JJFC Initial Assessment

	Provider Name:       

	Name of staff member completing referral:       

	GENERAL INFORMATION

	Date of F2F:    /  /    
	Date of admission:    /  /    

	Youth’s Name:       
	ISO’s Name:       

	Birth Date (Age):    /  /    

	Judicial District:       

	Identified Gender:       
	Case Coordinator:       

	Ethnicity:         
	YLS/CMI Score:       

	Name of Foster Parents and County placed:      
	

	******THIS SECTION MUST BE COMPLETED IMMEDIATELY UPON ADMISSION******

	SUICIDE SELF/HARM ASSESSMENT DATE:    /  /    

	Have you ever had thoughts of harming/killing yourself?       



	If so, how often does this thought occur?       


	When you had the thought, what did you do?       


	When was the last time you had these thoughts?       


	PLACEMENT HISTORY

	List previous out of home placements:       


	PHYSICAL HEALTH

	Date of last KBH:    /  /    
	Previous hospitalization for medical concerns (date):    /  /    

	Date of last dental apt:    /  /    
	

	Date of last eye exam:   
	Allergies:       

	Chronic illness:       
	

	Current Medications (list medication and purpose for medication):

	     
	     

	     
	     

	     
	     

	MENTAL HEALTH

	Current mental health diagnosis:       


	Previous PRTF placement or crisis stabilization/acute care (date(s)/location(s)):       


	Previous out-patient mental health treatment/therapy (dates(s)/location/doctor(s)):       


	Have you ever thought about harming/killing someone else?       


	If so, how often do you have that thought?       


	When you had the thought, what did you do?       


	When was the last time you had these thoughts?       


	FAMILY RELATIONSHIPS

	     

	     

	     

	     

	EDUCATION/EMPLOYMENT

	Last grade completed:       

	Last school attended (dates):       

	Completed GED (dated):       

	Working on GED (location/where in the process of completing):       

	Learning disabilities/IEP (If IEP document type):       


	Employment History (business/position/dates):       


	COMMUNITY LIFE

	What activities/groups were/are you involved in?       


	How often did you participate in the activity/group?       


	What hobbies/activities would you like to participate in while here?       


	Gang involvement (document in this space any involvement, known or suspected):       


	INTERPERSONAL INTERACTIONS

	How would you describe your personality?       


	What kind of people do you get along best with? Why?       


	What kind of people do you find it difficult to get along with? Why?       


	Is it easy for you to tell someone what you are feeling, i.e., when you are happy, angry, sad?       


	If not, how will I know if you are happy, sad, angry?       


	What do you do to calm down when you are angry, upset, frustrated?       


	SERVICES

	Based on information you have received from the youth’s CSO, collateral information, information from the youth and your own observations which of the following services will the youth need?  Review definitions in the Provider Handbook Standards

	 FORMCHECKBOX 
 Anger Management
	 FORMCHECKBOX 
 Employment Support
	 FORMCHECKBOX 
 Individual/Group Therapy
	 FORMCHECKBOX 
 Recreation

	 FORMCHECKBOX 
 Behavioral Health
	 FORMCHECKBOX 
 Family Relationships
	 FORMCHECKBOX 
 Medical Treatment
	 FORMCHECKBOX 
 Self-Advocacy

	 FORMCHECKBOX 
 Cognitive Behavioral
	 FORMCHECKBOX 
 Health
	 FORMCHECKBOX 
 Peer Relationships
	 FORMCHECKBOX 
 Social Skills

	 FORMCHECKBOX 
 Communication Skills
	 FORMCHECKBOX 
 Home Management
	 FORMCHECKBOX 
 Personal Hygiene
	 FORMCHECKBOX 
 Substance use Treatment

	 FORMCHECKBOX 
 Education Activities
	 FORMCHECKBOX 
 Independent Living Skill
	 FORMCHECKBOX 
 Pre/Post Natal Care
	 FORMCHECKBOX 
 Sex Offender Treatment

	Please provide any comments and/or note any service needs not listed above:
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