Collaborative Systems of Care

	Summary of Strengths & Needs


All information gathered is confidential.

     Instructions: Complete the Summary of Strengths & Needs within 30 days of enrollment 

	Child’s Name:
	
	Phone:
	

	Address:
	
	Date of Birth:
	

	
	
	Social Security #:
	

	County:
	
	
	


	Please list other people who live in the home of the child:

	Relationship to Child
	Name
	Race*
	Ethnicity*
	Date of Birth
	Gender
	Marital Status*
	Education Level*
	Mailing Address

(If different from above information)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	*List of Codes:

Race:   AI = American Indian, A = Asian, B = Black or African American, H = Native Hawaiian or Other Pacific Islander, W = White

Ethnicity:  H = Hispanic/Latino, NH = Not Hispanic/Latino

Marital Status:  Sg = Single, M = Married, Sp = Separated, D = Divorced, W = Widowed, LT = Living Together

Educational Level: 01 = Elementary, 02 = Junior High, 03 = Some High School, 04 = High School Diploma/GED, 05 = Some College, 06 = College Degree

                                  07 = Some Graduate School, 08 = Masters, 09 = Ph.D., 10 = Business/Trade School


	Service Coordinator (case manager) :
	
	Dates Updated:
	

	Start Date of Summary of Strengths & Needs:
	
	
	

	Date Assessment Completed:
	
	
	

	Funding Source:
	[] 01 = MA     [] 02 = SSI      [] 03 = Private Insurance     [] 04 = Katie Beckett     

[] 05 = Parents    [] 06 = Other: 

	CRISIS/SAFETY

“A crisis occurs when adults don’t know what to do.”   - Carl Shick  

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	Have there been any crisis situations at home or in the community?
What was done in response to the situation(s)?

	[] Strength

[] Strength
	Crisis Response Plan for Home
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:


Crisis Response Plan for Community
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Have there been any crisis situations at school?
What was done in response to the situation(s)?

	[] Strength

[] Strength
	Crisis Response Plan for School
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	LIVING SITUATION

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1. Describe your family’s current living situation.  Do all family members live at home?

    Describe:

	[] Strength


	Living Arrangement
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	2. Does your home provide enough space, privacy and comfort?

    Describe:

	[] Strength
	Space, Privacy & Comfort
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	3. Are there barriers to living in your current home long-term?(examples: unaffordable rent, distance from town/transportation issues)

    Describe:

	[] Strength
	Stability of Living Arrangement
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	4. Are there any safety concerns? (examples: living on buy street, safe neighborhood, fire safety/disaster plan, unsanitary conditions, its)

    Describe:

	[] Strength
	Safety of Physical Environment
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



RESTRICTIVENESS OF LIVING ENVIRONMENT

(Only report Living Locations within past three months)

	Living Location Dates

(List Start & End Dates)
	Living Location

(See Choices Below)
	Level of Restrictiveness

(Use Corresponding Codes Below)

	START
	END
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	LIVING ENVIRONMENT AND LEVEL OF RESTRICTIVENESS

	JAIL
	9.8
	AODA INPATIENT REHAB
	7.8
	RESIDENTIAL JOB CORPS CENTER
	5.7
	REGULAR FOSTER CARE
	3.8
	SCHOOL DORMATORY
	2.0

	CORRECTIONAL CENTER
	9.0
	INPATIENT HOSPITAL
	7.5
	GROUP HOME
	5.7
	SUPERVISED INDEPENDENT LIVING
	3.6
	HOME OF NATURAL PARENT (CHILD)
	2.0

	STATE MENTAL HOSPITAL
	9.0
	WILDERNESS CAMP 24 HOUR YEAR ROUND
	7.2
	TREATMENT FAMILY FOSTER HOME
	5.1
	HOME OF FAMILY FRIEND
	2.6
	HOME OF NATURAL PARENT (18 YRS)
	1.9

	COUNTY DETENTION CENTER
	8.9
	RESIDENTIAL TREATMENT CENTER
	6.5
	INDIVIDUAL EMERGENCY SHELTER HOME
	5.9
	HOME OF ADOPTIVE PARENT
	2.6
	INDEPENDENT LIVING WITH FRIEND 
	1.4

	INTENSIVE TREATMENT UNIT
	8.4
	GROUP EMERGENCY SHELTER
	6.0
	SPECIALIZED FOSTER CARE
	4.6
	HOME OF RELATIVE
	2.5
	INDEPENDENT LIVING ON OWN
	0.5


NOTE: Adopted from Hawkins, R.P., Almelda, M.C. Fabry, B. & Reltz, A.C. (1991) Hospital & Community Psychiatry.

	FAMILY

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1.  Describe relationships among family members:

	[] Strength
	Family Relationships
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	2. Describe relationships with your extended family – are they a resource to your family? 

	[] Strength
	Extended Family Resource
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	3.  Who (other than family members) offers support to you and your family?

	[] Strength
	Social Support Network
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	BASIC NEEDS/FINANCIAL

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1.  Are your family’s housing, food, and clothing needs met?

	[] Strength
	Basic Needs
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	2.  Are your family’s transportation needs met?

	[] Strength
	Transportation
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	3. Please indicate your family’s gross yearly income:                        .  What are your family’s sources of      income?  Is there enough income to meet the family’s needs?

	[] Strength
	Financial Resources
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	4.  Please describe family members’ money management skills:
 
	[] Strength
	Money Management Skills
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	5.  Do family members have access to child care when needed – while adults are at work and when family      members “ just need a break”?

	[] Strength
	Child Care &/or Respite
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	MENTAL HEALTH

	1.  Describe any significant psychological/psychiatric child & family history (past and current providers, medication, hospitalization, etc.)


	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	2.  Describe behavioral strengths and needs of your child and family members:

	[] Strength
	Behavioral Functioning

[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	3.   Describe cognitive strengths and needs (learning ability, problem solving & thinking skills) of your 

      child and family members:

	[] Strength
	Cognitive Functioning
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	4.  Describe emotional strengths and needs (reaction to stress, stability of mood) of your child and family     members:

	[] Strength
	Emotional Functioning
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	5.  Do you have access to the mental health service providers your family needs or wants?

	[] Strength
	Access to Mental Health Providers
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	AODA (Alcohol and Other Drug Abuse)

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1. Describe any current AODA abuse or addiction concerns regarding your child or other family members:

	[] Strength
	Current AODA abuse or addiction
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	2.  Describe past AODA abuse or abuse or addiction concerns regarding your child or other family                 members:

	[] Strength
	Past AODA abuse or addiction
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	3.  Do family members have access to needed AODA treatment and support?

	[] Strength
	Access to AODA treatment & support
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need::



	4. Describe the impact AODA issues have had on yourself and family members, both currently and in the      past (include impact on social/community and family relationships, as well as on financial, legal, and         employment situations):

	[] Strength
	Impact of AODA issues

[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	MENTAL HEALTH/AODA (Continued)

	Please Complete the following Mental Health DSM IV Diagnosis information and Child Adolescent Functioning Scale (CAFAS) information.



	DSM IV DIAGNOSIS

CHILD ADOLESCENT

FUNCTIONING SCALE

AXIS

NUMBER

NAME OF DIAGNOSIS

Role Performance:  School/Work

AXIS I

Role Performance:  Home

Role Performance:  Community

AXIS II

Behavior Toward Others

Moods/Emotions

AXIS III

[] Yes      or     [] No

Self Harmful Behaviors

AXIS IV Social Stressors

(1 = mild / 6 = severe)

[]1    []2   []3    []4    []5   []6 

Substance Use

AXIS V GAF Score

Use GAF from Intake

Thinking

Diagnosed by:

Date of Diagnosis:

Youth Score:

On medication at

start date of services?

[] Yes       or      [] No

Caregiver Resources:  

Material Needs

If yes, specify medication and daily dosage:

Caregiver Resources:  

Family/Social Support

Caregiver Resources Score:

Notes/Comments:

Date Administered:

By Whom:

Notes / Comments:




	SOCIAL & RECREATIONAL

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1.  Social interactive skills:   Do family members have friends –  why or why not?  Do they get along well        with others? 

	[] Strength
	Social Interactive Skills
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	2.  Describe activities family members currently do together or would like to do together:

	[] Strength
	Family Activities
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	3.  Describe activities your child or family members are involved in, or would like to be involved in, as             individuals:

	[] Strength
	Individual Social & Recreational Activities
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	4.  Describe social relationships – do family members spend time with people outside their immediate            family?

	[] Strength
	Social Relationships
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:


	CULTURAL

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1.  Describe ethnic or national traditions/holidays your family observes:

	[] Strength
	Affiliation with Ethnic Group
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	2. How do family members participate in these traditions?  Are there any barriers to participating in          those  traditions?

	[] Strength
	Access to Ethnic Traditions
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	SPIRITUAL

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1.  Describe your family’s religious or spiritual practices, values, and support network:

	[] Strength
	Affiliation with religious or spiritual group
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	2 Does your family have access to desired spiritual practices and support:

	[] Strength
	Access to desired practices and support
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	EDUCATIONAL

*Please attach a copy of the child’s most recent school report card

	1.  Describe your child’s current educational status – include grade level, placement (LD-Learning Disabled, CD-Cognitively Disabled, ED-Emotionally                 Disturbed), and attendance:


	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	2. Describe how your child is doing in his/her schoolwork:

	[] Strength
	Academic Skills
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	3.  Describe how your child is doing behaviorally in school:

	[] Strength
	Behavior in School
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	4.  Do family members have age-appropriate independent living skills?

	[] Strength
	Independent Living Skills
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	5. If applicable, describe your child’s work experience, pre-employment skills and interests:

	[] Strength
	Pre-employment Skills
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	6. Describe any educational or vocational strengths and needs of adult family members:

	[] Strength
	Parent Education or Vocational Skills
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	LEGAL

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1.  Describe significant involvement with legal system and current status:

	[] Strength
	Need for Legal Services
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



CONTACT WITH POLICE AND/OR JUVENILE JUSTICE 

(Only report offenses in the past six months)
	MONTH/YEAR
	TYPE OF VIOLATION
	TAKEN INTO CUSTODY
	ADJUDICATED
	DISPOSITION

(USE CODES BELOW)

	
	
	    []Yes         []No
	    []Yes         []No
	

	
	
	    []Yes         []No
	    []Yes         []No
	

	
	
	    []Yes         []No
	    []Yes         []No
	

	
	
	    []Yes         []No
	    []Yes         []No
	

	
	
	    []Yes         []No
	    []Yes         []No
	

	
	
	    []Yes         []No
	    []Yes         []No
	


DISPOSITION CODES:
01 Supervision/Probation

05 Non-Secure Detention

09 Foster Home

02 Fine


06 Hospitalization


10 Community Service

03 Restitution


07 CCI



11 Pending

04 Secure Detention

08 Group Home


12 Informal Arrangements

13 No Contact

	MEDICAL

	
	Is This an Area of Strength?
	Level of Need
(1=No need, 5=Great need)

	1. Describe the physical health of family members:

	[] Strength
	Physical Health
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	2.  Describe the dental health of family members:

	[] Strength
	Dental Health
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	3.  Do family members have access to needed health equipment or supplies?

	[] Strength
	Access to Special Equipment
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	4. Do family members have access to needed dental and health care providers?

	[] Strength
	Access to Dental & Health Care Providers
[] 1   [] 2   [] 3   [] 4  [] 5

Person(s) in Need:



	Other Strengths:

	Other Needs:



	Permission to Bill For M.A. Targeted Case Management Services


Client’s Name:

MA Number:

It has been determined that ____________________   would benefit from targeted case management services.                                          

 




has my permission to bill Medical Assistance for all case management services provided.


Signature of Parent or Guardian 


Signature of Service Coordinator (Case Manager)
3

