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INTERVENTION TEAM REFERRAL FORM

Directions: Please fax the completed form to 404-463-3735 ATTN: Adrian Owens.

Please allow 72 hours for the family and Case Manager to be contacted via phone.

	Date of Referral
	
	Child’s Legal County
	
	Fax
	


	Child(ren)’s CM
	
	Phone
	
	Cell
	
	E-mail
	


	CM’s Supervisor 
	
	Phone
	
	Cell
	
	E-mail
	


	Supervising County of Adoptive Parents
	
	Family’s CM
	


	Phone
	
	Cell
	
	Fax
	


	Is this a Repeat Referral? 
     (Yes      ( No
	If YES,  Name of Identified Child in Initial Referral
	                                                


	Name of Current Identified Child
	


	Name of Adoptive Parent (s):
	
	DOB
	
	County
	

	
	
	DOB
	
	County
	

	Address
	
	City
	
	Zip
	

	Phone #
	
	Work #
	
	Alternative Phone/ Pager
	








                     
                                                     ( mother    (  father        
Name of Adoptive child(ren)







     Diagnosis

	1)
	
	Age
	
	DOB
	
	( M ( F        
	Race
	
	
	

	2)
	
	Age
	
	DOB
	
	( M ( F        
	Race
	
	
	

	3)
	
	Age
	
	DOB
	
	( M ( F        
	Race
	
	
	

	4)
	
	Age
	
	DOB
	
	( M ( F        
	Race
	
	
	

	5)
	
	Age
	
	DOB
	
	( M ( F        
	Race
	
	
	

	6)
	
	Age
	
	DOB
	
	( M ( F        
	Race
	
	
	


	Substantiated History of Abuse or Neglect?
	


	Others living in hone/relationship with child(ren) 
	

	


	Person who advised family of contact by Adoption Intervention Team 
	


Intervention Team Referral Form (continued)  
ChildChild(ren)’s history of problematic behaviors:  (refer to by number next to child’s name).
	
	Sexual acting out
	
	Difficulty with attachment
	
	Depression

	
	Current suicidal ideation/gestures
	
	Previous suicidal ideation/gestures
	
	Fire setting

	
	Running away
	
	Destroying property
	
	Aggression

	
	Alcohol/drug use
	
	Oppositional
	
	Stealing 




	Other (use  # to indicate child):
	

	Indicate any recent medication changes in any family members:
	

	Significant issues within the family:
	(  Illness
	( Death
	( Financial
	( Limited supports
	( Parental rigidity

	                                 ( unrealistic expectations of child
	Other:
	


	Name of Family:
	


	Previous adoptive disruptions?
	
	Y
	
	N
	If yes, indicate by child #
	


	Did the adoptive parent(s) serve as foster parent(s) to the child(ren)?
	
	Y
	
	N

	
	
	
	
	

	Did the adoptive parent(s) have previous experience as foster parent(s)?
	
	Y
	
	N


	Is this a kinship placement?
	
	Y
	
	N
	Indicate relationship:
	


Prior to First Home Visit: For finalized placements, please ask parents to make copies of child’s history and previous psychiatric and psychological evaluations.


Explain current situation and reason for referral:

	

	

	

	

	

	

	

	

	

	

	


Any additional information needed prior to family contact:
	

	

	

	

	


	Referring Case Manager:
	

	Title: 
	


Referring Placement Coordinator:      
	
	Adrian Owens
	


	CC: RAC
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