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Promoting Safe and Stable Families Program


Referral Form                                                          

Referring Agent

	Caseworker (or name of referring individual):


	Telephone:  

	
	Email:  

	County office (or referring agency name):


	Date: 

	If family is self-referred, how did they become aware of PSSF services available through agency?


Referral Source

	Check one.

 FORMCHECKBOX 
 DFCS - OFI/Food Stamps/Medicaid
 FORMCHECKBOX 
 DFCS –Intake (Screen Out)
 FORMCHECKBOX 
 DFCS –Investigations
 FORMCHECKBOX 
 DFCS –Family Support  (FPS)

 FORMCHECKBOX 
 DFCS –Family Preservation (FPS)

 FORMCHECKBOX 
 Other:                                                 
	 FORMCHECKBOX 
 DFCS – Foster Care
 FORMCHECKBOX 
 DFCS –Foster Care ILP

 FORMCHECKBOX 
 DFCS –Resource Development

 FORMCHECKBOX 
 DFCS - Adoptions   
 FORMCHECKBOX 
 Faith-based Institution

   
	 FORMCHECKBOX 
 Health Department

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Juvenile Court/Family Court

 FORMCHECKBOX 
 Law Enforcement

 FORMCHECKBOX 
 Mental Health

	 FORMCHECKBOX 
 Other community agency                                                                 FORMCHECKBOX 
 Previous or current participant 
 FORMCHECKBOX 
 Probation                   
 FORMCHECKBOX 
 School                                                                                                                                                                            

 FORMCHECKBOX 
 Self



Referral Information

	Agency/Program family is being referred to:  


	Reason for Referral:


	Service Needs:



	 FORMCHECKBOX 
  Assessment required.    

 FORMCHECKBOX 
  Assessment completed.   Type of assessment: ___________________________________Completed by: ___________________________________

 FORMCHECKBOX 
  Copy or summary of results of assessment attached.


Family Status

	 FORMCHECKBOX 
 No Known CPS/DFCS Involvement

 FORMCHECKBOX 
 DFCS OFI Only
 FORMCHECKBOX 
 Screen Out History Only
 FORMCHECKBOX 
 Open CPS Family Support(FSS)


	 FORMCHECKBOX 
 CPS Investigations (INV)
 FORMCHECKBOX 
 Open CPS Family Preservation (FPS)
 FORMCHECKBOX 
 Closed/Closing CPS
 FORMCHECKBOX 
 Closed Foster Care
	 FORMCHECKBOX 
Child(ren) in Foster Care

 FORMCHECKBOX 
Child(ren) in Relative Custody/Guardianship

 FORMCHECKBOX 
 Youth in Independent Living Program (ILP)
 FORMCHECKBOX 
 Youth in Extended Supportive Services

 FORMCHECKBOX 
 Pre- or Post-Adoptive Placement


Family Information

	Name of Primary Caregiver:


	List names of all individuals for whom services are requested:

	Telephone or contact instructions:


	

	County of Residence:
	SHINES ID #:


	

	 FORMCHECKBOX 
 Family/individual is aware that this referral has been made and that the Service Provider will contact them directly.


Follow Up Requested

	 FORMCHECKBOX 
 Request follow-up documentation upon service completion. Instructions: 



	 FORMCHECKBOX 
 Request interim status reports. Instructions: 


Status of Referral. To be completed by service provider.
	 FORMCHECKBOX 
 Attempts to contact family have been unsuccessful.

 FORMCHECKBOX 
 Family contacted but declines services.  
	 FORMCHECKBOX 
 Family contacted. Services can begin immediately.     

 FORMCHECKBOX 
 Waitlisted for future services. 

      Expected start date:


	Date referring agency notified of status:

	Additional Comments:
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