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TODAY’S DATE: [

~ Referring Source Requirement:

You must select one of the options below for this referral. You are making a recommendation for the
child/youth to be place in:

| | Care Coordination/Wraparound | Is this a “Short Length of Stay (SLOS)” | | Yes | [ No |

or
| | Community Residence (CR)* | | Family Based Treatment(FBT)* | | Residential Treatment Facility(RTF)* |

(*) NYS Office of Mental Health requires that SPOA process these applications prior to submission to determine the appropriate level of care.

Referred Child’'s Information

Name: (Print first name, middle initial, last name) Gender: Date of Birth:
Male Female

Address: (Print home address, city, state, zip code) Phone #:

Social Security #: | Preferred Language:

Medicaid Eligible: Yes No | If, yes, please provide Medicaid # (CIN):
Other Insurance:

Religion:
Race/Ethnicity: (If Hispanic/Latino, choose from Section B; all others, choose from Section A)
Section A: Section B:
American Indian/Alaska Native Mexican
Asian Puerto Rican
Black or African American Cuban
Native Hawaiian or Other Pacific Islands Dominican
White Central American
Biracial (Specify): South American
Other (Specify): Other (Specify)
Parent or Caregiver Information
Name: (Print first name, middle initial, last name) Relationship to Child/Youth:

Address: (Print home address, city, state, zip code)

Home Phone #: | Work Phone #: | Other Phone #:
Preferred Language:

Additional Parent or Caregiver Information

Name: (Print first name, middle initial, last name) Relationship to Child/Youth:

Address: (Print home address, city, state, zip code)

Home Phone #: | Work Phone #: | Other Phone #:
Preferred Language:

ERIE COUNTY DEPARTMENT OF SOCIAL SERVICES CUSTODY? Yes No
ECDSS Caseworker’'s Name (If yes): Phone #:
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Gender Date of
Name M/F Birth School/Grade Lives Where

Name: (Print first name, middle initial, last name) Title: (If applicable)

Agency Name: (If applicable)

Address: (Print address, city, state and zip code)

Telephone #: | Fax #:

Select System and Circle Category Pertaining to System:
Juvenile Justice) (Probation Supervision; PINS Diversion; Forensic Mental Health Clinic; Family Court Judge; Non-Secure
Detention; Secure Detention; Alternate Home Services; Juvenile Delinquency Intake)
Mental Health (Acute Hospital; WNYCPC; RTF; Outpatient Mental Health; Emergency Room/CPEP; Community
Residence; Day Treatment; Intensive Day Treatment; Home-Based Crisis Intervention; Crisis Outreach; Family-
Based Treatment; Adult Mental Health Provider; Other Mental Health Provider)
Social Services (RTC; CPS; Prevention; Foster Care; Adoption; Urgent Access)

School (Day School; Committee on Special Education; Guidance Counselor; Attendance Officer; Principal; Other
School)

Family (Parent; Foster Parent; Other Family Member; Family Friend; Family Support Program)

Other (Specify) (Homeless Shelter; Faith Based; Community-Based Organization; Developmental Disability Agency; Health

Care Provider; Law Enforcement Agency; Other)

Contact Person Phone #

Juvenile Justice (PINS/JD)

Special Education

Family Court

Probation

School

Mental Health Agency/Clinic/Provider
Hospital

Physical Health Care Agency/Clinic/Provider
Child Welfare (e.g., Child Protective Services)
Substance Abuse Agency/Clinic/Provider
Other (Please specify)

School District:

School Name:

Placement (Size of class, identification): | Grade:
Attendance Rate (Attended days/potential days in last semester, if available):
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What were the problems leading to the referral for services? (Select all that apply)

Suicide-related problems (including suicide ideation, suicide attempt, self-injury)

Depression-related problems (including major depression, dysthymia, sleep disorders, somatic complaints)

Anxiety-related problems (including fears and phobias, generalized anxiety, social avoidance,
obsessive-compulsive behavior, post-traumatic stress disorder)

Hyperactive and attention-related problems (including hyperactive, impulsive, attention difficulties)

Conduct/delinquency-related problems (including physical aggression, extreme verbal abuse, non-compliance,
sexual acting out, property damage, theft, running away, sexual assault, fire setting, cruelty to animals,
truancy, police contact)

Other

What were the problems leading to the referral for services?

Substance use, abuse, and dependence-related problems

Adjustment-related problems (including changes in behaviors or emotions in reaction to a
significant life stress)

Psychotic behaviors (including hallucinations, delusions, strange or odd behaviors)

Pervasive developmental disabilities (including autistic behaviors, extreme social avoidance,
stereotypes, perseverative behavior)

Specific developmental disabilities (including enuresis, encopresis, expressive or receptive
speech and language delay)

Learning Disabilities

School performance problems not related to learning disabilities

Other problems (Please specify)

Current Living Situation of Child or Youth

Two Parent Family Family Based Treatment
One Parent Family Therapeutic Foster Care
Two Parent Adoptive Family Runaway Shelter/Homeless
One Parent Adoptive Family Residential Treatment Center (OCFS/DSS)
Grandparent(s) Residential Treatment Facility (OMH)
Other Relative’s Home Detention
OCFS/DSS Family Foster Care Acute Care Inpatient
Community Residence (OMH) State Psychiatric Inpatient
OCFS/DSS Group Home Unknown
Other (specify)

Anticipated discharge date from above (If applicabl e):

OUT-OF-HOME PLACEMENT DUE TO FAMILY COURT:

Is placement related to Child Welfare? Yes No

Is placement related to Juvenile Justice? Yes No

DURING THE PAST 6 MONTHS, WAS THE CHILD THE RECIPIENT OF ANY OF THE FOLLOWING?

(Select all that apply)

Medicaid TANF
Child Health Plus Private Insurance
SSi Other (please specify)
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AXIS Diagnosis Information

AXIS | DIAGNOSIS: CLINICAL DISORDERS (Please list Axis 1 Primary Diagnosis first.)

AXIS Il DIAGNOSIS: PERSONALITY DISORDERS, MENTAL R ETARDATION (if any)

AXIS 11l DIAGNOSIS: GENERAL MEDICAL CONDITIONS (if any)

AXIS IV DIAGNOSIS: PSYCHOSOCIAL AND ENVIRONMENTAL P ROBLEMS
(Select all that apply)

Problems with primary support group Economic problems

Problems related to the social environment Problems with access to health care services
Educational problems Occupational problems

Other psychosocial and environmental problems Housing problems

Problems related to interaction with the legal system/crime

AXIS V DIAGNOSIS: GLOBAL ASSESSMENT OF FUNCTIONING (GAF)

Enter GAF Score: I:I

Who made the above diagnosis?
Name: Date:

(Circle Title) Child Psychiatrist; General Psychiatrist; Child Psychologist; General Psychologist;
Licensed Clinical Social Worker; Primary Care Physician; Other:

Explain how this child/youth is at imminent risk of out-of-home placement or hospitalization. Also,
please attach treatment history, admission and/or discharge summary to expedite processing.

Describe child/youth and family strengths that will assist in keeping the child/youth at home and within
the community; or, what strengths will assist in the successful return of the child/youth from placement.
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C.A.F.A.S. Completed Date:

C.A.F.A.S. Total Score:

Domains (8):

School/Work Role Performance
Home Role Performance
Community Role Performance
Behavior Toward Others

Moods/Emotions
Self-Harmful Behavior
Substance Use
Thinking

Date:
Parent/Caregiver/Legal Guardian SIGNATURE:
Telephone:
Has the agency or individual referring the familyr ~ eviewed and
explained Care Coordination and the Application Pro cess to the Cellphone:
family? __Yes _ No
C.AF.AS.:
Submitted with referral Done (by us) at referral Done at Care Coordination Agency Intake

REFERRAL RECEIVED DATE:

COMMENTS:

REFERRAL COMPLETE DATE:

Screen Date:

Eligible for Wraparound/Care Coordination
Child does not meet eligibility requirements
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%&
Children’s Global Assessment of Functioning (GAF) Scale.
For Children 4-16 years of age

# $
% % " ! &
0+

Superior functioning in all areas (at home, at school, and with peers); involved in a wide range of activities and has many
interests (e.g. has hobbies or participates in extracurricular activities or belongs to an organized group such as Scouts,
etc): likeable, confident; "everyday" worries never get out of hand; doing well in school; no symptoms.

Good functioning in all areas; secure in family, school, and with peers; there may be transient difficulties and "everyday"
orries that occasionally get out of hand (e.g. mild anxiety associated with an important exam. occasionally ‘blowups" with
siblings parents, or peers).

D)

No more than slight impairment  In functioning at home, at school; or with peers; some disturbance of behavior or
emotional distress may be present in response to life stresses (e.g. parental separations, deaths, birth of a sib), but these
are brief and interference with functioning is transient; such children are only minimally disturbing to others and are not
considered deviant by those who know them.

*1

Some difficulty in a single area , but generally functioning pretty well (e.g. sporadic or isolated antisocial acts, such as
occasionally playing hooky or petty theft; consistent minor difficulties with school work; mood changes of brief duration;
fears and anxieties which do not lead to gross avoidance behavior; self doubts); has some meaningful interpersonal
relationships; most people who do not know the child well would not consider him/her deviant but those who do know
him/her well might express concern.

=

\Variable functioning with sporadic difficulties or symptoms in several but not all social areas; disturbance would be
apparent to those who encounter the child in a dysfunctional setting or time but not to those who see the child in other
settings.

0

Moderate degree of interference in functioning in most social areas or severe impairment of functioning in one area, such
as might result from, for example, suicidal preoccupations and ruminations, school refusal and other forms of anxiety,
obsessive rituals, major conversion symptoms, frequent anxiety attacks, poor or inappropriate social skills, frequent
episodes of aggressive or other anti-social behavior with some preservation of meaningful social relationships.

'10

Major impairment in functioning in several areas and unable to function in one of these areas, e.g. disturbed at home, at
school, with peers or in society at large, e.g., persistent aggression without clear instigation; markedly withdrawn and
isolated behavior due to either mood or thought disturbance, suicidal attempts with clear lethal intent: such children are
likely to require special schooling and/or hospitalization or withdrawal from school (but this is not a sufficient criterion for
inclusion in this category).

Unable to function in almost all areas , e.g., stays at home, in ward, or in bed all day without taking part in social
activities or severe impairment in reality testing or serious impairment in communication (e.g., sometimes incoherent or
inappropriate).

Needs considerable supervision  to prevent hurting others or self (e.g. frequently violent, repeated suicide attempts) or to
maintain personal hygiene or gross impairment in all forms of communication, e.g. severe abnormalities in verbal and
gestural communication, marked social aloofness, stupor, etc.

Needs Constant supervision (24-hr care)  due to severely aggressive or destructive behavior or gross impairment in
reality testing, communication, cognition, affect, or personal hygiene.

Children's Global Assessment Scale was adapted from the Global Assessment
Scale for Adults Children's Global Assessment Scale - Shaffer et al 1229
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