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FACET—CST—SAM Referral
Please make sure to have parent/guardian sign a Release of Information and return completed form to coordinator.
Date:      
Referring Agency/Person:                Contact Information:        
Youth’s Legal Name: 
 Youth’s Nickname (if applicable):       
Youth’s Gender:                             

Youth’s DOB:             Place of Birth            Youth’s age (at time of referral):           
Youth’s Ethnicity:                         Primary Language Spoken in the Home:   
Interpreter needed:
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes        If Yes, for Which Family Member(s)?             


PARENT/GUARDIAN: (Youth’s primary residence)
Name:
               DOB:                 Relationship to Youth: 

Employer:                               Occupation:                          Monthly Gross Income:       
Work Phone:                           Cell phone:                 Email:    
Physical Address:         _

_

                                                                (Street Address)                                                                                         (City/Town/ZIP)
Mailing Address (if different):  


                                                                                      (Street Address)                                                                                        
 (City/Town/ZIP)
PARENT/GUARDIAN (#2):  
Name:                     DOB:                 Relationship to Youth:      
Employer:                               Occupation:                          Monthly Gross Income:       
Work Phone:                           Cell phone:                         Email:         
Address (if different than above): __________________________________________________________
                                                                                                (Street Address)                                                                                         (City/Town/ZIP)
OTHERS LIVING IN THE HOME:

                                
     
        




(Name)                                      (Relationship to Youth)               
(Age/Date of Birth)
(School/Grade)

                                
     
        




(Name)                                      (Relationship to Youth)               
(Age/Date of Birth)
(School/Grade)

                                
     
        




(Name)                                      (Relationship to Youth)               
(Age/Date of Birth)
(School/Grade)

                                
     
        




(Name)                                      (Relationship to Youth)               
(Age/Date of Birth)
(School/Grade)

ARE THERE OTHER SIBLINGS THAT ARE NOT LIVING IN THE HOME? 
                                
     
        



(Name)                                      (Relationship to Youth)               
(Age/Date of Birth)

(Where/with who do they live) 
MEDICAL/HEALTH INSURANCE: 

 FORMCHECKBOX 
  Medicaid    FORMCHECKBOX 
  CHP+    FORMCHECKBOX 
  Private Insurance   FORMCHECKBOX 
  Other (please explain)     
PUBLIC ASSISTANCE: 

 FORMCHECKBOX 
  Food Stamps/SNAP   FORMCHECKBOX 
  HUD Housing    FORMCHECKBOX 
  WIC     FORMCHECKBOX 
  TANF     FORMCHECKBOX 
  SSI    FORMCHECKBOX 
  SSDI 

 FORMCHECKBOX 
  Other (please explain)      
******************************************************************************************
YOUTH’S EDUCATION: 

School:   
Grade:                School District:        

Academic Performance/Grades:                               Attendance:    FORMCHECKBOX 
 Poor   FORMCHECKBOX 
 Fair   FORMCHECKBOX 
 Good    FORMCHECKBOX 
 Excellent 

Tardy and/or Truancy Issues:  (please explain)                                

Emotional & Behavioral Concerns:  (please explain) yes  

Discipline Issues (i.e. Detentions, Suspensions, Expulsions):  (please explain)      
Recent School Relocations/Moves: (please explain)      
Special Education/Individualized Education Plan (IEP)/Individualized Family Service Plan (IFSP):

  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes    


If Yes, date of IEP:      

If Yes, list designation of educational need (SIED, Speech, Learning Disability, etc.):         
Does your child attend a childcare center or family childcare home? Where?      
******************************************************************************************
YOUTH’S MEDICAL HISTORY:
 FORMCHECKBOX 
  Birth Complications           FORMCHECKBOX 
  Chronic Medical Conditions              FORMCHECKBOX 
  Developmental Delays 

       If any of the above are marked, please describe:         

 FORMCHECKBOX 
  Current Medications (please list)                                         FORMCHECKBOX 
  Hospitalization (please explain)      
 FORMCHECKBOX 
  Serious Injury (please explain)                                             FORMCHECKBOX 
  Other (please explain)      
 FORMCHECKBOX 
  Head Injury (please explain)        
Has your child been to the doctor in the last year?  Yes FORMCHECKBOX 
    No FORMCHECKBOX 
     
Childs Doctor/Clinic:      
******************************************************************************************
YOUTH’S MENTAL HEALTH & SUBSTANCE ABUSE TREATMENT HISTORY: (skip if n/a)
Please describe the youth’s substance abuse history & current use patterns for drugs/alcohol/cigarettes:       
Please describe any concerns/issues relating to the youth’s mental health:       
Please complete the following regarding the youth’s treatment history: 

	
	Type of Service
	Dates of Service
	Service Provider/Agency
	Please Describe

	 FORMCHECKBOX 

	Counseling/Therapy
	     
	     
	     

	 FORMCHECKBOX 

	Drug/Alcohol Treatment
	     
	     
	     

	 FORMCHECKBOX 

	Psychiatric Evaluation

(outpatient)
	     
	     
	     

	 FORMCHECKBOX 

	Psychiatric Evaluation

(hospitalization/inpatient)
	     
	     
	     

	 FORMCHECKBOX 

	Psychological Evaluation
	     
	     
	     

	 FORMCHECKBOX 

	Other 
	     
	     
	     


__________________________________________________________________________________
YOUTH’S LEGAL INVOLVEMENT: (skip if n/a)
	
	Type 
	Dates 
	Describe Nature of Involvement

	 FORMCHECKBOX 

	Municipal Court
	     
	     

	 FORMCHECKBOX 

	County Court
	     
	     

	 FORMCHECKBOX 

	District Court
	     
	     

	 FORMCHECKBOX 

	Diversion/SB-94
	     
	     

	 FORMCHECKBOX 

	Probation
	     
	     

	 FORMCHECKBOX 

	Detention (Division of Youth Corrections) 
	     
	     

	 FORMCHECKBOX 

	Other
	     
	     


If this is a court-ordered referral, please include date of upcoming court hearing:      
Please include information on youth’s criminal background (note any prior/pending charges):       
Please describe any other issues or concerns relating to the youth’s legal involvement:       
******************************************************************************************
FAMILY HISTORY: 

Please check and describe all that are applicable (currently or in the past) to the youth’s parent(s), sibling(s) and/or other family members: 

 FORMCHECKBOX 
    History of Domestic Violence:      
 FORMCHECKBOX 
    History of suspected/confirmed Child Abuse/Neglect:      
 FORMCHECKBOX 
    Substance Abuse Issues:       
 FORMCHECKBOX 
    Criminal/Legal History & Court Involvement:      
 FORMCHECKBOX 
    Mental Health Issues and Treatment:      
 FORMCHECKBOX 
    Other (please describe):      
OTHER COMMUNITY SUPPORT:
Please check and describe those agencies that the youth and/or youth’s family have worked with (currently or in the past):   

	
	Agency 
	Dates 
	Describe Nature of Involvement

	 FORMCHECKBOX 

	Advocate Safehouse
	     
	     

	 FORMCHECKBOX 

	Catholic Charities
	     
	     

	 FORMCHECKBOX 

	Lift - Up
	     
	     

	 FORMCHECKBOX 

	Mountain Valley Developmental Services 
	     
	     

	 FORMCHECKBOX 

	YouthZone
	     
	     

	 FORMCHECKBOX 

	Family Resource Center
	     
	     

	 FORMCHECKBOX 

	Dept. of Human Services (Child Welfare)
	     
	     

	 FORMCHECKBOX 

	Dept. of Human Services

(other)
	     
	     

	 FORMCHECKBOX 

	Dept. of Public Health
	     
	     

	 FORMCHECKBOX 

	Family Visitor Program
	     
	     


Please describe any additional information about the family’s involvement with supportive services in the community:       
******************************************************************************************
PROBLEM STATEMENT:
Has your child and family been experiencing any unusual stress recently? (For example: moving, family health problems, death of family members, divorce, etc.)

Please describe the family’s and/or supportive agencies’ main concerns and presenting issues regarding the youth.  Please include why intervention is requested from FACET:        
Please provide any additional information that has not been previously covered:      
1
2

