Trumbull County Family Wraparound
Referral Form

	Family Name:
	Youth Name:
	Date:

	Youth’s DOB:
	Sex:
	Race:

	Biological Parents:
	Legal Custodian (If different):



	Address and Phone Number(s):


	Current Members of Household:

	Medicaid Provider:
	Insurance Provider:

	School:
	Current Grade and School Placement:



	Is there a current IEP? (Y/N):
	School Needs/Challenges:



	Mental Health Involvement: (Y/N):
	Agency:

	Diagnosis:
	Medications:


	Psychiatrist:
	Therapist:
	Case Manager:



	Psychiatric Hospitalizations in past year? (Y/N):

If yes, Dates and Locations of Hospitalizations:


	Current Emotional/Behavioral Needs:

	MR/DD Involvement? (Y/N):
	Date of Verification:

	Level of Impairment (mild, moderate, severe):
	MR/DD Services Received:



	Self-Care Skills:
	Service and Support Administrator (SSA):


	Drug/Alcohol Usage? (Y/N):

If yes, list substances:
	Current Drug/Alcohol Treatment? (Y/N):

	Agency:
	Therapist:



	JJC Involvement? (Y/N):
	Probation/Diversion Officer: 

	Offenses in past year? (Y/N):

If yes, list offenses and dates:
	Incarcerations in past year? (Y/N):

If yes, list dates:



	CSB Involvement? (Y/N):
	Case Worker/Department: 


	Reason for CSB Involvement:
	Was the child adopted? (Y/N):



	Reason for Wraparound Referral:



	Wraparound Facilitator:
	Agency:


