AGENCY LOCAL CARE TEAM REFERRAL

TO BE COMPLETED BY AGENCY REPRESENTATIVE.

REQUESTED ON BEHALF OF CHILD/YOUTH *

First Name Last Name

CHILD/YOUTH DATE OF BIRTH
LIl =

Month Day Year

PARENT/GUARDIAN TO BE CONTACTED:

First Name Last Name

Parent/Guardian Email *

example@example.com

Parent/Guardian Phone NUmber *

Please enter a valid phone number.

Parent/Guardian Address *

Street Address

Street Address Line 2

City State / Province

Postal / Zip Code




IMPORTANT Please make sure that you have informed the parent/guardian that you are making
this referral on their behalf and attach your agency/organization Consent to Share Information
signed by the parent/guardian. Please provide the parent/guardian with information about the
Local Care team and why think a referral to the Local Care Team would be appropriate and helpful to
them.

Have you informed the parent/guardian that you are making this referral to the Local Care Team?
*

[ ]

Reason for Referral

Please provide a short summary of why you are making this referral? *

WHY ARE YOU REFERRING THIS YOUTH TO THE LOCAL CARE TEAM? (Choose only one.) *

O child/Youth is not connected to any community resources.
O child/Youth is being discharged from residential treatment.

O child/Youth is being discharged from acute residential treatment with a recommendation for higher
level of care.

O child/Youth has a recommendation for a higher level of care.

O child/Youth is currently in a hospital setting and at-risk of overstay.

O child/Youth has been identified as CINS-Child in Needs of Services.

O child/Youth has been recently adopted and parent/guardian is in need of resources/supports.
O Parent/Caregiver has requested a Local Care Team referral.

O Parent/Guardian has requested a Voluntary Placement Agreement.

O Medical Professional/Therapist has been unable to identify community resources to meet identified
need.

O Education Professional has been unable to identify community resources to meet identified need.
O Multi-agency service coordination is needed to meet child/youth needs.
O Family is in need of resources to meet basic needs (housing, food, etc.)



Name of Individual Completing Form

First Name Last Name

Email of Individual Completing Form *

example@example.com

Phone Number of Individual Completing Form *

Please enter a valid phone number.

Agency/Organization Represented by Individual Completing Form *

Signature

Date Signed *
L LI |E

Month Day Year

Please provide your agency consent to release information form signed by parent/guardian when you
submit this form. Please email to nancy@mdforward.org and Ict@mdforward.org. If you have any
problems completing this form or you have any questions please contact Kat at the above email
address for assistance.
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