MARION/CITRUS COUNTY

CRISIS RESPONSE TEAM (CRT)

REFERRAL FORM

Marion On Call (352) 266-6076


	CSA #
	Family ID #


	CPI Name & Phone #
	FCM Name & Phone #

FCM Supervisor Name & Phone #


	CPI Supervisor Name & Phone #  


	Marion Unit No.
	Citrus Unit No.


	LIST ALL CHILDREN’S NAMES
	DOB
	SEX
	RACE
	SS #

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	PARENT’S NAMES
	DOB 
	RACE
	SS#

	Mother: 
	
	
	

	Father: 
	
	
	

	Home Address with Zip:


	Home Ph:          


	Work Ph: 


	Cell Ph:


	Others in the Home:



	


Parent(s) wanting to keep child(ren) in the home?   
 FORMCHECKBOX 
  Yes          FORMCHECKBOX 
  No

Has Risk Assessment been completed?  


 FORMCHECKBOX 
  Yes   
 FORMCHECKBOX 
  No
Risk Assessment is:  





 FORMCHECKBOX 
  High        

Removal is imminent if this service is not provided?
 FORMCHECKBOX 
  Yes 
 FORMCHECKBOX 
  No

What Allegations are alleged during initial investigation?

 FORMCHECKBOX 
 Physical Abuse

 FORMCHECKBOX 
 Mental Health

 FORMCHECKBOX 
 Substance Abuse 

 FORMCHECKBOX 
 Sexual Abuse

 FORMCHECKBOX 
 Neglect


 FORMCHECKBOX 
 Delinquent



 FORMCHECKBOX 
  Other _____________________________________________________________________
Reason the family is involved with The Department of Children & Family Services?

	

	

	


What are the services CPI/FCM feels CRT can provide?

 FORMCHECKBOX 
 Mental Health Assessment
 FORMCHECKBOX 
 Substance Abuse Assessment

 FORMCHECKBOX 
 Parenting
 FORMCHECKBOX 
 Coping Skills


 FORMCHECKBOX 
 Domestic Violence Education
Other services CRT identifies during assessment process.

What Services has CPI/FCM initiated?

	

	

	


Does the family know about the referral?  



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
Are the substance-abusing parent(s) in SA treatment?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Previous abuse reports?




 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No   
 FORMCHECKBOX 
 Not sure

Previous CRT involvement?  



 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No  
 FORMCHECKBOX 
 Not sure

	Collateral Contact Person(s):

	


	Directions to Client’s Home or Attach Map Directions:

	

	

	


	

	CPI/FCM Signature                                                                                         Date




NOTE:  Please attach a copy of the “Intake report” and “Risk Assessment”: to this referral.

TO BE COMPLETED BY CRT STAFF

 FORMCHECKBOX 
  ACCEPTED



 FORMCHECKBOX 
  UNABLE TO MAKE CONTACT WITH CLIENT                        

 FORMCHECKBOX 
  REFERRAL DOES NOT MEET CRITERIA FOR SERVICES


1. Case is not documented as a high risk case with a high probability of removal.



2. Does not have a current open investigation.







3. Already has a current open Case Management case.





4. The family does not agree to participate in services.





______________________________________________________________________________________

Client Signature








Date

​​​​​​​​​​​​​​​​​​​​​​​______________________________________________________________________________________

CRT Signature








Date
Please forward to:  CRISIS RESPONSE TEAM       On Call:  (352) 266-6076      FAX:  (352) 236-8391

             

                               CRT PROGRAM ASSISTANT   Cell Ph: (352) 266-5826       Office Ph: (352) 236-8314
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