CASSP REFERRAL FORM

Child and Adolescent Service System Program

Forest/Warren County CASSP Project

Attention:  CASSP Coordinator

285 Hospital Drive

Warren, PA  16365

(814) 726-2100

Complete form in its entirety, along with a release of information, and forward to the above address.

	Name:
	Birth Date:
	Address:

	Home Phone:
	Day Phone:
	

	Social Security #:
	Gender:   FORMCHECKBOX 
Male   FORMCHECKBOX 
Female
	

	Does child have an Access card?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No             Access card #:

	

	Name of Parent(s), Foster Parent(s), or Guardian to be invited to CASSP meeting

	Name:
	Address:

	Relationship to referral:
	

	
	

	Name:
	Address:

	Relationship to referral:
	

	
	

	Name:
	Address:

	Relationship to referral:
	

	
	

	School/Preschool
	Principal/Director:

	
	

	Grade:
	Guidance Counselor/Case Manager:

	
	

	Reason for referral:

	

	

	

	

	

	

	

	

	


	AGENCY INVOLVEMENT

(please check all that apply to child and family)

 FORMCHECKBOX 
  Children and Youth Services

      Is child or any family member receiving services?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

      If yes, caseworkers name:_____________________________

      Type of service and any additional information:__________________________________
       _______________________________________________________________________

       _______________________________________________________________________

 FORMCHECKBOX 
  Drug and Alcohol Abuse Services

      Is child or any family member receiving services?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

      If yes, counselors name:_______________________________

      Has the child had medication or outpatient counseling services?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

 FORMCHECKBOX 
  Education
      Does child have an Individualized Educational Plan (IEP)?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

      Current placement:   FORMCHECKBOX 
Learning support   FORMCHECKBOX 
Life skills   FORMCHECKBOX 
Autistic   FORMCHECKBOX 
Emotional support

                                     FORMCHECKBOX 
Early Intervention

      Level of involvement:   FORMCHECKBOX 
Itinerant   FORMCHECKBOX 
Part time   FORMCHECKBOX 
Full time

Describe school issues (such as attendance, academic, behavior):________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

What attempts has school made to address issues of concern?__________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Has child been referred to Instructional Support Team (IST) or Student Assistance Program (SAP)?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Has an Initial Line of Inquiry (ILI) and/or a Functional Behavior Assessment (FBA) been completed?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Is a specific behavior plan in place?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No        If yes, please attach a copy.

What specific issues have been identified?__________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

What strategies have been successful?_____________________________________________

___________________________________________________________________________

___________________________________________________________________________

Has the child ever attended Alternative Education?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No          
If yes, dates:_______________________________________________
MENTAL HEALTH AND MENTAL RETARDATION SERVICES
Does the child currently receive Mental Health services?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, what agency?_______________________________________

Has the child ever received Mental Health services?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, what agency?_______________________________________

Is there a current Mental Health diagnosis within the last six months?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Most recent evaluation results:

     Axis I:____________________          Axis II:____________________

     Axis III:___________________         Axis IV:____________________

     Axis V:____________________

Has the child or family ever received:                                   Name/Agency(s)

Casemanagement Services:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                  ____________________________

Family Based Mental Health:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                 ____________________________

Wrap Around:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                                      ____________________________
Outpatient:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                                          ____________________________

Outpatient Psychiatric Care:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                 ____________________________

Psychiatric Hospitalizations:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                  ____________________________

Residential Placement:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                         ____________________________

Partial Hospitalization:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                          ____________________________  

Any pertinent medical conditions or diagnosis:______________________________________

___________________________________________________________________________

___________________________________________________________________________

Current medications:__________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

***************************************************************************

Printed name and title of person assisting family in completing referral form.  It is understood that services will only be approved for a limited time to empower the family/staff to learn the appropriate mental health interventions.

Name:________________________________          Title:______________________

Date:__________________            Phone Number:_________________
FAMILY
Father’s name:________________________________
Address, if different from child:__________________________________________________

Mother’s name:________________________________

Address, if different from child:__________________________________________________

Others residing in household:

1.  ___________________          2.  __________________          3.  ___________________

4.  ___________________          5.  __________________          6.  ___________________

7.  ___________________          8.  __________________          9.  ___________________

Siblings not residing in household:

1.  ___________________           2.  _________________           3.  ___________________

4.  ___________________           5.  _________________           6.  ___________________

What community services have your family and/or child been involved with (such as Big Brothers/Big Sisters, Family Center, Friendship Table, etc.)?________________________________________________
___________________________________________________________________________

What would be helpful for your child?______________________________________________

___________________________________________________________________________

___________________________________________________________________________

****************************************************************************

I, ________________________, have helped to complete and review this referral made to the 
               (please print)

CASSP team.  The purpose of the CASSP meeting is to develop a plan to best fit the needs of 
my child.

Signature of Parent/Guardian:________________________________     Date:____________

Signature of Child (if age 14 or older):_________________________________________      Date:____________

****************************************************************************

 FORMCHECKBOX 
Juvenile Probation

    Does child have legal charges?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No     If yes, are charges?   FORMCHECKBOX 
Past   FORMCHECKBOX 
Pending

    Adjudication:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No         Consent Decree   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
    Probation officer:______________________________________
    List any placements/services:__________________________________________________

    _________________________________________________________________________

 


