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Client Information – Child

Child’s First and Last Name:  










Child’s Social Security Number:  _____-___-_____
Medicaid Number:  ________________________________
Risk Level:  (  Low     (   High – Violence     (  High – Suicide     (  High - Safety



Date of Birth: 


    Age:              Gender:  M           F           Ethnicity: 


Presenting Issues:












Primary Caregiver – Name: 




  Phone: 




Initial Referral by:  











Additional Services
Is your child receiving any of these services?

(  Free or reduced lunch       (  Kid Care
    
(  Dept of Family Services    (  Title 19

Disabilities or Mental Health Disorders
Has your child been diagnosed with a disability or mental health disorder?     ( Yes     ( No
If so what?  







Is your family currently receiving mental health services? 
(  Yes     (  No

If yes, where? _______________________________

If yes, are you happy with these services?  (  Yes     (  No
If no, why?  








Child School Information

School Grade

    School Name: 









School Address:





  City: 



Zip:



School Contact: 





  Position:





School Phone Number:




  FAX:







Child Educational Services

Is your child on an IEP?    

(  Yes      (  No

If yes: Primary  


  Secondary  




Is your child on a 504 Plan? 
(  Yes     (  No


To be completed by Outreach Worker

(  Court Involvement        

(  WBI        

(  Is there an IFSP in place



  




           (If child is 0 to 3 years of age)    

Comments:  













Outreach Worker  





 






Date Release Forms are signed (Start Date) 





  

  
The following information is for the person filling out the form - not the client.
Family Information

Basic

Primary Caregiver:  












Contact

Home Phone: _____________ Work Phone: _____________ Cell Phone: 




Address: _________________________________ City: _____________ Zip:  



Email: 













Birth Date:  


  Gender    (  M    (  F   Ethnicity:          County: 



Relationship to the child:  











(  Lives With 
(  Guardian

(  Head of Household


Family (Living in home) - Relationship


(  Father       
(  Mother
   
(  Single Father
(  Single Mom
(  Other Adult
(  Step-Father
(  Step-Mother
(  Step-Sibling
(  Grandparent
(  Sibling
(  Adoptive Parent


(  Therapeutic/Foster Parent


Occupation/Education

Occupation:  













Household Income: 
(  0 – 10,000
(  11,000 – 25,000

(  25,000 - 40,000    
 


(  40,000 - 60,000 
(  greater than 60,000
Education Level Completed:   (  Public School 
(  GED
(  High School       


(  Post High School     (  Some College 
(  Associates Degree


(  Bachelors
    
     (  Masters

(  PhD


 
Disability History
Disability/Mental Health Disorder, i.e. ADHD, Deaf, Depression, Learning Disability, etc.

Comments:  














General Information:

1.  Does your family have local support from 


     extended family?   (   Yes     (  No

2. Are you willing to share information concerning 

    substance abuse in your family?  (   Yes     (  No

3. Are you willing to share information concerning 

    family violence in your family?      (   Yes     (  No

Substance Abuse History

Substance and Abuse Status:  (  Current     (  History       
       ( Alcohol      (  Drugs      (  Tobacco    (  Other  

Comments:  









Family Violence

Violence Status:
(  Current
(  History       

( Physical Abuse   ( Sexual Abuse   
( Emotional Abuse
Comments:  












Other Family/Household Members, including Siblings (one form per family member)

Basic

Name: 













Birth Date:  


  Gender  (  M  (  F   Ethnicity: 

County:  



Relationship:  













(  Lives With
(  Guardian 

(  Head of Household


Notes:  















Contact
(  Check if information is the same as caregivers
Home Phone:  


  Work Phone:  


 Cell Phone: 




Address:  



  City:   



 Zip:  





Email: 









Occupation/Education

Occupation:  








Education Level Completed:   (  Public School 
(  GED
(  High School       


(  Post High School     (  Some College 
(  Associates Degree


(  Bachelors
    
     (  Masters

(  PhD

Disability History

Disability/Mental Health Disorder, i.e. ADHD, Deaf, Depression, etc.


Substance Abuse History

Substance and Abuse Status:  (  Current
(  History       

             
( Alcohol     (  Drugs     (  Tobacco      (  Other  


Comments:  















Family Violence

Violence Status:  (  Current
(  History       


( Physical Abuse   ( Sexual Abuse   ( Emotional Abuse
Comments:  














“Key” Client Information
Please mark any of the following items that pertain to your child.
Presenting Issue:   Mark all that apply, circle the most problematic.
· Aggressive Behavior in Preschool/Day Care 

· At Risk Sexual Behavior

· Cruelty to Animals

· Cult Activity

· Educational CHINS

· Excessive Resistance Towards Authority

· Failing Classes

· Fighting/Aggression

· Fire Setting/Preoccupation with Fire

· Habitual Lying

· Intense Sibling Conflict
· Other (please add comments)
· Parental CHINS

· Runaway

· Self Abuse

· Sensation Seeking

· Stealing

· Substance Abuse

· Truancy

· Vandalism

· Violence

Out of Home Placement Information
· Currently in Placement


Location_____________________ Start Date _________

· Placement History


Location_____________________ Start Date  _________
   End Date _______

Location_____________________ Start Date  _________
   End Date _______
Location_____________________ Start Date  _________
   End Date _______
Substance Abuse Information (  Current
(  History      
· Alcohol
· Drugs
· Tobacco
· Other
Family Violence Information  (  Current
(  History  
· Physical Abuse
· Sexual Abuse
· Emotional Abuse
                                       FAMILY HISTORY

Family –Mental Health Disorder (family history)









   Who (Which family member)

· ADHD












· Anxiety











· Behaviors (explain)










· Bipolar











· Conduct Disorder










· Depression











· Eating Disorder










· Emotional Disorder










· Mental Disability










· Obsessive Compulsive Disorder








· Oppositional Defiant Disorder








· Post-Traumatic Stress Disorder








· Psychotic Episodes










· Reactive Attachment Disorder








· Self Abuse (cutting, etc.)









· Schizophrenia










· Suicidal











· Tourette’s Syndrome









Family Information - Other Disabilities (family history)

· Autism











· Deaf












· Developmental 










· FAS (Fetal Alcohol Syndrome) 








· FAE (Fetal Alcohol Effect) 









· Hard of Hearing










· Hearing Impaired










· Learning Disability










· Multiple Disabilities










· Orthopedic Impairment









· Other Health Impaired









· Visually Impaired










· Shaken Baby Syndrome









· Speech/Language










· Substance Abuse










· Traumatic Brain Injury
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Student Name:  





 Date of Birth:  

     
      

AS PARENT/GUARDIAN OF THE ABOVE CHILD, I HEREBY REQUEST THE RELEASE OF CONFIDENTIAL INFORMATION  (Including Educational Plans, Assessment Result, Medical Findings, Developmental, Health and Immunization History, Legal Proceedings and /or Relevant Data) FROM THE FOLLOWING AGENCIES:
All Related Agencies

Name of Agencies (Addresses, Phone Numbers if needed):

For the purpose of exchanging information on the above child in an effort to provide the most appropriate services to meet the needs of the child.
I authorize the release of confidential information

to be given to the organization listed below:

	UPLIFT – Casper
145 S Durbin, Ste. 201
Casper, WY 82601

307-232-8944
Fax: 307-232-8945

	UPLIFT – Cheyenne
4007 Greenway St., Ste. 201

Cheyenne, WY 82001

307-778-8686

Fax: 307-778-8681

1-888-UPLIFT3 (875-4383)


	UPLIFT – Jackson

Physical: 610 Broadway
Jackson, WY 83001
Mailing: P.O. Box 986

Jackson, WY 83002

307-734-1327

Fax:  307-734-2561
	UPLIFT – Laramie

2523 Garfield, Ste. F

Laramie, WY 82070

307-742-6822

Fax: 307-742-6821
	UPLIFT – Riverton

877 N 8th W., Ste. 1

Riverton, WY 82501

307-857-6601

Fax: 307-857-4446

	
	

	
	


www.upliftwy.org

Parent/Guardian Signature




                                                         Date

Address 

City, State, Zip

Phone










  

By signing this form, I acknowledge that my rights to privacy and confidentiality will be respected by all employees of UPLIFT at all times.  I understand that all information that I share with the staff at UPLIFT will be held in the strictest confidence.  I further understand that information will only be released to or from other agencies with my informed signature on the Release of Confidential Information form, except in the following instances:

· If I pose a danger to myself (i.e., suicide).

· If I pose a danger to someone else (including homicide, child abuse, parent abuse).

· A Judge issues a subpoena, demanding the presence of an UPLIFT employee in a court of law, or requesting the release of my records to said court of law.

The following is a list of UPLIFT employees with whom you may come into contact as our organization provides services to yourself and your family:

Executive Director:  Peggy Nikkel




Regional Team Leaders
Deputy Director:      Kim Conner




Judy Bredthauer, Susan Bentley,

Wyoming Early Start Program Coordinator:  Judy Stewart 
Becky Lancaster, Mark Markus

Wyoming Attention Camp Program Coordinator: Susan Bentley   
Family Outreach Specialists:

Consumer Survey Coordinator:  Becky Ward


Kayla Davis, Raija Beatty, Vickie DeVries
Support Staff Coordinator:  Kathy Williams 
Karen Gieck, Wendy Miller-Hansen,

Support Staff:  Dianne Feeler, Kathleen Hays
Mark Markus, Amber Reagan,

            Beccy Kruse, Katti Stewart,
Dee Tischer, Melissa Vigil 

            Pat Wheeler
Peer Mentor:  Jessica Ray

Parent Signature: ________________________________________     Date:__________

Parent Signature: ________________________________________     Date:__________

Youth Signature:  ________________________________________    Date:__________

(optional)

Client Information








Initial Contact Date:  ____________








For Outreach Specialist Only:


					��					��					��					��					��					��					








For Outreach Specialist Only:


					��					��					��					��					��					��					


�					











AUTHORIZATION FOR 


MUTUAL EXCHANGE OF


CONFIDENTIAL INFORMATION








Informed Consent Form
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