ER Shelter Placement Referral

	Provider Name:        

	Name of staff member completing referral:        

	GENERAL INFORMATION

	Date of referral:      
	Date response given to CSO:       

	Youth’s Name:       
	CSO Name:       

	Birth Date (Age):    /  /        (     )
	Judicial District:       

	Identified Gender:       
	CSO Contact Info:       

	Ethnicity:       
	Date placement is needed:    /  /    

	Permanency goal:   FORMCHECKBOX 
 TLP       FORMCHECKBOX 
 CIP       FORMCHECKBOX 
 IL       FORMCHECKBOX 
 OPPLA       FORMCHECKBOX 
 Reintegration       FORMCHECKBOX 
Unknown

	PLACEMENT HISTORY

	List previous placements:       

	AREAS OF NEED/BEHAVIORAL CONCERNS (provide specific information in comments)

	 FORMCHECKBOX 
 Family/Parenting
	 FORMCHECKBOX 
 Education/Employment
	 FORMCHECKBOX 
 Personality/Behavior

	 FORMCHECKBOX 
 Substance Abuse
	 FORMCHECKBOX 
 Leisure/Recreation
	 FORMCHECKBOX 
 Sex Offender Treatment

	 FORMCHECKBOX 
 Attitudes/Orientation
	 FORMCHECKBOX 
 Peer Relationships
	 FORMCHECKBOX 
 Other (specify in comments)

	Comments:       

	SPECIAL CONSIDERATIONS

	Examples may include concerns around: AWOL risk, assaultive behaviors, intellectual functioning, sexual offenses/misconduct, victimization, trauma, gender, mental health, medical health, gang affiliation etc.

     

	CRITERIA TO DETERMINE APPROPRIATENESS OF PLACEMENT (place a check mark by those that apply)

	 FORMCHECKBOX 
 Has a pattern of high risk behaviors
	 FORMCHECKBOX 
 In need of temporary placement

	 FORMCHECKBOX 
 Does not require detoxification/hospitalization
	

	

	

	

	

	ACCEPTANCE/DENIAL OF PLACEMENT

	 FORMCHECKBOX 
 Considered for placement/need more information.

	 FORMCHECKBOX 
 Accepted for placement

	 FORMCHECKBOX 
 Denied for placement

	REASON FOR DENIAL

	 FORMCHECKBOX 
 Provider/Community does not have services to meet youths needs (specific service):      

	 FORMCHECKBOX 
 Youth’s risk level is too low
	 FORMCHECKBOX 
 Provider is at capacity

	 FORMCHECKBOX 
 Youth’s risk level is too high
	 FORMCHECKBOX 
 Age

	 FORMCHECKBOX 
 Permanency Goal does not match level of service
	 FORMCHECKBOX 
 Other (Please specify):       


	Once a decision of Acceptance or Denial is made providers must email this form to providerreferrals@doc.ks.gov
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