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FACES Client ID:      




	Support Services Requested (check all that apply)

	 FORMCHECKBOX 
 Substance Abuse                 FORMCHECKBOX 
 Domestic Violence                FORMCHECKBOX 
 Mentoring                                                                                              
Education (check all the apply):   FORMCHECKBOX 
 Consultation    FORMCHECKBOX 
 Tutoring   FORMCHECKBOX 
 Transportation      
For the following services, please click on the links provided to submit referral forms. 



	 FORMCHECKBOX 
 Day Care: Daycare Referral Packet (PDF)
 FORMCHECKBOX 
 Rapid Housing: http://cfsa.dc.gov/DC/CFSA/Publication%20Files/Referral%20Forms/fy10_rhp_criteria-_1.pdf


	Referral Source

	Program Area:  FORMCHECKBOX 
CPS If CPS, is the case within the family assessment unit?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

                           FORMCHECKBOX 
 CFSA In-Home        
    FORMCHECKBOX 
 CFSA Out of home      FORMCHECKBOX 
 OYE             FORMCHECKBOX 
 Private Agency  
Name:      


Administration:      


Agency:      


Desk phone:      

Cell phone:      

E-mail:       



Supervisor:      
Desk phone:      

Cell phone:      

E-mail:      


	Administrative Information

	Has the child or family of focus ever been referred for any of the support services listed above?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No



If yes, identify services:      
Is this referral court-ordered? 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, date of court order:      



Presiding judge:      

Next court date:      munity, paying specific concerns to safety con


	Client and Family Information

	List Father(s) 

	Name
	DOB
	Indicate if deceased, incarcerated or unknown. If incarcerated state where
	Identify Father’s Child
	Address
	Telephone number

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	
	
	
	
	
	

	
	
	
	
	
	


	Client and Family Information Cont’d…
	

	Mother’s Information 
	

	Name
	
	DOB
	Indicate if deceased, incarcerated or unknown.  If incarcerated state where
	Address
	Telephone number
	Medicaid #

	     
	
	     
	     
	     
	     
	     

	Identify All Children/Youth in Family
	

	Name
	DOB
	Gender ( M/ F)
	Subject of referral
	Address & Telephone Number
	School Name & Address
	Grade
	Special Ed (Y or N) If yes, please describe reason

	     
	     
	     
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	     
	     
	     
	     

	     
	     
	     
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	     
	     
	     
	     

	     
	     
	     
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	     
	     
	     
	     


	Special Factors to Consider

	Family ethnicity:      


Primary language:      
Domestic Violence:
 FORMCHECKBOX 
 Civil Protective Order 
 FORMCHECKBOX 
 Restraining Order(s)

 FORMCHECKBOX 
 Temporary CPO

 FORMCHECKBOX 
Petitions for CPO

Alleged Abuser:      
     Alleged abuser part of the service plan   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

Alleged abuser resides in the home  FORMCHECKBOX 
 Y or  FORMCHECKBOX 
 N

1. Who disclosed the allegation of domestic violence? (i.e. victim, perpetrator, child, police, other… specify)      
2. Please provide details of the information obtained from the police.      
3. Did the child(ren) witness the domestic violence?       
4. If so, have the children been linked to services to address the domestic violence?      
5. If the referral is due to history of domestic violence that is believed to no longer be prevalent, when did the domestic violence occur? 
6. If there is DV history, does the client’s history of domestic violence appear to have a current impact on the family?      
7. Was the alleged victim referred to SAFE?        If so, provide the date of the referral and name of contact at SAFE.      
Substance Abuse:

Identify client:      
Identify substance (check all that apply):  FORMCHECKBOX 
 Marijuana  FORMCHECKBOX 
 Cocaine  FORMCHECKBOX 
 Heroin  FORMCHECKBOX 
PCP    FORMCHECKBOX 
Ecstasy  FORMCHECKBOX 
Meth   FORMCHECKBOX 
 Alcohol

Required item for youth referral only:  Medicaid #      
Identify primary:        Secondary:      
Scheduling
Please provide your client’s next three available dates to meet with specialist regarding your referral.        
, work and in the community, paying specific concerns to safety concerns and planning

Educational Transportation (non-special education only):

Pick-up Information:      




Drop-off Information:      



Educational Tutoring Identify subject (check all that applies):   
 FORMCHECKBOX 
 Math   FORMCHECKBOX 
 Reading   FORMCHECKBOX 
 Science  FORMCHECKBOX 
Social Studies    FORMCHECKBOX 
Health     If other, identify subject:        Instructor name for subject:           
Specify need or reason for tutoring;       
	Current Situation

	Identify concerns that prompted this referral.  Please describe the family and child/youth’s functioning at home, school, and work in the community, identify concerns to safety concerns and well-being.          



	Additional Information

	Please provide any additional information regarding this client that you may think will be beneficial information.        
, work and in the community, paying specific concerns to safety concerns and planning


​​​​​​​​​​​​​Save this form as a Word document and e-mail as an attachment to cfsa.wellbeing@dc.gov.  If more space is needed please use the body of the e-mail to provide the information.
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