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Eliada Homes Inc. 
Therapeutic Foster Care (TFC)
Referral Checklist


Date: __________________
To: ____________________________   Fax: __________________________
Re:  TFC-Referral         
Thank you for referring your client to our TFC program. We will staff your referral with our multidisciplinary team and family if it is an appropriate fit. The following documents are required to evaluate the referral for clinical appropriateness:


_____	An Evaluation, current within 6 months. That could include any of the following: (CCA, Psychological Assessment, or Hospital Psychiatric Assessment/Evaluation)
	

_____	Completed Eliada Homes, Inc. Application (please note “n/a” or “none” for categories that do not apply or that are covered in the recent evaluations – you do not need to repeat information already in the Evaluation.)


_____	Copy of Medicaid/ Health Choice Card (If child is covered by any private insurance, provide a legible copy of the front and back of the insurance card)





**PLEASE NOTE:  Intake Fax Number is (828)-253-4355**

           We look forward to hearing from you and thanks again for referring your child to Eliada.

Donna Sidden
Foster Care Intake Coordinator
828-254-5356
Intake@eliada.org


Helping Children Succeed
referral@eliada.org
828-254-5356
www.eliada.org 


Eliada Homes, Inc.
Therapeutic Foster Care
Admission Criteria

Can serve children:
· Must meet medical necessity criteria for TFC.
· Have a DSM-IV Axis I diagnosis.
· Moderate to severe difficulty maintaining in a family or lower level treatment setting as evidenced by one of the following:  severe conflict in the setting; severely limited acceptance of behavioral expectations and other structure; severely limited involvement in support; impaired ability to form trusting relationships with caretakers; limited ability to consider the effect of inappropriate person conduct on others.
· Frequent and severely disruptive verbal aggression and/or frequent and moderate property damage and/or occasional, moderate aggression toward self or others.
· Moderate to severe functional problems in school, vocational, or other community setting as evidenced by one of the following;  failure in school/vocational setting; frequent and disruptive behavioral problems in school/vocational setting; frequent and disruptive difficulty in maintaining appropriate conduct in community setting; pervasive inability to accept age appropriate direction and supervision, in significant areas, from caretakers or family.
· Medication administration and monitoring have alleviated some symptoms, but other treatment interventions are needed to control moderate symptoms.
· Limitations in ability to independently access or participate in other human services and requires active support and supervision to stay involved in other services.
· Deficits in ability to manage personal health, welfare and safety without intense support and supervision.
· Males and females
· 3-21 years old (18-21 year olds considered on an individual basis if in full time education program and have signed a voluntary placement agreement if in DSS custody.  Must be already receiving TFC services when turn 18)
· Need an out-of-home placement
· All races, cultures, ethnicities and religious heritages

The following factors will be reviewed on an individual case basis:
· Extreme history of violence (frequency, severity, unprovoked use of weapons);
· History of suicide risk (history of several attempts, current status, risk factors);
· Sexualized behaviors (severity and risk factors);
· Chronic runaways (duration, frequency);
· DSM-IV diagnoses and psychotropic medications (severity, combinations, side effects, history of taking meds).




Eliada Homes, Inc.
Family Foster Care
Admissions Criteria


Can serve children who are:
a) male or female
b) sibling groups
c) 0-21 years old, (18-21 year olds are considered on an individual basis if a full-time student and if they have signed a voluntary placement agreement with the Department of Social Services)
d) need an out-of-home placement
e) medically fragile
f) physically handicapped
g) in crisis situations
h) of all races, cultures, ethnicities and religious heritages


Eliada Homes, Inc.
Application for Services

 PRTF       Residential Treatment Level III       Day Treatment          Therapeutic Foster Care     

Student’s Name: _________________________ Preferred Name: _____________ 

Date of Birth: _________________         	Race: __________________

 Male   Female	 SSN:         -           -    
	Current Living Arrangement:

Height/Weight:
	Where is the student currently living?
When is placement needed? 



	Legal Custodian: 
Name, Address,  Phone, Email
(Best way to contact)
	
	Parent: 
Name, Address,  Phone, Email
(Best way to contact)
	

	
Case Responsible Agency: 

____________________

____________________

	Case Responsible Professional (required): 

	
	Email Address:

	
	Address: 

	
	Office Number/Cell/ Fax Number:

	Supervisor’s Name:

	Phone #                                                   Email Address:

	Director’s Name: 

	Phone #                                                   Email Address:

	MCO:

Care Coordinator:

	

Name:

Phone #                                                   Email Address:


	Primary Care Physician:
	





	CURRENT STATUS

	I. CURRENT BEHAVIORS/PRESENTING PROBLEMS AND REASON FOR REFERRAL

	 __________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________


	


A.  Diagnoses
By Whom (required)?
_________________ 

What Date?
_________________
	Axis I: Indicate which is Primary (R) & Additional (A) 

	
	

	
	

	
	Axis II: 

	
	

	
	Axis III: 

	
	Axis IV: 

	
	Axis V: 

	

B. Medications

Prescriber:
_________________
	Medication: List all current medications
	Dose
	Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Is the student compliant with medications? 





STUDENT NAME: 	RECORD NUMBER:

	II. CURRENT STRESSORS (Please check those that apply and describe in related sections)







	Legal Problems
	□ Yes
	□ No
	Physical Assault
	□ Yes
	□ No
	Addiction
	□ Yes
	□ No

	Medical Problems
	□ Yes
	□ No
	Relationship Problems
	□ Yes
	□ No
	Abuse History
	□ Yes
	□ No

	Sexual Assault/ Rape
	□ Yes
	□ No
	Separation/Loss
	□ Yes
	□ No
	Other
	□ Yes
	□ No






	III. HEALTH CONCERNS and MEDICAL CONDITIONS

	
A. Physical disorders
     or diseases 
	Please describe the nature of the disorder or disease, as well as necessary treatment: 
___________________________________________________________________________________________
___________________________________________________________________________________________
________________________________________________________________________  Contagious Disease?


	B. Disabilities
(senses, physical, other)
	Please describe the nature of the disability and any necessary accommodations: 

	

C. History of Seizures,
Head Injury, or Other 
Traumatic Injury
	Please provide any history of seizure disorder, head injury, or other traumatic injury sustained by the student.  
Are there any on-going medical concerns or treatments related to these events? 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________





	IV. LEGAL INVOLVMENT 

	


A. Charges: List all past, current, 
and pending charges
	Charge: Attach any applicable court documents or description of events
	Date
	Outcome

	
	

	
	

	
	

	
	

	
	

	
	

	
B. Probation
	Is the student currently on probation?  Yes   No 
If yes, please describe the length and all applicable terms: _____________________________________
_____________________________________________________________________________________




	V. EDUCATIONAL INFORMATION

	A. School information


	Last School Attended:__________________________________________________________________

School district/LEA:____________________________________________________________________

Grade Level:_________________________________________________________________________
History of Truancy:  Y   N
In past year has skipped school…  1-5 days   6-10 days    11-15 days   more than 15 days

	Please describe any additional academic-related information of which we should be aware (i.e. suspensions, expulsions, IEP, etc.): 
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
What are the client’s educational and vocational goals? (i.e. high school, college, GED, vocational training)____________________________
___________________________________________________________________________________________________________________
What are the client’s school/class behaviors?______________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________


	
B. IQ Information

	Special Ed?   Y   N     IEP:  BED   EMD   SLD   OHI   504 Plan  Other: ________                
Date IEP/504 Plan expires ________________________________________________________ 
Current IQ Score (Required): FSIQ-          VCI-            PRI-               WMI-                PSI-
Test Administered:
Date Administered:



STUDENT NAME: 	RECORD NUMBER: 

	RELEVANT HISTORY

	VI. SOCIAL HISTORY/ FAMILY DYNAMICS

	Please provide a brief description of the student’s social history.  Include information on family dynamics, family mental health history, and any significant events leading up to the student’s involvement in mental health treatments: 

___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________


	



VII. ABUSE HISTORY
	Has the client been a victim of abuse?    Yes   No   If yes,  Physical   Sexual   Emotional
Has the client been a victim of neglect?  Yes   No
How old was the client? ______   Was DSS involved? _____
What was the legal outcome? ___________________________________________________________________
Please describe the nature of the abuse/ neglect, including the perpetrator, duration of abuse/ neglect, etc.: 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________




	VIII. PLACEMENT HISTORY

	



List all hospitalizations
	Name of Hospital

	Reason for Hospitalization
	Reason for discharge
	Admission
Date
(mm/dd/yy)
	Discharge
Date
(mm/dd/yy)

	
	
	
	


	
	

	
	
	
	


	
	

	
	
	
	


	
	





	



List all other levels of 
Mental Health services
	Placement Name/ 
Level of care
	Reason for placement
	Reason for discharge
	Admission
Date
(mm/dd/yy)
	Discharge
Date
(mm/dd/yy)

	
	
	
	


	
	

	
	
	
	


	
	

	
	
	
	


	
	








STUDENT NAME: 	RECORD NUMBER:



	IX. HISTORY OF AGGRESSIVE BEHAVIOR

	
A. Please describe the nature of the student’s acting out behaviors:
□  Verbally aggressive   Frequency:_________     Description:___________________________________________________________
            __________________________________________________________________________________________________________
    □  Physically aggressive  Frequency:_________   Description:___________________________________________________________
                  Has this behaviors resulted in injury to others? Criminal Charges? Please describe? ___________________________________
    □  Property destruction: Frequency: ________      Description:__________________________________________________________    
___________________________________________________________________________________________________________
        □  Cruelty to animals      Frequency:_________   Description:___________________________________________________________
            ____________________________________________________________________________________________________________
    □  Fire Setting                Frequency:_________   Description:__________________________________________________________
            ____________________________________________________________________________________________________________
          

B. Aggression is:  impulsive   planned   instrumental   triggered by fearfulness  

C. Where is the client aggressive:________________________________________________________________________________

D. Known triggers, please describe: ______________________________________________________________________________
_____________________________________________________________________________________________________________
E. Main targets of aggression: □  Peers    □  Authority figures    □  Family members   Please be specific: _______________________
_____________________________________________________________________________________________
										
F. Please describe the most recent episode of aggression: _________________________________________________________
____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________





	X. HISTORY OF SELF INJURIOUS AND SUICIDAL BEHAVIORS (Check all options that apply)

	

Self-Injury
	 Cuts on body
	 Conceals cutting surfaces

	
	Preferred cutting surfaces:                                       Preferred Cutting Implement: 

	
	 Other forms of self injury (please describe) ______________________________________________________
____________________________________________________________________________________________
Has self-injury ever required medical attention? Explain. ______________________________________________
____________________________________________________________________________________________



	



Suicidal Characteristics
	
Check all that apply: 
	 Suicidal Ideas
	 Suicidal Gestures
	 Suicidal Plans

	
	
	 Suicide Attempts
	 Number of previous attempts: _________________

	
	Describe: __________________________________________________________________________________
___________________________________________________________________________________________


	
	Methods used in previous attempts (please describe) ________________________________________________
____________________________________________________________________________________________


	
	Were attempts planned?       Yes   No   Sometimes                                        

	
	Does the client know someone who has committed suicide (describe relationship to child): ___________________
____________________________________________________________________________________________







STUDENT NAME: 	RECORD NUMBER: 




	
XI. History of Running   
	 Runs away from home or placements
In the past year, How many times has the student run? ____  Impulsive or planned? _______________________
Average duration of run: ________________________________________________________________________
Where does the student go and what do they do? _____________________________________________________
____________________________________________________________________________________________
How do they return home/placement?_____________________________________________________________




	

XII. Substance 
        Abuse
        History
	Type of Substance used
	Frequency
	Last Use
	Type of Substance used
	Frequency
	Last Use

	
	 Marijuana
	
	
	 Inhalants
	
	

	
	 Cocaine
	
	
	 Hallucinogens 
	
	

	
	 Crack
	
	
	 Alcohol
	
	

	
	 Heroin/ Opiates
	
	
	 Tranquilizers
	
	

	
	 Amphetamines 
	
	
	 Other ___________________
	
	

	










	

Has the client received Substance Abuse treatment? _______________________________________________________
____________________________________________________________________________________


	
XIII. Sexualized 
         Behaviors

	Please describe any sexualized behaviors exhibited by the student (i.e. exposure, sexual acting out, predatory behaviors, etc.): _____________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________






	
XIV. Psychotic 
        Behaviors



	Has the client experienced any hallucinations or paranoid ideation:   Y   N  
If yes, what type?  Auditory  Visual   Other  
Please describe the nature of the hallucinations and/or paranoia, including the frequency and treatment provided. 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________





	XV. STRENGTHS & INTERESTS

	Please describe the strengths and interests of the client: ____________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
What are the client’s informal supports: __________________________________________________________________________________
___________________________________________________________________________________________________________________


	XVI. CULTURAL NEEDS

	Please describe any cultural needs of which we should be aware when working with your client (i.e. racial, ethnic, cultural, religious, linguistic, dietary, etc.): ______________________________________________________________________________________________________
__________________________________________________________________________________________________________________








STUDENT NAME: 	RECORD NUMBER: 

	XVII. DISCHARGE PLAN/ PERMANANCY PLAN

	Please describe the permanency plan you have for this student:
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________









	XIX. FUNDING: *Include copies (front and back) of all insurance cards applicable to the student.

	Please check all applicable funding sources available for the student.  Include all applicable numbers (subscriber, group, etc.) associated with each funding source.  For private insurance, include the SSN and DOB of policy holder. 

 Medicaid: ___________________________________   Health Choice: ___________________________________

 Private Insurance: ________________________  Policy Number: ________________________________________
     Subscriber/ Group #: ___________________________________           Policy Holder Name: ___________________________________
     Policy Holder SSN: _____________________________________           Policy Holder DOB: ____________________________________
    (Attach all applicable information on any additional private insurance associated with the student.) 







I hereby apply for services on behalf of the child for whom I hold legal custody and/or placement authority. I certify that the information contained in this application/assessment is true and accurate to the best of my knowledge.


[bookmark: _GoBack]____________________________________________________		__________________________
Custodian Signature								Date


____________________________________________________		_____________________________
Referring Professional/ Agency							Date





How did you hear about us (please check all that apply)?

· Office/Co-Workers
· Community Agencies
· MCO/LME (please specify the MCO/LME)________________________________
· Eliada Homes Flyer
· Eliada Homes Website
· Eliada Homes Facebook page
· Email
· Family or Friends
· Media 
· Other:_______________________________________________________




Eliada Homes, Inc.
Addendum to Application for Therapeutic Foster Care



	FOSTER CARE APPLICANTS IN DSS CUSTODY ONLY
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Updated 9/2010
	1.  If the child is placed in DSS custody, please answer the following questions:
        a.  Why is the Department of Social Services not placing this child with family or kinship members?
             Emergency placement   Family members not appropriate   No family members identified
             Family members outside of the community   Other:________________________________
             Please provide specific names and reasons as necessary:_____________________________________________________________
             ___________________________________________________________________________________________________________
             ___________________________________________________________________________________________________________
       b.   If this is a sibling group, are they being placed together?  Yes   No  If not, why?_______________________________________
             ___________________________________________________________________________________________________________
2.    Is placement being sought within a reasonable proximity to the child’s family?  Yes   No  If not, why?__________________________
       _______________________________________________________________________________________________________________




	FAMILY INFORMATION

	
A. Parent/Guardian 
	Father’s Name:______________________________________    Race:________________________
Address:___________________________________________    Phone:_______________________
Date of Birth:_______________   Marital Status:___________    Religion:_____________________

Mother’s Name:______________________________________   Race:________________________
Address:___________________________________________    Phone:_______________________
Date of Birth:_______________   Marital Status:___________    Religion:_____________________

Guardian Name:______________________________________   Race:________________________
Address:___________________________________________     Phone:_______________________
Date of Birth:_______________   Marital Status:___________    Religion:_____________________


	B. Siblings and other 
Significant Relatives

	Include all half siblings, step siblings and adoptive siblings.
Name:                                                     Relationship:          Address/Phone:
________________________________       ___________         ____________________________________
________________________________       ___________         ____________________________________
________________________________       ___________         ____________________________________
________________________________       ___________         ____________________________________
________________________________       ___________         ____________________________________
________________________________       ___________         ____________________________________

	C. Prior Placements
	Please provide the name, address and dates of care provided by each foster parent or caregiver.
Name:                        Address:                                                       Dates of Care:
_________________    _______________________________            ___________________
_________________    _______________________________            ___________________
_________________    ________________________________          ___________________
_________________    ________________________________          ___________________
_________________    ________________________________          ___________________
_________________    ________________________________          ___________________















Form Completed By: ____________________________________________________________Date:_____________
			Print Name and Credentials
Eliada Homes, Inc.
Funding Disclosure for Treatment Services
Submit to Intake Office 2 weeks prior to scheduling admission.
If private insurance, must have denial or verification of services prior to final admission decision.

Student Name: ____________________________	Date of Birth: ________________________
Legal Custodian Name: _____________________________Phone:_______________________
SERVICES:


S:\Intake Coordinator\Admissions Paperwork\On-Campus Programs Admissions Docs\2. General Admission Docs\Funding Disclosure Form 1.11.18
  PRTF					  Therapeutic Foster Care
  Level III Residential 			  TFC Respite
  Day Treatment				  Comprehensive Clinical Assessment
  Outpatient Therapy			  Psychiatric/Medication Management 
    
  Medicaid only	  Health Choice only	Medicaid and Private Health Insurance
ID #: ____________________________

PRIVATE INSURANCE:
Attach a copy of the front and back of current insurance card(s), and complete the following information.
Primary Insurance:_____________________________________	Effective Date: ___________
Phone for Behavioral Health Dept: _________________________________________________
Policy Holder Name: ____________________________________________________________
Policy Holder Address: __________________________________________________________
ID# _____________________________	Group# ___________________________________
Policy Holder SSN: ____________________	Policy Holder Date of Birth: ____________

Secondary Insurance:____________________________________	Effective Date: ___________
Phone for Behavioral Health Dept: _________________________________________________
Policy Holder Name: ____________________________________________________________
Policy Holder Address: __________________________________________________________
ID# _____________________________	Group# ___________________________________
Policy Holder SSN: ____________________	Policy Holder Date of Birth: ____________
  Not covered by any private insurance plan.
  Medicaid only	  Health Choice only	Medicaid and Private Health Insurance

____________________________________	  ___________________________________
Parent/Guardian/Legal Custodian		Date		   Parent/Guardian/Legal Custodian		Date


_________________________________________		_____________________________
Referral Agency Professional					Date
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