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Request for Wraparound Team (Children/Youth Only)
**Note:  A list of all acronyms is listed at the end of the form.
	Referent:  _________________________  Phone:  ___________________  Referral Date:  __________
Referring Agency:  ___________________  Fax:  ______________  Requested Start Date:  __________
                                                                                                           (Within 10 business days of approval)
Current Clinician/ Agency/ Phone/ Fax (if other than referent): 
___________________________________________________________________________________


	Consumer Name:  ________________________________________  Date of Birth:  _______________
RSN Client Number:______________________  Consumer phone number:  ___________________
Consumer Address:  ________________________________________________________________
Parent Name: ______________________________________  Parent Phone:  __________________
Guardian Name:  ___________________________________  Guardian Phone:  ________________
Interpreter needed:   FORMCHECKBOX 
        Language(s):  _______________________________________________
Members of the Youth’s Household
Name
Relationship
Age
Name
Relationship
Age


	·  FORMCHECKBOX 
 New Approval Request  (You may include all items listed below or answer questions 1-5)
·  FORMCHECKBOX 
  Assessment included   FORMCHECKBOX 
 Treatment Plan included   FORMCHECKBOX 
 CALOCUS/LOCUS cover sheet included

	·  FORMCHECKBOX 
 Secondary Approval Request (currently in an episode of care approaching end of approval period)

· Length of re-approval requested (not to exceed 6 months)  ______________________
·  FORMCHECKBOX 
  Wraparound Plan included (mandatory)


	1. Current Diagnoses:  
Axis I: pri. _________________________________  sec. ___________________________
                  _________________________________        ___________________________
Axis II:      _________________________________  sec  ___________________________
                 _________________________________         ___________________________
Axis III:    _________________________________ 
Axis IV:   __________________________________
                  __________________________________
Axis V :    CGAS  _________________  PIRGAS  _____________________    Date:  ____________

	2. Most Recent CALOCUS Score:  ____________  CALOCUS Level:  __________  Date:  ___________


	3. Describe child/youth’s history / current status with the following services. If appropriate, indicate the number of episodes or placements (i.e. 5 psychiatric hospitalization, 3 foster placements, etc.):

A. Mental Health Services 

       FORMCHECKBOX 
  Outpatient Services    Dates of:  ____________ - ____________     Provider:  ______________
                                                               ____________ - ____________     Provider:  ______________
                                                               ____________ - ____________     Provider:  ______________
                                                               ____________ - ____________     Provider:  ______________
                                                               ____________ - ____________     Provider:  ______________
       FORMCHECKBOX 
 CHAP                                                # of episodes    _______
       FORMCHECKBOX 
 CLIP                                                  # of episodes    _______
       FORMCHECKBOX 
 LKI Crisis Services                            # of episodes    _______
       FORMCHECKBOX 
 Current Medications (please list)                                 _______
       FORMCHECKBOX 
  Past Medications (please list)                                      _______
             FORMCHECKBOX 
 Other                                                                          _______
B. Psychiatric Hospitalization 

             FORMCHECKBOX 
 # of Acute Hospitalizations   ___  Dates of:   _________ - ________     Hospital:  _________
                                                                                         _________ - ________     Hospital:  _________
                                                                                         _________ - ________     Hospital:  _________
                                                                                         _________ - ________     Hospital:  _________
                                                                                         _________ - ________     Hospital:  _________
             FORMCHECKBOX 
 Other  ____________________________
C. Educational Services

       FORMCHECKBOX 
 Regular Classroom                                  FORMCHECKBOX 
 IEP
       FORMCHECKBOX 
 504 Plan
D. Children’s Administration

      FORMCHECKBOX 
 FPS # of episodes    ______                 FORMCHECKBOX 
 Foster placement current
      FORMCHECKBOX 
 IFPS # of episodes   ______                              FORMCHECKBOX 
 VPA
      FORMCHECKBOX 
 FRS  # of episodes   ______                              FORMCHECKBOX 
 Involuntary Placement
      FORMCHECKBOX 
 BRS # of episodes    ______
      FORMCHECKBOX 
 PCIT # of episodes   ______
      FORMCHECKBOX 
 CPS involvement                               FORMCHECKBOX 
 Foster Placement historical
                                                                                  FORMCHECKBOX 
 VPA
                                                                                  FORMCHECKBOX 
 Involuntary Placement

      FORMCHECKBOX 
 Other  ________________
E. Juvenile Court Services or Juvenile Rehabilitation Administration
      FORMCHECKBOX 
 ARY                                                        FORMCHECKBOX 
 FFT
      FORMCHECKBOX 
 CHINS                                                    FORMCHECKBOX 
 Current JPC
      FORMCHECKBOX 
  TRUANCY (BECCA)                            FORMCHECKBOX 
  Current PO

      FORMCHECKBOX 
 Other  __________________
F. Other  _____________________


	4. Describe treatments/ services / programs the child/youth is currently receiving (Including but not limited to, mental health services): 


	5.  Describe the current presenting need for Wraparound and the expected benefit.  What are the ongoing concerns for the family?  How will Wraparound help the child/youth and family meet their needs and decrease risk factors?
__________________________________________________________________________________


	6. Since Wraparound is a team based process, who would you suggest (in addition to yourself), would be an appropriate member of the team?  (Wraparound Facilitator will be provided)
 FORMCHECKBOX 
 Parent(s)                                       Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Youth                                           Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Foster Parent(s)                            Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Other Family Member(s)              Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Therapist(s)                                  Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Social Worker                               Name/Phone:  _________________________________________
 FORMCHECKBOX 
 DDD Supports                             Name/Phone:  _________________________________________
 FORMCHECKBOX 
 School                                          Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Family Support Partner                Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Certified Peer Counselor              Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Family Friends                             Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Neighbor(s)                                  Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Faith Based Supports                   Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Law Enforcement                        Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Other ____________________  Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Other  ___________________  Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Other  ___________________  Name/Phone:  _________________________________________
 FORMCHECKBOX 
 Other   __________________   Name/Phone:  _________________________________________



ELIGIBILITY CRITERIA & RISK FACTORS
The child/youth must meet all eligibility criteria for approval including one or more of the risk factors. Please use the check boxes below: 
 FORMCHECKBOX 
 Child/youth has a * Medicaid Coupon or will have one once services begin.
                                  * (Medicaid Coupon not needed for Skagit Pilot enrollees – limited to 10 families)
 FORMCHECKBOX 
 Child/youth meets State Access to Care Standards.
                                  * (State Access to Care Standards not needed for Skagit Pilot enrollees – limited to 10 families)
 FORMCHECKBOX 
 Child/youth’s most recent CALOCUS level is 4 or higher.
 FORMCHECKBOX 
 Child/youth will be residing in the NSMHA service area during the episode of care.

 FORMCHECKBOX 
 There is multi-agency involvement in need of collaboration. 

 FORMCHECKBOX 
 The child/youth and his/her family have been informed about Wraparound and voluntarily agree to participate in services and all team meetings.
 FORMCHECKBOX 
 Child/youth or family have examined other known resources and are seeking additional assistance.

Risk Factors (Please check all that are appropriate. * One or more must be met for eligibility.)
Child/youth is currently experiencing, or is at risk for: 

 FORMCHECKBOX 
 Children’s Administration Placement
 FORMCHECKBOX 
 Psychiatric Hospitalization
 FORMCHECKBOX 
 Substance Abuse
 FORMCHECKBOX 
 Involvement with legal system (delinquency, truancy, JRA, etc). 

 FORMCHECKBOX 
 Transitioning from a living situation outside of the home (CLIP, Foster Care, etc)

 FORMCHECKBOX 
 Severe Parent/Child Conflict (*not a sole criteria, please check one other applicable risk factor)
 FORMCHECKBOX 
 Severe Academic Difficulty (i.e. multiple suspensions/expulsions, requires 1:1 staffing, requires contained classroom, refusing school, etc.)  (*not a sole criteria, please check one other applicable risk factor)
	If the client is enrolled in NSMHA funded services, an ROI is not required for care coordination within the NSMHA provider network.
Child/Youth Signature:__________________________________Date:_____________________
(All children are encouraged to sign. Signature is required for youth age 13+.)
“It’s not about us without us.”
Parent/Guardian Signature:___________________________________________Date:_____________________  
 (Required when child is under age 13.)

Referent Signature:____________________________________Date:_____________________
Supervisor Signature:___________________________________Date:_____________________

(Wraparound provider)


**ACRONYMS
ARY
= 
At Risk Youth (petition)
BRS
=
Behavioral Rehabilitation Services

CALOCUS/LOCUS
=
Child/Adolescent Level of Care Utilization

CGAS
=
Children’s Global Assessment Scale

CHAP
=
Children’s Hospital Alternative Program

CHINS
=
Child In Need of Services

CLIP
=
Children’s Long Term Inpatient Program

CPS
=
Child Protective Services

DDD
=
Department of Developmental Disabilities

FFT
=
Functional Family Therapy

FPS
=
Family Preservation Services

FRS
=
Family Reconciliation Services

IEP
=
Individualized Education Plan

IFPS
=
Intensive Family Preservation Services

JPC
=
Juvenile Probation Counselor

JRA
=
Juvenile Rehabilitation Administration

LKI
=
LKI Family Services Inc. (Agency)

NSMHA
=
North Sound Mental Health Administration

PCIT
=
Parent/Child Interaction Therapy

PIRGAS
=
Parent Infant Relationship Global Assessment

PO
=
Probation Officer

ROI
=
Release of Information

RSN
=
Regional Support Network

VPA
=
Voluntary Placement Agreement
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