	MULTIPLE NEEDS CHILD

CASE REVIEW COMMITTEE OF THE SCSFT REFERRAL FORM

(THIS FORM MUST BE COMPLETED IN ITS ENTIRETY AND SUBMITTED BY THE CHAIRPERSON OF CCSFT)

	CHILD'S LAST NAME
	FIRST NAME
	MI
	SEX
	RACE
	DOB

	     
	     
	     
	 
	     
	     

	SOCIAL SECURITY NUMBER
	PRESENT CUSTODY
	PRIOR CUSTODY

	XXX-XX-    
	     
	      

	AGENCIES PROVIDING OR INVOLVED IN PROVIDING SERVICES PRIOR TO CRC STAFFING (CHECK ALL THAT APPLY)

	SPECIAL ED

 FORMCHECKBOX 

	DHR

 FORMCHECKBOX 

	MH

 FORMCHECKBOX 

	JPO

 FORMCHECKBOX 

	DPH

 FORMCHECKBOX 

	DYS

 FORMCHECKBOX 

	OTHER  (specify)

      FORMCHECKBOX 


	LIST IQ, DIAGNOSIS & VERIFIED MENTAL, SUBSTANCE ABUSE, PHYSICAL, &/OR BEHAVIORAL CONDITIONS (SEND MOST CURRENT IEP, MEDICAL, MENTAL, SOCIAL EVALUATIONS &/OR TESTING RESULTS AVAILABLE). 

	      


	CURRENT PLACEMENT:
	DATES:

	      
	      

	PREVIOUS PLACEMENT(S): (Include any discharge summaries within past 12 months.)
	DATES:

	     
     
     
     
     
     
	     
     
     
     
     
     

	 FORMCHECKBOX 
 CHILD HAS A FINDING OF MNC (NOT a requirement for staffing)        FORMCHECKBOX 
 CHILD RECEIVES BENEFITS SUCH AS MEDICAID OR SSI

	LEGAL HISTORY WITH DATES:

	     

	

	BRIEF IDENTIFICATION OF CHILD'S CURRENT NEEDS/BEHAVIORS WHICH REQUIRE CSFT STAFFING:

	     

	

	CSFT STAFFING RESULTS & PLAN (Include summary of least restrictive services &/or treatment efforts.):

	     

	

	SPECIFIC REQUEST OF STATE CHILDREN'S SERVICES FACILITATION TEAM:

	     

	

	

	CHAIRPERSON:       
	DATE:      

	TELEPHONE:      
	COUNTY:      

	CASE MANAGER/CONTACT PERSON:      
	AGENCY:      

	EMAIL:      
	TELEPHONE:      

	
	Revised 10/15/2025



