TEACHING FAMILY HOMES OF UPPER MICHIGAN
GROUP HOME/FOSTER CARE YOUTH REFERRAL INFORMATION


PAID BY/BILLED TO  ___________________________________________________

DHS:    FORMCHECKBOX 
 delinquent
       FORMCHECKBOX 
 neglect/abuse    FORMCHECKBOX 
 reunification 
        4-E Eligible   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

 FORMCHECKBOX 
 Mental Health  FORMCHECKBOX 
 Court only         FORMCHECKBOX 
  Other: _______________________  

Date:________
  
Name of Youth:____________________________




Age:__       DOB:_________Gender:______ 
County:_______________



Referring Worker:_____________________ 
Phone # __________________________


Referring Agency:____________________
   
Fax #:  






Reasons For Referral:_________________________________________________________


      
________________________________________________________________________

______________________________________________________________________________

____________________________________________________________________



Current Placement:_________________________  
Date new placement is needed?: ________


Previous Placements: 

Date

 Name/type 


Location


Outcome

______________________________________________________________________________

______________________________________________________________________________ ______________________________________________________________________________

 FORMCHECKBOX 
Sexual Offender
 FORMCHECKBOX 
Sexual Abuse Victim       FORMCHECKBOX 
Suicide Attempt        FORMCHECKBOX 
Runaway    

 FORMCHECKBOX 
Suicide Threats
 FORMCHECKBOX 
Stealing/Lying
          FORMCHECKBOX 
Substance Abuse       FORMCHECKBOX 
Firesetting  

 FORMCHECKBOX 
Assaultive              
 FORMCHECKBOX 
Psychotropic Meds:________________________________________


 FORMCHECKBOX 
 Allegations against FP/staff: __________________________________________________


Commitment Date:_______


Next Court Hearing:________


 

Prior Known Offenses:          Date:

Location:

Outcome:

_______________________
___________
______________
_________________

_______________________
___________
______________
_________________

_______________________
___________
______________
_________________

Risk/Difficulty of Care Level:__________



Psychological History/Diagnosis/Services: __________________________________________
 

____________________________________________________________________________


____________________________________________________________________________


Last Psychological Assessment: __________________________

Preferred TFH Placement:_______________






   

Anticipated Length in Placement:____________________





   

Permanency Plan:











Anticipated Placement after TFH:









Education: 

Last School Attended:____________________________________________ Grade:____

 

Special Ed: No  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 Classification:_____
 FORMCHECKBOX 
 Disruptive   FORMCHECKBOX 
 Truant  FORMCHECKBOX 
 Susp/Expelled

Other: _____________________________________________________________________


___________________________________________________________________________


Family Psycho/Socio History: ___________________________________________________
    

____________________________________________________________________________


____________________________________________________________________________


____________________________________________________________________________


Family involved in treatment:                   Receptive- 
Resistant-
Obstructive 

Contact/Visitation Plan:_______________________________________________________


In regards to visitation, is the child able to receive parental care in the home?         Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If No, why: _______________________________________________________________


Termination of rights in process?   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no    FORMCHECKBOX 
 complete

Special areas to address/consider to meet youth’s needs: ____________________________________________________________________________


Information Requested by TFH: (Fax: psych report and/or USP)

Faxed needs list for:   FORMCHECKBOX 
  Delinquent  
 FORMCHECKBOX 
  Abuse/Neglect  
 FORMCHECKBOX 
  Mental Health/Court

 FORMCHECKBOX 
Exception for placement needed/requested (RTC, JJ to A/N, A/N to JJ)

Applicable Programs:

IR
CC
SB
LA
RTC

FC:  













Other:  













Referral Information Given to:  




Date:  





Signature of Person Taking Referral: ______________________________________________
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