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COMMONWEALTH OF KENTUCKY

CABINET FOR HEALTH AND FAMILY SERVICES

DEPARTMENT FOR COMMUNITY BASED SERVICES
APPLICATION FOR REFERRAL AND NEEDS ASSESSMENT

	Case Name
	Case Number
	Date Completed

	     
	     
	     


A.  DEMOGRAPHIC INFORMATION

	Child’s Name
	D.O.B.
	Sex
	Social Security #
	Religious Preference

	     
	     

 FORMTEXT 

	 FORMCHECKBOX 
M FORMCHECKBOX 
F
	     

 FORMTEXT 

	     

	Race
	Height
	Weight
	County of Commitment
	Region

	     
	     
	     
	     
	     



DEMOGRAPHIC INFORMATION, PARENT/GUARDIAN

	Parent/Guardian’s Name
	Mailing Address
	Residential Address (if different)

	     
	     
	     

	Home Phone
	Work Phone

	     
	     


B.  CUSTODY STATUS (Please check): Commitment Status:       

 FORMCHECKBOX 
 1.  Dependent      FORMCHECKBOX 
 2.  Voluntary      FORMCHECKBOX 
 3.  Temporary      FORMCHECKBOX 
 4.  Status      FORMCHECKBOX 
 5.  Other: 

C.  INFORMATION REGARDING WORKER & AGENCY


	Worker Name
	Office Phone
	On-Call Beeper #
	Fax Number

	     
	     
	     
	     

	Supervisor’s Name
	Office Phone
	On-Call Beeper #
	Fax Number

	     
	     
	     
	     

	Office Address

	     



Person completing form if different from worker:

	Name of person completing form
	Title

	     
	     


D.  CURRENT PLACEMENT 


	Name of Placement 
	Date of Placement 
	Type of Placement 
	Address
	Reason new placement

	     
	
	
	
	


E.  PREVIOUS PLACEMENTS
Has the child ever been placed away from the home?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
(If Yes, print out the Placement History from the History Screen Family under Inquiry in TWIST and attach to the DPP-886A.)

F.  STRENGTHS OF CHILD:

 FORMCHECKBOX 
 Enjoys sports

 FORMCHECKBOX 
 Musical talent

 FORMCHECKBOX 
 Cooperative

 FORMCHECKBOX 
 Enjoys art


 FORMCHECKBOX 
 Relates well to peers
 FORMCHECKBOX 
 Relates well to adults
 FORMCHECKBOX 
 Insight into problems
 FORMCHECKBOX 
 Sense of Humor


 FORMCHECKBOX 
 Seeks help

 FORMCHECKBOX 
 Athletic abilities
 FORMCHECKBOX 
 Enjoys work

 FORMCHECKBOX 
 Good eye/hand coordination


 FORMCHECKBOX 
 Good verbal skills
 FORMCHECKBOX 
 Leadership skills
 FORMCHECKBOX 
 Likeable personality


Briefly describe other special activities and interests:  

     

Is child currently parenting?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If Yes, explain:

     
G.  BEHAVIOR NARRATIVE


1.
Danger to self and/or suicidal behavior:  

     

2.
Danger to others and/or aggressive behavior:  

     

3.
History of fire setting:  
     

4.
Runaway/AWOL/risk:  
     

5.
Sexual acting out/sexual perpetrator:  

     

6.
Alcohol/Drug History/Use:


	Substance Used
	Indicate Severity of Use


	Alcohol
	 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Suspected
 FORMCHECKBOX 
 Experimentation
 FORMCHECKBOX 
 When Accessible
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Daily

	Marijuana
	 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Suspected
 FORMCHECKBOX 
 Experimentation
 FORMCHECKBOX 
 When Accessible
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Daily

	Cocaine
	 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Suspected
 FORMCHECKBOX 
 Experimentation
 FORMCHECKBOX 
 When Accessible
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Daily

	Hallucinogens
	 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Suspected
 FORMCHECKBOX 
 Experimentation
 FORMCHECKBOX 
 When Accessible
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Daily

	Inhalants
	 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Suspected
 FORMCHECKBOX 
 Experimentation
 FORMCHECKBOX 
 When Accessible
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Daily

	Nicotine
	 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Suspected
 FORMCHECKBOX 
 Experimentation
 FORMCHECKBOX 
 When Accessible
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Daily

	Other
	

 FORMCHECKBOX 
 Suspected
 FORMCHECKBOX 
 Experimentation
 FORMCHECKBOX 
 When Accessible
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Weekly
 FORMCHECKBOX 
 Daily




Are there family members with a history of substance abuse?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If Yes, explain:
     
Has the child received treatment or counseling for any use of substances? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If Yes, give details
     
If No, are substance abuse services recommended?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If Yes, by whom and what type of services are recommended?:
     
7.
Delinquency behavior patterns:
     

8.
Other behaviors
 FORMCHECKBOX 
 Escalating negative Behaviors
 FORMCHECKBOX 
 Restless
 FORMCHECKBOX 
 Property Destruction
 FORMCHECKBOX 
Hyperactivity
 FORMCHECKBOX 
 Discipline
 FORMCHECKBOX 
 Temper Tantrums
 FORMCHECKBOX 
 Lying
 FORMCHECKBOX 
 Stealing

 FORMCHECKBOX 
 Curfew Violation
 FORMCHECKBOX 
 Gang Involvement
 FORMCHECKBOX 
 Abuses Animals
 FORMCHECKBOX 
 Other
Explain any of the behaviors checked above:
     
H.  LEGAL HISTORY

Present charge before the court (If applicable):       

Disposition
Date:     
     

Current Legal Representative:        
Phone #      

Office Address:       

Past legal charges:  (Please attach additional charge pages if necessary)

1.
Charge
     
Date:       

Disposition:

     

2.
Charge:
     
Date:       

Disposition:

     

3.
Charge:
     
Date:       

Disposition:

     

4.  Charge:
     
Date:       

Disposition:

     

Committing Judge:       
Date of Commitment:     

Judge’s Recommendation:

     

Briefly describe legal history of family members:

     
I.  HISTORY OF ABUSE/NEGLECT OF REFERRED CHILD

	TYPES OF ABUSE  (check )

	
	Neglect
	Abandonment
	Emotional
	Physical
	Sexual

	Yes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Suspected
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 




If Yes or suspected checked to any of the above, give details:

     

Are court proceedings still pending that are relative to abuse/neglect?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If Yes, give details:

     
J.  MENTAL HEALTH


Describe the child’s mental health issues/needs:

     

Is the child currently involved in mental health treatment/program(s)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If Yes, explain:

     

Is child currently prescribed psychotropic medications?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Unknown


If Yes, specify:
	Medication
	Dosage (mg, ml, cc, etc>)
	Times per day

	     
	     
	     



Date of most recent psychological evaluation:
     
Administered by:       

Date of most recent psychiatric evaluation:
     
Administered by:       

DSM-IV Diagnosis (If known):       



IQ SCORES:  

	FULL SCALE
	VERBAL
	PERFORMANCE
	DATE OF TEST

	     
	     
	     
	     


K. DAILY LIVING SKILLS
Please check and explain the following:
1. Eating

Assistance level:
 FORMCHECKBOX 
 No Assistance
 FORMCHECKBOX 
 Partial Assistance
 FORMCHECKBOX 
 Total Assistance

Explain:
     

2. Toileting

Assistance level:
 FORMCHECKBOX 
 No Assistance
 FORMCHECKBOX 
 Partial Assistance
 FORMCHECKBOX 
 Total Assistance

Explain:
     

3. Communication

Assistance level:
 FORMCHECKBOX 
 No Assistance
 FORMCHECKBOX 
 Partial Assistance
 FORMCHECKBOX 
 Total Assistance

Can child communicate wants/needs?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No; If yes:
 FORMCHECKBOX 
 Verbally   FORMCHECKBOX 
 Non-Verbally

Does child understand and respond to questions?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Explain:
     

4. Dressing

Assistance level:
 FORMCHECKBOX 
 No Assistance
 FORMCHECKBOX 
 Partial Assistance
 FORMCHECKBOX 
 Total Assistance

Explain:
     

5. Mobility

Assistance level:
 FORMCHECKBOX 
 No Assistance
 FORMCHECKBOX 
 Partial Assistance
 FORMCHECKBOX 
 Total Assistance

Does the child use any of the following devices to assist in movement?


 FORMCHECKBOX 
 Wheelchair  
 FORMCHECKBOX 
 Walker  

 FORMCHECKBOX 
 Crutches  
 FORMCHECKBOX 
 Cane

 FORMCHECKBOX 
 Support from another person
Does the child need to wear additional equipment for his/her safety when walking or in movement such as a helmet, prosthetic device, etc:?   
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Explain:
     

6. Personal Hygiene

Assistance level:
 FORMCHECKBOX 
 No Assistance
 FORMCHECKBOX 
 Partial Assistance
 FORMCHECKBOX 
 Total Assistance
Explain:
     
L. MEDICAL HISTORY

Is the child medically fragile?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Is child under the care of physician(s) for an illness/condition?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If Yes, explain and give name and address of physician(s):

     

Does child have a history of seizures?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If Yes, explain:      

Does child have illness/condition requiring immediate attention?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If Yes, specify (Please include pregnancy, if applicable):
     

List child’s medication other than psychotropics:
	Medications
	Dosage (mg, ml, cc, etc.)
	Times per day
	Comments

	     
	
	
	


      Does the child have allergies/asthma?






 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
      If Yes, explain:

           
      Does child need any special devices or special assistance?



 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
      If Yes, explain:

           
     Were there any complications during pregnancy or birth of the child that contribute to child’s health issues?


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
      If Yes, explain:
           
      Does the child have any other special medical needs?

      If Yes, explain:

           
M.  EDUCATION

	Name of Current or Most Recent School
	Address of School
	Highest Grade

	     
	     
	     



When did child last attend school?        


Educational/Vocational Interests:   
       

Educational Services Needed:   FORMCHECKBOX 
 Regular Classes   FORMCHECKBOX 
 Vocational   FORMCHECKBOX 
 Resource Special Education   FORMCHECKBOX 
 Other:


Date of most recent IEP:       
History of Truancy?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Describe school behaviors, attendance, and performance:

     
N. EMPLOYMENT


Employment History (if applicable):

	Dates of Employment
	Type of Employment

	     
	     



Describe employment, attendance and performance:

     
O. FAMILY BACKGROUND (*Give Approximate Age If Date of Birth is Unknown)

	FATHER
	D.O.B
	Type of parent
	Parental Rights Terminated?
	Currently Involved With Child?

	     
	     
	 FORMCHECKBOX 
 Birth   FORMCHECKBOX 
 Adoptive   FORMCHECKBOX 
 Step
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Address
	Home Phone
	Work Phone

	     
	     
	     

	
	
	
	
	

	MOTHER
	D.O.B
	Type of parent
	Parental Rights Terminated?
	Currently Involved With Child?

	     
	     
	 FORMCHECKBOX 
 Birth   FORMCHECKBOX 
 Adoptive   FORMCHECKBOX 
 Step
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Address
	Home Phone
	Work Phone

	     
	     
	     

	
	
	
	

	SIBLINGS/SIGNIFICANT OTHERS
	*Date of Birth
	Relationship/Role
	Part of Child’s Support System?

	      
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



With whom may the child have contact?
     
Special court orders for contact or visitation?
     

Briefly describe the child’s relationships with family members and significant others, both in and out of the home.
     

Describe family composition, family functioning, and family members’ attitudes toward child:
     
P. PERMANCENCY PLAN

 FORMCHECKBOX 
 Return to Parent  
 FORMCHECKBOX 
 Permanent Relative Placement
 FORMCHECKBOX 
 Planned Permanent Living Arrangement

 FORMCHECKBOX 
 Adoption
 FORMCHECKBOX 
 Legal Guardianship
 FORMCHECKBOX 
 Emancipation

Date permanency plan established:       
Q. DEFINE AFTERCARE PLAN
     
R. ADDITIONAL INFORMATION
     
Attachments:


Placement History Screen (located in TWIST from the History Screen Family under Inquiry)


Recent Psychological/Psychiatric (if available)


Recent Physical (if available)


Recent  IEP (if available)

PAST LEGAL CHARGES (CONTINUATION SHEET)

	Date
	Charge
	Disposition

	     
	     
	     

	     
	     
	     


(Continue with additional sheets if necessary)

