LOGAN COUNTY 

FAMILY & CHILDREN FIRST COUNCIL
Child & Family Team
Referral and Funding Request
Checklist

	Family Name:
	     
	Date:
	     

	Facilitator (Lead Worker/Contact):
	     
	Agency:
	     


	Required documentation to open a case with FCFC for funding: 

(Must occur prior to funding being approved)

	 FORMCHECKBOX 

	Referral

	 FORMCHECKBOX 

	Minutes/Notes from Child & Family Team Meeting 
Within the last 30-days, where service needs and coordination of services were discussed, and includes verification that the parent/youth were present. 

	 FORMCHECKBOX 

	Exchange of information (good for 180-days – must be updated thereafter)

	 FORMCHECKBOX 

	PRC Eligibility Determination Form
(good for 180-days – must be updated thereafter)

	 FORMCHECKBOX 

	Logan County Cross System Screening Tool Score:     
(good for 180-days – must be updated thereafter) 

	 FORMCHECKBOX 

	Three levels of system involvement: (check which)

	
	 FORMCHECKBOX 
 IEP with this School:     
 FORMCHECKBOX 
 Children Services

 FORMCHECKBOX 
 Help Me Grow

 FORMCHECKBOX 
 MR/DD

 FORMCHECKBOX 
 Family Court (specialty docket):     
 FORMCHECKBOX 
 Mental Health (which agency):     
 FORMCHECKBOX 
 AoD Treatment (which agency):     
 FORMCHECKBOX 
 DJFS

 FORMCHECKBOX 
 Health District 
 FORMCHECKBOX 
 Other (describe):     



	Required documentation to request services/funding from FCFC: 

(Must have open case with FCFC with current paperwork – see above)

	 FORMCHECKBOX 

	Funding Request Form


LOGAN COUNTY FAMILY & CHILDREN FIRST COUNCIL
Child & Family Team 

REFERRAL

A.  REFERRAL INFORMATION
	Date of Referral:     
	Name of person making referral: 
	     

	
	      Agency/Relationship to Child:
	     

	
	Address:
	     

	
	Phone Number:
	     


B. CHILD/ YOUTH DEMOGRAPHICS
	1.  Last Name:
	     

 FORMTEXT 

	First Name:
	     
	Middle:
	     

	2.  DOB:
	
	3. Gender :
	 FORMCHECKBOX 
M       FORMCHECKBOX 
F
	4. Race/Ethnicity:      

	5.  Current Living with: 
	Name:
	     
	Relationship to Child:
	     

	6.  Who has custody of the Child:      
	Relationship to Child:
	     


	7. Siblings  
	8.  Child Current Address:

	Live With

(check)
	Name
	Age
	Gender (M/F)
	      


	 FORMCHECKBOX 


	Name: 

Name: 

Name:     
Name:     
Name:     
	
	     
	     

 FORMTEXT 

	    Parent address (if different):

	 FORMCHECKBOX 


	Name: 
	
	     
	     

 FORMTEXT 

	           

	 FORMCHECKBOX 


	Name: 
	
	     
	     

 FORMTEXT 

	9.  Child Phone:      

	 FORMCHECKBOX 


	Name: 
	
	     
	     

 FORMTEXT 

	     Parent Phone (if different):     

	 FORMCHECKBOX 


	Name: 
	
	     
	     

 FORMTEXT 

	

	 FORMCHECKBOX 


	Name: 
	
	     
	     

 FORMTEXT 

	10.  Are Parents Employed?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	 FORMCHECKBOX 


	Name: 
	
	     
	     

 FORMTEXT 

	     If Yes, where: 
	     

	 FORMCHECKBOX 


	Name: 
	
	     
	     

 FORMTEXT 

	           Work Phone: 
	     

	11.  School District of Residence:      
	School District of Attendance:      

	12.  Family Members & Close Friends to the Youth & Family

	Name 
	Relationship



	     
	     

	     
	     

	     
	     

	     
	     

	13.  Describe the family’s church affiliation:

	


C. CHILD & FAMILY TEAM INFORMATION
	1. Who is the FACILITATOR (lead worker/contact person) for the Child & Family Team?

	Name: 
	     
	Agency:
	     
	Phone:
	     

	2. Best time/method to meet/reach family?
	     

	3. Family’s preferred meeting place?
	     


	4. What agencies are currently involved with the family?  Please check all that apply:

	Name of Agency
	Contact Person

	 FORMCHECKBOX 
  Mental Health with this Agency:     
	     

	 FORMCHECKBOX 
  AoD Treatment with this Agency:      
	     

	 FORMCHECKBOX 
 LC MR/DD
	     

	 FORMCHECKBOX 
 LC Family Court with this program:      
	     

	 FORMCHECKBOX 
 School IEP at:      

	     

	 FORMCHECKBOX 
 LC DJFS


	     

	 FORMCHECKBOX 
 DYS
	     

	 FORMCHECKBOX 
 Health District
	     

	 FORMCHECKBOX 
 HMG/EI
	     

	 FORMCHECKBOX 
 LC CSB
	     

	 FORMCHECKBOX 
 Other:     
	     

	 FORMCHECKBOX 
 Other:     

	     

	 FORMCHECKBOX 
 Other:     
	     

	 FORMCHECKBOX 
 Other:     

	     


D. PRESENTING NEEDS
	1. Briefly describe the presenting problem or areas of need (include length of time the problem has been occurring):

	     

	2. Explain what community resources have been exhausted to ensure least restrictive service implementation:

	     

	3. Identify the end goal or mission of the family & agencies involved:

	     


	FCFC use only

	Date referral received
	     
	Person receiving referral:
	     

	Date Family Contacted w/outcome:
	     
	Outcome of referral:
	     

	Risk Assessment Score:
	     
	Did youth score any “3”(Emergency meeting to be held)
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No


AUTHORIZATION FOR EXCHANGE OF INFORMATION
_____________________               ___________________ is authorized to exchange the following (initialed) information

(Name of Agency Disclosing Information)

regarding ______________________________ _     _______   (DOB:       / _      /        )  with the Party/Parties (initialed)




(Name of Individual)

below in order to review the case of or acting on behalf of ____________    _________________________:









        (Name of Child or Adult)


Information Covered:




Parties Covered:


_____
Mental Health Evaluations/Diagnosis

_____
Logan Co. Family Court/Probation


_____
Psychological Test Reports


_____
Consolidated Care, Inc.

_____
Alcohol/Drug Assessment/Diagnosis

_____
Ben-El Child & Family Center

_____
Treatment Plan




_____
Logan Co. Board of MR/DD

_____
Medication Records



_____
Logan Co. Department of Job & Family Services

_____
Physical Examination/Diagnosis


_____
OSU Extension Services


_____
Attendance Summary



_____
Logan Co. Health District


_____
Urinalysis Report



_____
School _________________________________

_____
Progress Notes/Reports



_____
Logan Co. Educational Service Center


_____
Pregnancy Related Information


_____
Logan Co. Family & Children First Council/Cluster

_____
Discharge Summary



_____
Logan Co. Children’s Services


_____
Other (please specify) __________________
_____
Logan Co. Child Support



                                                                
_____
Champaign Residential Services, Inc.


                                                                
_____
Help Me Grow – Logan Co.


                                                                
_____
Logan Co. Metropolitan Housing Authority








_____
CORSP – Head Start








_____
Logan County Prosecutor








_____
Other  _________________________________








_____
Other  _________________________________

Such disclosure will be for the purpose of:   _______________________________________________________________

____________________________________________________________________________  ______________________
This authorization may be revoked or the duration changed at any time (except to the extent action has been taken in reliance on it) by providing written notice to the Agency authorized to disclose information and to ____________________________________   _______________.   If not previously revoked or changed, this authorization


  (Name of Agency Requesting Information)
will expire in 180 days from date of signature unless otherwise specified  ________________________________________.
  (Specify Date, Time Period, Event, or Condition)

Treatment, payment, enrollment, or eligibility for benefits may not be conditioned upon signing this authorization.

Agencies that receive information pursuant to this authorization may be entities not covered by federal or state privacy laws.  Thus, information disclosed pursuant to this authorization may be subject to re-disclosure and may no longer be protected by law, except that any information regarding an individual’s diagnosis or treatment for substance abuse may not be re-disclosed without the individual’s authorization or unless otherwise permitted by 42 CFR Part 2.  In any case, the Agency disclosing information cannot control the use of information once it has been disclosed.
__________________________________________________

_______________________________________

Signature of Individual




Date

Witness




   Date
__________________________________________________

_______________________________________

Signature of Personal Representative, if Applicable     
Date

Revocation (by individual)

   Date

_____________________________________________
____
Personal Representative’s Relationship to Individual

Date Individual received __    _____ ,  declined
_____   ___   a copy of this form.

PREVENTION, RETENTION AND CONTINGENCY PROGRAM (PRC) APPLICATION
Logan County Family & Children First Council

	     
	
	     

	Name of applicant (head of household)
	
	Name of child receiving services

	     
	
	     

	Social Security Number (head of household)
	
	Present Address 

	     
	
	     

	Telephone Number Where You Can Be Reached
	
	County of Residence

	

	Complete the following information for all household members:

	
	Name
	Relationship to applicant
	Source of Income*
	Amount of Resources or Monthly Income

	1.
	     
	     
	     
	$      

	2.
	     
	     
	     
	$      

	3.
	     
	     
	     
	$      

	4.
	     
	     
	     
	$      

	5.
	     
	     
	     
	$      

	6.
	     
	     
	     
	$      

	7.
	     
	     
	     
	$      

	8.
	     
	     
	     
	$      

	Total household income:
	$      

	*Source of income may include: employment, unemployment, worker’s compensation, pension, social security, child support, works first/TANF, Disability, other

	
	
	     

	Signature of Applicant (Head of household)
	Date


	FOR OFFICE USE ONLY

	Total Income:
	     
	200% of Fed Poverty Guidelines:
	     

	 FORMCHECKBOX 
 PRC Approved            FORMCHECKBOX 
 PRC Denied - Reason:
	     

	
	
	     

	Signature of Reviewer
	
	Date


Logan County Cross System Risk Screen Tool

	Family Name:
	     
	Date:
	     

	Facilitator (Lead Worker/Contact):
	     
	Agency:
	     


Current Youth Involvement (Last 30 days)

	( Family Court
	( IEP
	( SSI Benefits
	( Church/Youth Gp.

	( Children’s Services
	( Mac-a-Cheek
	( Health District (WIC, BCMH)
	( YMCA

	( Consolidated Care
	( GRADS Program
	( Head Start (CORSP)
	( Metro. Housing

	( Ben-El CFC
	( Probation/Parole
	( Help Me Grow
	( 

	( MR/DD
	( Psych/Hospitalization
	( Hi-Point Women’s Ctr.
	(

	( DJFS
	( Medicaid
	( BVR
	(


Known Presenting Risks to Child/Youth (in last 30-days unless specified):
	( Suicidal Ideation, Gestures,    

      Attempts (3 pts)


	( Violent Behaviors (toward  

 others, animals, property) 

   (3 pts)
	( Chargeable for Sex Offense 

     (3 pts)

	( Self Injurious Behavior (2 pts)


	( Hears voices/Sees things 

      (2 pts)
	( Fire Setting – Current or 

     History (2 pts)

	( Acute Family Crisis (2 pts)


	( Victimization: Physical, 

     Emotional or Sexual (2 pts)


	( Verbal/Written Threats to 

     Others (2 pts)

	( Runaway – Current or History 

     (2 pts)


	( Youth/Family’s Lack of Stable 

  residence/homelessness (2 pts)
	( Suspected Abuse in current 

    placement (2 pts)

	( Availability of Weapons (2 pts)


	( Parent w/Severe Chronic 

     Illness (2 pts)


	( Parent w/ Drug or Alcohol 

     Problem (2 pts)

	( Limited Development Capacity to maintain personal safety (2pts)

	( Sexual Acting Out/Impulsivity –

     Current or History (2 pts)
	( Parent w/ Chronic/Acute 

Mental Ill, Dev. Delay, MR (2 pts)

	( Aggressive Behaviors (toward 

   others, animals, property) (1 pt)


	( Drug/Alcohol Use (1 pt)
	( Lack of Caregiver Supervision

     and/or Monitoring (1 pt)

	( Resides in High Crime 

     Neighborhood (1 pt)


	( Negative Peer Involvement 

     and/or Gang activity (1 pt)
	( Anorexia/Bulimia (1pt)

	( Suspended, Expelled, Dropped 

     Out of School (1 pt)


	( Family Conflict (1 pt)
	( Truancy (1 pt)

	( Known/Suspected Criminal 

     Activity (1 pt)


	( Prejudicial Thinking/Ideation 

      (1 pt)
	( Limited Ability to Control Anger 

     (1 pt)

	( Unrestricted Internet Access 

     (1 pt)


	( Impulsive Behavior (1 pt)
	( Emotional/Educational 

     Disabilities (1 pt)

	( Depression – Current or History (1 pt)


	( Held Back/Behind in Grade 

     level (1 pt)
	( Difficulty Accepting     

     Supervision/Instruction (1 pt)

	( Youth with severe chronic illness (1 pt)


	( Youth with chronic/acute Mental Ill, Dev. Delay, MR (1 pt)


	( Other (describe):__________

____________________ (1 pt)




	Total Score:
	     
	Completed By:
	     

	Information Source:
	     
	Relation to Child/Youth:
	     


Risk Screen Interpretation

Score of:


Results in following action:

Any “3” point item

An Emergency Child & Family Team meeting will be held w/in 48 hrs.

Triage Representative will ensure a meeting occurs

18+



 FORMCHECKBOX 
 FCFC Facilitator is assigned (if openings are available) when informal 

case is requesting more support (3-system involvement required) or

 FORMCHECKBOX 
 Agency Facilitator will coordinate the child and family team.

12-17 INFORMAL CFT

Agency facilitator/ lead worker to facilitate a child & family team.  

1-11 INFORMATION & REFERRAL

Family will be linked up with existing services.  A CFT is not indicated.  Individual will take normal action per their agency to continue providing services for the child, youth, and/or family.

[image: image1.wmf]Logan County Family & Children First Council
1973 SR 47 W






                            
   Phone (937)592-7287

PO Box 710






                       

      Fax (937) 592-7001

Bellefontaine, OH 43311


                                   
        e-mail: logancountyfcfc@mrdd.co.logan.oh.us
www.logancountyfcfc.org 
Child & Family Teams

Funding Request Form

	Child Name:
	     
	Child DOB: 
	     

	Parent Name:
	     
	Date of Request:
	     

	Request Submitted by:
	     

	CFT Facilitator (Lead Worker/Contact Person):
	      
	Agency:
	     

	
	
	
	

	Identified unmet need by CFT (justification of need):

	     

	
	

	Description of Request (dates, times, costs, etc.):

	     

	
	

	List other services/Resources exhausted:

	     

	
	

	Who is the child/youth involved with:
	

	 FORMCHECKBOX 
 Family Court- name service/docket: 
	     
	 FORMCHECKBOX 
 MR/DD
	 FORMCHECKBOX 
 CSB 
	 FORMCHECKBOX 
 DJFS

	 FORMCHECKBOX 
 IEP- School Name:  
	     
	 FORMCHECKBOX 
Mental health services- agency name:
	     

	
	

	Estimated cost of Service:
	$     

	Vendor payment/purchase information (make check payable to): 

	
	Name:
	     

	
	Address:
	     

	
	Notes:
	     

	
	

	For FCFC Use Only

	Fund to be utilized:
	 FORMCHECKBOX 
LCAP          
	 FORMCHECKBOX 
 FAST  
	 FORMCHECKBOX 
ABC/GRF
	 FORMCHECKBOX 
SF Agreement
	 FORMCHECKBOX 
Other:
	     

	Payment/Processing Info:
	Requisition #:
	     
	Entered into Database by:
	     
	On:
	     

	Funding category:
	Service:
	Support:

	
	 FORMCHECKBOX 
 Family Coaching
	 FORMCHECKBOX 
 Transportation 
	 FORMCHECKBOX 
 Gas/Transport Voucher
	 FORMCHECKBOX 
 Family Support*

	
	 FORMCHECKBOX 
 Youth Mentoring
	 FORMCHECKBOX 
 Respite
	 FORMCHECKBOX 
 Emergency Assistance
	 FORMCHECKBOX 
      


*Family Support may include family/youth incentives/rewards, behavior modification supplies, etc.

WA Coordinator Approval:_______________________________
Date:_________

FCFC Director Approval:__________________________________Date:_________
Revised 7-20-07

