TLC

Child &

Family Services

To: Referring Placement Worker
Re: Referral Process

To ensure a timely and accurate evaluation for program eligibility, all required documents must be

submitted at the time of referral. Incomplete referral packets may delay the review process and could

impact placement timelines. We appreciate your support in helping us assess each youth thoroughly and

efficiently.

Please confirm that the following documents are included in the referral submission packet:
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Referral Form

Risk Assessment Questionnaire (included)

Participant application (included) (*youth completes)

Letter of Intent (included) (*youth completes)

Redacted Initial court report showing entry into foster care and most recent court status
Discharge report from past placements

Transitional Independent Living Plan (TILP)

Current IEP (if applicable)

Psychiatric Evaluation (if applicable)

Psychiatric Medications Summaries (JV 220) (if applicable)

Health and Education Passport (HEP)

Medical Consent (included) (*required for all youth under 18 years of age)

Important note: Referrals will be reviewed once_all required documents are received. Scheduling
informational interviews or next steps may be delayed until the packet is complete.

The following documents are required after acceptance and must be provided before the intake

date:
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Valid Government ID (DL, ID, Passport or Tribal ID *please note clients without a valid
government [D may be denied program entrance)

Copy of Birth Certificate

Proof of Medical Insurance

Foster Care Verification Form on County letterhead. Include dates of care and DOB
Copy of Social Security Card

Thank you for your collaboration and commitment to supporting the applicant’s placement success.

Sincerely,

THP Program Director and Intake Coordinator

Competed referrals can be faxed or mailed to:
TLC Child and Family Services

Attn: Intake Coordinator

821 Mendocino Avenue, Santa Rosa, CA 95401
Fax: (707) 528-7699

Email encrypted to: thp-intake@tlc4kids.org




TLC

Child &

Family Services

Referral Form
Transition Age Youth Housing Programs

077-THPP

Date: Program: OTHPP-Minor OTHPP-NMD OTHP+
Name/Title Referring Party: Phone Number/Email:
Youth Information
Name: Birth Date: County:
Age:
Case Number: Ethnicity: Gender:

Current Address:

Foster Parent/Group Home Contact (if applicable):

Phone Number:

Eligibility Worker:

Phone Number:

CASA: Phone Number:
Attorney: Phone Number:
Therapist: Phone Number:

Current School:

Project Graduation Date:

Employment Status:

Currently Active in ILP

OYes ONo ILP Coordinator:

Youth’s Strengths:

Independent Living Goals:

Please route referral forms to the THP office for review. Competed referrals will be faxed, emailed or mailed to:

TLC Child and Family Services
Attention: Intake Coordinator

821 Mendocino Avenue
Santa Rosa, CA 95401

Fax: (707) 528-7699 Email encrypted to: thp-intake@tlc4kids.org




TLC Risk Assessment

Questionnaire
Child & Transition Age Youth Housing Programs
Family Services 086-THPP

To be completed by the referring party

The following questionnaire is designed to assist in identifying needs and barriers that may affect
the placement of and/or services to be provided to prospective participants. After assessment,
additional information may be requested by the Intake Coordinator to determine whether the
transitional housing program will be able to admit the client and meet their needs. The questions on
this form should be reviewed by the participant’s placement worker prior to admission.

Date:
Youth’s Name:

Placement Status: CPS O Probation O Mental Health O

A. ABUSE /NEGLECT

Does the applicant have a history as a victim of any of the following?

YES O NO O 1. Physical abuse

YES O NO O 2. Sexual abuse
YES OO0 NO O 3. Abandonment
YES O NO O 4. Emotional abuse
YES O NO O 5. Neglect

YES OO NO O 6. Medical neglect
YES O NO O 7. Ritualistic abuse
YES [0 NO O 8. Exploitation

If the answer to any of the above questions is yes, describe the type and extent:

Any therapy the applicant has received or requires:

Any special precautions to be taken in the care of the applicant:

Names and relationships of any person the applicant is to have NO contact with:
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B. DELINQUENCY

Does the applicant have a history of any of the following?

YES O NO [0 1. Offenses against people If yes, describe the type, frequency and dates of activity:

YES O NO [O 2. Offenses against property If yes, describe the type, frequency and dates of activity:

YES O NO O 3. Drug or alcohol related offenses If yes, describe the type, frequency and dates of activity:

YES O NO [0 4. Use of weapons If yes, describe the type, frequency and dates of activity:

YES O NO O 5. Arson If yes, describe the type, frequency and dates of activity:

YES [0 NO O 6. Sexual offenses If yes, describe the type, frequency and dates of activity:

YES O NO O 7. Truancy If yes, describe the type, frequency and dates of activity:

YES O NO O 8. Runaway If yes, describe the type, frequency of the activity and dates of activity:

YES O NO [ 9. Gang activity/affiliation If yes, describe the type, frequency and dates of activity:

YES O NO O 10. Stealing If yes, describe the type, frequency and dates of activity:

YES O NO O Is the applicant currently on probation? If yes, describe the summary of the charges and

what are the conditions that may impact placement?



C. Mental / Developmental status

Do any of the following apply to the applicant?
YES O NO [0 1. Mental health disorder (DSM, diagnosis) If yes, list any past or current treatment:

YES O NO O 2. Developmental disability If yes, provide details:

YES O NO O 3. Deficits in self-help skills If yes, provide details:

YES O NO O 4. Requires psychotropic medications If yes, provide details:

YES OO0 NO O 5. Special education pupil, certified, Seriously Emotionally Disturbed. If yes, provide

details:

YES OONO O 6. Is the applicant eligible for and/or receiving services through a Regional Center?

If yes, please give the provider's name and summary of services:

YES O NO O 7. Has the applicant ever been an in-patient of a mental health facility or

developmental center? If yes, provide the dates, reasons, and location of hospitalizations for mental

health care:



D. ALCOHOL / DRUG USE
YES O NO [ 1. Does the participant have a history of drug or alcohol use? If yes, describe the types

of drugs, alcohol or inhalants used and frequency of use:

YES O NO O 2. Are there any current concerns regarding the use of drugs or alcohol? If yes,

describe:

E. HEALTH STATUS

Applicant’s Primary physician: Name phone

Applicant’s Therapist: Name phone

YES O NO O Does the participant use any prescription medications? If yes, list prescription(s):

Does the participant have any of the following?

YES O NO O 1. Asthma

YES OO0 NO O 2. Epilepsy

YES O NO O 3. Allergies

YES O NO O 4. Diabetes

YES O NO O 5. Eating disorder
YES O NO O 6. Visual impairment
YES O NO O 7. Hearing impairment
YES OO NO O 8. Infectious disease
YES O NO O 9. Special diet

YES OO NO O 10. Pregnancy If yes, expected due date:

YES O NO O 11. Chronic medical conditions

YES O NO O 12. Physical limitations

YES O NO O 13. Are they experiencing any pain?

YES OO0 NO O 14. Other Medical Conditions If yes, describe:
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If the answer to any of the above is yes, describe the type and severity of the condition(s):

The treatment the applicant is receiving for the condition.

Yes [0 NO O Any limitations due to the condition? If yes, provide pertinent information:

Any special services required due to the condition?

Does the participant have a history of any of the following?
If yes, provide a description of the behavior, including frequency, duration, approximate date of the
last occurrence, identified triggers of the behavior and strategies implemented to address the

behavior

YES OO0 NO O 1. Non-compliance If yes, describe:

YES O NO O 2. Resistance to authority If yes, describe:

YES O NO O 3. Temper tantrums If yes, describe:

YES OO0 NO O 4. Verbal abusiveness If yes, describe:

YES OO0 NO O 5. Self-harm or suicide attempts If yes, describe:

YES OO NO O 6. Restlessness or hyperactivity If yes, describe:
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YES O NO O 7. Depression or withdrawal If yes, describe:

YES OO NO O 8. Anxiety If yes, describe:

YES O NO O 9. Lying If yes, describe:

YES OO0 NO O 10. Inappropriate sexual behavior If yes, describe:

YES O NO O 11. Medication non-compliance If yes, describe:

YES O NO O 12. Refusal of medical treatment If yes, describe:

Print Name of professional filling out this form

Signature of professional filling out this form Date



Consent for Medical Treatment

TLC & Psychiatric/Psychological
Child & ~ Assessments & Treatment
amily Serv1ces 094-THPP

| certify that | am the legally recognized parent or guardian of the dependent. | authorize TLC
Child & Family Services (TLC) and its staff to schedule appointments, share the insurance
information listed below with providers, consent to routine medical, dental, vision care or
psychiatrist for:

Name of Dependent

This care may be given under whatever conditions are necessary to preserve the life, limb, or
well-being of my dependent.

Parent, Authorized Representative, Legal Guardian Signature Date

Printed Name of above signature Relationship

Address County

Name of Insurance Company Policy Number Expiration Date

[1 I also give consent to TLC to coordinate treatment for, and exchange information for behavioral
health services.

[ California law allows a minor who is 12 years of age or older to independently consent to
outpatient mental health treatment or counseling if, in the opinion of the treating professional, the
minor is mature enough to participate intelligently in treatment. The treating professional is
encouraged to involve the parent or guardian in the minor’s treatment unless, after consulting with
the minor, the professional determines that such involvement would be inappropriate. Records
related to these services are confidential and may not be disclosed without the minor’s
authorization, except as permitted or required by law.

Signature of guardian or dependent Name






