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	Child Information Form



Child’s Name ________________________________________     Date_____________________


	FCC Name:
	     
	Phone Number: 
	     


	Child’s Name:  
	     
	Nickname:
	     


	DOB:  
	     
	Medicaid #:  
	     
	SS#:  
	     


	Gender:  
	 FORMCHECKBOX 
Male     FORMCHECKBOX 
Female
	Race:  
	     
	Insurance/HMO:  
	     


	Mother’s Name:  
	     
	Father’s Name:  
	     

	Address:
	     
	Address:
	     

	Phone #:
	     
	Phone #:
	     


	Is there any prohibition or limit on parental or other contact with child?   FORMCHECKBOX 
 No      FORMCHECKBOX 
  Yes    If yes, attach a copy of the court order


	Child has siblings?  
	 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes, Siblings names are:
	     


	Placement Request Information


	Need for Placement:
	 FORMCHECKBOX 
 Initial Placement      FORMCHECKBOX 
 Placement Disruption
	Reason for Disruption:  
	     


	Moving from:
	     
	Moving to:
	     


	Reason for Removal/Placement:  
	     


	Placement Safety Plan Required?
	    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes    
	If yes, Explanation:
	     


	Educational Information


	Name of School/Child Care Center Last Attended:  
	     
	Grade:
	     


	Educational Placement:  
	 FORMCHECKBOX 
 Regular      FORMCHECKBOX 
 Special Education
	Type:
	     


	Persons Authorized to sign non-ESE school consent forms (Code of Conduct, Field Trip Permission, etc.) including PSF employees:

	     


	Health Information


	Child’s Pediatrician/Health Care Provider:  
	     
	Scheduled Appt:  
	     


	Chronic Health Problems:  
	 FORMCHECKBOX 
 Asthma    FORMCHECKBOX 
Seizures    FORMCHECKBOX 
Diabetes    FORMCHECKBOX 
Other
	     


	Child Wears Eye Glasses:  
	 FORMCHECKBOX 
No     FORMCHECKBOX 
Yes   
	Medical Equipment:  
	 FORMCHECKBOX 
No     FORMCHECKBOX 
Yes
	 If Yes, Explain:  
	     


	Current Medications:  
	     


	Allergies to Medication/Food:  
	     


	Child’s Dentist:
	     
	Scheduled Appt:  
	     


	Child’s Psychiatrist:  
	     
	Scheduled Appt:
	     


	Child’s Therapist:
	     
	Scheduled Appt:  
	     


	Psychological Evaluation
	 FORMCHECKBOX 
 No       FORMCHECKBOX 
  Yes
	Date:  
	     

	Comprehensive Behavioral Health Assessment
	 FORMCHECKBOX 
 No       FORMCHECKBOX 
  Yes
	Date:  
	     


	Legal History


	Shelter Date:
	     
	Adjudication Date:
	     

	Have parental rights been terminated?   FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes    If yes, attach a copy of the court order


	DJJ charges and date:
	     

	     


	Probation Officer:  
	     
	Phone : 
	     


	Child Risk Profile - Check All Behaviors that Apply to the Child



	
	
	
	

	 FORMCHECKBOX 
 Alcohol use/abuse 
	 FORMCHECKBOX 
 Eating Disorder
	 FORMCHECKBOX 
 Running Away
	 FORMCHECKBOX 
 Temper Outburst

	 FORMCHECKBOX 
 Arrests/Criminal Charges
	 FORMCHECKBOX 
 Frequent Crying
	 FORMCHECKBOX 
 Sleep Disturbance
	 FORMCHECKBOX 
 Treatment for Mental Illness

	 FORMCHECKBOX 
 Bedwetting
	 FORMCHECKBOX 
 Frequent physical complaints
	 FORMCHECKBOX 
 Soiling
	 FORMCHECKBOX 
 Truancy

	 FORMCHECKBOX 
 Developmental delay
	 FORMCHECKBOX 
 Lying
	 FORMCHECKBOX 
 Special Education Placement
	 FORMCHECKBOX 
 Verbal Aggression

	 FORMCHECKBOX 
 Developmental disability
	 FORMCHECKBOX 
 Mood Swings
	 FORMCHECKBOX 
 Stealing
	 FORMCHECKBOX 
 Victim of Violence

	 FORMCHECKBOX 
 Drug use/abuse
	 FORMCHECKBOX 
 Property Destruction
	 FORMCHECKBOX 
 Suspension from School
	 FORMCHECKBOX 
 Withdrawn behavior

	 FORMCHECKBOX 
 *Fire Setting
	 FORMCHECKBOX 
 *Physical Aggression
	 FORMCHECKBOX 
 *Sexual Acting Out
	 FORMCHECKBOX 
 *Suicidal Tendency

	 FORMCHECKBOX 
 *Harmful to animals
	 FORMCHECKBOX 
 *Self-injurious behavior
	 FORMCHECKBOX 
 *Sexual Offender
	 FORMCHECKBOX 
 *Victim of Sexual Abuse

	
	
	
	

	*Behavior requires an Out of Home Care Plan for children in a placement setting and may require a Safety Plan for children remaining in home.


	Explain the behaviors checked including the frequency, severity; for behaviors with an *asterisk, also provide the date of the incident(s), the type of abuse, the nature and history of the child’s relationship to the perpetrator and a brief detailed narrative of the event(s)

	     

	     

	     

	     

	     

	     

	     

	     


	Describe any services the child is receiving and outcome of treatment:  

	     

	     

	     

	     

	     

	     


	
	
	

	Family Care Counselor
	
	Date


Note:  A copy of this form, and the Out of Home Care Plan or Safety Plan, if required, must be provided to and discussed with the Caregiver.  
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