TYPE I 2007 v.I
PACT FOR FAMILIES COLLABORATIVE

TYPE I FORM










TYPE I Requirement: Type I programs must complete one of the following assessments every 6 months for each client.

OR


LCTS Grant Project # _______________	Program Name ____________________________________________________________





Organization _______________________________________ Completed By ______________________________________________  





Date Completed_______________________    		Report Period: 20 |___|___| (year)   01/01 – 06/30  Or    07/01 – 12/31   





Enrollment Stage (select all that apply to this reporting period): 	 Initial		 6 Mo Review 		Final	





MA or MNCare Number 


(PACT 4 Case Managers Only):





|___|___|___||___|___||___|___|___|





Social Security Number:


 |___|___|___|--|___|___|--|___|___|___|___|








LIVING SITUATION: (As of the date of this report or as of the last day of the reporting period if this form is completed after the reporting period has ended.)





Where does the child live?





01Home (House/Apartment/Trailer)


02School Dormitory


03Foster Home


04Group Home


05Residential Treatment Center


06Youth Justice Related Facility


07Emergency Shelter


08Hospital


09Homeless


Other





Primary Caregiver





01Two parents


02Single parent


03Split parenting


04Other relative


05Non-relative


06None, youth is independent


	








	





Use the following codes: Kandiyohi—34, Meeker—47, 


Renville—65, Yellow Medicine—87.





County of Financial Responsibility: 	|___|___|			                              


   


County where service is provided:  	|___|___|





TYPE I BRASS CODES (CHECK ALL THAT APPLY)





Please mark how many contact hours were made with the child during the entire reporting period for each appropriate BRASS code.





4320 – Children’s Mental Health Crisis Services		____ Contact hours during report period


4530 – Child Outpatient Treatment				____ Contact hours during report period  


4620 – Professional Home Based Family Treatment		____ Contact hours during report period  


 04670 – Child Day Treatment					____ Contact hours during report period  


 04890 - Child Respite Care					____ Contact hours during report period  


 04900 – Rule 79 Case Management (PACT 4 Staff Only)		____ Contact hours during report period  


4920 – Child General Case Management			____ Contact hours during report period  


 0430--Community Based Services (Other FCCS) 		____ Contact hours during report period


Community based services, excluding inpatient & residential treatment services, provided or coordinated by staff under the clinical supervision of a mental health professional, designed to help children with emotional disturbances to function and remain in the community.  


        








SUB-POPULATION & DIAGNOSIS:


Sub-population (Select all that apply):


 SED


 No emotional disturbance


 Other emotional distrubance


 At-Risk


 EBD


 Other 





DSM-IV Diagnosis (Principal) (if known):


Axis I: 	|___|___|___| . |___|___|	


Axis II:	|___|___|___| . |___|___|








CAFAS INFORMATION





Date Administered:	|___|___| / |___|___| / |___|___|___|___| 		TOTAL SCORE	 |___|___|___|


			  M     M          D      D          Y      Y      Y      Y





SUBSCALE SCORES





1. School |___|___|		2. Home |___|___|	3. Community |___|___|		4. Behavior Toward Others |___|___| 	





5. Moods/Emotions |___|___|	6. Self-Harm |___|___|	7. Substance Use |___|___|	8. Thinking |___|___|














SDQ INFORMATION


Date Administered:	|___|___| / |___|___| / |___|___|___|___| 		Score for Overall Stress	 |___|___|			  		  M     M          D      D          Y      Y      Y      Y		(Total Score)


SUBSCALE SCORES


1. Score for Emotional Stress |___|___|			2. Score for Behavioral Difficulties |___|___|	


    (Emotional Symptoms) 			      		      (Conduct Problems)





3. Score for Hyperactivity/Attention Difficulties |___|___|    4. Score for difficulties getting along with other young people |___|___|


    (Hyperactivity)						      (Peer Problems)





5. Score for kind and helpful behavior |___|___|	    6. Score for the impact of any difficulties on the young person’s life |___|___|


      (Prosocial Behavior) 				         (Impact Supplement, optional unless required as part of your Program Evaluation Plan)


										


    














WRAPAROUND 


This child is receiving services through the wraparound process.  





 Yes		02 No		03Unknown








Youth Name*_______________________________________________________ 


		Full First Name                               		 Last Name





Date of birth |___|___| |___|___| |___|___|___|___|	AGE |___|___|			                       	          M      M        D     D        Y      Y     Y     Y





*Names are used for tracking purposes only.  PACT 4 does not release names to outside agencies.





GENDER 	





 Male    	





 Female





RACE/ETHNICITY


 White/Caucasian


 Black/African American 


 American Indian/Native American 


Asian or Pacific Islander		


 Hispanic/Latino 


Other








SCHOOL STATUS (As of the date of this report or as of the last day of the reporting period if this form is completed after the reporting period has ended.)





Enrollment Status


01 Enrolled (Complete GRADE and EDUCATIONAL SETTING sections) 


02 GED Program


03 Expelled	    


04 Dropped Out


05 Graduated / Completed GED 


06 Status Unknown





Grade |___|___|	( 00 = Kindergarten; 99 = Preschool)


(Note: If form is completed in the summer, indicate the grade that the child will begin in the fall)





Educational Setting


01 Regular Classroom 


02 Regular Classroom with special education support 


03 Special education classroom (more than 50% of school day)


04 Alternative school/Full-time Special Education 


 05 Residential program


06 Other 
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