CABINET FOR HEALTH AND FAMILY SERVICES
COMMONWEALTH OF KENTUCKY

DEPARTMENT FOR COMMUNITY BASED SERVICES
                                                       Local Address:     
City:      , KENTUCKY ZIP:      
ICPC Cover Letter

Date:      

TWIST#        

To: Jeff Wright Kentucky ICPC Office, Division of Protection & Permanency

       275 E. Main Street, Mail Stop 3E-D, Frankfort, Kentucky 40621

From:      

Telephone:      
Email:      
Through:      , FSOS
Cabinet has custody/commitment: 
      yes        no  (if no refer to SOP 1.13.1(A) A Relative Interstate Home Study - Court Jurisdiction Only (CJO) Cases, before sending referral packets)
Child’ Name:      


 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
Date of Birth:      


Race:      

SS#:      
Name of Residential Treatment Center (RTC):      
  
Address:     
                 

    City, State, Zip Code:     

                            Telephone #’s:      
Provide a brief overview of the referral request (no more than 2-3 paragraphs):

      

Required information included in (3) referral packets: 
 FORMCHECKBOX 
Current Court Custody/Commitment Orders 
 FORMCHECKBOX 
 Acceptance Letter from RTC

 FORMCHECKBOX 
Current Continuous Quality Assessment (CQA) 
 FORMCHECKBOX 
Correspondence (letter/email) from CRP or Regional/Central Office that states in-state placements are not    appropriate.
 FORMCHECKBOX 
 Admission/discharge information from other recent treatment programs
 FORMCHECKBOX 
 Information regarding the child’s DSM IV diagnosis and IQ
