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APPLICATION FOR ADMISSION
General Information
	Application Date: ____________________
	Office Site: _________________________


  
	Referred by: (your name and agency)______________________________________________________
 

	Mailing Address:______________________________________________________________________
 

	Phone:____________________________ 
	Email Address:______________________________
 

	Fax:______________________________
	Emergency Phone:____________________________
 

	Date Placement is Needed:__________________________________
 

	Reason for Referral and Services Needed (Long term care, short term care, supported adoption, etc.):
____________________________________________________________________________________
____________________________________________________________________________________

	Reason(s) Referred Child/Youth Not Recommended to be Placed with Siblings? _______________________
____________________________________________________________________________________

	Current Permanency Goals and Anticipated Date:___________________________________________

	Next Permanency Planning Hearing Date:_________________________________________________

	Is the child being referred to any other agency for placement?         Yes  No

	 
FACE SHEET
Client's Name:________________________________________________________________________
                                         Last                                        First                                        Middle
	
Date of Birth:_______/_______/_______                      Place of Birth:_____________________________
 

	Race:_____________________________ 
	Sex:_________________________________
 



	Social Security #:__________________________     Medicaid #:_______________________________ 

	Description of child or recent photo:_____________________________________________________
__________________________________________________________________________________

	
Primary Language: __________________________________________________________________

Amount remaining in the child's clothing allotment:  $______________through__________________(date)


Placement History (beginning with current placement):

	Placement
	Relation to Client
	Dates 

	1._________________________________
	_________________________
	____________________

	2._________________________________
	_________________________
	____________________

	3._________________________________
	_________________________
	____________________

	4._________________________________
	_________________________
	____________________

	5._________________________________
	_________________________
	____________________

	6._________________________________
	_________________________
	____________________



Custodial Party
	____________________________________               _______________________________________
Name                                                                                Relationship to the client 

	___________________________________________________________________________________
Address 

	____________________________________               _______________________________________
Business/Cell Phone                                                                         Home Phone 

	____________________________________               _______________________________________
After-hours/Emergency Phone                                                        Email Address 

	To be contacted in the event of an emergency/crisis?  Yes/No; If no, please indicate:  ______________
___________________________________________________________________________________

	
Is the custodial party the primary emergency contact?  Yes  No 
If no, please indicate who the primary emergency contact is and their contact information:
__________________________________________________________________________________
__________________________________________________________________________________

Is it anticipated that the custodial party will have involvement in the client's treatment care (FAPT, FCRH, IEP meetings)?  Yes  No

Will the custodial party receive copies of client treatment reports?  Yes  No

	
 Client's Family

	Mother:___________________________                 Social Security #:___________________________ 

	Address:____________________________________________________________________________ 

	Phone:_________________   Education:__________________   Marital Status:__________________

	 

	Father:____________________________                Social Security #:___________________________ 

	Address:____________________________________________________________________________ 

	Phone:_________________  Education:___________________  Marital Status:__________________

	Is family currently receiving services?   Yes/ No    If yes, please identify provider:
_____________________________________________________________________________________ 
  
	Is it expected that the client will have regular contact with his/her family?  Please describe anticipated involvement including types and frequency. 

	 
	Mother     Yes/ No ___________________________________________________
 

	 
	Father       Yes/ No ___________________________________________________
 

	 
	Siblings     Yes/ No ___________________________________________________
 

	 
	Other Family Members     ___________________________________________________

Strengths/Needs of biological family:
_______________________________________________________________________________________
_______________________________________________________________________________________




	Client's Siblings:

	1.___________________________
	Location__________________
	Phone_________________

	2.___________________________
	Location__________________
	Phone_________________ 

	3.___________________________
	Location__________________
	Phone_________________ 

	4.___________________________
	Location__________________
	Phone_________________ 

	 

	Other Close Relatives: 

	1.___________________________
	Location__________________
	Phone_________________ 

	2.___________________________
	Location__________________
	Phone_________________ 

	3.___________________________
	Location__________________
	Phone_________________ 


Please describe the client's strengths and interests:___________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Behavioral Information
	Presenting Behavior Problems (in order of severity)

	1.________________________________________
 
	4.________________________________________

	2.________________________________________
 
	5.________________________________________

	3.________________________________________
	6.________________________________________


  
	Legal Involvement?  No  Yes
If Yes:
    On Probation?  No  Yes
    Case(s) Pending?  No  Yes
    Pending Court Date(s): _____________________________________________________________________
    Describe past or present criminal charges or convictions:
    ________________________________________________________________________________________
    ________________________________________________________________________________________

DSM Diagnosis:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Has a psychological evaluation been conducted within the past 2 years?    No/ Yes
If yes, name of provider and date of evaluation:_________________________________________________
Has the client ever exhibited dangerous or destructive behaviors to self or others?   No/ Yes  
If yes, please describe:
_____________________________________________________________________________________

	Has the client ever exhibited inappropriate sexual behavior?   No/ Yes    If yes, please describe:
_____________________________________________________________________________________

	Has the client ever exhibited emotional/psychological problems and needs?   No/ Yes  
If yes, please describe:
_____________________________________________________________________________________



	Is there a history of drug, alcohol, or tobacco use?   No/ Yes      If yes, please describe:
_____________________________________________________________________________________



School History
	Current School Attending:_____________________________          Grade level:________________

	How does the client do in school?:____________________________________________________

____________________________________________________________________________________

	Is the client currently receiving Special Education Services?    Yes/ No

	If yes, current label:__________________________  Date of last eligibility meeting:________________

	Is there a current IEP?   Yes/ No



Medical Information
Current Medications:_______________________________________________________________

_____________________________________________________________________________________

Please describe any current medical or health/nutritional problems (if any):
_____________________________________________________________________________________

Date of most recent Physical Exam:______________________________
Date of most recent Dental Check-Up:___________________________

Any Drug or Environmental Allergies?   Yes/ No      Specify:___________________________

_____________________________________________________________________________________

_________________________________________          _______________________
Family Services Specialist Signature                                                               Date
Revised:  3/27/17
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