(Rev. 02/04) 

INITIAL  FORMCHECKBOX 





UPDATE  FORMCHECKBOX 




RE-ENTRY  FORMCHECKBOX 

CHFS OUT-OF-HOME CARE 

SERVICE PLAN FOR PHYSICAL HEALTH

Name of Child

Date of Birth
     




(First, Middle, Last)





(Month/Date/Year)
 

Child’s Primary Language (if not English)
     

DCBS/Twist #
     
MAID #
     
 Social Security #
     

Date of most Recent Entry
     

  



     (Month/Day/Year)
SSI  Recipient

Yes 
 FORMCHECKBOX 
  No    FORMCHECKBOX 


County of Case Responsibility
 FORMDROPDOWN 


Child’s Current  Placement/Care Provider  

Type of Placement:

Name
     
 FORMCHECKBOX 

Regular Foster Home

 

 FORMCHECKBOX 

Special Needs Foster Home

Street Address
     
 FORMCHECKBOX 

High Risk Placement



 FORMCHECKBOX 

Family TMT/Therapeutic FH

City, State, Zip
     
 FORMCHECKBOX 
        Medically Fragile Home



 FORMCHECKBOX 

Private Child Care Facility

Phone #
     
 FORMCHECKBOX 

Relative Placement



 FORMCHECKBOX 

PRTF

 

 FORMCHECKBOX 

Hospital     (Name of hospital)



     



 FORMCHECKBOX 

Other (Please explain)



     

DCBS Case Managers   Name
     
Phone:
     

I. Physical Health Care Services child now receives or plans to receive, including Vision, Dental, Therapies, and Home Health (Attach additional sheet, if necessary)

List all Known Physical Health Diagnoses:  
       

Date of Last Service
Physical Health Care Service Provided
Physical Health Care Provider Name, Address, and Phone

     
Physical Exam
     


     
Visual Exam
     

     
Dental Exam
     

     
Other Services

     
     

     
 
     
     

     
 
     
     

Ongoing Medication
Phys. Health Care Provider Prescribing
Pharmacy Name, Address, and Phone
Dosage

     

     
     
     

     

     
     
     

     

     
     
     

     

     
     
     

     

     
     
     

If standing referrals to physician specialists are in place or recommended for this child, what is the type of specialty and name of the physician?
               

I.   Please identify a physician that will treat child while in out-of-home-care placement

Name
     




Address
     




City, State, Zip
     




Is this a physician specialist?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 






III.
Does this child need specialized case management services?
          Yes  FORMCHECKBOX 

         No  FORMCHECKBOX 



If yes, name and phone number of Passport case manager (information to be provided by Passport): 

__________________________________________________________________________________________

IV. Behavioral Health Services (Attach additional sheet, if necessary)

Diagnosis   
     

Behavioral Health Services received, if any, during the past six months
Behavioral Health Provider Name and Address
Frequency

     
 
     
     

     

     
     

     

     
     

     

     
     

     

     
     

     

     
     

Ongoing Medication
Name and Address of Behavioral Health Provider who Prescribed Medication
Dosage

     

     
     

     

     
     

     

     
     

     

     
     

     

     
     

__________________________________________________________________
     
DCBS Representative 


 





 Date

__________________________________________________________________
__________________

Passport Health Plan Representative/Phone Number




 Date

cc:
DCBS Liaison-Physical Health


Case Record


Care Provider (Place in Medical Passport)

VI.
DEMOGRAPHIC INFORMATION

MARITAL STATUS:


 FORMCHECKBOX 

MARRIED
 FORMCHECKBOX 
       SINGLE

 FORMCHECKBOX 
        DIVORCED

 FORMCHECKBOX 
        LEGALLY SEPARATED

 FORMCHECKBOX 
        WIDOWED

RESIDENTIAL ARRANGEMENT:
 FORMCHECKBOX 

PRIVATE RESIDENCE






 FORMCHECKBOX 

HOMELESS SHELTER






 FORMCHECKBOX 

GROUP HOME, PERSONAL/FAMILY CARE HOME






 FORMCHECKBOX 

NURSING FACILITY






 FORMCHECKBOX 

HOMELESS

                                                                   FORMCHECKBOX 
        OTHER

LIVING ARRANGEMENT:

 FORMCHECKBOX 

ALONE

 FORMCHECKBOX 
        WITH SPOUSE ONLY

 FORMCHECKBOX 
       WITH CHILDREN ONLY

 FORMCHECKBOX 
       WITH SPOUSE AND CHILDREN

 FORMCHECKBOX 
       WITH PARENT(S) OR GUARDIAN

 FORMCHECKBOX 
       WITH OTHER RELATIVE

 FORMCHECKBOX 
       WITH NON-RELATIVE

EDUCATIONAL LEVEL:

 FORMCHECKBOX 

NO FORMAL EDUCATION

 FORMCHECKBOX 
        KINDERGARTEN-EIGHTH

 FORMCHECKBOX 
        NINTH-TWELFTH

 FORMCHECKBOX 
        HIGH SCHOOL GRADUATE

 FORMCHECKBOX 
        GED

 FORMCHECKBOX 
        SOME COLLEGE

 FORMCHECKBOX 
       COLLEGE GRADUATE

 FORMCHECKBOX 
       GRADUATE SCHOOL

OCCUPATIONAL:


 FORMCHECKBOX 

PROFESSIONAL

 FORMCHECKBOX 
       CLERICAL

 FORMCHECKBOX 
       SALES

 FORMCHECKBOX 
       MANUFACTURING

 FORMCHECKBOX 
       AGRICULTURE

 FORMCHECKBOX 
       SERVICE

 FORMCHECKBOX 
       OTHER

 FORMCHECKBOX 
       NOT EMPLOYED

Passport 


ID #        _________________________________


                       Completed by PHP








1

