Worker’s Name:      

CYD Case #:         

Philadelphia Department of Human Services

Children and Youth Division

SOCIAL SUMMARY/REFERRAL/TRANSFER SUMMARY

CASE NAME:
CYD CASE NUMBER:
CHILD SUFFIXES TO BE SERVICED:
WORKER NAME:
     
DATE:


     
     
     
TELEPHONE #:      x-     
     

TYPE OF REFERRAL:
 FORMCHECKBOX 
   SCOH
    FORMCHECKBOX 
   PLACEMENT

 
 FORMCHECKBOX 
   PLANNED


 FORMCHECKBOX 
   TRANSFERS
 FORMCHECKBOX 
   FAMILY PRESERVATION                  
              SUFFIXES         
 FORMCHECKBOX 
  EMERGENCY

LIST SPECIFIC SERVICE COMPONENTS BEING SOUGHT:

1.        
2.        

3.        
4.        

5.        
6.        

A.   IDENTIFYING INFORMATION - ALL FAMILY MEMBERS AND SIGNIFICANT OTHERS

SUF
NAME
RACE
SEX
DOB

(MM/DD/YY)
SSN
HOME ADDRESS & ZIP OR
NAME OF PLACEMENT AGENCY
TELEPHONE NUMBER

 
     
 FORMDROPDOWN 

 FORMDROPDOWN 

     
     
     
     

 
     
 FORMDROPDOWN 

 FORMDROPDOWN 

     
     
     
     

 
     
 FORMDROPDOWN 

 FORMDROPDOWN 

     
     

     
     

 
     
 FORMDROPDOWN 

 FORMDROPDOWN 

     
     
     
     

 
     
 FORMDROPDOWN 

 FORMDROPDOWN 

     
     
     
     

 
     
 FORMDROPDOWN 

 FORMDROPDOWN 

     
     
     
     

 
     
 FORMDROPDOWN 

 FORMDROPDOWN 

     
     
     
     

MOTHER:
     
     
     
     
     

FATHER& SUF:
     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

SIGNIFICANT OTHERS (IDENTITY RELATIONSHIP





     
     
     
     
     

     
     
     
     
     

B.    ACCEPT FOR SERVICE REASONS AND DATE:

     

C. REASONS FOR REQUEST FOR PLACEMENT:

     

Have all kin been explored as a placement resource?          FORMCHECKBOX 
   Yes           FORMCHECKBOX 
   No          FORMCHECKBOX 
   Pending

D. FACTORS INFLUENCING SERVICE REQUESTS: 




PARENT/CAREGIVER   
(Check all that apply OR  FORMCHECKBOX 
 CURRENT RISK  ASSESSMENT ATTACHED)

Factor
Mother
Father
Caregiver
Factor
Mother
Father
Caregiver

Physical Injury/Abuse
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Physical Health Problems
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Domestic Violence
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Mental Health Issues
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Sexual Abuse
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

MR
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Medical Neglect
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Incarceration of Parent
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Substance Abuse
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Parenting Skills
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Housing Conditions
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Level of Cooperation
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



CHILDREN
(Check all that apply OR  FORMCHECKBOX 
 CURRENT RISK  ASSESSMENT ATTACHED)

Factor
Suffix
Factor
Suffix
Factor
Suffix

Physically Abused
     
Special Medical Need
     
Substance Abuse
     

Sexually Abused
     
Newborn Cannot Be Discharged Home
     
Mental Health
     

Neglect
     
Pregnant Adolescent
     
Truancy
     

Emotionally Abused
     
Immunizations Incomplete
     
Mental Retardation
     

E.  FAMILY SERVICE PLAN GOALS:

GOAL
SUFFIXES
GOAL
SUFFIXES

Stabilize Family
     
Plcmt with Leg. Guard./Perm. Leg. Cust.
     

Return to Home
     
Independent Living
     

Placement with Relatives
     
Long Term Placement
     

Adoption
     




F.  LEGAL STATUS
 FORMCHECKBOX 
Court Order Authorizing Placement or VPA Attached)

Child’s Advocate
Parent’s Advocate

Name
Telephone #
Name    (Identify Parent)
Telephone #

     
     
     
     

     
     
     
     

     
     
     
     

     
     
     
     

Insert Applicable Child Suffix(es)  (
(   )
(   )
(   )
(   )
(   )
(   )
(   )

Date of Commit to DHS
     
     
     
     
     
     
     

Next Court Date
     
     
     
     
     
     
     

Courtroom
     
     
     
     
     
     
     

Pre-hearing Conference  (Date)
     
     
     
     
     
     
     


G.   HEALTH INFORMATION
or   FORMCHECKBOX 
   CMIIF ATTACHED

SUFFIX
INSURANCE PROVIDER & IDENTIFICATION NUMBER
PRIMARY CARE PROVIDER

NAME & ADDRESS
MEDICATION OR MEDICAL EQUIPMENT

 
     
     
     


     
     
     

 
     
     
     


     
     
     

 
     
     
     


     
     
     

 
     
     
     


     
     
     

 
     
     
     


     
     
     

 
     
     
     


     
     
     

 
     
     
     


     
     
     


MEDICAL DIAGNOSES/SPECIAL NEEDS  (See Special Service Considerations)
 FORMCHECKBOX 
   Referred to Health Management Unit

Insert Child Suffix For Whom Diagnoses or Special Needs Apply

Diagnosis/Special Need
Suffix
Diagnosis/Special Need
Suffix

Diabetes
     
Pregnant Adolescent
     

Asthma
     
Premature Newborn
     

Allergies
     
Other     (Specify in space below)  
     

Discuss immunizations and discuss specifics for any child with medical diagnosis or special needs, taking medication or requiring medical equipment.

     


H.   BEHAVIORAL HEALTH INFORMATION:
Attach a copy of most recent MH, MR, or other evaluation with diagnosis and recommendation for treatment needs

BEHAVIORAL HEALTH CHECKLIST



#1 – 11  MUST BE COMPLETED AND IF APPLICABLE TO ANY CHILD(REN), COMMENTED ON IN NARRATIVE SECTION BELOW.

If items #1 – 11 are checked and have occurred within the past 72 hours, call BHS Acute Services immediately at 215-685-6440 OR 215-413-7085


Insert Applicable Child Suffix(es)
Suffix(es)

Insert Applicable Child Suffix(es)
Suffix(es)

1.
Assault to Others
     
15.
Bedwetting/elimination problems
     

2.
Homicidal Ideation and/or Threat/Attempt
     
16.
Plays alone; social withdrawal
     

3.
Pattern of loss of contact with reality/psychosis
     
17.
Persistently sad mood w/pouting, sulking or crying spells
     

4.
Suicidal Ideation/Threat
     
18.
Irritability/mood swings
     

5.
Suicide Attempt
     
19.
Persistently fearful, worried
     

6.
Self-Injury
     
20.
Sleep disturbances (nightmares, insomnia)
     

7.
Substance Abuse
     
21.
History of trauma
     

8.
Sexual acting out/Sexually Reactive
     
22.
Oppositional behavior/resists adult direction
     

9.
Sexual Perpetration/Assault
     
23.
Tantrums/poor anger management
     

10.
Fire Setting
     
24.
Attention deficit/impulse control
     

11.
Cruelty to Animals
     
25
Difficulty in forming close relationships attachment problems
     

12.
Victim of Sexual Abuse
     
26.
Eating disorders
     

13.
Damaging Property
     
27.
Pervasive developmental disorder/autism
     

14.
Steals
     





CHILD’S SUBSTANCE ABUSE

    Current Substance Use






Insert Applicable Child Suffix(es)
Suffix(es)
Insert Applicable Child Suffix(es)
Suffix(es)


Marijuana
     
Previous Treatment:
     


Alcohol
     
Treatment Completed:
     


Other      (Specify in Narrative Section Below)
     
If participated in previous treatment, specify provider and date in narrative section.


Willing to enter program
     




PSYCHIATRIC HOSPITALIZATIONS

Insert Applicable Child Suffix(es)  (
(   )
(   )
(   )
(   )
(   )
(   )
(   )

Hospital Name
     
     
     
     
     
     
     

Admit Date
     
     
     
     
     
     
     

Discharge Date
     
     
     
     
     
     
     


MENTAL RETARDATION

Insert Applicable Child Suffix(es)
Suffix(es)
Insert Applicable Child Suffix(es)
Suffix(es)

Borderline
76-70
     
Severe      20-40
     

Mild
50-70
     
Profound below 20
     

Moderate
35-55
     




SOCIAL WORKER’S NARRATIVE DESCRIPTION OF CHILD’S BEHAVIORAL HEALTH STATUS

Describe what circumstances precipitate the behavior, duration, most recent occurrence, types of interventions employed, etc.  Identify provider names and dates of treatment.  Specify substance abuse including previous treatment, providers and dates.  Attach additional pages as needed.

     


I.  SCHOOL INFORMATION:
Attach IEP/CER/School District Report


PRESCHOOL AGE CHILD(REN)    (Insert applicable child suffixes and check all that apply for each child)

Insert Applicable Child Suffix(es)  (
(   )
(   )
(   )
(   )
(   )
(   )
(   )

Language – Age appropriate skills
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Motor – Age appropriate skills
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Coordination – Age appropriate skills
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Known to Early Intervention
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Known to Day Care
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Known to Head Start
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Known to Get Set
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



SCHOOL AGE CHILD(REN)
(Insert applicable child suffixes and complete all that apply for each child)

Suffix
Current School
Grade
General School Performance

(Good, Fair, Poor)
Full Scale IQ
Special Education
Repeated a Grade

(Identify)
Truant

 
     
     
 FORMDROPDOWN 

     
     
     
     

 
     
     
 FORMDROPDOWN 

     
     
     
     

 
     
     
 FORMDROPDOWN 

     
     
     
     

 
     
     
 FORMDROPDOWN 

     
     
     
     

 
     
     
 FORMDROPDOWN 

     
     
     
     

 
     
     
 FORMDROPDOWN 

     
     
     
     

 
     
     
 FORMDROPDOWN 

     
     
     
     

J.   SOCIAL WORKER’S NARRATIVE ASSESSMENT OF EACH FAMILY MEMBER’S STRENGTHS AND INFORMAL SUPPORTS

(Include separate entries for each child, parent, paramour, caregiver, etc. and specify names of informal supports including religious or community groups, etc.)

     

K.   SOCIAL WORKER’S NARRATIVE ASSESSMENT OF EACH FAMILY MEMBER’S NEEDS, FUNCTIONING AND RELATIONSHIPS

(Include separate entries for each child, parent, paramour, caregiver, etc. and expand on risk factors checked on page 1 and comment on relationships shared by all family members and significant others)

     

L.  SERVICE HISTORY


CURRENT SERVICES
(This section is for the services currently authorized only.  Include types of service, clients served, provider and dates of service.  For a child(ren) currently in placement, describe child’s adjustment to placement including relationships to staff and peers.)



or   FORMCHECKBOX 
 SEE ATTACHED SERVICE HISTORY


     


PREVIOUS SERVICES    (This section is for all  services other than those currently authorized.  Include types of service, clients served, provider and dates of service. For a child(ren) previously in placement, describe child’s adjustment to placement including relationships to staff and peers.)

or  FORMCHECKBOX 
 SEE ATTACHED SERVICE HISTORY


     

M.   SPECIAL SERVICE CONSIDERATIONS

If applicable, has family been referred to Family Preservation?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No


Family Response to Referral

 
Is family willing to accept the recommended service?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No


Is child willing to go into placement?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

Please explain response to referral if family or child is unwilling to accept recommended service.

     


OTHER SERVICE CONSIDERATIONS


Insert Applicable Child Suffix(es)
Suffix(es)
Insert Applicable Child Suffix(es)
Suffix(es)


Limited English Proficiency
(Identify primary language below)
     
LGBTQ
     


Siblings Together
     
Religious Preference
(Identify below)
     


Out-of-Town Kin
     
Pregnant Adolescent
(Refer to Health Man. Unit)
     


History of Runaway
     
Mother/Baby Placement
     


Special Medical Needs  
(See Medical Information Section.  Refer to Health Management Unit) 
     

Briefly explain Service Considerations: 

     

Current Social Worker (PRINT)


Date
     

Phone
    

Current Supervisor (MUST SIGN)


Date
     

Phone
    

Current Administrator Name


Date
     

Phone
    










**** TO BE COMPLETED BY CRU STAFF ****

Service Type: 

 FORMCHECKBOX 
   SCOH
Level       



 FORMCHECKBOX 
   Foster Care





 FORMCHECKBOX 
  PBC General Foster Care




 FORMCHECKBOX 
   Non PBC Foster Care
Level       



 FORMCHECKBOX 
   Treatment Foster Care




 FORMCHECKBOX 
   Medical Foster Care
 


 FORMCHECKBOX 
   Group Home
Level       


 FORMCHECKBOX 
   Institutional
Level       


CRU Screening Worker:
     
    Date:
     




Name of Agency:

     







Program Name:
 

     
 FORMTEXT 

Date of Referral Acceptance:        

Contact Person:
     

CRU Referral Worker:      

Telephone Number:
     

Telephone Number:      

�PAGE \# "'Page: '#'�'"  ��





Social Summary/Referral Form (85-100) Rev. 0303

1
6
Social Summary/Referral Form (85-100) Rev. 0303


