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WRAPAROUND MILWAUKEE

GROUP HOME REFERRAL

​​​​​​​​​​​​​​​​

Child’s Name_________________________________________
DOB:
______________________________

Care Coordinator Name and Phone_____________________________________________________________

Target Date for Placement: ___________________________

Anticipated Length of Placement: ______________________

Initial Out-of-Home Placement Date: ___________________

Current Placement: 
_____________________________________________
_______________________











                          (Date Placed) 



_____________________________________________

Statement of Need and Expected Outcome from Placement: _________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Primary Referral Issue (i.e., AODA, sex offense) ________________________________________________

Charges (if delinquent) ______________________________________________________________________

Special Staffing Pattern Required?  Explain. ______________________________________________________

Roommate OK?     _____ Yes     _____ No

Peer Age Issues (i.e., younger, older, same age peers required) _______________________________________

​​​​​​​​​
Community/Safety Concerns ________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PHYSICAL/MEDICAL INFORMATION

Gender: 
_____ Male
_____ Female

Ethnicity:
____________________________

Approximate Height: _________     Weight: ______________

Physician or Health Clinic Name and Phone Number: ______________________________________________

Pediatrician Name and Phone Number: __________________________________________________________

Date of Last Physical Exam – attach copy: _______________________________________________________

(must be within the last 90 days or within 48 hours of placement)

Current Medications:  (REQUIRED ONLY IF this information has changed since the time of the last POC): ____________________________________________________________________________________

__________________________________________________________________________________________

Test Results (list and attach forms signed by M.D.: ________________________________________________

Physical Limitations: ________________________________________________________________________

VISITATION

Indicate whether visitation will be supervised or not, include any court order requirements, frequency of contact or no contact orders:  ___________________________________________

CONTACT ALLOWED:

Name


              Phone

         Relationship
  Contact Type
   Time Frames

____________________________
_________________
________________
___________
____________

____________________________
_________________
________________
___________
____________

____________________________
_________________
________________
___________
____________

____________________________
_________________
________________
___________
____________

____________________________
_________________
________________
___________
____________

Types of Contact:
Supervised / Unsupervised / Phone Only

Time Frames:

Hours / Days / Overnights
NO CONTACT ALLOWED:

   Name

 
                 Phone

      Relationship to Child     

__________________________________
______________________
________________________

__________________________________
______________________
________________________

__________________________________
______________________
________________________

__________________________________
______________________
________________________

CRITICAL TRANSITIONAL INFORMATION
What might contribute to a smooth transition from the current placement into a group home?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What factors or interventions might prove most helpful and should be prioritized to increase the likelihood of a successful experience for this child and the family?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How will we know if we have succeeded with this child and the family?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(AT ADMISSION, ATTACH COPY OF MOST RECENT PLAN OF CARE.)
WRAPAROUND MILWAUKEE

GROUP HOME REFERRAL

SUPPLEMENTAL INFORMATION
(Required ONLY when a copy of the Plan of Care cannot be provided upon Admission.)

Permanency Plan:

____  Return Home

____  TPR/Adoption

____ Long-term foster care

____  Relative Placement
____  Other ____________________________________

Court Information:

Type of Order:

____ CHIPS
___ Delinquent
___ JIPS
___ ProSe

Expiration Date:
______________________

Medical Information:
Current medication(s) and dosage: _____________________________________________________________

Prescribing Physician Name: __________________________________________________________________

Prescribing Physician Phone No.: ______________________________________________________________

Significant medical conditions such as asthma, etc.: ________________________________________________

Allergies: _________________________________________________________________________________

Psychiatric Diagnoses:

Axis I

______________________________________________________________________________

Axis II

______________________________________________________________________________

Axis III
______________________________________________________________________________

Axis IV
______________________________________________________________________________

Axis V

______________________________________________________________________________

IEP Current?      _____    Yes

_____    No

Primary Contacts:

Care Coordinator Name & Agency: ____________________________________________________________

Phone: ________________________   Cell Phone: _______________________  Pager: __________________

Supervisor Name: __________________________________  Phone: _________________________________

Parent/Caretaker Name: 
__________________________________________________________________

Address:


__________________________________________________________________

Phone Numbers:

(home) __________________________ (work) ___________________________

Parent/Caretaker Name: 
__________________________________________________________________

Address:


__________________________________________________________________

Phone Numbers:

(home) __________________________ (work) ___________________________

Guardian (if other than above)_________________________________________________________________

Address:


__________________________________________________________________

Phone Numbers:

(home) __________________________ (work) ___________________________

Child & Family Team List:

Name


    

Relationship


       Phone No.



__________________________________
       Probation Officer
        _______________________________

__________________________________
       Bureau Worker
        _______________________________

__________________________________
_____________________  _______________________________

__________________________________
_____________________  _______________________________

__________________________________
_____________________  _______________________________

__________________________________
_____________________  _______________________________

Strengths and Talents of Child & Family Team:

Please share some of what this child enjoys and does well.  Also, please note current and relevant strengths and resources of the child and family team AND natural/community supports:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History:

Coping strategies, resiliency and resources which have proven most helpful to this family in meeting their challenges.  Include relevant AODA, mental illness, domestic violence and corresponding treatment history of parents and adult family and how this may have or continues to influence this child and family.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Family Involvement:

Describe current contact (including family therapy and visitation) between child and parent(s), siblings, relatives, etc.  Include names, ages and addresses (if different from child’s) of siblings.  Also note child and family attitudes toward group home care.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Cultural / Spiritual:

Describe any child or family religious and cultural preferences.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Abuse / Neglect History:

Describe and date any alleged or substantiated incidents of abuse (physical, emotional, sexual or neglect:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Behavioral Functioning:

Please describe any special behavioral challenges faced by this child and his/her caretakers and the strategies which have proven most helpful in meeting this child’s special behavioral needs at home, school and in the community.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Cognitive and Emotional Functioning:

Describe any special intellectual and/or emotional challenges faced by this child and the strategies that have proven most helpful in meeting the child’s special needs at home, school and in the community.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________

Academic Functioning:

Current School:    _____________________________________________________ Grade: _______________

Special Education?   ___ CD     ___ ED     ___ LD     ___ Other (describe) _____________________________

List academic strengths, needs and the strategies that have proven most helpful in meeting those needs:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________

If a school change will be necessary as part of placement, what transition planning will be necessary to facilitate a smooth move?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________
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