oS>
Family Centered Treatment Services Referral Form [T
Complete all six sections to initiate the referral process o

Section 1: Referrer Information

FAMILY
CENTERED

TREATMENT®
ARKANSAS

Your Name

Your Agency Name

Phone Number

Email Address

Date of Referral

‘ [JEmergency Referral (24-hr follow-up with family) [JRegular Referral (48-hr follow-up with family)

Select the agency you request to provide Family Centered Treatment services. Please note that several
factors influence FCT provider assignments, so the FCT provider assigned may differ from initial selection.

[Jcenters for Youth & Families

FCT@thecentersar.com

[IConnected Families fctreferrals@abcfm.org

[Jimpact Counseling admission@impactcounselingclinic.com
[ISPARC sparcreferrals@thesparcnetwork.net
[]St. Francis Ministries arfctreferrals@st-francis.org

[IThe Guidance Center FCT@wacgc.org

[J Youth Advocate Program

arreferrals@yapinc.org

Section 2: PASSE & Case Coordination

Note: If you aren't sure who the assigned coordinator is, you can usually find this information on the
child’s Insurance Card or by calling the PASSE’s Beneficiary Support at 1-833-402-0672.

Supervisor

PASSE assigned to [ Arkansas Total Care [] careSource

identified child: O Empower Healthcare Solutions [J summit Commu nity Care
PASSE Care Coordinator First and Last Name Phone Number Email Address

Care Coordinator’s First and Last Name Phone Number Email Address

Section 3: Family Information and Household Members

Family must
meet all
minimum
criteria

I:l At least one child between
the ages of 4 - 17 with an
identified Behavioral Health (BH)
need for FCT Services.

[] A caregiver
available to
participate in
FCT services.

[[] The need to facilitate a successful
reunification if the child(ren) are already
placed out of the home, or to avoid out of
home placement for the child(ren).

Family
Address:
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Family Centered Treatment Services Referral Form J§T | SEVEren .
Complete all six sections to initiate the referral process L i
Countyof | gp) ECT ONE
Residence
Date of most recent Independent Assessment (IA) for identified child:
Type of IA: [[]BH (Behavioral Health) []DD/ID (Developmental Disability / Intellectual Disability)
Are there any concerns, documentation, or information which indicate the identified child may have
intellectual or development disabilities? [OYes [CINo
If yes, explain specific disabilities, deficits, documentation, or known diagnosis:
Caregiver First: Last: DOB: Phone #: Alt. Phone #: Relationship:
Caregiver First: Last: DOB: Phone #: Alt. Phone #: Relationship:
Other Adult First: Last: DOB: Phone #: Alt. Phone #: Relationship:
First: Last: DOB: School:
Children Identified child’s Medicaid ID Number: PASSE ID number (if known):
(Identified
child with Identified child’s SSN:
behavioral First: Last: DOB: School:
health needs
listed first) First: Last: DOB: School:
First: Last: DOB: School:
First: Last: DOB: School:
First: Last: DOB: School:

Section 4: Type of Case and System/Agency Involvement

Type of case for family: O Prevention of removal [J Reunification [ Pre/Post Adoption O Post Residential
O Other (please describe):

Language spoken in the home: | Interpreter Services needed: [JYes O No

Comments about family’s need for an interpreter, member-specific, etc.:
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Family Centered Treatment Services Referral Form [}T
Complete all six sections to initiate the referral process B

FAMILY
CENTERED

TREATMENT®
ARKANSAS

Is the identified child or family currently involved with any other agency or system? Select all that apply.

Agency/System Active Name, Phone Number, & Email
Involvement
DCFS (Division of Children and O Yes [ No | Social Services Specialist:
Family Services)
Social Services Supervisor:
DYS (Division of Youth Services) [0 Yes O No | After-care Agency:
After-care Worker:
Juvenile Probation O Yes O No | Probation Officer:
Juvenile Court O Yes (ONo | Judge:
Next court date:
Services Court Ordered: []Yes [ No
Mental Health or Substance O Yes OO No | Current Agency:
Abuse Treatment Services O Clinic-based (at an office or clinic)
O School-based (At school during the school day)
Therapist:
Qualified Behavioral Health Professional (QBHP):
Medication Management O Yes O No | Prescriber’s agency & name:
Current medications include (list):
Other: O Yes [0 No | Name, phone number,& email
Other: O Yes O No | Name, phone number, & email

Section 5: Referral Behaviors and Concerns

of hospitalization.

Please review this list below and indicate areas of concern this family. For each box checked below, provide
a description (who, what, when, & impact of behaviors), examples, and persons involved. For instance, if
identified child was in an acute hospital, indicate admit and discharge date, name of hospital, and outcome

O Serious family conflict putting the child(ren) at risk:

O Concerns or problems regarding caregivers and overall family support systems (for example - Caregiver
is unable or unwilling to perform parenting role, conflict between caregivers resulting in family instability,
serious caregiver behavioral health issues [mental health, substance use, or co-occurring]):
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Family Centered Treatment Services Referral Form [}T | Sevicien..
"= | ARKANSAS

Complete all six sections to initiate the referral process

O Mental Health Issues:

O Serious behaviors including substance abuse, physical aggression, running away, truancy, fire setting:

O Defiant/Oppositional behaviors:

O Suicidal/Homicidal/Psychotic behaviors:

O Juvenile Justice Involvement, including unruly behavior, delinquency, or truancy (such as skipping
school, missing classes, or school refusal):

O Youth displaying problem sexual behaviors (Must include information to describe specific problem
behaviors, access to previous or potential victims, problem sexual behavior assessment outcomes,
specialized treatment, and current safety plan.):

O Youth in pre-adoptive placement or adoptive placement in danger of disruption:

O Past or current trauma impacting the youth or family:

O Concerns/problems regarding caregiver/family support:

O Youth returning home from residential placement (bypassing step-down programs):

O Substance Use problems (which member(s), impact on family functioning):

O Repeated or recent acute hospitalizations within the past 6 months (please describe where, when, & why
briefly):

O Other (please describe):
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Complete all six sections to initiate the referral process

Section 6: Additional notes & Sign-off

Additional Notes:
Identify family strengths:

If needed, please list any other family members who would not fit in the section above, or others involved
who may be a healthy source of support for the youth and family:

Identify other agencies involved with the family if there was not enough room above:

Note if any child is in foster care & give placement information:

Is the family aware of the referral to Family Centered Treatment Services? [1Yes[d No

Other useful information — Please describe any other information that you believe helps to support the
need for FCT services not addressed in the categories listed above:

Signature of person referring: \

Download as PDF and email to selected provider.

Internal Agency Use Only

Referral Type:
[ contract |:| PASSE
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