~P7 LASALLE SCHOOL UNIVERSAL REFERRAL PACKET

// \\AN AGENT OF HEALING
DSS/SCHOOL REQUESTING PLACEMENT: DATE PLACEMENT NEEDED:
COURT DATE?
CASE WORKER/POINT OF CONTACT: PHONE #:
EMAIL:
SUPERVISOR: PHONE #:
EMAIL:
PROBATION OFFICER: (If applicable) PHONE #:
EMAIL:
ATTORNEY FOR THE CHILD: (If applicable) PHONE #:
EMAIL:
CHILD’S NAME
CASE NAME: (DSS ONLY)
DATE OF ENTERING FOSTER CARE:
REASON CHILD ENTERED CARE: (If applicable)
LEGAL STATUS:[JART 10[] Jp[ 1 PINs[]voL PPG{ RTP [ JADOPTION [ ]JAPPLA
DISCHARGE RESOURCE:
TRIBAL AFFILIATION YES| NO IF YES, TRIBAL NAME :
CHILD’S CURRENT LOCATION:
POINT OF CONTACT: PHONE NO.
REASON FOR CURRENT REQUEST
(Current issues/Behaviors):
AGE: DOB: GENDER:
RELIGION: RACE: ETHNICITY:
CIN: SSN: CID:
*Supporting Documentation Required 7%%5?5!&%59@99&

Admissions@lasalle-school.org | Phone: 518-242-4731 x219| Fax: 518-242-4747 |




FORMER SCHOOL ATTENDED: GRADES:

*MOST RECENT SCHOOL /DISTRICT: *CURRENT
GRADE:

*CSE CLASSIFICATION

CURRENT SCHOOL ISSUES: suspensions, truancies, expulsions, etc.

ADDITIONAL PROVIDERS (CFTSS, Care Coordination) please include point of contact for each

FAMILY INFORMATION

PARENT/GUARDIAN
(LAST, FIRST, MIDDLE)

ADDRESS
PHONE EMAIL
RELATIONSHIP LIVES WITH:
ES NO
PARENT/GUARDIAN
(LAST, FIRST, MIDDLE)
ADDRESS
PHONE EMAIL
RELATIONSHIP
LIVES WITH:
YES o)

*Supporting Documentation Required

ke s

Admissions@lasalle-school.org | Phone: 518-242-4731 x219| Fax: 518-242-4747 |




SIBLINGS LOCATION IN PLACEMENT? |CARETAKER

Name:
Phone:

CURRENT VISITATION PLAN: (INCLUDE PHONE CONTACT)
With Whom Where How often

Mother

Father

Siblings

Other

Supervised
YES NO[ ]
YES NO[ ]
YES | Nd |
YES | Nd ]

DESCRIBE STRENGTHS AND INTERESTS OF THIS CHILD/FAMILY:

PLEASE PROVIDE PRIOR PLACEMENT HISTORY (attach movement/placement form)
Are there any reasons why prior foster parents should not be contacted?

*ORDERS OF PROTECTION:

*Supporting Documentation Required
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PLEASE CHECK ALL APPLICABLE BOXES (at least one box in each section)

PAST

PRESENT

PAST

PRESENT

MEDICAL

MENTAL HEALTH/DEVELOPMENTAL

EMERGENCY MEDICAL CARE REQUIRED

EMOTIONAL ABUSE/NEGLECT:

EXPOSURE TO CONTAGIOUS DISEASE

LEARNING/EDUCATIONAL:

*MEDICAL PROBLEMS:

[
]

[]
L]

PHYSICAL ABUSE:

DIETARY RESTRICTIONS:

SELF INJURIOUS:

ALLERGIES:

EATING DISORDERS:

PHYSICAL HANDICAP:

SLEEP DISORDERS

INFECTIOUS DISEASE

HALLUCINATIONS/DELUSIONS

FAILURE TO THRIVE

SUICIDAL

WELL CHILD

NO INDICATORS AT THIS TIME

ANY MEDICAL RESTRICTIONS

NEEDS TO BE CONSIDERED

SEXUALIZED BEHAVIORAL

FIRE SETTER

ACTS OUT SEXUALLY

ENCOPRESIS/ENURESIS (care plan, medicine)

SEXUAL ABUSE VICTIM

STEALS

GENDER DYSPHORIA

HURTS ANIMALS

]

NO INDICATORS AT THIS TIME

PHYSICALLY AGGRESSIVE

HISTORY OF RUNNING AWAY

SAFETY & RISK NEEDS

SUBSTANCE ABUSE SEPARATE ROOM RECOMMENDED
ALCOHOL ABUSE SAFETY PLAN RECOMMENDED
IMPULSIVE

OPPOSITIONAL/DEFIANT

PEER ISSUES

*Supporting Documentation Required

e

SALLE SCHOOL

AGENT OF HEALING

Admissions@lasalle-school.org | Phone: 518-242-4731 x219| Fax: 518-242-4747 |




PSYCHIATRIC HOSPITALIZATIONS: (Dates and Locations)

CURRENT HEALTH INFORMATION

Primary Care Physician: Phone:
Address:
Dentist: Phone:
Address:
Mental Health Provider: Phone:

Address:

NEED RELEASE OF INFORMATION FOR EACH

Prescribing Psychiatrist:

Phone:

Address:

NEED RELEASE OF INFORMATION FOR EACH

PSYCHIATRIC DIAGNOSES

DIAGNOSIS CODE DESCRIPTION DR. NAME & NUMBER
MEDICATION DOSE PRESCRIBER DATE
STARTED
*Supporting Documentation Required 7%&5?5!&%59599&
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ADDITIONAL MATERIALS FOR REFERRAL

Copies of the following documents are needed prior to offer of acceptance (if applicable). If items are
not available at the time of placement please submit what you have and then the remaining
documentation as soon as possible.

Initial FASP and most recent FASP

Child’s current IEP and any school behavior reports

FBA & BIP if applicable

Child’s most recent report card and/or H.S. transcript

Child’s most recent psychiatrist & psychological reports

Previous placement discharge summaries/removal letters

Transition Plans

Court orders/PDI’S

Child’s medical information (HIV risk assessment, capacity to consent, etc.)

Documentation/ Care Plan needs

Care Coordination Detailed Service Plan

Care Coordinator

CFTSS

COPIES OF THE FOLLOWING DOCUMENTS ARE NEEDED PRIOR TO PLACEMENT, IF MATCH IS
MADE:

Birth Certificate (copy)

Social security card (copy or number)

Medicaid card/third party insurance card (copy)

|:| Various LDSS/LaSalle School Authorizations/releases (medical care, travel, etc)

Rate confirmation letter; clothing voucher confirmation

*Supporting Documentation Required 7%%5?5!&%59@99&
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7 LASALLE SCHOOL

\\AN AGENT OF HEALING

/ \ 391 Western Avenue, Albany, NY 12203-1491.Telephone: 518.242.4731.
Fax: 518.242.4747 . www.lasalle-school.org

LaSalle School/Qualified Residential Treatment Program (QRTP)
Consent for the Release of Confidential Information

l, authorize LaSalle School/STP to release
(Client, Parent, or Guardian)

and/or receive information regarding

(Client/Family)
to and/or from

(Agency/person receiving information)

Inf ation to be released may including all of the following (as checked):
Presence in Treatment Progress toward gorals Mental health history
Assessment Discharge plan |:| Entire record
Treatment plan/goals Medications |:| Other
Attendance Diagnosis

The purpose of this disclosure is for (check all that apply):

[0 Case collaboration

[0 Treatment Planning

0 Ongoing Communications
[0 Assessment

O Other:

I understand that | have the right to revoke this authorization at any time, | understand that if |
revoke this authorization | must do so in writing and present my written revocations to LaSalle
School. | understand the revocations will not apply to information that has already been released in
response to this authorization, | understand that the revocation will not apply to my insurance
company when the law provides my insurer with the right to process a claim under my policy.
Unless otherwise revoked, this authorization will expire six months after my last contact with the
above-mentioned practitioner.

| understand that authorizing the disclosure of this health information is voluntary. | can refuse to
sign this authorization. | need not sign this form in order to assure treatment. | understand my
disclosure of information carries with it the potential for an unauthorized re- disclosure and the
information may not be protected by federal confidentiality laws,

Parent/ Guardian Signature Date

Witness Date
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