Ashtabula County Family and Children First Service Coordination 

Triage Form

Date Accepted


(For office use only)

Referral Date


   Referring Agency/Parent_____________________________________

Agency Address _____________________________________________________________________

Agency Representative & Phone No._____________________________________________________

Previous involvement with the Family & Children First Council?    (Yes     (No

IDENTIFIED CHILD _____________________________________DOB_______________Age___
Custodian of the child:____________________________ Relationship:_________________________

Child lives with:____________________Address if not listed below:___________________________

Does the non-custodial parent want to be invited to Level I meetings?___________________________

Child’s Medicaid or Other Insurance_______________________Child’s SSN____________________

Race (“X” all      FORMCHECKBOX 
A–Asian     FORMCHECKBOX 
B–Black/African American     FORMCHECKBOX 
M–Alaskan Native     FORMCHECKBOX 
N–Native  American/American Indian

that apply):         FORMCHECKBOX 
P–Native Hawaiian/Other Pacific Islander
          FORMCHECKBOX 
W – White
                 FORMCHECKBOX 
U - Unknown

Ethnicity (“X”
all that apply) :          FORMCHECKBOX 
A–Puerto Rica        FORMCHECKBOX 
B–Mexican      FORMCHECKBOX 
C–Cuban      FORMCHECKBOX 
D–Other Hispanic      FORMCHECKBOX 
E–Not Hispanic or Latino

Biological Father





   
DOB






Address:___________________________________
City:____________________


Home Phone:_______________________________

Work Phone:_____________

Biological Mother





   
DOB





Address:___________________________________
City:____________________


Home Phone:_______________________________

Work Phone:_____________
Siblings:

                                  
DOB                             With: ___Father ___Mother




                                 
DOB                             With: ___Father ___Mother





                     
DOB                             With: ___Father ___Mother

Custodian’s Name______________________________________Relationship___________________


Address:___________________________________
City:________________________


Home Phone:_______________________________

Work Phone:_________________
Other Household Members in Custodial Parent’s Home:







  Age________   Relationship










  Age________   Relationship




School Information (if applicable)

        Child’s Name               School Name

             School Address
Grade Level (Year in School)




Surrogate parent?  ___Yes ___No Name:___________________________________________________

Type of Service Requested:  

____Early Childhood Services

____Non-Clinical in-home visits
____Service Coordination

____Medical



____Parent Education & Mentoring
____Non-clinical parent

____Mental Health Services

____Transportation                                           support groups

____In-Home Services


____Social/Recreational Supports
____Respite

____Drug & Alcohol


____Structured activities to improve
____Safety & Adaptive

____Parent Advocacy


          family functioning                               equipment

____Other:

Brief Summary of Presenting Problems (Please attach a Summary if more space is needed)








































     _____________________________________________________________________________________
______________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
Was the child referred directly from a psychiatric hospital? (Yes
( No

 Date client was or will be released from psychiatric hospital _______________________.

Other agencies involved with the family:

______________________________________________________________________________

______________________________________________________________________________

Is the family in counseling?   ________     If yes, please explain.


















Any medical concerns in the family? _______     If yes, please explain,
    
















Is the child involved with the legal system? 

      If yes, state child’s name and probation and/or parole officer.  











Is there a safety plan in place?__________________

Other services utilized by the family:  









______________________________________________________________________________
Please Check all that Apply Regarding Child Referred:

	 FORMCHECKBOX 
 Alcohol/Drug Use
	 FORMCHECKBOX 
 Delusional
	 FORMCHECKBOX 
 Symptoms of Depression

	 FORMCHECKBOX 
 Encopretic
	 FORMCHECKBOX 
 Enuretic
	 FORMCHECKBOX 
 Fire Setter

	 FORMCHECKBOX 
 Hallucinatory
	 FORMCHECKBOX 
 Homicidal
	 FORMCHECKBOX 
 Hyperactive

	 FORMCHECKBOX 
 Limited Intellectually
	 FORMCHECKBOX 
 Oppositional Defiant
	 FORMCHECKBOX 
 Physically Aggressive

	 FORMCHECKBOX 
 Runaway
	 FORMCHECKBOX 
 Self-Injurious Behaviors
	 FORMCHECKBOX 
 Seriously Withdrawn

	 FORMCHECKBOX 
 Suicidal
	 FORMCHECKBOX 
 Special School Placement:
	 FORMCHECKBOX 
  Eligible for CBDD Services

	 FORMCHECKBOX 
 Child Abuse        FORMCHECKBOX 
 Physical Health

 FORMCHECKBOX 
 Child Neglect      FORMCHECKBOX 
 Delinquent

 FORMCHECKBOX 
 Mental Health     FORMCHECKBOX 
 Special Education

 FORMCHECKBOX 
 Unruly                 FORMCHECKBOX 
 Developmental   

                                       Disabilities
	      ____ CD       ____ED

      ____ MD      ____ OHI

      ____ SLD

	Other: _______________________


Prescription medication?
Yes FORMCHECKBOX 

  No FORMCHECKBOX 
.       If yes, please specify:
Medications:











Physician:












Psychiatrist:
________________________________________________

If known, current diagnosis:
Axis I












Axis II












Axis III











GAF







Name of physician/therapist who gave this diagnosis ____________________________

Please attach any additional assessment information you may have from other sources.

Forms Completed By







  Date




Service Coordination Agency Representative Approval _________________________________

     (Any referral not coming directly from a parent/guardian must have the approval of the agency’s Service Coordination Representative)

Please provide a list of recommended participants for the Level I meeting and their organization:

Name:






Organization Name and FAX Number:

________________________________________    ___________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________

________________________________________   ____________________________________
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