Shelby County Family and Children First ) e
Diversion Assessment Team Referral Un]-ted }
Way

Email completed form to:
A United Way Funded Agency

™

drodrigues@shelbydd.org

st Copncid

Date Submitted:

To help us serve the youth and family in the best possible manner, please complete the Wraparound Referral
with as much information that is known.

Adopted:

Identified Youth’s Name DOB Age SSN Gender
Yes, No, or UK

Referral Source

Referred By: Relationship to Youth:

Email: Phone:

Referral Information

Briefly describe the reason for referral:

Healthcare Provider Information

Behavioral Health Diagnoses:
Current Medications:

Primary Care Physician? [] Yes [] No Name:
Does youth have Medicaid? [ Nes [INo Managed Care Provider:
Does youth have Private Insurance? [JYes [INo | Provider:



mailto:drodrigues@shelbydd.org

Parent(s)/Guardian(s)
Name: Name:
Relationship to youth: Relationship to youth:
Race: Ethn: DOB: Race: Ethn: DOB:
Address: Address:
City: State: Zip: City: State: Zip:
Phone: Phone:
Email: Email:
Household Members
Other household members: DOB Relationship ST Grade ST 0l
Yes, No, or UK
Educational Information
School Attending: Grade:

Is the youth on an IEP? [INo

[IYes, explain:

Does the youth have a 504 accommodation? []No

[ Yes, explain:

Are there any truancy issues? [ No

[ Yes, explain:




Current and History System Involvement

Current

History System Reason for Involvement

Board of DD

Children Services

EI/HMG

Head Start

Public Health/BCMH

Job & Family Services

Juvenile Justice

Managed Care

Mental/Behavioral
Health

Opportunities for
Ohioans with
Disabilities

Physician/Hospital

School

WIC

Other:

Any other information to assist with service coordination:




RELEASE OF INFORMATION:

I, , (parent/guardian) authorize:
ANY OF THESE PARTNERING AGENCIES: (please place a check mark in the box)

[ Shelby County FCFC (] DAT members (1 Law Enforcement
[ Bureau of Vocational Rehab 1 Salvation Army [ Shelby County Victim Services
[] Consumer Credit Counseling [ GAL/CASA (1 Ohio Rise

] CORS HeadStart

Other

to share/exchange/give/receive/re-disclose case information about my child(ren) and family with the Shelby County
Diversion Assessment Team, which is a committee of the Shelby County Family & Children First Council, designed to meet
the needs of Shelby County youth and families. Such information may be necessary to develop a comprehensive family
plan for the above named family.

DOES THE FAMILY WISH TO HAVE A PARENT REP. WHO CAN PROVIDE SUPPORT TO THE FAMILY (Please place a
check mark) Yes No

[ understand that this information will be released only to the above named agency/person/program and any
information released to the diversion assessment team will not be re-released without prior authorization. I also
understand that this release will cover all family members listed on this release.

[ further understand that these records are protected by state and/or federal confidentiality regulations and cannot be
disclosed without my written consent unless otherwise provided for in the regulations. In addition, I understand that I
may revoke this consent at any time. This consent will automatically expire when the case is closed.

Parents have the right to formally initiate the dispute resolution process in regards to their service coordination services
they receive by DAT.

Signature of Parent(s) or Guardian(s): Date:

Witness: Date:




