_______________ County Family & Children First Council

_____________________________

Referral for Service Coordination 

Child’s Name:_______________________________Birthdate:______________________

Current Address:_________________________________________________________

Legal Custodian:___________________________________________________

Address (if different from above):__________________________________________________________

Caseworker:______________________________________________________

Parents:  Mother:______________________
Father:_____________________

Address:_____________________________

_____________________


_______________________________

_____________________

Phone:______________________________

_____________________

Employer:____________________________

_____________________

Siblings:__________________         M/F
Age:___
Living with:__________


___________________
M/F
Age:___
Living with:__________


___________________
M/F
Age:___
Living with:__________


___________________         M/F
Age:___
Living with:__________

Other Adult in Home:___________________________________________________________

Child/Family Eligibility Status:

TANF:  Yes___  No___
Insurance:  Yes___  No___   IV-E:  Yes___  No___

SSDI:______________

SSI:___________________

Child Support:  Payee Mother/Father             Amt:_______________________

Medicaid Card:___________________________________________________

Non-behavioral health condition:  _____ developmental disability ____medical fragility





      _____ mental retardation   _____other: ___________

Family History: (List both Strengths and Concerns/Needs of the Family)_____________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Mental Health History:_______________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Drug/Alcohol History (Both child and family):________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Legal History:_____________________________________________________

________________________________________________________________

________________________________________________________________

Child’s/Family’s Specific Needs:_______________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Prior Placements (Including relatives):___________________________________

________________________________________________________________

________________________________________________________________

Schooling:

School Attending:_______________________Grade___________

Special Classes or IEP:_____________________________________________

________________________________________________________________

Behavior at School:_______________________________________________

________________________________________________________________

Juvenile Court Involvement:

Child on Probation?_____________________________________

Pending Hearings?________________________  Charges:_________________

Does the child understand the probation?_______________________________

Counseling Services:

  
Current:____________________________________________________


Previous:___________________________________________________

Medications (name, dosage, times taken):_______________________________

________________________________________________________________

________________________________________________________________

Prescribed by:________________________________________

Diagnosis:  


Axis__________________________________________________



Axis II:________________________________________________



Axis III:________________________________________________

Custody:

Child came into custody:_____________________________________________

Case Plan Goal:___________________________________________________

Case Plan Objectives:_______________________________________________

________________________________________________________________

________________________________________________________________

​​​​​​​​________________________________________________________________

________________________________________________________________

Visitation:________________________________________________________

________________________________________________________________

________________________________________________________________

Foster Placement (Name of Therapeutic Placement & Foster Parents)_______________

_______________________________________________________________________________________________________________________________________

Other:

  ___Adopted

___Adjudicated Delinquent


___Sex Offender

  ___Has borne a Child

___Fire Setter

___MR-DD

  ___Substance Abuse

___Self-Abusive

___Other________

Have there been prior FST meetings for the child?  Yes____  No____

If yes, how many and who was involved:________________________________

________________________________________________________________
Action Requested of Family & Children First Council (include cost if applicable):

________________________________________________________________

________________________________________________________________

______________________________________________________________________________________________________________________________________

________________________________________________________________

________________________________________________________________

Meeting Participants.  (If requests is going to full team meeting)

Because different agencies may be working with this family, we encourage their participation if relevant.

Check whom you will invite to the FST meeting:

_____  parents (and/or other family, guardians, specific: ____________________)

_____   school representative (school counselor, special education rep.,school liaison or other: ______________________________________)

_____
  other agency representative (_____________________________________)

Preferred meeting time:

______ 1:00 – 3:00 p.m.                             ________  3:30 – 5:30 p.m. 




RETURN FORM TO:


Dr. Diane Karther, Coordinator


Ashland Family and Children First Council


1605 County Rd. 1095


Ashland, OH 44805


FAX:   419-281-4988       PH:  419-281-1212

            Email:  dkarther@ashlandfcfc.org
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