Child and fFomily Services cOMMUNITY-BASED IN-HOME REFERRAL FORM

L

Please fax or email completed referral form to 668-6260 or berrya@cfsnh.org
For questions about making a referral, contact Amanda Berry, 494-3034 or berrya@cfsnh.org

[Jacts

Teen Turnabout

iso

Permanency Solutions

DIn-Home

|:| Foster Care

[OheTs

Integrated Home Based

[Jrots

Therapeutic Day Treatment
DAdoIescent Supervision & Support
DParent Education & Support

Referral Information

Name / DO Petition Type

Phone # Fax # Email Address

Court Next Court Date
Identified Child for Service:

Name DOB Medicaid/Insurance #

Home Address

Name of School

Educational Coding

Medical Conditions

Medications

Mental Health Concerns / Diagnosis

Allergies

Existing Services

Past CFS Services / Workers

Reason for Referral:

Safety Assessment (for in-home referrals):

Are there any safety concerns in the home? No Yes, please explain:

Are there domestic violence concerns in the home?

No

Yes, please explain:

Adults in Home (where identified child lives):

Name

Relation to Identified Child

DOB Employment

Name Relation to Identified Child
DOB Employment

Home # Cell #/Work #

Other Children in Home or Siblings of Identified Child:

Name DOB Relation to Identified Child
Name DOB Relation to Identified Child
Name DOB Relation to Identified Child

Additional Areas to be Addressed:

Adolescent Supportive Services (check all that apply)

Parent Supportive Services (check all that apply)

[] Curfew Checks

[ callbacks

[ School Checks

[J Random Drug Screens

[ Restitution to be Paid (Amount $ )
[J Community Service Hours ( )
[ Pro-social Activity

[1 Job Find

[J Independent Living

[] Basic Nutrition Education

[] Effective Communication Education
[ Parenting Skills Education

[1 Behavior Modification

[] Household Management Skills

[] Positive Discipline Education

[ child Development Education

[] Household Safety

[ Socialization Skills Education

[J Community Linkage

[ Nurturing Skills Education

[ Supportive Role Modeling

[] Coping Skills/Stress Management Education

FOR CFS USE:
Referral Date:

Case Manager: Therapist:

Caseworker:

PA: Other:




