SERVICE PLANNING CONFERENCE CHECKLIST*

*The form also serves as a Mental Health/Substance Abuse/Development Services screening instrument.

CASE NAME:

	Date of Conference:                                                  Intake#:                           Court Case #:       CJ        Division: JV-                                                         


	Referral From: 
                    



Program/Unit Number
	Referral To:
     


Program(s)/Unit Number(s)


	Child(ren)'s Name(s)
	DOB
	Sex/Race
	Grade
	School
	Current Location of Child(ren)

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	Parent's/Guardian's Name(s)
	Address
	SSN
	DOB
	Home phone
	Work phone

	     
	     
	
	     
	     

	     

	     
	     
	
	     
	     

	     

	     
	     
	
	     
	     

	     

	     
	     
	
	     
	     

	     


1. Give reasons for referral to service program(s):
2. List prior/current services rendered to family:
3. Indicate legal status: 
 FORMCHECKBOX 
 Voluntary

 FORMCHECKBOX 
 Judicial 

Future Hearing Dates/Types:      
4. List alternate placements explored. List names of agencies/relatives, addresses, dates of

    contact and finding(s):
5. Provide family/child(ren) financial information (AFDC, SSI, SSA, Other Specify):
6. (a) Guardian Ad Litem appointed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Name & Phone Number:      
    (b) Guardian Advocate or other Court Appointed Advocate? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Name & Phone Number:      
 7. (a) Has referral been discussed with family?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown


     (b) Do they understand reason for the referral? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown
     (c) Will they accept services? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown

ITEMS BELOW MUST BE COMPLETED FOR THE CHILD AT THE INITIAL SERVICE PLANNING CONFERENCE AND AGAIN AT THE TIME OF EACH SUBSEQUENT PLACEMENT.

 8. If the child(ren) is/are part of a sibling group needing out-of-home placement, describe any

    obstacles that will need to be resolved in order to place the siblings together.

 9. Mental Health/Substance Abuse/Developmental Services Screening Information: Please place an X
     whether the behavior or condition is present in the child and/or parent and whether is current (within the

      past year) or historical (present at one time, but NOT within the past year).

	Behavior / Condition
	Child(ren)
	Parent (s)

	
	Current
	Historical
	Current
	Historical

	Drug use/abuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Alcohol use/abuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Arrests/criminal charges
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Running away
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Stealing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Lying
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Property destruction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Fire setting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Temper outbursts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Truancy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Suspension from work/school
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Bedwetting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Soiling
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Victim of sexual abuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Victim of violence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sexual acting out
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sexual offender
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Self-injurious behavior
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Developmental delay
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Developmental disability
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Eating disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sleep disturbance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Frequent physical complaints
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mood swings
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Frequent crying
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Treatment for mental illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Special education placement
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Suicidal tendency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Physical aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Verbal aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Withdrawn behavior
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other (specify): 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



 9. (a) If the child has been a known victim of sexual abuse or has been a known sexual 

         offender, describe when, where, how often and the specific circumstances involved.

     (b) If the child has acted out sexually, engaged in inappropriate sex play for age and

          maturity or demonstrated a premature understanding of sex, describe circumstances.

     (c) Additional information regarding a pertinent behavior or condition listed in item 9 that

          affects the child or parent:
10. When one or more of the behaviors/conditions in item 9 are present, they require special

      consideration for case planning and placement (if applicable). 

 For example, the case plan for a sex abuse victim or sexual offender will include mental health treatment. If the

 same child needs out-of-home placement, the plan must specify the child's daily supervision needs and in 

addition must specify how the caretaker will assure the safety and protection of the victim/offender as well as any 

other children in the home.
      (a) Based on the behaviors/conditions listed in item 9, special case planning 

           considerations are: 


     
      (b) Based on the behaviors/conditions listed in item 9, special placement considerations

           are: 
 11. If this is a subsequent placement for the child, what information concerning prior

       placement history is significant in selecting a new placement? Use a separate sheet if necessary.

THIS PAGE OF THE SERVICE PLANNING CONFERENCE CHECKLIST MAY ALSO SERVE AS AN ATTACHMENT TO THE CHILD'S CASE PLAN.

12. Health and Education Information.  Federal regulations require the child's health and education records to be 

attached to the case plan and to be updated at the time of each placement. To meet this requirement, the counselor must complete the following information. If any of the information below is not applicable, not available or not accessible, explain in the spaces below each item.
       (a) The names and addresses of the child(ren)'s current health providers are: 
       (b) The child(ren)'s immunization record is attached to this form.


 If the child(ren)'s immunization record is/are unavailable or inaccessible, explain below and indicate where the record can be located:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

       (c) The child(ren)'s known medical problems including allergies are:
       (d) The child(ren)'s current medications are: 

       (e) Glasses, prosthetics, other:
       (f) Other relevant health information:
       (g) Name, grade level and location of child(ren)'s current or last school attended:
       (h) Child(ren) is/are working  FORMCHECKBOX 
 at,  FORMCHECKBOX 
 above,  FORMCHECKBOX 
 below grade level.

       (i)  The child(ren)'s school record (e.g., last report card and/or last testing result) is attached to this 


form. If the child(ren)'s school record(s) is/are unavailable or inaccessible, explain below and indicate where the record can be located:
       (j) Other relevant educational information:

13. To ensure the use of all available information in case planning and placement planning, 

       the following background information must be attached. Check all attached reports:
 FORMCHECKBOX 
 FAHIS
 FORMCHECKBOX 
 CIS
 FORMCHECKBOX 
Home Safenet
 FORMCHECKBOX 
 Risk Assessment

 14. Staff responsible for the special case planning and placement planning as described in 

       items 10(a) and 10(b), including disclosure of all available information to the child(ren)'s 

       caretaker.

Name:                                                   
Unit: 

 15. Other comments:
     
Indicate conference recommendation:

Referral to _____________________________________  was 
 FORMCHECKBOX 
 Approved

 FORMCHECKBOX 
 Not approved

                            (program)  

Reason Not approved: _______________________________________________________________________________

                        _______________________________________________________________________________

Services will be initiated by: _________________________________________ 
Phone:
_________________________





(Assigned Program Case Worker)



    
____________________________________


____________________________________

Signature of Referring Supervisor/Designee 


Signature of Receiving Supervisor/Designee

_____________________________________


_____________________________________

Date







Date

_____________________________________________

___________________________________

Signature of Supervisor Responsible for Placement Selection

 Date

(For Substitute Care Placement Only)

Service Planning Conference Checklist 

Page 1 of 6

