Social Summary/Referral Form
The attached form is to be submitted for all referrals: RTF, Family Preservation, all services accessed through the Central Referral Units, requests for psychological and psychiatric evaluations, sexual abuse evaluations and treatment, Adolescent Initiative, etc.  Once completed the form will become part of a child/familys case record and may simply be updated for future referrals.

All referrals:
Complete all sections of pages 1-7

Request for Diagnostic evaluation (Psychological/psychiatric)-

Also complete page 6.  Direct completed referral to Psychologist Unit, 1st floor.


Request for Sexual Abuse Evaluations with Sobel Associates:

Complete pages 1- 6 Direct completed referral to Judy Frank, Supervisor, Sexual Abuse Unit,

12th Floor.


Request for Sexual Abuse evaluation and or Treatment through JJPI, Spring Garden Associates,

Family Services, and ATA Sexual Abuse Services, complete pages 1- 7.  Obtain required

signatures and forward to Cheryl Ransom, Contract and Compliance Administrator, 3rd floor.

It is important in the preparation of this form that you include all pertinent data about everyone involved with each child in the family.  Material included in this document will secure placements; form the basis

of how SCOH is provided and allow children to be evaluated in a most effective manner if all pertinent information is included.  Please feel free to attach supporting documents as there is no need to duplicate efforts.


If you want Family Preservation Services for this family, please forward directly to Family Preservation and do not check:  Family Preservation and SCOH.


This form can be used to request a sexual abuse evaluation but it cannot be considered a

transfer summary on these cases.

*This form is derived from the SCOH intake form and is meant to replace it.

 REFERRAL TYPE:
     FORMCHECKBOX 
 CRU                      FORMCHECKBOX 
 SEXUAL  ABUSE
SOCIAL

SUMMARY/ REFERRAL
   PHILADELPHIA DEPARTMENT OF HUMAN SERVICES           CHILDREN AND YOUTH DIVISION      

  FORMCHECKBOX 
 AI
  FORMCHECKBOX 
 D & E
   FORMCHECKBOX 
  RTF 
  FORMCHECKBOX 
  FAM PRSV



  CASE NAME

  CYD CASE NUMBER

DATE ACCEPTED FOR SERVICE BY  DHS:        
DATE OF LAST VISIT WITH FAMILY:     
TYPE OF CRU REFERRAL:     SCOH   FORMCHECKBOX 
     FOSTER CARE  FORMCHECKBOX 

GROUP HOME   FORMCHECKBOX 
    EMPL     FORMCHECKBOX 
   INSTITUTIONAL CARE    FORMCHECKBOX 

RETURN TO:    INTAKE    FORMCHECKBOX 
         FSR     FORMCHECKBOX 


     
     


Parental Rights Terminated

 FORMCHECKBOX 
    YES       FORMCHECKBOX 
 NO       DATE         

INITIAL REPORT DATE

     



RISK LEVEL (circle)   L       M       H
Social Summary updated as of       


IDENTIFYING INFORMATION - ALL FAMILY MEMBERS AND SIGNIFICANT OTHERS

SUF
NAME, RACE, SEX


SSN
    DOB
ADDRESS & ZIP
(IF APPLICABLE NAME OF AGENCY)
PHONE

     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     

MOTHER:
     
     
     
     
     

FATHER:

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

SIGNIFICANT OTHERS (IDENTIFY RELATIONSHIP)
     
     
     
     

     
     
     
     
     

     
     
     
     
     

CHILD SUFFIXES TO BE SERVICED
     
SOURCE OF INCOME & AMOUNT:


     

REASONS ACCEPTED FOR SERVICE:          

RISK FACTORS (AS THEY RELATE TO PARENT(S) CARETAKER(S) check all that apply
            FORMCHECKBOX 
      Physical Injury             FORMCHECKBOX 
    Medical Neglect                FORMCHECKBOX 
    Substance Abuse         FORMCHECKBOX 
     Physical Health Problems        FORMCHECKBOX 
      Level of Cooperation      

            FORMCHECKBOX 
     Domestic Violence        FORMCHECKBOX 
    Housing Conditions           FORMCHECKBOX 
   Parenting Skills             FORMCHECKBOX 
     Mental Health Issues              FORMCHECKBOX 
       Sexual Abuse      

            FORMCHECKBOX 
     N/A Parental Rights Terminated                                   FORMCHECKBOX 
   MR
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CASE NAME:
     
DHS #:
     

COURT ACTIVITY (describe status; attorneys & child advocate) 

DATE OF NEXT HEARING
     

(If referral court ordered, attach copy of DRO)



     

DESCRIPTION OF EACH FAMILY MEMBER’S NEEDS AND FUNCTIONING (expand on risk factors checked on page 1)

(If adoption case-please attach child assessment.) *(Must include separate, dated entry for each parent, sibling, paramour, caregiver, etc)

     

DESCRIPTION OF EACH FAMILY MEMBER’S STRENGTHS AND INFORMAL SUPPORTS  (Include names of community, religious, civic supports and their objective/goal with family) *(Must include separate, dated entry for each parent, sibling, paramour, caregiver, etc) 

     

RELATIONSHIPS (Comment on relationships shared by all family members and significant others)
     

     

Page 3 of 7
CASE  NAME:
     
DHS #:
     

MEDICAL PROVIDER INFORMATION (List coverage, provider’s name, clinic name & address, phone number, date of last visit, immunization record for all children).  If available indicate current diagnosis, medications and allergies for all children.  Indicate if mother had any difficulties with pregnancy.  Include hospitalizations of  any children. (Location, Dates, Reasons)

*(Must include separate, dated entry for each parent, sibling, paramour, caregiver,)         (ATTACH  MANAGED CARE FORM IF AVAILABLE)    

     

MENTAL HEALTH (for all household members: include diagnoses, medications, past and present inpatient/outpatient treatment and any substance abuse issues past 

and present) (Must include separate, dated entry for each parent, sibling, paramour, caregiver, etc)

      



SUBSTANCE ABUSE  (Include past/present treatment: both inpatient & outpatient; specify substances/drugs abused) *(Must include separate, dated entry 

for each parent, sibling, paramour, caregiver, etc)

     

     

WILLING TO ENTER A SUBSTANCE ABUSE TREATMENT PROGRAM?     FORMCHECKBOX 
   YES         FORMCHECKBOX 
   NO          FORMCHECKBOX 
 N/A

SCHOOL INFORMATION FOR EACH CHILD (Include school/day care attending, current grade, current issues identified and prior school issues, truancy).
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CASE NAME:
     
DHS #:
     

LIST PRIOR REPORTS (date, type, allegations, determination)

     

PLACEMENT HISTORY (Include dates and locations of all child placements.  Include placements of parents if applicable)

(Note: Information can be accessed in FACTS and printed from screen.)

     

DESCRIPTION OF SERVICES PROVIDED TO DATE:  

     

GOALS: 

 FORMCHECKBOX 

Stabilized family functioning and prevent placement

 FORMCHECKBOX 

Return to own home




        (ZIP CODE) 


 FORMCHECKBOX 

Placement in home of relatives


        (ZIP CODE) 
     

 FORMCHECKBOX 

Discharge DHS custody

DHS to retain custody

 FORMCHECKBOX 



 FORMCHECKBOX 

Adoption

 FORMCHECKBOX 

Placement with legal guardian 


        (ZIP CODE) 
     

 FORMCHECKBOX 

Independent Living

 FORMCHECKBOX 

Long term placement


permanent foster family home care


long term placement other setting

 FORMCHECKBOX 



 FORMCHECKBOX 
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CASE NAME:
     
DHS#
     

LIST SERVICES BEING SOUGHT FROM PROVIDER AGENCY: (Consistent with parent notification letter)

     

SPECIAL CONSIDERATIONS REGARDING REFERRAL\INCLUDE PARENT(S) RESPONSES TO REFERRAL



     

Have you referred to Family Preservation (please explain)
    FORMCHECKBOX 
   YES                    FORMCHECKBOX 
    NO

NO



     

Is family willing to accept Family Preservation?  If NO, why not?  If rejected by Family Preservation, please explain or attach rejection.
    FORMCHECKBOX 
     YES                   FORMCHECKBOX 
    NO



     



LEVEL OF SERVICE RECOMMENDED  (check one):       FORMCHECKBOX 
 I            FORMCHECKBOX 
 II          FORMCHECKBOX 
  III


SOCIAL WORKER:
     
Phone
     
DATE
     

SUPERVISOR:
PRINT

SIGNATURE
Phone
     
DATE
     


     








PRINT

SIGNATURE




ADMINISTRATOR:
     

 

Phone
     
DATE
     


     PRINT
                                   SIGNATURE



           Level  of Service obtained:    I      II      III                                         STATUS OF SCOH REFERRAL (for use by CRU)

Date Referred for Service:
     
Date Referral Accepted:
     

Name of Agency:
     
Contact Agency Person:
     


Family Service Region:
     





REQUEST FOR DIAGNOSTIC EVALUATION (one form per person)
*Note: Complete this page for Psychological/Psychiatric, Addendum, and/or RTF, Sexual Abuse Evaluation, Sexual Abuse Treatment


Name of Identified Individual:
     
DOB:
     

Social Security Number:
     
-
     
-
     














Referral for (please check):  FORMCHECKBOX 
 Psychological Evaluation       FORMCHECKBOX 
 Psychiatric Eval.       FORMCHECKBOX 
Addendum      FORMCHECKBOX 
RTF         FORMCHECKBOX 
 Sex













Abuse Evaluation/Sobel Associates                 FORMCHECKBOX 
    (For other Sexual Abuse Services complete page 6 also)



Medical Insurance:
     

Number:
     




Guardian:
     

Telephone:
     




Child Advocate:
     

Telephone:
     







Primary Language:
     
English
     
Other 
     




Social Worker:
     
Phone:
     
Supv.
     
Phone:
     







SPECIFIC BEHAVIORS/CIRCUMSTANCES REQUIRING EVALUATION:

     








MENTAL HEALTH HISTORY AND TREATMENT EFFORTS: Include early history, onset of problems, at interventions such as: therapy, wraparound, inpatient/outpatient treatment, medication, sex abuse therapy, and facilities, dates if known.





     


PSYCHOLOGICAL/PSYCHIATRIC COMPLETED IN PAST?

 FORMCHECKBOX 
  YES         FORMCHECKBOX 
  NO









If yes, copies must be attached, or explanation of why its not available)
     




CHECK ALL SYMPTOMS THAT APPLY (PAST/PRESENT)    (IF CHECKED, PLEASE EXPLAIN):






 FORMCHECKBOX 
Aggressive/Assaultive


 FORMCHECKBOX 
Encopresis/Soiling/Smearing



 FORMCHECKBOX 
Running Away



 FORMCHECKBOX 
Alcohol Abuse


 FORMCHECKBOX 
Enuresis/Bed Wetting



 FORMCHECKBOX 
Seizures



 FORMCHECKBOX 
Animal Cruelty/Mutilation


 FORMCHECKBOX 
Firesetting



 FORMCHECKBOX 
Self /Abuse



 FORMCHECKBOX 
Anxiety


 FORMCHECKBOX 
Hallucinations



 FORMCHECKBOX 
Sex Abuse



 FORMCHECKBOX 
Blackouts


 FORMCHECKBOX 
Head Trauma





 FORMCHECKBOX 
Victim



 FORMCHECKBOX 
Classroom Behaviors


 FORMCHECKBOX 
Head Banging





 FORMCHECKBOX 
Perpetrator



 FORMCHECKBOX 
Depression


 FORMCHECKBOX 
Hyperactivity





 FORMCHECKBOX 
Witness



 FORMCHECKBOX 
Delusions


 FORMCHECKBOX 
Impulsive Behaviors



 FORMCHECKBOX 
Sleeplessness



 FORMCHECKBOX 
Destructive Behaviors


 FORMCHECKBOX 
Lying (excessively)



 FORMCHECKBOX 
Speech Problems



 FORMCHECKBOX 
Drug Abuse


 FORMCHECKBOX 
Mood Swings



 FORMCHECKBOX 
Suicidal






 FORMCHECKBOX 
Nightmares



 FORMCHECKBOX 
Tantrums






 FORMCHECKBOX 
Physical Abuse



 FORMCHECKBOX 
Truancy







 FORMCHECKBOX 
Victim



 FORMCHECKBOX 
Other







 FORMCHECKBOX 
Perpetrator











 FORMCHECKBOX 
Witness





EXPLANATION AND/OR COMMENTS FOR CHECKED SYMPTONS (attach additional pages if necessary)
           

     

SPECIFIC QUESTIONS TO BE ANSWERED BY EVALUATOR

     

DO NOT WRITE BELOW THIS LINE

Refer to
     

Approved By:
     

 FORMCHECKBOX 
  Full Battery

 FORMCHECKBOX 
  Clinical Assessment Only
              FORMCHECKBOX 
  Addendum Only

 FORMCHECKBOX 
  Bill CBH






Contracts Authorization for Payment of Behavioral Health

(Complete only if you are requesting other sexual abuse evaluations/counseling with JJPI, Spring Garden Associates, Family Services and ATA Sexual Abuse Services) (Summary Memo will need to be submitted to County Administrator if you are requesting a special contract for a new provider)



Please complete this page per child











Primary Client’s Name:          

Date of Birth:         

Name of Provider:                


Phone:         

Provider’s Address:              


Length of Service:        



Services Requested:
Sexual Abuse Evaluation:
 FORMCHECKBOX 





Sexual Abuse Therapy
 FORMCHECKBOX 






Explain why services are not being billed to client’s health insurance (e.g. CBH or HMO)

     



List other services provided to Child/Family by DHS                                     

     

(Please attach any data or other evaluations that are relevant to the child’s case.)



Other family members that will be receiving services under this authorization

Family Member

Individual Therapy

Family Therapy

Group Therapy

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     



The following signatures must be obtained before payment authorization 



Social Worker’s Signature:
     


     

                                                                                                                                                                 Date

Supervisor’s Signature:
     


     

                                                                                                                                                                 Date

Administrator’s Signature:
     


     

                                                                                                                                                                 Date

Contract Administrator:
     


     

                                                                                                                                                                 Date

cc: Financial Management Unit

