
FAMILY TEAM MEETING REFERRAL FORM

Service Coordination 


DATE OF REFERRAL________________________







                             DATE OF FIRST CONTACT___________________

	FAMILY NAME:
	Parents Name:  Mother:                                 Father:

	ADDRESS:
	PHONE #:

	REFERRING PERSON:
	PHONE#:                                     E-MAIL:


Please check each box after you have completed each:

 FORMCHECKBOX 
  The family has been told what a Family team meeting (FTM) (wraparound) is 

 FORMCHECKBOX 
  The family is aware FTM Referral is being made – and that a FTM facilitator will be contacting them

 FORMCHECKBOX 
  If there are Safety Concerns (for child/family, providers, no contact orders, etc…) explain :


FAMILY CHARACTERISTISTICS
Family Characteristics Indicated by Referring Person or Family:  Check all that apply                   

 FORMCHECKBOX 
  Children age 5 and under in the family    FORMCHECKBOX 
 Child Medically Involved    FORMCHECKBOX 
MR/DD    Provider:_______________________                                                         

 FORMCHECKBOX 
  History of Alcohol or Drug Abuse (Current, Recent, or Past)  FORMCHECKBOX 
 Youth    FORMCHECKBOX 
Parent 
Provider:________________________

 FORMCHECKBOX 
  Involved in Juvenile Drug Court  

 FORMCHECKBOX 
  Involved in Family Drug Court

 FORMCHECKBOX 
  Mental Health Issues    FORMCHECKBOX 
  Child    FORMCHECKBOX 
  Caregiver       Provider____________​​​_________​​​​​ 

 FORMCHECKBOX 
  Family/Child(ren) Involved in Counseling    Provider_____________________                  
 FORMCHECKBOX 
  Physical/Sexual/Emotional Abuse Issues   Provider_____________________
 FORMCHECKBOX 
  Domestic Violence Issues Provider________________

 FORMCHECKBOX 
  Placement Concern   FORMCHECKBOX 
 Foster/Relative Care Provider________________

 FORMCHECKBOX 
  Housing Concern ______________________________________

 FORMCHECKBOX 
  Child has Ed. Concerns   FORMCHECKBOX 
 Truancy   FORMCHECKBOX 
 SED   FORMCHECKBOX 
On IEP    FORMCHECKBOX 
Expulsion  School System:___________________

 FORMCHECKBOX 
  Child has Behavioral Concerns:  Explain__________________________________Provider________________
 FORMCHECKBOX 
  Child Protective Involvement      Name of Caseworker: ________________________

 FORMCHECKBOX 
  Juvenile Court Involvement         Name of Probation Counselor: ______________________   Case # _____________

Child(ren) being discussed at meeting:








Office Use

	Service Coord. Level

	 FORMCHECKBOX 
 Level One

Accepted  For SC

 FORMCHECKBOX 
 Level One 

Referred On to

___________________

 FORMCHECKBOX 
Level Two

FT Initiated by:________


Last Name_____________________ First Name_________________ Middle Name_________________

 Age: _____ Sex: _____ Race: _____ Social Security # ______________________Attending Meeting  FORMCHECKBOX 

Last Name_____________________ First Name_________________ Middle Name_________________

Age: _____ Sex: _____ Race: _____ Social Security # ______________________Attending Meeting  FORMCHECKBOX 

Last Name_____________________ First Name_________________ Middle Name_________________

Age: _____ Sex: _____ Race: _____ Social Security # ______________________Attending Meeting  FORMCHECKBOX 


Narrative:  Reason for referral   ( Include any information for a facilitator to be aware of when engaging Family)








Fax to:  












                                                                                                               


