: Text32][bookmark: Text33]School:       			Grade:      
[bookmark: _Hlk524004248]IEP:   |_|Yes   |_| No			IEP Identified Disability:      

Current DSM-V Diagnosis:      

Current Medications: 
Frederick County CSA
Initial Referral Form

CSA Initial Referral Rev. 9/18		1
CSA Initial Referral Rev. 9/18		4
Name:					Dosage:			Purpose:
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




[bookmark: Text47]CANS completed:  |X|Yes   |_| No	Date entered into CANVAS:       

[bookmark: _Hlk524003866][bookmark: _Hlk524004095]Does youth have Medicaid? |X|Yes   |_| No	Medicaid #:      	MCO Name:      

Does youth have Private Insurance? |X|Yes   |_| No	Insurance Co Name:      
ID#:      

Is Child Adopted? |X|Yes   |_| No		If Yes, from where?      
Adoption Assistance Agreement? |X|Yes   |_| No

Is Child eligible for Title IV-E federal funds? |X|Yes   |_| No

	[bookmark: _Hlk522709165]2. BACKGROUND INFORMATION



Were Developmental Milestones met on time?      

Child’s History of Behaviors- include dates of occurrence:       

Circumstances that Led to this Referral- include behaviors within 30 days:       

	3. TREATMENT PLANNING



**TIP- To add rows to any chart, click anywhere in the chart, then hover your mouse just to the left of the chart in between rows.

Complete Chart Below to identify Child’s Strengths and Successes:


CANS Strengths (0’s & 1’s):		Impact of Strength in Child’s Life:
	
	

	
	

	
	

	
	

	
	



Complete Chart Below to Identify Treatment Goals:

CANS Need (2’s & 3’s):	Impact of Need in Child’s Life: 	Service(s) Being Requested
									to Address Needs:
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




Identify Long Term Goals for the Child:
     

Identify Short Term SMART Goals for the Child (Relate goals to the most Urgent Needs above):
1.      
2.      
3.      

	4. FAMILY INFORMATION



[bookmark: _Hlk522709944]Child’s Mother:       
Mother’s Address:       
Phone:       		E-Mail:       
SS#:       	D.O.B:      	Race:      
In Household: |_|Yes |_| No

Is Residential Stability a concern (If yes, Explain)?       

Employer:      		Employment Stability:      

Medicaid? |X|Yes   |_| No	Medicaid #:      		MCO Name:      

Private Insurance? |X|Yes   |_| No	Insurance Co Name:      
ID#:      

Child’s Father:       
Father’s Address:       
Phone:       		E-Mail:       
SS#:       	D.O.B:      	Race:      
In Household: |_|Yes |_| No

Is Residential Stability a concern (If yes, Explain)?       

Employer:      		Employment Stability:      

Medicaid? |X|Yes   |_| No	Medicaid #:      

Private Insurance? |X|Yes   |_| No	Insurance Co Name:      
ID#:      

Other Legal Guardian:       		(Relationship:      )
Address:       
Phone:       		E-Mail:	     
In Household: |_|Yes |_| No

Is Residential Stability a concern (If yes, Explain)?       

Employer:      		Employment Stability:      

Who has legal custody of Child(ren)?       

Who has physical custody of Child(ren)?       

Siblings/Other Household Members:

Name:				DOB:		Relationship to Child:		Concerns:
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




	5. CURRENT AND/OR PAST AGENCY INVOLVEMENT



DSS: 

Date(s) of Involvement:      

Reason for Involvement:      

[bookmark: Text34]Family Services Specialist Name:      
Phone:       		E-Mail:       

SCHOOL: 

Date(s) of Involvement:      

Reason for Involvement:      

Last school attended:      	Grade:      

Contact Name:      		Contact Position:      
Phone:       		E-Mail:       

NORTHWESTERN CSB: 

Date(s) of Involvement:      

Reason for Involvement:      

Case Manager Name:      
Phone:       		E-Mail:       

Mental Health Therapist Name:      
Phone:       		E-Mail:       

Psychiatrist Name:      
Phone:       		E-Mail:       

COURT: 

Date(s) of Involvement:      

Reason for Involvement:      

[bookmark: Text22]Past/Current charges:      

[bookmark: Text23]Future Court Date:      

[bookmark: Text24]Parent Criminal History:      

Probation Officer Name:      
Phone:       		E-Mail:       

PRIVATE PROVIDERS-Current & Past (add rows if needed):

Provider Name:	Dates of Service:	Reason for Involvement:	Reason for Termination:
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




LEGAL REPRESENTATION: 

Date(s) of Involvement:      

Reason for Involvement:      

GAL Name:      
Agency Name:      
Phone:       		E-Mail:       

	6. Other Income/Funding



Does anyone in the household receive the following benefits?

Social Security:  |_|Yes |_| No  |_| APPLIED	Who?      
Child Support:  |_|Yes |_| No	Which Parent:      	Amount:       
[bookmark: Check5][bookmark: Check6]Food Stamps (SNAP):  |_| Yes  |_| No
[bookmark: Check7][bookmark: Check8]TANF: |_| Current  |_| within last 24 months
[bookmark: Text3]Daycare Assistance:       
Natural/Family Assistance (What/Amount):       
