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	Reconsideration of Assessment of Suitability for a Child for Residential Treatment  



Reconsideration of Assessment of Suitability 
of a Child for Residential Treatment


	Child Information

	NAME:

     
	medicaid number:

     
	Social Security Number:

     

	Date of Birth:

     
	Gender:

Male  FORMCHECKBOX 
     Female  FORMCHECKBOX 


	County of Origin:

     
	Circuit:

     
	Area:

     

	Evaluator:

     
	Date of Last Suitability:

     
	Prior Recommendation:

 FORMCHECKBOX 
 In-Patient    FORMCHECKBOX 
 STGH    FORMCHECKBOX 
 Alternative Placement

	Single Point of Access (SPOA) Contact Information

	NAME:

Catherine Rice
	Phone number:

352.244.1512
	fax Number:

352.244.1636

	DSM-IV

	DSM-IV DIAGNOSIS:
	

	Axis I
	     

	Axis II
	     

	Axis III
	     

	Axis IV
	     

	Axis V
	     


	Child’s Current Living Arrangement

	Name of current location/Caregiver:

     

	placement type:

 FORMCHECKBOX 
 In-Patient    FORMCHECKBOX 
 STGH    FORMCHECKBOX 
 Shelter    FORMCHECKBOX 
 Detention Center    FORMCHECKBOX 
 CSU    FORMCHECKBOX 
 Foster Parent    FORMCHECKBOX 
 Relative    FORMCHECKBOX 
 Other:      

	Daytime phone number

     
	evening phone number

     

	Address:

     
	City:

     
	State:

  
	Zip:

     


	Community Based Care Caseworker

	Name:

     
	Phone Number:

     
	Email Address:

     

	Address:

     
	City:

     
	State:

  
	Zip:

     


	Guardian ad litem

	Name:

     
	Email Address:

     

	Phone Number:

     
	Fax Number:

     


	Attorney ad litem

	Name:

     
	Email Address:

     

	Phone Number:

     
	Fax Number:

     


	Updated Clinical Information: explanation of child’s decompensation since the time of the last assessment (i.e., Baker Acts, self-injurious behaviors, etc.) 

	     



	Additional Comments or Information 

	     



I certify the referral form and package are complete and that all information will be sent to the Qualified Evaluator upon assignment. 

	
	
	     

	Signature of SPOA
	
	Date


	Note: Referral Cannot Be Processed if Information Submitted is Illegible or Incomplete.

	Revision Date: May 24, 2010
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