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	Innovative Family Support Services (IFSS)
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	Innovative Family Support Services Administration

	


FACES Referral Number:      



FACES Case Number:      
	Support Services Requested (check all that apply)

	 FORMCHECKBOX 
 Substance Abuse                      FORMCHECKBOX 
 Family Involved Meeting (i.e. FTM, LYFE, FGC, etc…)               FORMCHECKBOX 
 Clinical Consultation/Staffing

	 FORMCHECKBOX 
 Domestic Violence                    FORMCHECKBOX 
 Education                          FORMCHECKBOX 
 System of Care Meeting (child/youth must have fee for service Medicaid)


	Referral Source

	Program Area:  FORMCHECKBOX 
CPS   
 FORMCHECKBOX 
 CFSA In-Home   
 FORMCHECKBOX 
 CFSA Out-home

 FORMCHECKBOX 
 Youth Services
 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 area:      
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)

	     
	     
	     
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	     
	     
	     
	     

	     
	     
	     
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	     
	     
	     
	     

	     
	     
	     
	 FORMCHECKBOX 
Y   FORMCHECKBOX 
N
	     
	     
	     
	     


	Special Factors to Consider

	Family ethnicity:      


Primary language:      
 FORMCHECKBOX 
 Visual impairment
 FORMCHECKBOX 
 Hearing impairment
 FORMCHECKBOX 
 Physical impairment

 FORMCHECKBOX 
 Limited literacy

 FORMCHECKBOX 
 Transportation
 FORMCHECKBOX 
 Translation

 FORMCHECKBOX 
 Mental health issues 

Domestic Violence:
 FORMCHECKBOX 
 CPO 
 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

Substance Abuse:

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

Medical/Dental/Vision:
 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   Medical up-to-date

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   Dental up-to-date 

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N   Vision up-to-date

Other medical concern:      
Educational Supports: 
 FORMCHECKBOX 
Transportation: (Non-special education only): Pick-up Information      
Drop-off Information:           FORMCHECKBOX 
 Round Trip  FORMCHECKBOX 
 One-Way
 FORMCHECKBOX 
Tutoring: (Check al that apply)  FORMCHECKBOX 
 English  FORMCHECKBOX 
 Math  FORMCHECKBOX 
 Reading   FORMCHECKBOX 
 Social Studies  FORMCHECKBOX 
 GED 



	Significant Others (List extended family members, fictitious kin, and others who should attend the Family Involved Meeting or Consultation.  Include service providers, attorneys, teachers, and others working with the family.)

	Name
	Relationship or role to individual being discussed
	Address
	Phone number(s)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	
	
	
	


	Current Situation

	Identify concerns that prompted this referral.  Please describe the family and child/youth’s functioning at home, school, work and in the community, paying specific concerns to safety concerns and planning.          



	Permanency (Must be completed by all except CPS)

	Id Case Goal: 

 FORMCHECKBOX 
 Reunification 

 FORMCHECKBOX 
 Guardianship 

 FORMCHECKBOX 
 Adoption                     FORMCHECKBOX 
 APPLA
Please describe efforts to achieve permanency or life long connections:      ne, school, work and in the community, paying specific concerns to safety concerns and planning


	Scheduling

	Please provide your next three available dates to meet with a specialist regarding your referral.        
, 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.ftmu@dc.gov.  If more space is needed please use the body of the e-mail to provide the information.
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