	INITIAL CONSULTATION / REVIEW SUMMARY

CASE STAFFING COMMITTEE

CINS/FINS PROGRAM

CDS Family & Behavioral Health Services, Inc.

	INITIAL

STAFFING DATE:
	
	STAFFING SITE:
	
	COUNTY:
	

	REVIEW DATE:
	
	REVIEW DATE:
	
	REVIEW DATE:
	

	YOUTH INFORMATION:



	Name of Youth:
	
	
	
	Participant #:
	

	
	(first)
	(middle)
	(last)
	

	Date of Birth:
	
	Age:
	
	Race:
	
	Sex:
	
	SS#:
	

	School:
	
	Grade:
	
	County of Residence:
	

	Current Residence:
	
	

	
	(street)
	(apt. #)

	
	
	

	(city)
	(state)
	(zip)

	Mailing Address (if different):
	

	

	PARENT/GUARDIAN INFORMATION:



	Legal

Guardian:
	
	
	Relationship to Youth:
	

	
	(first)
	(last)
	
	

	Address of Legal Guardian

(if different from youth):
	

	
	Phone #:
	

	Name(s):
	
	Relationship to Youth:
	

	Address (if different

from youth):
	

	
	Phone #:
	

	


	
	Please check one:

 MACROBUTTON CheckIt ( Initial Consultation

 MACROBUTTON CheckIt ( Review Summary

	

	REFERRAL INFORMATION:
	Date of Referral:
	

	Referred by:
	
	Agency:
	

	
	(name)
	

	Reason for Referral:
	
 MACROBUTTON CheckIt ( Runaway
 MACROBUTTON CheckIt ( Ungovernable
 MACROBUTTON CheckIt ( Truancy

	SUPPORTIVE INFORMATION / PROGRESS IN MEETING PLAN GOALS:

	

	SERVICES PROVIDED:

	

	RECOMMENDATION / DESIRED ASSISTANCE FROM COMMITTEE:
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