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APPLICATION FOR PLACEMENT
	Referral Source Name: 


             

 Title: 






Agency Name/Relationship to Potential Client: 



                         



Agency/Address: 




             







Phone Number: 




  Fax Number:  








Client Name: 














D.O.B: 

           Age: 

 Gender: (  M  (  F 
SS#: 








Address:  







  Home Phone: 





City: 







 State: 

  Zip Code: 





Enrolled in School:  (  Yes  (  No If yes, Name of School: 









Employed:   (  Yes  (  No If yes, Name of Employer: 









Insurance Company Name: 











 

Policy #: 



  Group #:  



  Medicaid #: 



 
Parental Rights Terminated:  (  Yes  (  No

Visitation Allowed:  (  Yes  (  No
Mother's Name: 









  Age: 



Address: 







  Home Phone: 




City: 






 State: 

  Zip Code: 





Employed: 
(  Yes  (  No

Employer: 










Work Phone #:  



  Cell Phone #: 





Father's Name: 









  Age: 


 

Address: 







  Home Phone: 




City: 






 State: 

  Zip Code: 





Employed: 
(  Yes  (  No

Employer: 










Work Phone #:  



  Cell Phone #: 





Sibling / Other Bio-Family Involvement:  











Address: 







  Home Phone: 





City: 







 State: 

  Zip Code: 





Emergency Contact Name: 













Home Phone: 





 Work Phone: 








Address:  















City:  






State: 


  Zip Code: 





	Presenting Problems
	
	
	

	Client Physically Aggressive
	(
	Criminal Issues
	(

	Parent Physically Aggressive
	(
	Legal Issues
	(

	Verbally Aggressive
	(
	Weapon Possession
	(

	Parent Verbally Aggressive
	(
	Gang Issues
	(

	Suicidal / Homicidal
	(
	Runaway
	(

	Suicide Ideation
	(
	Conflict with Family Members
	(

	Psychiatric Issues
	(
	Conflict with Peers
	(

	Medication Issues
	(
	Eating Disorder
	(

	Depression
	(
	Physically Abused

	(

	Medical/Physical Problem
	(
	Emotionally/Verbally Abused
	(

	Client Suspected Alcohol/Drug Use
	(
	Sexually Abused
	(

	Client Confirmed Alcohol/Drug Use
	(
	Neglected
	(

	Parent Suspected Alcohol/Drug Use
	(
	Exploited
	(

	Parent Confirmed Alcohol/Drug Use
	(
	Home Safety Issue
	(

	School Issues
	(
	Antisocial Behaviors
	(

	Other:
	(
	Other:
	(


Permanency Goal:  













Expected Discharge Date:  _____/_____/_____

Discharge Plan:  














Placement History:  














Medical Problems:  
(  Yes   (  No   If yes, please describe:  








History of Medical Care (please attach most recent physical and immunization record):  
Psychiatric Issues:  
(  Yes   (  No   If yes, please describe:  








DSM-IV Diagnosis (from most recent evaluation):


Axis I:  
















Axis II: 
















Axis III:  















Axis IV: 















Axis V:  









  GAF:  




Current Medication: 
(  Yes   (  No   If yes, please list:  

Name:  





  Dosage:  


 Frequency: 



Name:  





  Dosage:  


 Frequency: 



Name:  





  Dosage:  


 Frequency: 



Additional Comments:  













Printed Name of Worker Completing Form








Signature of Worker Completing Form







Date

FOR H4K USE ONLY
Referral Source Contact Date:  



     

Contact Time:  

  
(  a.m.  
Type of Contact:  
(  Phone
                                         
(  p.m. 



(  In Person
Outcome of Initial Screening:

(  Eligible


Date Guardian/Social Worker Contacted:  











Scheduled Admission Date:  









(  Ineligible


Reason for Ineligibility:  (  Client Ineligible    (  Client Placed w/ Another Agency




(  Other:  











H4K Staff Signature









Date
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