Oesterlen Services For Youth, Inc

Fax No.  937-399-6609
 Clark County Service Coordination Referral Form

Oesterlen Services for Youth, Inc.

Community Service



                                                  Service Coordination Referral Form 

Date of Referral           
COORDINATION: 









Information & Referral 
 







Service Coordination


Individualized Direct Services 


High Fidelity Wraparound

Reunification Service Coordination  
Referral Source      _____________________________
Family Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      


Case ID      

 FORMTEXT 
     
Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Phone Numbers:      

 FORMTEXT 
     /     

 FORMTEXT 
     
FAMILY MUST PARTICIPATE IN REFERRAL PROCESS
Family participated in referral?     No Yes      
Has the Family participated in Early Intervention?           

 FORMTEXT 
      No   If yes, Date:  Yes       Worker: ________________

Has the Family been to FST (Family Stability Team Meeting)         

 FORMTEXT 
      No   If yes, Date:  Yes      
Family Members: Include all household members   *Denotes Parent/Guardian  

      Role (Adults)


Name


              M/F
  DOB/Age
     Race/Ethnicity**
     School & Grade/ IEP? (Child)
	*     
	     
	     
	     
	     

	       
	     
	     
	     
	     

	       
	     
	     
	     
	     

	       
	     
	     
	     
	     

	       
	     
	     
	     
	     

	       
	     
	     
	     
	     

	       
	     
	     
	     
	     


** H=Hispanic  AI=American Indian   A=Appalachian   C=Caucasian   AA=African American   BI=Bi-racial   O=Other   
Team working with family: *Denotes Team Leader 


Name



                 Email  Address 
              Phone #
                       Relationship
	*     
	     
	     
	     

	       
	     
	     
	     

	       
	     
	     
	     

	       
	     
	     
	     


Family’s Goals for Service Coordination 
Family’s Identified Needs: (Summarize all that apply)
	1. Housing/Shelter:      
2. Food & Clothing:      
3. Transportation:      
4. Physical Health:      
5. Caregiver Social/Emotional:      
6. Youth  Social /Emotional:          
7. Finances/Budgeting:      
8. Family Relations:      
9. Community Support:          
10. Adult Employment:      
11. Youth Employment:       

12. Child Education/Dev.:      
13. Child Care/Safety:            
14. Immigration:      
15. Youth Assets /Social Skills:      
16. Judicial System Involvement:      
17. Caregiver Substance Abuse:      
18. Youth Substance Abuse:      
19. Youth Resiliency:      
20. Youth Exposure to Trauma:      
21. Mentoring/Social Activity:      
22. Youth Social Skills:      
Additional Information/Summary:  (Must include Summary)

	[image: image1.wmf]





Signature of family, team, and supervisor involved in Referral, demonstrating confirmation of the above information as being accurate and indicating family agreement to release of information.
	Parent/Guardian Signature:
	Date:

	
	

	Parent/Guardian Signature:
	Date:


Form must be sent from the supervisor e-mail address
	Referral Source/Team Leader Signature:
	Date:

	
	

	Supervisor Signature:
	Date:

	
	


Accepted 
 
 

Declined  

 

Referred to Other Services 
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