	DCF-3001
6/10 - New
	Community Based Life Skills Program (CBLS)

REFERRAL FORM
	Page 1 of 2



	This is an online fill-in form.   Use the "Tab" key (or mouse pointer) to move to the next field.

DO NOT USE THE RETURN KEY!

	

	NOTE BEFORE COMPLETING THIS REFERRAL FORM:  Youth in PASS, SWETP, TLAP or Level II Group Homes are not eligible for CBLS.  Those programs are required to provide a Life Skills Education Program to the youth residing in their program.  Target population for CBLS is DCF-involved youth, age 15 to 21, residing in an out-of-home placement.  Exclusionary criteria include:  active psychotic behavior, violent/assaultive behavior or active substance abuse.

	

	Youth's Name:       
	Date of Referral:       

	

	DOB:       
	Age:       
	Race:   FORMDROPDOWN 


	

	Ethnicity:   FORMDROPDOWN 

	Citizenship status:
	 FORMDROPDOWN 


	

	Birth Gender:   FORMDROPDOWN 

	Current Gender:   FORMDROPDOWN 

	Prefers to be called:       
	Link #:       

	

	Address:       
	City:       
	State:       
	Zip:       

	

	Phone #:       
	Cell Phone #:       
	E-mail:       

	

	DCF Area Office:   FORMDROPDOWN 


	

	DCF Worker:       
	Phone #:       
	E-mail:       

	

	DCF Supervisor:       
	Phone #:       
	E-mail:       

	

	CBLS Liaison:       
	Phone #:       
	E-mail:       

	

	

	LEGAL STATUS

	 FORMCHECKBOX 
  Committed Abuse/Neglect/uncared for
	 FORMCHECKBOX 
 18 +
	 FORMCHECKBOX 
  Dually Committed 
	 FORMCHECKBOX 
  Voluntary Services

	Type of Placement:

	 FORMCHECKBOX 
  DCF Foster Home
	 FORMCHECKBOX 
  Relative Foster Home
	 FORMCHECKBOX 
  Therapeutic Foster Home
	 FORMCHECKBOX 
  Residential Facility

	

	 FORMCHECKBOX 
  Other:       

	

	Placement Contact Name (Foster parent's or primary case manager)
     
	Provider Phone Number (or Foster parent's)

     

	

	Provider Availability (or Foster parent's - day/evening/weekends): 

     
	Expected Living situation with in the next year?:

     

	

	

	EDUCATION

	School Name:       
	School Contact Person:      

	

	Address:       
	Contact Phone#       

	

	Long term Education Goals:       

	

	Current Educational Concerns / Special Needs, if any:       

	

	Grade:       
	Grade Level:       
	College:       

	

	After School Activities, if any:       

	

	Will the activities interfere with participation and attendance in class?       

	

	 FORMCHECKBOX 
 College Prep/accelerated
	 FORMCHECKBOX 
 General Studies
	 FORMCHECKBOX 
 GED
	 FORMCHECKBOX 
 Vocational/Technical

	 FORMCHECKBOX 
 Special Ed (reason:       )
	 FORMCHECKBOX 
  Alternative Learning Program

	

	Long Term Educational Goals:       

	

	Current Educational Concerns / Special needs, if any:       

	

	Currently Employed?:
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No    (Please ensure that the Youth's work schedule does not conflict with the CBLS Schedule)

	If Yes, Where?:      
	Schedule:       

	

	

	YOUTH INFORMATION

	

	Youth's Interests:       

	

	Youth's medical conditions / allergies (to food, medications or insects:       

	

	DSM IV Diagnosis:       
	Medications:       

	

	Any Special, Relevant Considerations for Educator's to know?:       

	

	Provide a brief assessment of the Youth's ability and willingness to participate in this program and in a group setting:

     

	

	Does the youth have a substance abuse history?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	If yes, is the youth 
	 FORMCHECKBOX 
  Sober
	 FORMCHECKBOX 
  in Treatment
	 FORMCHECKBOX 
  Actively using

	

	Provide any information regarding obstacles or issues that the youth is currently dealing with, e.g., living situation, behavioral problems or issues, grief, sexual identity, handicap, illness, etc.

     

	

	

	THIS FORM SHOULD BE RETURNED TO THE COMMUNITY BASED LIFE SKILLS

EDUCATOR SERVING THE TOWN / CITY WHERE THE YOUTH IS RESIDING

	

	Please contact your Life Skills Liaison, (one is located in each DCF Area Office), with any questions


