
                                TEAM Referral Form

PLEASE PRINT

Date of Referral:___________________                       TEAM Number_____________   

PARENT/CARETAKER INFORMATION

Family Name:  ________________________________________________________________________

Street Address:_______________________________________________________________________

(No PO Box Numbers)

City, State, Zip:_______________________________________________________________________

Contact Number:________________________ Alternate Contact Number:________________________

FAMILY INFORMATION: (please provide the data you have available)
Referred Child(ren)

	Referred Child(ren)’s Name 
	Birth Date 
	Grade level
	Race
	Gender

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Adults living in the home and relationships to the child(ren)

	Name
	Relationship to Child

	
	

	
	

	
	

	
	

	
	

	
	


Other children living in the home 

	Child’s Name
	Age
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Reason for Referral: (check all that apply)
	Child Facing Out of Home Placement
	Child Exhibiting Behavior Issues at School
	Child Exhibiting Behavior Issues at Home
	Family Crisis/

Conflict
	Legal Charges Pending/Filed on the Child

	
	
	
	
	


Is the child/family situation  _____Chronic or ______a Crisis?  (Mark both if applicable)

Is the family aware that a referral has been made for FCFC Services?_____________

Current System Involvement: (check all that apply to referred children)
	
	Juvenile Court
	
	Special Education
	
	PCBDD

	
	Job & Family Services
	
	Alternative School
	
	Head Start/ EHS

	
	Children’s Services
	
	Medicaid Benefits
	
	Help Me Grow

	
	Mental Health Services
	
	Social Security Benefits
	
	Alternatives to Violence 

	
	Intensive home-based services (describe)


	
	Substance Abuse Program
	
	Other (Describe)


REFERRAL INFORMATION:

Your Name:__________________________________________________________________________

Name of Organization (if Applicable): ______________________________________________________

Contact Number:_______________________ Alternate Contact Number:_________________________

Is a Release of Information form included?    _____Yes     _____No

Questions?  Call (614) 989-9642 or (740) 474-7588 Ext 701
Office Use Only:

Date Referral Received: _________________________________________________


Referred to and Date:   TEAM____________    Agency ______________    Date _____________
 Accepted for Service Coordination. __________ TEAM Meeting date: ________________

If referred to another Community Resource, who: ________________________

Is Family Interested in obtaining a Parent Advocate?   Yes ______    No _______

Was Family notified of meeting Date? Yes ______    No _______

Family received TEAM Referral Packet:  Yes ______    No _______

TEAM member ______________________________________  Date __________________
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Brief Summary of Presenting Problems:

(Please include current diagnoses and medications, if known)






	KNOWN PRESENTING RISKS

	
	Suicidal Ideations, Gestures, Attempts
	
	Depression
	
	Youth Uses Drugs or Alcohol

	
	Self-Injurious Behavior


	
	Hears Voices/Sees Things
	
	Parent with Drug or Alcohol Problem

	
	Aggressive Behaviors Toward Others, Animals, Property, etc.
	
	Impulsive Behavior
	
	Parent with Severe Chronic Illness

	
	Fire Setting – current or history
	
	Eating Disorder
	
	Parent with Mental Illness or Developmental Delay 

	
	Victimization: Physical, Emotional, or Sexual
	
	Educational Disabilities
	
	Youth with Developmental Delay

	
	Sexual Acting Out – current or history
	
	Suspended, Expelled, or Dropped Out of School
	
	Lack of Caregiver Supervision

	
	Availability of Weapons
	
	Truancy


	
	Unrestricted Internet Access

	
	Runaway – current or history
	
	Currently Placed Out of Home
	
	Other (Please Specify)




DIAGNOSIS:_______________________________________________________________________________________________________________________________________________________________________________

MEDICATIONS:____________________________________________________________________________________________________________________________________________________________________________

IDENTIFIED GOALS AND OUTCOMES FROM TEAM MEETING:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
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