YOUTH RECORDS FACE SHEET

SECTION I: CHILD INFORMATION

la. Child’s Name:

(Last) (First) (m.i.) 6. Program:
2. Permanent Address: 7. Youth#
8. Hair color:
3. Date of Birth: / / 9. Eye Color:
(mm) (dd) (yyyy) 10. Race:
11. Referring Worker:
4. Placement Date:  / / 12. Referring County:
(mm) (dd) (yyyy) 13. DHS Case #:
14. Court Case #:
5. Social Security Number: 15. MiSACWIS ID#:
SECTION II: OTHER CHILD INFORMATION
16. Funding Source: 25. Diagnosis:
17. Prior Placement: 26. Medical ID #:
18. Gender: 27. Other Ins. #:
19. Weight: Height: 28. Ins. Policy #:
20. Identifying marks 29. Primary Language:
21. Current School Status: 30. Permanency Plan:
22. Last School Attended: 31. Employment Status:
23. Last Completed Grade: 32. Last Living Arrangements:
24. Religious Preference:
SECTION III: LEGAL STATUS:
33. Legal Parental Custody/Guardian:
34. Street Address: City: | State:  Zip
35. Court Status: E-mail Address:
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36. Date of Court commitment/referral:

37. Last Court Hearing:

38. Offense History: Case Classification:

SECTION IV: PARENT INFORMATION

39. Biological Father: 55. Biological Mother:
(last)  (first) (m.1.) (last)  (first) (m.i.)
40. Address: 56. Address:
(st/p.0) (city) (state) (zip) (st/p.o) (city) (state) (zip)
41. Phone: (h) (w) 57. Phone: (h) (w)
E-mail Address: E-mail Address:
42. DOB: Age: 58. DOB: Age:
(mm) (dd) (yyyy) (mm) (dd) (yyyy)
43. Marital Status: 59. Marital Status:
44. Marriage Date: | 60. Marriage Date:
45. Divorce Date: 61. Divorce Date:
46. Race: 62. Race:
47. Religious Preference: 63. Religious Preference
48. Education: 64. Education:
49. Occupation: 65. Occupation:
50. Soc. Sec. Number: 66. Soc. Sec. Number:
51. Military/Veteran Status: 67. Military/Veteran Status:
52. Criminal History: 68. Criminal History:
53. Deceased: D Yes D No 69. Deceased:DYes I:INO
54. Income: 70. Income:
@ $<10,005J $40,001:$50,000 E $<10,00£) $40,001:$50,000
$10,001-$20,000 $50,001-860,000 $10,001-$20,000 $50,001-$60,000
[ s30001-540000 $75001-100000 ] 530001840000 $75001.510000
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Significant Others:

71. Name: 77. Name:

(last) (first) (mi) (last) (first) (mi)
72. Relationship to youth: 78. Relationship to youth:
73. Current Address: 79. Current Address:
74. Phone: (h) (w) 80. Phone: (h) (w)
75. DOB: Age: 81. DOB: Age:
76. Occupation: 82 .Occupation:

SECTION V: SIBLING INFORMATION

83. Name Gender | Age Relationship
(last/first) to youth

Current Living
Situation

Address Phone #

SECTION VI: INTERESTED RELATIVES/OTHERS (those who have role in case)

84. Name Relationship
(last/first)

Address Phone Authorized
Number Contact?
(Yes/no)

Y:\FORM S\intake forms\Youth Record Face Sheet.doc

6/25/2014




85-a. Current Family Medical Needs [_|Yes [_|No

85-b. Current Family Social Needs [Tyes[ INo

85-c. Current Family Financial Needs [ TYes[ INo

85-d. Other Needs [_|Yes [ |No

SECTION VII: SUMMARY OF NEED FOR CARE
86. Youth Behavior Check List: [_]

87. Reason For Referral/Circumstances Leading to Need for Care:

88. Psychological History

SECTION VIII: TREATMENT HISTORY
89. Previous Assistance/Placements:

Services Name Location (city, state)

Dates (from-to)
/

/
/
/
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SECTION IX: PREPARATION FOR PLACEMENT

90. Brief description of youth’s preparation for placement:

91. Physical, Emotional and Psychological status of child at the time of placement: (healthy,
receptive to treatment, previous/current medications)

92. Clothing Needs L]

93. Planned School Placement: Name of School:

94. Date Informed School letter sent:

95. Date of Enrollment:

96. Education Needs:

Person Enrolling:

SECTION X: IMMEDIATE FOLLOW-UP NEEDED

YOUTH NEEDS:

| YES NO Last Physical Date:

Physician:

YES NO  Medication :

Physician:

YES NO Last Dental Date:

Dentist:

YES NO Immunization Record
YES NO  Medicaid Application

FAMILY NEEDS: (Explain)
YES NO  Medical/Psychological:
YES NO Social:

YES NO  Mental Health Services
YES NO  Clothing Allotment

YES NO Financial:

YES NO  Other:

Intake Worker:

Program Social Worker:

Date:

Date:
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INDIVIDUAL
SERVICE AGREEMENT
State of Michigan Department of Human Services

,TNSTF{.UC,TIO& 8: ¢  Local DHS office completes form.
o Gives.PART 1 to the Coniract Agency.
¢ Retains PART 2.In'the case record..

O Chlld Carxng Institution Services’

]:I Child Placing Agency Senvices, A
Has : Local DHS Office Nams. -

Name Contract Agency

Coniract Agency Address (number, sirest, city, siale, zip code).

Provider Numbsr

The Contract Agency Agrees “to provzde sanm:es, as specified in the Master Contract.and Sennca Agreement, for the child identified as:

Name of Child

Birth Date, | Case Number-

Spetific Services Included:.

Reqmred Reparis:

thereafter, Placermenit Shange-Reports, Termination Report, Other

The Contract Agnncy agrees to submit the foliowing child: specxﬁc reports. Iniifial Service Plan in'30 calendar days, Updated Service Plan’ evazy 80 day‘ I8

Date of Anticipated:-Next. Placement (if more than ten
months, this.agreement is fo be renegotiated and- Br
anew one signed before the end of the fenth month.) )

: Antlc_lpated Next Placement

The'Local Department of Human Services agrees tn'

1. Complywith thetepms of he Master Contractand Service Agreementand with the policies and praceduras ‘publishied in the Department's Services Manual.

2. Local Agency piacing the youth will be responsible for the following services:

3. Local Agency In the county where provider is.Jocated, will be responsible-for the foliowing services!.

|4 Provlsmn ofihe appmpnate paymﬂnt documems hased on the child'slegal status: .
anary funding is thraugh the individisal county payment process; @ DHS-626 will be provided by the local' DHS office if the child |

1 Courtwyrd
’ becomes:eligible for-federal funds.

D State Ward

.agency and thelocal DHS -office,

The Department of Human Services is. responsxble for payment 2’ DHS-626 wilt be prowded byfhe focal DHS office. .
i a child’s legal status changs$ during the term of this individual sefvice agreemerit, 2 new agresment must- e’ negcmated and s:gned by both the:

RE!MBURSEM;NT RATE

The Department agrees 'to pay-the Contract-Agency the estabiished per- -diem rate for the above service.

If the child'is placed n famlly foster cars, the Department furitier agrees fo pay fhe aige appropriate per diem rate for foster parem reimbursement; or
such othet anfiouint as may be atthorized by the Departmant subsequent jic) he sighing of. fihis'individual sérvice agresmerit..

REQUIRED DOCUNIENTATION:

Cantract Agency - The Coniract Agency agrees to retaln documentation to support.ali charges and expendltures and {0 immediately report changes;
to the :Department which may affect the payment, stafus of the chlld .Rocumentation of Agency prior approval far any nonscheduled payment S to be

maintained by:the Contract Adency.

+ Lotal Department Office - The Deparimeni agrees to subinit the mnow]ng docurmietation: Referral Material .as required In the Master Agreement..

Payrent Authonzanonlsulmg Documerit, Acknowledgment.of Recgipt and-approval of Initial Sepvice Plan-and Updated Service Plan, 2 Quarterly Report.
if providini

rimary family services

DHS Lacal-Ofiice Director or Designee Signature (If iwo offices invelved, bath signatures required) | Signature Date,

Contract Agency Director or Designee Signature

'{ Signature Date-

AUTHORITY:. Public Act 280,1938
COMPLETION: Required.
PENALTY: No paymentior services

Department of Human Services (DHS) will not discriminate against any individual or group-
because of race, sex, religion, age, national origit, color, height, wenght marital status, political |
beliefs or disability. if you need help with feading, wiiting, heanng, elc., under ihe Americans with

stabllmes Act, you are invited fo make Your needs knowntoa DHS office in your area, |
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RESIDENTIAL PLACEMENT EXCEPTION REQUEST
Michigan Departmerit of Human Services

Date Completed: ~ County:
ALL SECTIONS OF THIS FORM ARE MANDATORY.
Date of Inifial Residential Placement.

Ant:cnpated date for fhis placement requesk:
Ariticipated length of stay for this placemerif request:

CHECK the Type of Residential Placement Excepfion Request Being Made:.

NOTE; There should orily be more. ‘than one INITIAL residential axception fof a child it thé.child is discharged to a
commumty placerfierit fer 81 or more days:and the child retins fo residential;

Couniy Approval

£ Initial ’ , s Months | [ Placement Excee&s 75 miles
[ ewNorths . . [ 9 Months

‘CWFO Approval . e . L

[0 12 Moriths T 3" Beyond 12 Months-
IO Changs in Residential Placernent 1 Pre-Tem: BeginDate: . . ~ End Date:

1. CASE INFORMATION

1 Chlld's Name " ' T _ . — TDate of Bith

Legal Status

Federal Permanency Goal

| Date entsred care ‘ T [SWSSFAJLogid | Case Number

Total number of placements since the date entered care (not including tifs placement):

| Date MiTeam helt— Attach report.for this placement request | Date of mosi recsrit face-to-face contact with child

Were ‘Mf‘,r,eamfreconjlmendaﬂdns implerderited? I N6, explain:

[ Yes [ No

Il. CASE WORKER CONTACT INFORMATION

Supervising Agency

[_] DHS Direct a PAFC Provider: )

Name of DHS casewarker/DHS Monitor Contact Phone Number.{DHS Difect or PAFC) -| E-mal Address (DHS Direct or PAFC)
Supervisor Name (DHS Direct or PAFC) ‘Supervisor Contact Phone Number (DHS or Supervisor E-mail Address {DHS or PAFC)
. - |PAFC) :
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L LA SR

3%

Childis'Name Date of Birth SWSS FAJ Log ID

1L RESIDENTIAL PLACEMENT (Check'all that apply):,

] Pre-Ten Waiver

] Placement in 2 Residéntial Program Not Under Contract with DHS

1 Placement Qutside of the Cortracted Geographic Area,

] Placement Outside of the Contracted Bed Capacity
[ Plasément of an Abuse/Neglect Ward irito a Residential Foster Care = Juverile Justice Program
[ Placement of a Juvenile Justice Ward info-a Residential Foster Care:~Abuse/Neglect Program

11 Age. (Program Type Exception — Non Pre-Ten Wajver)

[T One-on-Ohe Supervisior ; Numbier of hours reguested, ’ Hourly rate-
Begin Date - End Date

“Type of Residential Fostér Care Facllity

Facility Name

Facllity Adéress

[ PerDlem’ Provider Number i Servics’Code’

18

1. 'List the.child’s diagnosis (Axts -V, DSM.IV TR), Currenit medications; and any PRN (as.nseded) medacatlon and:

frequencyof Use.. Attach currerit:copiesiof IEP, psycho[ogma{ tests/cognitive function’ assessment behavior treatment
plans, psychiatric reports, medication reviews, as applicable.

2, List each pIacement for the child and indicate why each placermient was not:successful and/or factors contiiblifing o

disruption of placerrent. Include services provided to prevent feplacemenis

. '-.3\'. List efforts to locate less restrlctave of other residential placement(s) lxs\ all rererrats includihg program name, persen

'conected date of referral and reason:for rejectlon

4, Listthe specific residential ireatment components to mest the child’s trestment needs at this facility.

5. Attach thé most recent-court order and Permanency Case Review.Form {DHS-643).

6. lIs afamily identified as the next placement, and what efforts are being made by this county fo assist the family'in
. participating with child's program?

PRE-TEN WAIVERS ONLY (reférerice DHS Policy, FOM 722-3). 80 day approvals

1, Provide 4 detailed description gf assisted care, Wraparound or otherinterventions that have been used tomaintain this |
child in the community.

DHS-398 (Rev. 7-12) Pravious edition obsolete. MS Word 2




Child's Name ' Date of Biith ~ |swssFaJLoglD

K

Provide the results of the fetal alcohd! spectrum discrder (FASD) pre-screening.

2.
~ Placementof children less than fen years.of age In resideritial or other irisfitutional setfings will not, be authorized for more
than three months. |
= This child’s treafrent needs must be reassessed every 90 days, including consideration of the most appropriateand least )
restrictive placement setting available to meet-the chiid’s freatment needs. The assessment must be documented in the
Updated Service Plam;. ’ ' ’
1+ Attach tie most retent Service Plan (SPIUSP) and, ifapplicable, fhie RISPIRUSP fo this fequest.

1, Piease describe in defail the chilts récent behaviors ghd progress "'in the program sincethe last request, that

" necessitates continued residential placement:: i .
5 Seclusion and festraint nunibers for last 3 months?
a  Attach the most recent:Service Plan (SP/USP) and the RISP/RUSP to.fhis request.

_DHS-388 -(Réu. 7-12) Previous edifion chsolete. M8 Word ' 3
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Child's Name Date of Bitth

BWSS FAJ Log.ID

IV, SIGNATURES REQUIRED FOR SUBMISSION

Foster Care/POS Monitor/idJ Waorker Name: | Foster Care/POS Monitor/JJd Worker Signature ' _ 5ate
| Supenisor Name | ;'Su_perﬁispr Signature Date )

DHS Monita:l‘ Supervisof Name (if-aﬁglicablé) ) Di-lS Monitor»Supervisor_(if-appli‘ca;blg) Sign,'akure | pate
_‘ ééétion Ménager Name(if applicable) Section l\j!a:nage; {if applicable) Signaturé‘ . ! 'Daﬁe
| District Mal-'ié_ge,c‘l:lame(if.apﬁlicable_)' T District Manager (f appioabie) Signatie

{Date

and subsequent revnews)

V. Urban Child Welrare Dxrector]County Dlrectnr Decision {Approval. requxred at aif ievels Initial, 3, 6,9,"12.month

[J Approved -

1 Approved with.the following conditions:.
1] Deriied due'to the follewing circumstances:

Urban Chlld‘Welfai‘e Di're'cto”rlNon'-Urb'an County Director Signature-

Date

V1, Burgat: of Chiid Welfare Field Gperatxons Director — Demswn. (Approval reqmred at jevels 12'month and-

. Subsequent.80 day reviews and Pre-Ten waivers.}

7] Approved

| Approved ‘with the fo]!owmg conditions:

[T} Denied dug 16 the following mrcumstances

Director, Bureau of Ehild Welfare Field Qperations ‘Signatdre.

Date.

Department of Human Services (DHS) il nof discriminate agalns’f any individual or groLip because of race, rehgion #ge, nafianal ongm, coloi; height;

etc,, under the Amencans with DlaBbl]ltIeS Act, you are invited fo make your needs known o & DHS office in yau, area.

1 weight, marital status sex, sexual ofientation, gender identity or expréssion, pofitical beliefs or disabifity.- lfyou need’ help withreading, wrifing; heanng.

¢c: Local DHS Directar | .
anate Agency (u apphcabln)
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TE&@HHN@ IFAMHLY HOMES OF UPPER MICHIGAN

T.QQQQII ver, Ore%Raad..tsuarquette, 1440855 « 908-248-KIDS (5437} - Fax; 905:240-5438°
v teachihgtamilyhomes.ong:

PLACEMENT AGREEMENT

The undersigned, beinig the Aoustp.d'ia,lfpai‘jcﬁt(;s} of the legal guardian(s) of

(Child’s Full Name) " (Dafe of Birth)

I/We'dgiee. and understarid that pIacement of friy/our child by the , _iha
Teachmg-Famly Group Home for treatment, care, and education isin the chlld’s bestintérest and
therefore, the followitig agreément is made: (orif: placemcnt is by the Coliit of Agency, pleaseattach
a copy. of the Court Order or Aa“reement with the custodlal pa.rent(s) or legal guardian which
authorizes the placement.

. I/Werecognize that proper care and education canmot be given to the child #f authority over him/her

is divided, and therefore I corisent 10 2bide filly by the difection ahd ju&vemant of the Family-
Teachers and Teaching-Family Home personnel in'whatever they feel is in the child’s best interest
50, lonc asthis Placemeirt Agreenerit s ifi effect.

Tt is further understood with Teaching-F amﬂy Homesof Uppar ‘Michigan that tunless this Placemerit
Agreerert is terminated as provided below; the child will notbe placed in any program other than
one achmmstered of approved by Teaching- Family Homes of Upper Michigan.

Teaching-Family Homes of Upper Michigan staff, have my/our full and free consent te sesk
sefvices, including hospital, ‘dertal, medical, psychiatric' and, surgical setvices ag may, ini the
judgement of a licensed physician, dentist, or psychiatrist, be advisable for the health and general.
welfare of the child, 1/We her eby reléasé Teachmcr-Famﬂy ‘Homss of Upper M1ch1gan and staff,
both Jomﬂy and severally from any and all liability, expressed or implied, which may result from
such services.




Placement . Agréement:
Page 2

1/We promise, to the best of mylour ability or authonzatlon, to pay expenses of hospital, medical,
psychxatric SUIOICZ.I and denta] care'givento the child; The.childis fsured: by the following haa]fh

Narme of Company

. Looation of Branch-Office
Cortract or Policy. Number or Medicaid Mimber_

Tthe a'bove toverage changcs atany time; T/we will immediately inform Teaching-Family Homes of

Upper: Miclngan

ThIS agreement is ini effectbegmmng . 200 until
itis detemlmed by Teachmg—Famﬂy Homes and placement agencythat care shall be terminated.
Termination will be based upon completion of individual treatrhent plans unless otherwise
recommended by Teaching-Family Homes of Upper Mzchman and placement agency.

Mother/Guardian B Date
FefheGuda D
Placement Agency Worker R | Date
Program Staff ' | Date

YAFORMS\intake forms\Placement Agreement.doc




TEn@HIlN@ FAM]DL\‘? HOMES OF UPPER MICHIGAN

1000, Silver Creek Reag £ « farauetts, M), 49855 « 806-248-KIDS {5487y~ Fax: 906-249-5438
yoww teachingfamilyhomes._org

“THACHING FAMILY HOMES OF UPPER MICHIGAN
Grotp Home Prograrmy

CONSENT TO YOUTH BARTICIPATION IN ACTIVITIES AND) PROGRAMS

The parents and/ox Jegal guardlans of. ail youth enrolled in the Teaching Farnily program are askedto give
permission or: the. youth to participate in all facets of the program, both at the homé and away from the
home:. The Teachmg Hoine ‘prograin is able to provide a wide range of activities which all youth can
participate 1n, and in all cases, these activities are'supervised by qualified aduilts..

Program outings may include Wwater. skiing, boaﬁﬁ'g{hdi‘sé‘b’aﬁk. riding, Hﬂ{hw_;g__, tiver candeing; switiming;
water sports; skating and skung

Qutside activities such a8 sports and employment, as ‘well as. various entertainment activities which
include blcyclmo skite boarding, roller skating, camiping,. cooking,. and going to ammsérnent parks; ate.
encouraged and conditional upon perfonnance in the Teaching Family program

General household. maintenance activities Would typically ‘include lawm: mowmg and using’ genera}
* household apphances ut°nsﬂs, and comnirion hotisshold devices such as ladders in maintenance and repair -

(i, cleaning- and repairing windows, gutfers, etc). A youthi may e required to Sperate. equipment as.
: part of vogational training:

The above lists are only examples’ of some of the activities often included in a Teaching Family prograim
in ‘which youth participate and.are not all inclusive. Pleasé sign the forin below °1V1n0 your permission
for the youth to participate ini all these activities.

e R TR T R R T PR LR PR PR TR

As the pei'son legally tesponsible for __,ayouth

' (Name of Youth) .
enrolled ‘in the Teaching Faxmly Progrant; 1 hereby give permlsswn for him/her to'participate in a]l facets
of the Teaching Famﬂy program, both at the home and- away from tlie home. I am aware that some of

these activities do contain elernents of risk even though all activities are proper ly superwsed by qualified
staff,

Le‘g‘al Guardian . | Date.

Progra:nﬁ”Staff - ‘ Date .

¥FORMS\intake forms\Consént fo Youth Participate. doc




TEACHING-FAMILY HOMES OF UPPER MICHIGAN
INFORMED CONSENT FORM

Wame.of Yé)ﬁth)

Youth whobecome candiddtes for the Teaching-Family Homes of: Upper Michigan program are
those who have been having serious problems i ‘their boms, school and community and are
being considered for long terin placement outside theit commutiities. The goal of Teaching-
Famﬂy Homies. of Upper Michigan s to offer 2 program that will hslp these youth learn fhc
social, academic, Self-care, pz:e—vocat:onal skills that will :Aid thera in getting along better with
their families, peers, and mergbers of the commumty

I understand that reasonablé precantions will be taken to keep any information collected about
my child corifidéntial and to prevent the use or disclosure of irifoiimation which would 1dent1fy
ay child or put my-child at.xisk. Tunderstand that niy child has-the nvht toInspect and to receive
copies of treatment records and to request an amendment if deeined, itlaccurate, TFH adheres the
Health Instirance Portablh’cy and Accountability Act (FIIPAA).

1 understand that my child will be partlclpanno in Teachmc-Famﬂy Homes of Upper Michigan
educational studies; T willingly give permission for my child to participate knowing that the
fnformiation’ conterning ny child hay be sed for sc:entxfic educational, téhabilitation of
instructional purposes: Identlﬁrmg information will not be used insuch. studies:

Research in the Teaching-Family Homes 'Group I-Iome program includes a collection of

~informatiét about the Behavior of Teaching-Family Homeés Group Home residents .qver such

wariables as social skills, vocational behaviors, ‘mainfénancs.. skﬁls school behavior, coutt’
‘contacts, efe.

T understand that my-child will be reparasem:mt7 Teaching Famﬂy Homes in activities 11’1volvmt7
the pubhc These activities may include--birt are not limited to--guest ¥isits, media gvents,

‘program tours, and testzmomals Efforts will be-made to safeguard youth conﬁdermahty and

sensitive 1ssues

1 agree that my- child mdy: partxc1pate i video, audic recor dmg, or pxctonal representat1ons made
durmcr his/her stay at the' Teachmc-Famﬂy Homes. These may include television, newspaper,.
brochures, Teaching Family Homes niedia and the agency website.

Yes ) Legal Guardian Initials

T understand; as indicated in my child’s treatment plan, that my child will likely be able fo, visit
with me. As a part of my child’s treatrhent plan, I will be expected to participate i my child’s
treatment through visitation. I understand that if T am unable to provide transportation for suoh

Updaied 11/18105° _




visits, that Teaching-Family Homes® staff will assist mé. T agtee tor acccpt responsibility for my
child during such periods that he/she is in my care.and agree to notify the program immediately
if any evidence of dxﬁiculw should appear. Forexample, 1f Iy youngster-runs away or becomes
_physmally abusive or is. arrested, I would agree to contact the staff” immediately to inform them
of such happenings. p

1 agree that the placmc agency, the, supervising, agericy” and fhe group home shall incut no
liability for any injury or harm sustained or caused by my child when he/she is.under my care

and supervision. My responﬂbzhﬁes for that care and superv:swn include such times as.

weskends, holidays, famity vacations and any other similar octasions that may oecéur during my
child’s remdence in the Teaching Family Homes Group Home:

1 understand that youth who' are placed in the Teaching-Family I—Iomes group home program

have ‘been having serious problems getfing alon<T with othiefs: Becduse -of a variety of life.
experiences; these youth have a higher risk of engaging in physically aggressive behaviors.

These behavmrs may include stealmg, ‘property ‘destriiction, physmal threats or attacks or
sexually acting out. Although the staff takes preventive measures, I understand that there is:

always the possibility that my child inay be. subjected to such aggression. T also imderstand:that
property that my child brings into the program miay be damaged or destioyed, and that Teaching
Family Hores will not be held respopsible for such damage.

Legz;i‘.Guandian: ] . -Witness:: -
. Youth:_ ' * nyifness::
Program Staff:
Date:

Updated 11/18/05



Appendix I

TEACHING FAMILY HOMES OF UPPER MICHIGAN

1000 lever Creek Road, Marquette, MI. 49855
906-249-5437

PRIVACY AND CONFIDENTIALITY

Youth Name T v . ‘DaI&OfBiItﬁ

Teachzncr Pamﬂy Homes of Upper Michigan (TFH) is commitfed to the privacy and confidentiality of protected health
informetion (PHI), as identified by the Health Insurznée Portability and Accountabﬂxty Actof 1996 (HIPAA), This
cominitment means that TREL =mployees and vélumteers wiII protect the confidentiality of PEX 1elated to the service of

_your chﬂd/famﬂy

‘Individualg feceiving services from TFH are erititled to specific privacy rights regarding their treatment ssrvxces Asa
recxplen‘c/consumer of TFI-I services, you need 0 be aware that all TFH consumers have the nght

¢ To have their privacy profected and their treatment records kept private, whether in written or

electronic form

¢ To have theirtreatment disclosed only with their onsent (outside of the TFE Notice of Informatioh
Practices).

e Tohave.this anthorization. revoked, to'theé extent that acfion has niot been taken, by submitfing &
written véguest;

T.understand thatthere are. linifts to confidentiality that‘ihclude e Tollowing:

L3 .Immedmie grave dangerto the ¢lent? or'to others (i for example one lias redsonto behevethatihe chent
is siricidal or homi cxdal)

*  Recentof ongoifig:child abtise or abuse: of a depéndent adult
« Diggaosis.of chseases or condmons suibject to miaridatory public health reporting

“Insuch cases, it istequired by law thatreports ’be madeto the necessary authorities, which may ‘include—but are not Timited
-to——pubhc ‘heaith ag agencies, the Depactment of Human Services, the client’s Jocal sowrt systein, ot Taw enforcement agencies.

"By signing below I acknow]edcre that I have been madé aware of my rights and limftations in regards to my privacy and

-confidentialityas a clientiand/or family. member with Teacliing-Family Homes of ‘Upper Michigan.

Signature (Legal Guardian) : Tt . ' Date
ASignnmrc(Yo_glh), : . i = Date
‘Witness (TFH) . Date

Updated 10/05/07




Teaching-Family Homes of Upper Michigan
Release-of Information Consent Form

1, ‘ , authorize Teaching Ramily Homes of Upper Michigan to

release, :and/or request. ‘information from the record of

d'\Tame of Client) ) DOB
to the folloWing dgency or person:

'Ngrge- 4 - Addwess Cliy T Staie - ZipCo‘de_'

() Acadeniio Testing Resiilfs () "Psychological Testing Results ’ () ntelligence. Testing Results

() "Behavior Brograms () Service Plans {) Vosational Testing Results

() Cese Notes () Summary Reports. (3. Medical Reports

{) Personality. Profiles {) Progress Reports Q Psycholoowal Reports.

{), Entire Record’ () Unugstricted two-Way communicatiofi () Other (specify)

The.above information will be wsed for the following purposes:’

(') Pfﬁnnmg Appropnaée Treatment or Progran, () Determiriing: Eligibili ity for! Beneﬁts or Program;:
{) Continuing Appropriate Treatmént or. Program. ( y Case Rewew .
) Updafing; Files () Other(specify)

I understand that my treatment is not conditioned oxf iy prowdmg authorization for this tequest, I nnderstand
that ] can examing or. .copy the ‘information being released. Tf{he information being released with result. dirsctly- of.
indirectly in Fefriuterdtion (payment) form a fhird party, I must rec=1ve a.statement in writing;

I understand that this. consent -autoratically explres fox: 13 year from date of sighature, or at fhie time. the client
completes freatment, Tunderstand that I way. refuse: {0 sign the authorizafion. Tunderstand -that I may revoke this
consent at any time by provzdmg Viritten ngtice: '

1 have been informed what information will b given, its"purposg, and who. will recsive the information: *I

understand thit clinical records containing information abouf substance’ abuse. and/or nformation about Serious
communicable diseases or infections (HIV/AIDS, Tubercilosis and Venerea] Disease) requite authonmng Iritials.

(Rec1p1=nts initials)..
Signature.of Clienf _ . e Date
Sighiaturé of ParénitGiardian __ . ) e Date-
Signature of Witness (if client i¢ unable to sign) o ___Daie
Signature of Person Informing Cliént of Righits _ Date

* Information disclosed pursuant this authorization ,ﬁay'b‘é, subject to re-disclosure By"che'recipi‘ent and no longer prdtected' by Federal
of State law:

C:\Users\Uen\Desktoplintake foms\7.doc8/20 .
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 Teaching-Family Homes of Upper Michigan
Release of Information Consent Form

I, __, authorize Teaching Family FHomes of Upper Michigairo

release and/or request information from the record of

o (Name of Client) DOB.
to the following agency-or person:

Name- - _ 0 Address: T Gy sae Zip Code-

() Academic Testing Results: () Psychologioal TestirigResults () Intelligence Testing Resulis

(). Behavior Prograing ‘{") Seryice Plans ' () Vocatipnal Testing Reults-

() CaseNotes () Summary Reports - () Medical Reports

¢} Persomality Profiles 1) Progress Reporfs () Psychological Reporfs

() Entireé Record ( 3. Unrestnctcd AWo-way, commitmication (), Other {specify)

The abové inforhatiofi will be used for thié following purposes:

{ ) Planmng Appropnate Treatment or Program ( ) Determining Eligibility for Baneﬁts or Program.
() Continving ‘Appropriate. Treatment .or Progiam ( ) Case Review'

() UpdatmO_ ‘Files . ‘ () Ofther (s_pec1fy) .

Tunderstatid that iy tréatment is'niot conditioried ¢f my providing | aiithorization. for this request: I understand
that T can examine Or copy the. information being released: I the' ‘information being released ‘with result directly of
indirectly i remuneratior (payment) forfa 2 third party; I'must receive 2 statement in writing.

1 understand {hat this consent automaucaliy expzres one year from, date of szgnature or at the tims the clent
completes treatment. T undexstand fhat T may refuse to sign the authorization. T understand that.1 may revoke this
consent at ahy “a_ne y P ovxdmcr Wﬁten notice..

i have, been Informed what information will be given, its purpose, and who will réceive the informiation. *]

nnderstand that. clinical records contammc information abouf substamee abuse and/or informafion dbout serious.

sommuhicable diseases -of mfectlons (HIV/AE)S Tubettilosis and, Verisres] Diseass) require anthorizing nitials.

QRec;pxents Tnitials).
Signature-of Client _~ i _ e e Da.te
Signatireof Parent/Guardian ... : o Date -
Slgnatm"e of Witness: (i clientis unable to-sign) . ‘ . ___Date.
Signature of PGLSOD Inforrnmc Clisntof nghts _ : — | .D,ate.

*Alnfcs'xinat_i'.on, disclosed pursuant this authorization may be subject to ré-disclosure by the recipient and no Jonger protected by Federal
or State law,.

C:\Users\TenfDeslitoplintake: Iorms\S d0c8/20
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Teaching-Family Homes of Upper Michigan
Release of Information Consent Form

L. . , authorize Teacking Family Homes of Upper Michigan to
release _ and/orrequest informatfion from the record of :
(Namg of Client) DOB
1o the following agéney of persons
Namé Address City. State ZipCode
() Atademic Testing Results, () Psychological Testing Results 0 -Intelﬁgen'ce‘ Testing Results
(" ). Behaviar Programs () Service Plang . D Vocational Testing Residts
() CaseNotes. ( ): Summary Reports ‘('f}. “Medical Reports
{): Personality ] Proﬁles ( ) Progress Reports () Psychological Reports
{) BnfireRecord - () Unrestricted two-way communication. () Other(specify).
“The above information will bewsed Jor the following pufposes: '
'S} Piénnfng Appropriate Tréatntent or Program () Determining Eligibility. for Benefits.or Program
() Continuitig:Appiopriate Tréattiiént or Program {) CaseRevigwi
{) Updating Files {) Other (specify)__

I" "und'erstand tha"c my t'reatment is: not condﬁlbneé on my prbvidiﬁg authori'zaﬁdn for this 'request I‘undef'stand
'mdxrecﬂy in remunerahon (payment) form. aﬂmd party I must receive a:statement in Wrmng

I understand that-this consent automatically expires one yéar from date of signafure, or at the time the client
completes freativienit, 1 -undéistand that T'may refuse to sign the authonzatlon I understand that T may revoke this
consent &t any time by providitig writien notice.

T'have been informed what information will be given, its purpose, and who will receive the. information. *I
umiderstand that chmcal records cofitaining information about substance abuse and/or inlonnatlon about; serious
commmucable diseases or infections (HIV/AIDS, Tuberculosis -and Venereal Dlsease) Tequire’ amhonzml, initials:

(Recipients mt;als) .
Signafure of Client 4 . _ ] _ Diite
Signature-of Parent/Guardian . 3 | _ - Date: -
Signature of Witness (if client is unablefo.sign) , " Date. .
Signature of Person Informing Clieﬁt of Rights____ | Date

# Information disclosed pursnant this authorization may be subj'edt to re-disclosuie-by thg.rec’ipient and fio longer protected By‘cherzi
or Statelaw.

Ci\Users\'Ian\Desktop\jmzke forms\9.doc8/20
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TEACHING FAMILY HOMES OF UPPER MICHIGAN
1000 Silver Creek Road.
(906) 249-5437

PERMISSION TO RELEASE OFFICIAL SCHOOL RECORDS

NAME OF SCHOOL:
ADDRESS:

You are hereby authérized 1o prov1de Teachmcr-Famﬂy Homies of Upper I\/ﬁcmcran #with a copy
of the school records for the: followmg student:

Tame T "~ DaeofBirth

Addiess B ’ Parent or Gua‘rdiaﬁ '

Pledse send 1mmed1ately thie entire tecord to Teaching-Family Homes of Upper Michigan at the. !
address listed above. )

Please-send immediately ofify the followisig portions of the student’s récord:

Official administiative récord (name addiess, birth date, grade level completed,
.grades, class standihg, attendance record);.

Attenidance record

Referréﬁ;ii3qi151§naxy record

Health record including immunization reeord

Copy of lastreport card

Sianaasd‘ized Achievement Test scores

Imtelligerice, apﬁtiid@, -and Intersst test scores

Special Services (LB.P: Teport, speech therapy, tutoring, e,'tg..)_-

1'am avvare that these school records are available for my inspection at.any time and that I may
receive a personal copy if requested.

Name ' " - Relafionship to Youh
Date Witﬁess '
Expiretion Date

YAFORMS\intake forms\Release Sehool Records.dat




TEACHING-FAMILY HOMES OF UPPER MICHIGAN
GROUP HOME RESIDENTIAL SERVICES
RECIPIENT RIGHTS INFORMATION

A person shall not be denied services on the basis of tace, color; nationality,
religious or political belief, gender, age, county of residence, or. abﬁl’cy 1o pay.

T sgreé to keep Teaching-Farily Homes of Upper Michigan informed. concerning
my: child ahd family situatith ontil services are terminated:

I do hereby verify that YOUR RIGHTS WHEN REC'EMNG MENTAL HEALTH
SERVICES IN MICHIGAN has been presented and reviewed with me.

The tights mformatlon was explamed becaiise it is. part of the program’s
orientation and required by Heensing regulations.

R %
Togal Guardian ' Date
Program Staff | Date

Public\Forms\GH\Recipiernt Rightsivpd




APPLICATION FOR FOOD.REIMBURSEMENT

' Neme and Grade: of Youth for Whom Application is Made:

}Naﬁq . “Admission Date
Scﬁéol T 'Graﬁe Tbmiﬁaﬁon'DatQ:
Teaching:Family Home

Tfthe childis a xesident of 4 licensed “Child Caring Tnistitution™ he, or she is considered a single
person famﬂy and only his/her actual spending money is considered income, Jist his/her spendable
income per month. - .

This application is Beihg inade In conmection with reoe:pt of Federa] Finds by Teacliing-Fainily
Homies of Upper Michigan. Federal:Officials may verify informationion this application. Deliberate
misrepresentation of information sitbjects the applicant to prosecution trider applicble state and

federal _pena_l statutes:
; 1 heieby certify that all of the above information is true and correct to the best of my knowledge and
* ~ belief.
Signature of Program Staff
Approved by Program Director ‘ Date

YAFORMS\intake forms\Application for Food Reimbursement.doc




TEACHING FAMILY HOMES OF UPPER MICHIGAN

YOUTH FINANCIAL INFORMATION

YOUTH NAME

PLACEMENT HOME

‘PLACEMENT AGENCY

PLACEMENT DATE S /

AGENCY CASEWORKER

AUTHORIZATION

STARTDATE: ___/___J

ENDDATE:___ [ ___ /_

or

7/ COUNTYOR OTHERAGENCY:

ATTENTION:

MAILING ADDRESS:

CITY, STATE, ZIP;__._

‘TELEPHONE NUMBER:

Signature of referring worker:

Print or'typé narhe of referfing worker:

Date:

Few PyblicFormsintake/Youth Financial infarmation 081111




. RISK MANAGEMENT/CRITICAL INCIDENTS | 'PAGE10F 3
RESIDENTIAL POLICY: 14C - , APPENDIX IV, V, VI

PHYSICAL RESTRAINT

POLICY

Staff must inform the. youth and family of the agenicy’s: physmal resttaint policy and procedures
when 4 youth eriters the home. Physmal restiaint should be used ionly I those situations where the
"youtl’s safety is in danger or the youth is endangering the safety of others. The choice whether or
ot to restrain is deperident upon the ¢oncept of least amount of ensuing harm. Physical restraint
should be the last resort and the least restrictive meésue necessaty to keep mjury from occurting,
and shorild Tast only as long as thie thireat of physwal harm s clearly. apparent. ‘Supervisors-should be
nvolved with decisions involving restraint throughout the time the eniérgency safety sitiation is
ooctring, as their involvement will protect the: restraining person(s) as well as the youth and ensure
necessary follow-up procedures are implemented,

PROCEDURE,
D Upon yoﬁ%t.h’ splacements

& Staff must inform the youth and family of the dgeticy’s physmal Festiaint pohcy
and. procedures when a youth enters the home-(See- Appendm 0.

b. An assessment-of the youth’s need-forTestrictive behdvior mittrventions must be
condricied (See Appendix T0). Agsessinent. findings should be addressed as
niecessary in the youth’s Initial Service Plan.

2) Suggestéd pre-restraint techniques:’

There are several techniques that should be fried pnor to physical réstraliit that
include physical coritact but are ot considered physical restraint as defined: These-
‘techniques are suggested in- an attempt to: help the youth control his/her émotions
without the need for physmal restraint. These, teohmques fnclude: calm but clear and:
firmi instuctions for an immediate change in the youth's behavior; clear reality
statements as'to what fhié consequencés are for-the youth’s continued out-of—connol
of violent behavior; physically positioning -oneself ‘between the youth and the
potentially threatening or harmful situation (i.e., between the youth and a window’
when the youth has tlweatened or intends to bleak or jump -out the window); and,

physmal guidance by the staff member such as placmc 2 hand on the. youth’s

ISK MANAGEMENT/CRITICAL INCIDENTS PAGE 1 0F 3




3)

shotilder or around the youth’s shoulders.and walking or directing the youth toward a
more appropriate location, or gently holding the youth’s.dma or hand or guiding him
5 a:more appropriate area for the youth to regain emotional control. This is an
attempt to direct body movements in. an appropriate ditection or to help the youth
‘approximate the instruction and, therefore; avoiding harm with the least restrictive
means possible without fully regaining emotional control and withoit any
unnecessary or undue force.

Physical Restraint Defined:

“The physmally holding of a youtfly’s body. {arms, legs or torso), in such a way as to
prevent injury to himself or to he restrainitg personi of persons around him. The
restraining force should be sufficient to-restrict the youth’s movement of body, arms;
-orlegs to keep the youth from hﬁtmg, kicking, bitihg, or head bancmv bt should not
"be so_restricfive as to obstruct ait passages or breathing in any way. Tt should not
restrict visionm any way and should tiot festrict nicrmal blood flow in any way (e,
holding of the wrists so tightly that Blood does not reach the hands and fingers). The
preferred method is 1o hold the youth in 2 bear-hug fashion from behind in a standing
or sitfing position, The youth’s arms. should be crossed in front of him and held
loosely by the hands or wrists at abouit the youth’s front waistline, The legs may be’
restricted by wrapping the restraining person’s legs gently around the youth by
overlapping ‘the youth’s legs with the restrammcr person’s’ legs. (CPI Children’s:
Control Posmon)

Av01d sitting o laying on top ¢ of any’ youth or forcmg the youth’s face and chest
down on a.flat surface, espec1a11y upon & bed &5 this may Bénd the spine backward

and cause injury or may force the face nto the bed covers and therefore restrict
breathing.

Physmal restraint should last only as lcmOr as the thieat of physical hatm i¢ cleatly
apparexnt. This does not include restrammg until the you;h calms down. The
youth may- still be out of emotional Control and yeﬂmo moving-around the area;
munrifig, or. causing minor property damage, but ig no Jonger a clear threat of
physical harm to himself or others. and, therefors, maling physmal testraint not
pecessary: A physical restraint should never last longer than 15 minutes.

Restraints that last longer than. 15 minutes are not permxtted without the consent.

of a hedical professmnal

The restraint should be continually monitored in orderto observe the physical and.

'psyohol'pgioal well .being of the miner child.

If at any time injury could occur ﬁom restraint or attempted restraint, then this °

procedure should not be used. If i injury does. not occur from a Testraint or
attemnpted restraint, the Program Supervisor should be notified and medical
attention secured 1mmed1ately~

RISK MANAGEMENT/CR’IT’ICAL INCIDENTS PAGE 2 OF 3




4) X restrairitis required:

'.3',1 The Program Supervisor and the 'IFH Lmensed Master’s Social Worker. or
Counselor must be called prior to the restraint; if possible; otherwise, as the:
restraint is occurring. The Licensed Social Worker/Counselor must p1ov1de an
order for restrajnt, specifying what techniques are approved and for how long,

b. Upon release of the restraint, complete an assessment of the youtl’s
psychological and physical well being immediately. If-the restraimt lasts
longér than 135 minutes, 2 redical professional must complete the
assessment. The licensed medical professional must conduct a face to face
assessment of the child within ¢ne hour of the oriset of the smergency safety '
intervention and then- mmedlately affer the child is removed from physical
restraint.

.. Notify the ¢hild*s parents or legal guardian of the inicident, vriless it is deemed

~ potto.be in the minor’s bést inferest.
d. Within 24 houts, debrief with the youth anid complete follew—up teaching..
e.. A Physical Intervention Report should be completed and given fo'the Program
. Supeivisor within 24 hours (See Appendix IV, V & VI)..
£ 'Within 24 hours after-the intervention, the consultant should debrief with staff

person(s) involved.
g During the next team meeting, the. youtl’s treatment plan should be updated
2§ miecessary.
' APPROVEDBY: " CM
EFRECTIVEDATE:__7/1/05 : DATE: __6/28/08

RISK MANAGEMENT/CRITICAL INCIDENTS PAGE- 3 OF 3
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TEACHING FAMILY HOMES OF UPPER MICHIGAN
ACKNOWLEDGEMENT OF RESTRAINT POLICY

In accordance with Child Care Act 722.112d(5), parents must be provided
with & written notification of an agency’s policies regarding the useof
personal restraint,

I do heéreby veiify that a copy of the afge:q.gy"'s -physical restraint policy has
been presented and reviewed with me.

Procedures regarding the dgercy’s use of personal restraint Were explained
to me in a language I ipderstand.

Parent/Legal Guardian Signatire. Daite
Staff Signature. o Date

*NOTE TO STAFF: Provide acopy of the restraint pohcy and this document 10 the
parent upon adinission.

Public/forms/GH/achimowletigement of restiaint policy
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CLOTHING INVENTORY CHECKLIST

State of Michigan — Department of Human Services

Use only the section appropriate for chlid’s age and sex:

File in Case record upon complefion as.dutlined in SM ltem 902.
NOTE: This is not a mandatory wardrobe, only'a guidsline for heip in determiifiing basic
fothing needs. ltems and quantifies may be maodified to mest Individual needs.

'Case Namg,

Case Number

Date

cl -
Sex ’Age Amaount Allowed for Needed Clothing  §County’ | District | Section U'nit Worker [ Other ID (as required)
] Mele [} Female $ - ‘
SUGGESTED GHILD | CHILD SUGGESTED CHILD | CHILD
WARDRORBE & QUANTITY HAS NEEDS WARDROBE & QUANTITY’ HAS NEEDS

Ouierwear

Quterwear

Daytimie Outits 5 Daytime Outfits 5
Jacket, 1 Jackst ' kN
Snowsuit % Snhowstit 9
Blankeis—receiving . 6 Bathing ‘Suit . 1.
Blanket —farge. = 1 Undehnfear&Nightweért
Underwear & Nightwear Training Pants or Panties 8
*Diapers 48 Undershirts 8
*Rubber Pants B, Pajamas. 2
Undershirts , 12 Footwear
Pajamas 4 Socks: 8
Footwear: . Shoes . 1
Socks 8 "Sneakers " 1
Shoes L _ 1 Boots kI
|Accessories Accessories: '
Mittens : 1 Mittens . 1
Hat: : 1 Hat - ' 1

Hat 1.

included in board and care rate.

OQuterwsar Outerwear
Heavy Coat’ 1 ! Heavy Coat. 1
Raincoat i -Jacket | 1
Jacket 4 Raincoat: 1
Sweaters D ‘Sweater 1
Dresses 2 "Slacks K
Skirts 1 sJeans . 3
Blouses = 1 Dress Shirt™ . 1
Shirts T3 Polo Shit 4
Jeans 1 Tie i
‘Slacks 2 Shorts 2
Shoris; 2 -Bathing Suit 1

: Bathing Suit 1 Underwear & Nighfwear

| Underwear & Nightiwedr. ' Undershofts: 7
Slips: ' 1 Undershirts - 7
Panties. "~ g Pajarmas = . 2
Bathrobe i Footwear,
Palamas 2 Socks' 8

Footwear Schoal Shoes 1
Socks <] Sneakers: 1
Tights 2 Boots 1
School Shoes 1. Accessories
Snazkers 1 Gloves or Mittens 1
‘Boots 1 : Hat 1

Accessories Belt !
Gloves 1 - *At Foster Parents' discretion, can be initial supply (one economy

box) of disposable diapers. Ongoing cost of replacemant is- ’

DHS-3377 (Rev, 8-05) Pravious sdition obsoiste. WS Ward




‘SUGGESTED .
WARDROBE & QUANTITY

CHILD

CHILD
NEEDS

SUGGESTED
WARDROBE & QUANTITY HAS

CHILD |
‘NEEDS

CHILD

Bathing Sui

Outerwear Quterwear
Heavy Coat: 1 Heavy Coat 1
Raincoat . 1 “Jacket K
Jacket 1 Raincoat 1
Sweaters 2 Sweater 2
Dresses 1 Slacks 2
Skirts 2 Jeans T 2
Blouses® 2 . DressShit . . .. . . 4
Shirts ~4 Polo Shirt 5
Jeans . 2 Tie ~ 1
Slacks’ 2 Sharts. 2
Shorts- 2 Bathing Suit; 1
1

Underwear & Nightwear

Bunderwear & Nightwear

: Undérshorts: )
Slips 1 _I-shirts 6
Panfies 8 Pajamas 4
Bra 3 ! Footwear
Bathrobe K ‘Socks 8
 Pajamas .. i ‘School Shoes T
‘Footwear ) a Sneakers 1
Socks 5 ‘Boots 1
Nylons 2. BAccessories
School Shoes . . . . 1 Gloves.or Mittens 1.
Sneakers. . . 1 Hat or Scarf. . . A
Slippers T Belt- 1.
‘Boots 1
Accessorles’ .
Gloves or Miitens ki
Hat or Scarf’ K )
Belt 1

| REMARKS:

DHS-3377 (Rev. 8-05) Previous edition-obsolete. MS Word
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YOUTH BEHAVIOR CATEGORIES
PRE/POST Name:
) Date:
‘MILD MODERATE SEVERE

1. EATING-DIFFICULTIES

4. Anorexia Nervosa

b. Bulimia

¢. Pica

d, Feeding or other Bating problems

. SEXUAL CONCERNS
Sexually Active
. Masturbation.

. Sexually Abused

D o PN

. Homosexual Behavior

. AGGRESSIVE BEHAVIOR
. Assanltive with Adults

. Assaultive with Peers.

. Destructive of Property

. Sexnally. Assaultive Toward Adults

oo 6 ot W

. Sexuaﬁy- Assaniltive Toward Pesrs

. ADJUSTMENT DIFFICULTIES
. Fire Setting: '

. Substance Abuse

. Subistance Eiperimentation.

- d.. Withdrawn

- Stealing

o

. Oppositional Beliavior

. School Truancy:

+ Veibally Abusive

Runaway

. SELF-DESTRUCTIVE
. Tdlks about Suicide

o n

. Has attsmpted Suicide

Q o

. Self-Mutilation




1

d
e. Speech & Language Tmpaired
£

6. FUNCTIONAL DISORDERS
a. Lacks Age-Appropriate Self-Care Skills

'b. Encopresis-

7. ATTENTION DEFICITS
a, Hyperactive

B. Attention Span Problems

8. AFFECTIVE DIFFICULTIES
2; Depression

9 PHYSICAL/

EMOTIONALY

, NTELLECTUAL DISABILITIES
. Mentally Tmpaired

‘b. Bmotionally Impaired

. Hearing Impaired

4. Visually Itnpaired

. Specific Learning Disebility

. Severely Midltiple Impaired.

&
=
h. Physical ot otherwise Health Tmpaired.
i, Epileptic Seizures

j. Psychotic -

DEFINITIONS .

MILD.

This behavior has pecurred only ence or twice in the past 12
mofiths with each episode lasting for & short period of time and,

MODERATE ‘

‘This behaviorhas occurfed 3-5 times in the past 12 miontlis With
each episode lasting for an extended period of time and was
moderate.in its expression.

SEVERE . :

This behavior has occurred 6 or more times in the past 12 months
with each épisode lasting for an extended period of time and was
severe-if its expression.

YAFORMS\GHYouth Behavior Categories.doc




TEACHING-FAMILY HOMES OF UPPER MICHIGAN'
MEDIA CONSENT FORM.

(Narne of Family)

I understand that-my fapiily may be representing Teaching Family Hlomes in activities involving
the public. These activities may inclade—but are not limited t6--gmest visits, media events and
publications, program tours, and testimonials. . Efforts will bé made to safeguard confidéntiality
‘and gensitive issues, ' o
I agree fhat my family may participate. fn written, video, audio recording, ‘or pictorial

representations made ‘while involved. with the Teaching-Family Homes. These may include
© television, newspaper, brochures, Teaching Family Homes media and the agency website.

Farnily .Re@resentatiy:eg

Progrem Staffr .

Date:

“Ubdated 11/18/05/05-
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] If Bad Touch or Bad Talk Océurs’ .

| Crisis and Victim Advocacy Organizations -~ -
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TFH Works Hard to K@@;} ?ﬁ‘m %ﬁa?&

smff members wai i do e.ve.r‘y‘rh ,,“9 ‘i‘hey cun T..:t':g:
pr*evem bad Yolichior bad talk." o

bad ‘mﬁk wﬁh mmmne eﬁsé | “Thss-f"'m%eans’_i‘;
A.smff members ws!i repor"i' b@d ‘%'euch er'
a*ﬁ‘ed

1* __"_:-:-..:"bad "E‘alk so a‘i’ can be mvesﬂ




"";:'ji:"i"’member or anoTher a&ul‘r ‘rha'r you "’rrusts:

. 'Repom“ mrormahon only t6 s‘mff or ano’rher aduH‘ Tha’r you Trus‘r o
_such as a paren‘r fosTer par'em‘ your lega[ guar'd lan or case worker'il o

Who you Teﬁl pmva’i‘e mformaﬁon 1'0 - B S :




Do Not: Accept any offer of protection

‘Someone offering To protect you from
consequences or harm from anyone else will
want something from you in return

.o Do Not: Accept a loan or gift

Do not borrow, or trade anything. Avoid
owing anything to anyone. |

|s Do Not: Don't let manners get in the way of

keeping yourself safe
Do not be afraid To shout "NO" or "STOP IT




10 Wt Tt TE2Ra. B

Ths zs d very“ampor‘mn'i' way 'ro make su*e

where you Slve is aa‘fe LT




avulable iega! servaces il "
Ceni‘ac? your' PRE@ Campéeama Mamger m* f

P

C@n‘ﬁ'ac?’ your PREA C@dem‘mﬁ*

._¢'




U If this happens itis ;mpor“ran‘r that you do The followmg
".' Repor"r the bad ‘mik to @ staff member. :

y B The s‘rm‘f member will separate you from the aﬂeged hamsser and you will
bo abie o salk ’ro a counsefor' as soon as posmbEe




| TFH takes reports of .bad touch or bad talk very’ ser'tously If youf'?

choose to make a fcdse repor‘i‘ agamsf anyone it will be dlscovered'

Anyone makmg a false r‘epom’ will receive some negaﬁve consequenc-

es. This includes loss of pmv:ieges mTensnve treatment planning; and .

_posszble cmmmal charges Our goal is to prowde the scn‘esT environ-
ment possible, Being honest in wha’r you say and do is 1mpor‘mnT in
keeping ever‘ycme safe

P
i
i
“







e if bad touch or bad falk.

 Parent/Guardian Signature " Date.

Staff Signature R S “Date . . |




MEDICAL PASSPORT
Michigan Department of Human Services

CASE NAME: ) GASE NUMBER: DATE OF BIRTH:
ADDRESS: e e e County Distric Section Unit Worker
. MEDICAID TYPE: SWSS Log

MEDICAL HISTORY/MEDICAL NEEDS
EAMILY MEDICAL HISTORY;

SEX:.

Program Number: =

MO=Biological Mother FA=Biological Father . BOTH=Biological. Parenis
' (Circle-all that apply/or fype code online} '
MOfFA/BOTH: Heart Problems MO/FAIBOTH Sickle Cell Anermia
MOIFAIBOTH ___ Cancer MO/FATBOTH ___Mental tiiness
MO/FABOTH Diabetes MO/FA/BOTH Strokes”
MOFABCTH _  Asthma .. - ‘MO/FAIBOTH ___ HighBiood Pressure-
MOIFA/BOTH, _ Allergies MO/FA/BOTH .. ° . Other

CHILD'S MEDICAL HISTORY:

Prenatal Cars:  []  Yes [0 Ne [ -Unknown .
Alcohol or drugs teken during pregnancy?: [1 Yes” {7 No [ Unknowd
I Yes, specify:

Full Term Pregnancy:  [J 'Yes [ No 3 Unknown
“Type of Delivery:. [ Natural [] Cesarean [J Unknown:

Birth.Weight: o by Cz.
List age wheh child:
Sat Alone A . : Shoke, First Word
___ Crawled i ' o Spoke'2 to:8“Words Togsther
, Walked ‘ )
if chifd had anyof the following, please indicate dateof mos ent occurrence:.
Date. Date
Measles Earache/Ear Infection
_Mumps . ' ___Aneniia
___ Chicken Pox " Meningitis
Whooping ¢ough . ‘ Paralysis .
Scarlet Fever . - Heart Disease
o ____Frequsnt Colds/Cough: - ... . Thyroid Dise'asé
5 ... Frequent.Sore Throat o ... Convulsions/Seifiiss
) ‘ Tansilliis, C ’ " Head Banging
Pneumonia- Breath Holding
. Sickle Cell Anemia . ’ Vision Froblems
HIVIAIDS . Hearing Problems
: .,KidneyiBladder Infections Sexually T_ransmitted Disease

Speedh.
Other Medical Conditions, Specify:

Glasses
Hearing Alde.

I

Chronic linesses; (Asthma, Digbstes, etc...), Specify:

Other Forms of Self-Abuss,; Specify:

Allergies, Speciy:

. Unusual Reaction fo Medicine, Specify:

DHS:221 {Rev. 2-08) Previous ediiibn obsolete. MS Word 1




Child’s Name;
DOB:
SWSS Log #

NAME:

Td-

Hep.B
‘ »Hép‘. B

Hep. B

.Polio

_ Polio

Polio

Polio .

Hibb. )

‘Hib b /

Hibb
 Hibb

MMR

MMR:

MMR
Varicella

Rl e [wlste [wlm]siao|®ollojpglsio s oln]=

Varicelia
Hep. A

i Non-Adrhinisteréd Vaccing T , Date. . ) ) T Reason _

DHS-221 (Rev. 2-06) Previous edilion ohsolete. MS Word 2



TR

Chili’s Primary Health Care Provider: -

Chilld's Naime:;

Name-

.| Phone Number:

bty et A

DHS-221 {ReV. 2:06) Previous edilion obisolele, 145 Word
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Child’s 'Name . . ..
RECORD UN-GOING MEDICATIONS N PN . R A e
Date i HName of Medicationi . . -Dosage 1 Reason for Medication

1 ceriity that I have-Sbtained all Knéwh infarmation forhe child riamed above: This'ls In acoordance with the Michigan Départment of Human Sgvices policy.

The Medical Passport contains:. . ) . .

A} All medical information requirad by.policy or'faw'{obe provided to foster parents: !
B) 'A baslc medical history.. X oo

C). A record of alf Immunizations.

D) A record of an-going medications, o o

E) Other information congerning $he child's physical and mental haalth,,

Each of thie child's placement providers (foster-parent/kinship caragiver, efc)have been:provided:d copy.of the Medical Passporf along with;:
+  Allknown history of abuise or neglect of the child; ’ o T c "
= Al known emotional and psychological problems of the child;

» Al kidwn behavioral problems of the child;.and

s, The documents thatvarify the above Information..

PREVIOUS WORKER'SSIGNATURE: ____ . - v Date,
'PREVIOUS WORKER'S SIGNATURE: PP Date . .. .
-PREVIOUS WORKER'S SIGNATURE: . e . Date

Deparimant of Human Servxces (DHS) w’llf not discriminate 2! ainét-an lndividuél ar ' ral l;ecause of raée )éex. Teligion, age; nallonal orl in; color, height, vej ht.'maﬁkali slatus Bllucal heliefs ordiszbllity. If
Iynu need help with reading, writing, hearing, etc,, qgﬂgr}hg Ag;tericans)(-:llh»Dlsabllllfeg AcE'ynu areinvited to make yagur n'ce%s'known 10-a DHS office in :?olb'r atag.' P : ¥

DHS-221 (Rev. 2-06) Pravious adilion ebsolete. MS Word 4, : ce: CaseFlle |
. T ' FosterParent’ .
DHS Moritoring Worker




PSYCHOTROPIC MEDICATION INFORMED CONSENT
Michigan Department of Human Services

Sectior entifying!

Identifying Information: Please Print
Child/Youth name: Date of birth: Sex:

. 1 Male "] Female
Assigned Caseworker: . DHS or AGENCY and DHS Local Office or Agency Address: Telephone:
Legal Status: Current Placement: . Date of Current Placement:
[] Temporary Ward Court [ ] StateWard | [[] CCI (residentiah) . [] Hospital ] other.
"] Permanent Ward Court , [T own Home "] Relative '
: ] Foster Home

Birth Parent/legal Guardian (Temporary CourtWard): | Address: Telephone:

Existing DHS-1643 Informed Consent For any psychotropic medication currently prescribed to the youth, the assigned caseworker must ensure that:

e  The existing DHS - 1643 informed consent is passed on to the current prescribing physician.

e Ifthe informed consent was not completed, is unavailable or expired the required DHS-1643 informed consent process for the medication(s) must be
completed.

An existing DHS-1643 Psychotropic Informed Consent for this youth (check applicable box) is:

[0 Not Applicable. Youth is not currently prescribed psychotropic medication.

[0 Attached. A copy of the DHS-1643 informed consent for the child/youth’s current psychotropic medications is included.

[1 Notcompleted. A DHS-1643 informed consent has not been completed or is unavailable for the child/youth’s current psychotropic medications.

The informed consent t be completed

Appointment Date | Height:

Non-psychotropic Medications:

Mental Health Diagnoses:

Ooojojo| o oo
Ojo|o|ooo|o|isa
Oyoyo(o| o0 o
Ojo|o|o|oo|g|oje
O|o|ojo|oom o

NOTE to licensed physician: If new medication, increased dose beyond previous consent range or | *l understand that | can withdraw
annual review compl_ete page 2. consent at any time during treatment.

Youth (age 18 a

Birth Parént/Legal Guérdian (for témporéry . Subewissné Agency (DHS of' Priva{é Agené;r) ‘ hdﬁldér)
court wards). Foster Care Worker or Representative (for
Act 220 or Act 298 state wards only)

During transition of care where current DHS-1643 is not available, ongoing medication can continue up to 45 days pending completion/
receipt of DHS-1643

DHS-1643 (Rev. 2-14) Previous edition obsolete. MS Word 1




DHS Psychotropic Medication Informed Consent
Child/Youth Name:

:Sectio ing Physicia T e icalstef
Prescribing Physician Name (Please Print): Telephone:
Name of office/facility (if applicable): Office/Facility Address (include address number and zip code).

' Medlc;,ﬁon Name: Approved Dosage Range: Directions for Use:

Target Symptoms(for new or continuing medication or reasons for Potential Side Effects (Information Sheet may be attached):
discontinuing medication):

Treatment Alternatives: * | Pre-treatment/Ongoing Monitoring Recommended:

To the physician: In com'pliancévw»ith the MDHS Guidelines for the Use of Psychotropic Medicatiohv for Children in State Custody, any medication regimen
meeting the triggering criteria below will be reviewed by DHS. The review does not denote that treatment is inappropriate, only that further review is warranted.
any b t appl d ide the clinical rationale for the medication regimen. You may be contacted after the review.

pl

|| Prescribed four or more concomitant psychotropic medications. |:| Prescribed two or more concomitant anti-depressants.

[ ] Prescribed two or more concomitant anti-psychotics. D Prescribed two or more concomitant stimulant medications.

|| Prescribed two or more concomitant mood stabilizer medications. Prescribed two or more concomitant alpha agonist medications.

] Prescribed psychotropic medications in doses above recommended doses. Prescribed psychotropic medication and child is five years or younger.

Rationale (if applicable)

The above medication was discussed/reviewed with:

Youth - I No [dYes | Date

Foster Parent/Relative Caregiver [ Ne [dYes | Date Method of review: ] in-Person [ Telephone
Eclﬂ:t ﬁrﬁg or Legal Guardian — for temporary O No [dYes | Date Method of review: [ In-Person 1 Telephone
ngiggﬁd—ﬁg?t%aﬁaﬂg rer (DHS or Private O No [dYes | Date Method of review:  [] In-Person [ Telephone
Medication Name: : Approved Dosage Range: Directions for Use: '
Target Symptoms (for new or continuing medication or reasons for Potential Side Effects (information Sheet may be attached):
discontinuing medication): ’

Treaiment Alternatives: Pre-treatment/Ongoing Monitoring Recommended:

To the physician: In corﬁpliahce with the MDHS Guidelines for the Use of Psychotropic Medication for Children in State Custody, any medication regimen
meeting the triggering criteria below will be reviewed by DHS. The review does not denote that treatment is inappropriate, only that further review is warranted.
ck b d ide the clinical rationale for th dicati i You may be contacted after the review.

I: Prescribed four or more concomitant psychotropic medications.
|: Prescribed two or more concomitant anti-psychotics. Prescribed two or more concomitant stimulant medications.

[] Prescribed two or more concomitant mood stabilizer medications. Prescribed two or more concomitant alpha agonist medications.

I— Prescribed psychotropic medications in doses above recommended doses. Prescribed psychotropic medication and child is five years or younger.
Rationale (if applicable)

[ Prescribed two or more concomitant anti-depressants.

The above medication was discussed/reviewed with:

Youth O No [JYes | Date [EYolth Signature::

Foster Parent/Relative Caregiver [ No [dYes | Date Method of review:  [] In-Person [ Telephone
Eéﬁ?t}:vzr%rg or Legal Guardian —for temporary 1 No dYes | Date Method of review: ] In-Person [ Telephone
ﬁggﬁgﬁ{iﬁfﬁ;&a@\r’ggker (DHS or Private ONo  [OYes | Date Method of review: [ In-Person [ Telephone
Prescribing Physician Signature:’ Date:

NOTE: If additional medications are required, save current page 2, and add other medication information on new page 2.

DHS-1643 (Rev. 1-14) Previous edition obsolete. MS Word 2



DHS Psychotropic Medication Informed Consent
Child/Youth Name:

Legal Status:
ot

: mustseeksconsent;by:petitioning
Document the following information regarding the DHS-1643.
Activity

Comments

S

| DHS-1643 received from prescribing physician.
Sent to . for
consenting signature.

Received from consenting party.

Returned to prescribing physician.

rmane Ut tatt

Motion filed with the court by supervising agency
requesting court order for the prescription and
administration of necessary medication.

Court order received.

Copy of court order submitted to prescribing physician.
IEDICA ERSIC S

Review Criteria Triggering Further Review (in Section E)*
Sent to DHS Central Office (Medical Consultant Review).

Received from DHS Central Office (Medical Consuliant
Review)

Copy of DHS-
or physician.

1643 submitted to new treating psychiatrist

Provider's name above
Copy of DHS-1643 submitted to placement facility (CCl,
Treatment Facility, Detention, etc.)

Facility name above

Copy of DHS-1643 sent to Hospital

Hospital name above
Use Additional Lines as Needed

Additional Comments for Medical Consultant:

Assigned Caseworker Name Assigned Caseworker Email Address

A copy of the completed, signed Psychotropic Medication Consent form must be emailed to the DHSE Medical Consultant at
PsvchotropicMedicationinformedConsent@michigan.gov within 5 business days upon worker receipt. .

DHS-1643 (Rev. 1-14) Previous edition obsolete. MS Word 3




DHS Psychotropic Medication Informed Consent
Child/Youth Name:

Distribution:

Primary Care Physician (if different from Prescribing Physician)
Placement (foster parent, relative caregiver, residential facility)
Prescribing Physician

Consenter (Parent/Legal File/Youth)

DHS Medical Consultant

Case File

Department of Human Services (DHS) will not discriminate against any individual or group because of race, religion, age, nationat origin, color, height, weight,
marital status, sex, sexual orientation, gender identity or expression, political beliefs or disability. If you need help with reading, writing, hearing, etc., under the
Americans with Disabilities Act, you are invited to make your needs known to a DHS office in your area.

DHS-1643 (Rev. 1-14) Previous edition obsolete. MS Word " 4
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BRIGHT FUTURES

S Y

Sz TOOL FOR PROFESSIONALS

INSTRUCTIONS FOR USE
Pediatric Symptom Checklist

INSTRUCTIONS FOR
SCORING

HOW TO INTERPRET THE
PSC OR Y-PSC

REFERENCES

The Pediatric Symptom Checklist is a psychosocial screen designed to facili-
tate the recognition of cognitive, emotional, and behavioral problems so that
appropriate interventions can be initiated as early as possible. Included here
are two versions, the parent-completed version (PSC) and the youth self-report
(Y-PSC). The Y-PSC can be administered to adolescents ages 11 and up.

The PSC consists of 35 items that are rated as “Never,” “Sometimes,” or
“Often” present and scored 0, 1, and 2, respectively. The total score is calculat-
ed by adding together the score for each of the 35 items. For children and
adolescents ages 6 through 16, a cutoff score of 28 or higher indicates psycho-
logical impairment. For children ages 4 and 5, the PSC cutoff score is 24 or
higher (Little et al., 1994; Pagano et al., 1996). The cutoff score for the Y-PSC
is 30 or higher. Items that are left blank are simply ignored (i.e., score equals
0). If four or more items are left blank, the questionnaire is considered invalid.

A positive score on the PSC or Y-PSC suggests the need for further evaluation
by a qualified health (e.g., M.D., R.N.) or mental health (e.g., Ph.D., L1.C.S.W.)
professional. Both false positives and false negatives occur, and only an experi-
enced health professional should interpret a positive PSC or Y-PSC score as any-
thing other than a suggestion that further evaluation may be helpful. Data
from past studies using the PSC and Y-PSC indicate that two out of three chil-
dren and adolescents who screen positive on the PSC or Y-PSC will be correctly
identified as having moderate to serious impairment in psychosocial function-
ing. The one child or adolescent “incorrectly” identified usually has at least
mild impairment, although a small percentage of children and adolescents turn
out to have very little or no impairment (e.g., an adequately functioning child
or adolescent of an overly anxious parent). Data on PSC and Y-PSC negative
screens indicate 95 percent accuracy, which, although statistically adequate,
still means that 1 out of 20 children and adolescents rated as functioning ade-
quately may actually be impaired. The inevitability of both false-positive and
false-negative screens underscores the importance of experienced clinical judg-
ment in interpreting PSC scores. Therefore, it is especially important for par-
ents or other laypeople who administer the form to consult with a licensed
professional if their child receives a PSC or Y-PSC positive score.

For more information, visit the Web site: http://psc.partners.org.

Jellinek MS, Murphy JM, Little M, et al. 1999. Use of the Pediatric Symptom Checklist
(PSC) to screen for psychosocial problems in pediatric primary care: A national feas-
ability study. Archives of Pediatric and Adolescent Medicine 153(3):254-260.

Jellinek MS, Muzphy JM, Robinson J, et al. 1988. Pediatric Symptom ChecKlist: Screening
school-age children for psychosocial dysfunction. Journal of Pediatrics 112(2):201-209.
Web site: hitp://psc.partners.org.

Little M, Murphy JM, Jellinek MS, et al. 1994. Screening 4- and S-year-old children for
psychosocial dysfunction: A preliminary study with the Pediatric Symptom Checklist.
Journal of Developmental and Behavioral Pediatrics 15:191-197.

Pagano M, Murphy JM, Pedersen M, et al. 1996. Screening for psychosocial probiems in

4-5 year olds during routine EPSDT examinations: Validity and reliability in a
Mexican-American sample. Clinical Pediatrics 35(3):139-146.
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Sz TOOL.FOR PROFES5IONALS

. BRIGHT FUTURES
Pediatric Symptom Checklist (PSC)

Emotional and physical health go together in children. Because parents are often the first to notice a problem with their
child’s behavior, emotions, or learning, you may help your child get the best care possible by answering these questions.
Please indicate which statement best describes your child.

Please mark under the heading that best describes your child: .
Never Sometimes Often

1. Complains of aches and pains 1

Tires easily, has little energy 3

T =t b

7. Acts as if driven by a motor 7

ipicled
opeless

31. Does not understand other people’s feelings 31 : YL

35. Refuses to share 35 — _
Total score

: Does your child have any emotional or behavioral problems for which she or he needs help? ( JN (

; Are there any services that you would like your child to receive for these problems? C IN  (

If yes, what services?
’ www.brightfutures.org



BRIGHT FUTURES Mz TOOL FOR PROFESSIONALS

Pediatric Symptom Checklist—Youth Report (Y-PSC)

Please mark under the heading that best fits you:
Never Sometimes Often
1. Complain of aches or pains 1

3. Tire easily, little energy 3

9. Distract easily 9

15. Less intefested in friends A . 15

17. Absent from school 17

19. Down on yourself 19

b

21. Have trouble sleeping ’ ' 21

23. Want to be with parent more than before

29. Do not fisten to rules ) 29

3

—_

. Do not understand other people’s feelings 31

33, Blame others for your troubles 33

35. Refuse to share 35

www.brightfutures.org
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TEAGHING EAMILY HOMES OF UPPER MICKIGAN .

1000 Silver Creék Road * Matquette, Ml 43855 = 906-248-KIDS (5437 » Fax: 008-248-
5438, : '

To Whom- Tt May Concern::

1 hersby verify that

First name ' Last name.

is Gisttént on 4l homunizations______ (please use a check mark) as of :
" Current date

OR..

is.in need of the following immunization(s). (Please inclnde the'time lines needed to be
followed):

Signedby: ... ... . ' Date:

Position:

. _ Cenifiedl Affilinte of
Gifls bfid Boys Towi, The Oripinal Father Flannigan's Boys Home




TEACHING FAMILY HOMES OF UPPER MICHIGAN

10D SiverGresk Road » Marquetie, M:49855 « 006.245-KIDS (5437} » Fox.905-249-5438
vaviviéachingiarmiyhomes.org. . B

~ Teaching-Family Homes of Upper Michigan
DENTAL/PHYSICAL EXAMINATION UPDATE

Youth Name;

Program:

The youth®s dental/ physical examination, originally scheduled for,_
' ' - {datej

wasmissed die to._

(reason appointment nissed)

On N S ?édeﬁfal.z physzfc‘al exariination was

Scheduled / re-scheduled, The eailiest possible date is with

_(ﬁaﬁq of D,D}:for) |

and will occir on_.

 {date offappt'.) '

Supervisor Signature ' Date

YAFORMS\intake fonns\dentelphysicalupdate.doc-




YOUTH:

GROUP HOME: -

DATE-OF PLACEMENT:

L. My child, ‘ , Is.currently receiving Medicaid benefits. The
ntuber is Ly . :

2. My child, . ___yIsreceiving other irigurance benefits ,ﬂ:;féugh

' - . The policy number is.
3. 1 do not wish that my child, ___, receive medical benefits and

will asstifie responsibility for any medical, dental, optical, or psychological services
which may. be incurred while my child is in placement. I understand that I will be
informed as these services are recommended.

Parent/Guardian

Date -

publiciforms\ghtinedicaid-wpd.




While your child is at Teaching Family Hotnes

TEACHING FAMILY H@MESF UPPER MICHIGAN

" 1D0D SilverCreek Road « Marquette, MI 49855 +-906-240:KIDS;(5437) = Fax; 906:248-
5438 .

TO: Parents/Guardians of Non Court Ordered Clients
FROM; Teaching Family Homes

(Progtam Name)

___ she/hie will

(Program Name)

be attending schodl. Sifice yout child is hot court ordered, we'need the following statement
placed in their file, R

L : ' hereby place.my son/daghter;

" (Parent/Guardian’s Name)
;borpon,

at Teaching Fatriﬂy Homes

TChiTsName) " "(Date of Birt)
. for the purpose of securing a-

" +(Prograin Name) ]

suitable home and education..

Parent/Guardian’s Signatire: ~ Date
Address
City

Cenified AfAliate of

Girls 2nd Boys Tawin, The Qriinal Father Flannigan's Boys Home




