treatment foster care – case management services

COntinueD stay Request – Service Type 0700
Required Srv Auth Information

1) Provider Contact Name:           
2) Provider Contact Number:       
3) Requested Start Date:               
4) Projected Discharge Date:        
5) Date of Comprehensive Treatment and Service Plan:        
6) The locality and clinicians working with this child have determined continued TFC-CM is required to meet the child’s needs :  Yes    FORMCHECKBOX 
  No   FORMCHECKBOX 

7) Two face-to-face contacts between the case manager and the child have occurred each month to ensure the child is receiving safe and effective services:   Yes    FORMCHECKBOX 
  No   FORMCHECKBOX 
 
8) Describe Current Behaviors; For the continued stay, provide a narrative of the behaviors exhibited by the client over the past 30 days that warrant the requested level of care (please identify frequency, intensity and duration of each behavior). This information should reflect the CANS scoring and should come from the most current 90 day progress report:
	     


	9)  Please provide complete scores/dates for CANS:


	Score:     
	Date:         

	Child Behavioral/ Emotional Needs
	Child Risk Behaviors

	2=Causing problems, consistent with diagnosable disorder.  

3=Causing severe / dangerous problems.
	2 = Recent, Act   
3 = Acute, Act Immediately. 



	Psychosis:  


	 
	Suicide Risk:  


	 

	Impulse / Hyper:  


	 
	Self-Mutilation:  


	 

	Depression:  


	 
	Other Self-Harm:  


	 

	Anxiety:     
	 
	Danger to Others:  


	 

	Oppositional:  


	 
	Sexual Aggression: 


	 

	Conduct:
	 
	Aggression:
	 

	Adjustment to Trauma:


	 
	Runaway:  


	 

	Anger Control:
	 
	Delinquent Behavior:  


	 

	Substance Use:
	 
	Sexually Reactive Behavior:


	 

	Eating Disturbance:
	 
	Bullying:  
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