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	WOODHAVEN SHELTER REFERRAL
Client Information
Client’s Legal Name:_________________________________     Date of Birth ______________
Client’s Address:________________________________________________________________
Social Security #:________________________     County of Residence:___________________
Gender:_____________     Ethnicity:__________________    Religion:____________________
Height: ________     Weight: __________     Hair color: __________    Eye Color: __________
List any known allergies:_________________________________________________________
_____________________________________________________________________________
List any major health concerns:____________________________________________________
_____________________________________________________________________________
Has the Client held a job: ____________  Number of jobs held in the last 2 years: ____________
School Information:
Current School: ______________________________________________   Grade Level: ______
School Address: ________________________________________________________________
Will the client continue to attend their current school or Shelter school:_____________________
Is the client on track to graduate: ___________________________________________________
Does the Client have an IEP: __ Yes  __ No          
If yes: __ Behavioral   __Educational   __Both    What level of IEP:  __ 1   __ 2  __ 3
Additional School related information: ______________________________________________
______________________________________________________________________________
______________________________________________________________________________


Guardian and Family Information:
Mother’s Name:_______________________________________   Phone #: ________________
Mother’s Address:_______________________________________________________________
Father’s Name:_______________________________________   Phone #: _________________
Father’s Address:_______________________________________________________________
If guardianship is place with only one parent or someone other than the parent:
Guardian’s Name:_________________________________   Phone #: ______________
Guardian’s Address:______________________________________________________
Estimated Family Income:_______________________________________________________
If applicable:
	Stepfather: __________________________________    Phone #: __________________
	Stepmother: _________________________________    Phone #: __________________
Siblings (DOB and current living arrangements):______________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Additional family information:____________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Referral/Case Information:
Name of person making the referral:_______________________________________________
Phone #: _________________      E-mail address: ____________________________________
[bookmark: _GoBack]Referral Source: ___ DHS  ___JCS   ___Law Enforcement   ___Parent (Bremer/Butler County)
Referral County: ____________________  Financially Responsible County:________________
Is client court ordered into Shelter care: ___Yes  ___ No  If Yes: ___CINA or ___ Delinquent 
Has Outreach Services or any other Diversion Service been attempted:  __ Yes __ No
	If yes what services:______________________________________________________
If temporary separation is necessary is there a relative, family friend or other option to provide temporary shelter?   __ Yes __ No    If yes list options: ________________________________
Have parental rights been terminated:  ___Yes  ___No   If yes:  ___ One  ___ Both
Is there a current child abuse assessment:  __Yes  __No 
Is client roommate safe:  __ Yes   __ No  
Date/time for Service Planning Meeting required within 5 days of admit:__________________
Permanency Plan:  ___ Foster Care  ___ Guardian/Parent  ___ Relative   ___ Reunification  
___ N/A  ___ Other    If other explain: _____________________________________________
Placement Plan: ___ Awaiting court  ___ Bootcamp  ___ Foster Care ___ Group Home/RT
___ Hosptial  ___ Independent Living  ___ Parent/Guardian  ___ PMIC  ___ Relative’s Home
___ Pre Adoptive Placement  ___ Reunification  ___ Substance Abuse Treatment  
___ State Facility  ___ Established Own Household  ___ Other  ___ Unknown
	If other explain:__________________________________________________________
History of out of home placements (check all that apply):
	· After school program
	· PMIC

	· Boot Camp
	· Pre adoptive placement

	· Day Treatment
	· Psychiatric hospital

	· Detention
	· Relative’s home

	· Foster Home
	· Remedial Services

	· Group Home
	· Substance Abuse Treatment

	· Independent Living
	· Shelter

	· LPHA/Therapy Services
	· State Facility

	· Medication Management
	· Therapeutic school

	· Therapy
	· Wavier Services

	· Other
	· None


Approximate dates and locations of placements:_______________________________________
______________________________________________________________________________
______________________________________________________________________________

Service Worker Contacts:
Name of DHS Worker: _________________________________________________________
Phone #: _________________      E-mail address: ____________________________________
Name of JCS Worker: _________________________________________________________
Phone #: _________________      E-mail address: ____________________________________
Name of FSRP Worker: _________________________________________________________
Phone #: _________________      E-mail address: ____________________________________
Name of BHIS Worker: _________________________________________________________
Phone #: _________________      E-mail address: ____________________________________
Name of CASA Worker: ________________________________________________________
Phone #: _________________      E-mail address: ____________________________________
Name of PIHH Worker: _________________________________________________________
Phone #: _________________      E-mail address: ____________________________________
Name of Guardian Ad Litem: ____________________________________________________
Phone #: _________________      E-mail address: ____________________________________
Name of Attorney: _____________________________________________________________
Phone #: _________________      E-mail address: ____________________________________
Additional case related information:________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Health Care Information:
Does Client have Title 19 (Medicaid)  __Yes  __No     Medicaid/State ID # ________________
MCO Company: _________________________________     MCO ID # __________________
Primary Medical Provider Name/Agency:___________________________________________
Address: _________________________________________     Phone #: __________________
Primary Dental Provider Name/Agency:____________________________________________
Address: _________________________________________     Phone #: __________________
Primary Eye Care Provider Name/Agency:__________________________________________
Address: _________________________________________     Phone #: __________________
Primary Mental Health Provider:__________________________________________________
Address: _________________________________________     Phone #: __________________
Additional information on client health: ____________________________________________
____________________________________________________________________________
____________________________________________________________________________
Risk Assessment:
Behaviors that are putting the child and family at risk:
	· Assaultive
	· Defiance of authority
	· Homicidal thoughts

	· Self harming
	· Suicidal ideation
	· Sexually assaultive

	· Sexually acting out
	· Mental health issues
	· Substance abuse

	· Runaway 
	· Lower functioning
	· School issues

	· Symptoms of Psychosis
	· Verbally/emotional abuse
	· Hygiene issues

	· Property destruction
	· Criminal Charges
	· Fire setting

	· Harmful to animals
	· Hoarding
	· Impulsive

	· Depression
	· Relationship issues
	· Antisocial behavior

	· Pregnancy/teen parent
	· Physical abuse
	· Domestic abuse



Family Risk Factors:
	· Chronic family conflict
	· Criminal history
	· Deceased parent

	· Divorced/separated
	· Domestic violence
	· Mental health concerns

	· Medical health issues
	· Low function parents
	· Substance abuse

	· Literacy issues
	· Probation/parole
	· Multiple child abuse reports

	· Special need – child
	· Special needs - parent
	· DHS case open for a long time

	· Single parent
	· Teen parent
	· Multiple agency involvement

	· Refugee
	· Homeless/housing concern
	· No/unreliable transportation

	· Child/family safety
	· Limited support system
	· Child removal

	· Frequent moves
	· Financial problems
	· Unemployment
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