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Residential Treatment Referral

Child’s name______________________________  Age____________ DOB__________

SSN#____________________

Placing County________________________   Worker____________________________

Parent/Gaurdian_______________________    Phone____________________________

Current Medication(s):____________________________________________________________________________________________________________________________________________________________________________________________________________

Medical Physician______________________    Allergies_________________________

Medical Problems________________________________________________________________________________________________________________________________________

Reason for Placement_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Presenting Problems________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prior Out-of-Home Placement_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prior Psychiatric Treatment_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Psychiatric Diagnosis________________________________________________________________________________________________________________________________________________________________________________________________________________

Court Involvement_____________________________________________________________________________________________________________________________________________________________________________________________________________

Probation Officer________________________  Phone___________________________

School District of Residence_________________________________________________

Grade____________   Special Classes_________________________________________

Current IEP______________________________________________________________

In Case of Emergency, Contact_______________________ Phone__________________

2nd Contact___________________________  Phone_____________________________

Family Visitation Restrictions, if any_____________________________________________________________________________________________________________________________________________________________________________________________________________________

*Attached is a list of items that should be returned with this referral.

THE FOLLOWING ITEMS ARE NEEDED EITHER PRIOR TO OR AT THE TIME OF PLACEMENT:

BIRTH CERTIFICATE

IMMUNIZATION RECORDS

COPY OF SOCIAL SECURITY CARD

COPY OF MEDICAL CARD OR INSURANCE CARD

RELEASE OF INFORMATION FROM PLACING AGENCY

NAME OF PARENTS SCHOOL DISTRICT

NAME OF LAST SCHOOL DISTRICT ATTENDED

CUSTODY INFORMATION

COPY OF IEP

COPY OF MFE

COPY OF MOST RECENT SCHOOL TRANSCRIPT

COPY OF JOURNAL ENTRY

COPY OF MOST RECENT ASSESSMENT OR EVALUATION

THE INFORMATION LISTED ABOVE IS NEEDED TO COMPLETE OUR FILES AND TO ENROLL THE CHILD IN SCHOOL AS SOON AS POSSIBLE. IF THERE ARE ANY QUESTIONS CONCERNING THIS INFORMATION PLEASE CALL OUR OFFICE.
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