AIFACS REFERRAL FORM

CHILD INFORMATION:
Name:________________________________________   Nickname:________________

Date of Birth: _________________  


         Age: ________
Child Identification Number: ________________________
DOC: __________________
Child’s Religion: _____________________  Race: ________________________


Tribal/Cultural Heritage: __________________________
Enrollment Status: Enrolled? Yes or No
Eligible for Enrollment?  Yes or No

Current Placement Location:
Shelter: __________
Foster Home: __________
Correctional Facility: ____________

Group Home: _______________  Biological Family:_________ Homeless: __________

Treatment Facility: _____________________
Other: ________________________
Number of Previous Placements: ______ Locations:______________________________

________________________________________________________________________

Reason for Placement: _____________________________________________________

________________________________________________________________________

________________________________________________________________________

Estimated Placement Date: _________________________________________________

Visitation:  Please check all boxes that apply.
	Parents
	
	Siblings
	
	Others
	

	Relatives
	
	Friends
	
	
	


Please detail in the space provided below any concerns you have regarding visitation, the location and frequency of visitation, whether transportation is required by the AIFACS foster parent and whether they need to be supervised, if so, by whom? 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
The following is a list of descriptors for the child.  Please mark all that apply.

	Past
	Current
	
	Past
	Current
	

	
	
	Verbally Aggressive
	
	
	Social Immaturity

	
	
	Assaultive
	
	
	Suicidal

	
	
	Frequent Runner
	
	
	Withdrawn

	
	
	Depressed
	
	
	Sleeping Disturbance

	
	
	Destructive
	
	
	Passive Aggressive

	
	
	Eating Disturbance
	
	
	Self Destructive

	
	
	Fire Setter
	
	
	Sexual Acting Out

	
	
	Hyperactive
	
	
	Prostitution

	
	
	Impulsive-Explosive
	
	
	Sexual Perpetrator

	
	
	Vulnerable to Sex Abuse
	
	
	Gang Activity

	
	
	Other
	
	
	


Behaviors with Adults: ____________________________________________________

________________________________________________________________________

Behaviors with other Children: ______________________________________________

________________________________________________________________________

Behaviors that Best Describe Client: __________________________________________

________________________________________________________________________

Medical/Health Information:
Please describe the child’s general health:  Good ________
Fair: ______
Poor: _______
Physical Condition/Health: Please mark all boxes that apply.

	
	Developmentally Delayed
	
	Pregnancy

	
	Encopretic
	
	Special Medical Care

	
	Enuretic
	
	Terminally Ill

	
	Non-ambulatory
	
	Drug Affected

	
	Physical handicap/disability
	
	Fetal Alcohol Syndrome

	
	Seizures
	
	Chemical Abuse

	
	Chemically Free
	
	Chemically dep/treated

	
	Chemically dep/untreated
	
	Other


Medical Concerns: ________________________________________________________
________________________________________________________________________

Medications: _____________________________________________________________

________________________________________________________________________

Psychological Diagnoses: __________________________________________________

________________________________________________________________________

Is the child in ongoing therapy/treatment? _______


Therapist Name: ____________________________________________________


Therapist Location: _________________________________________________


Frequency of Therapy (day and time if possible): __________________________
Education:  Please mark all boxes that apply.
	
	Learning Disability
	
	Level I-III Program

	
	Truancy
	
	Level IV/V Program

	
	Irregular Attendance
	
	Accelerated Learner


Please describe the child’s:

School Grades: ___________________________________________________________

Typical Behavior in School: ________________________________________________

________________________________________________________________________

Relationship with Peers/Teachers: ____________________________________________

________________________________________________________________________

Last School Attended:___________________________
Last Grade Attended: ______

Abuse/Neglect:
Describe any factors of Abuse/Neglect that are relevant to placement: _______________

________________________________________________________________________

________________________________________________________________________

Is the client a victim of the following: (If yes, then please describe)
Emotional Abuse/Neglect: __________________________________________________

________________________________________________________________________

Physical Abuse: __________________________________________________________

________________________________________________________________________

Physical Neglect: _________________________________________________________

________________________________________________________________________

Sexual Abuse: ___________________________________________________________

________________________________________________________________________

Please detail any other relevant information: ____________________________________
________________________________________________________________________

________________________________________________________________________

PLACING AGENCY INFORMATION:
County/Tribe: ________________________________  Case #: ____________________
Social Worker’s Name: ____________________________________________________
Phone #: __________________________
Fax #: ______________________________
Address: ________________________________________________________________

Email address: ___________________________________________________________
*Please attach the most recent Individual Education Plan, psychological assessments, medical assessments/information, chemical dependency assessments, reports from most recent placement, social history, placement history, and any other relevant information.
Please fax this form to AIFACS at 651-223-8529 or mail to 25 Empire Drive, St. Paul, MN 55103.  
Please call 651-223-8526 to speak with an AIFACS Foster Care Licensing Worker if you have any questions.
