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Service Coordination
Referral Form
UCI # (if available)_________________Level Indicated__________________
Staff member: _______________________
Today’s Date: ______________
Referral Source: _______________________   Phone #: ___________________
Name: _______________________________     DOB: ____________________
Address: _________________________________________________________
Parent or Legal Guardian: ___________________________________________
Phone #: _____________________________Alt. Phone #: _________________
Workers/Agencies Involved and Significant Others (* indicates no longer involved):
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Diagnosis (if available): _________________________________________________________________
School: ______________________________________________________________________________

Grade: ___________

Type of class placement: ______________________________________

Medical Conditions: ____________________________________________________________________
Medications (indicate if d/c): __________________________________________________________________________________________________________________________________________________________________________Risk of Placement:



[ ] High

[ ] Medium
[ ] Low
A. Type of Placement:


[ ] Children Services

[ ] Juvenile Court





[ ] Hospitalization

[ ] Residential






[ ] Other _________________________________

Is child currently in CSB custody:

[ ] Yes

[ ] No

Is client currently enrolled in MACSIS system (Client of mental health and/or drug/alcohol treatment):






[ ] Yes

[ ] No

Has family been made aware of referral:

[ ] Yes

[ ] No
Has a release been signed and attached:

[ ] Yes

[ ] No
Pre Ohio Scales been completed:

[ ] Yes

[ ] No 
[ ] P
[ ] W
[ ] Y
Pre Fam Stability scales been completed:
[ ] Yes

[ ] No
Pre Fam Wants/Needs scales been completed:
[ ] Yes

[ ] No
    

Brief summation of why services from Mahoning County FCFC are being requested: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
100 Debartolo Place, Suite 105


Youngstown, OH 44512-7019


Ph. (330)965-7828


Fax (330)965-7901











