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Kips CENTRAL, INC.

A COMMUNITY APPROACH TO THE WELFARE OF CHILDREN
Building Better Lives



SERVICE PLANNING CONFERENCE CHECKLIST

	Date of Staffing
	Referral From [unit number/Investigator]:
	Referral To [program(s)/unit number(s)]:

	CSA Number:
	Date of Removal
	Date of last Home Visit:

	
	
	
	
	
	

	Child(ren)’s Name(s)
	Date of Birth
	Sex
	Race
	School/Grade
	Current Location /Address of Child

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Parent’s/Guardian’s/Caregiver’ Name(s)
	Address
	Social Security No
	
	Telephone Number(s)

	
	
	
	H:
	

	
	
	
	W::
	

	
	
	
	H:
	

	
	
	
	W:
	


	Current Caregiver’ Name(s)
	Address
	Social Security No
	
	Telephone Number(s)

	
	
	
	H:
	

	
	
	
	H:
	

	
	
	
	W:
	


1. Give reasons for referral to service program(s):

2. List prior/current services rendered to family:

3. Indicate legal status: __________________________________________                  Voluntary?   ______________________________

4. Future Hearing Dates: _________________________________________
Types: __________________________________

5. List alternate placements explored. List names of agencies/relatives, addresses, dates of contact and finding(s):

6. Provide family/child(ren) financial information (temporary cash assistance, SSI, SSA, other-specify):

7. Guardian Ad Litem appointed?  □ Yes   □ No             Name/Phone No.:


8. a. Has the referral been 

b. Do they understand 


c. Will they

discussed with family? ______
    reason for the referral? ______ 

    accept services? ______

ITEMS BELOW MUST BE COMPLETED FOR THE CHILD AT THE INITIAL SERVICE PLANNING CONFERENCE.

9. If the child(ren) is(are) part of a sibling group needing out-of-home placement, describe any obstacles that will need to be resolved in order to place the siblings together:

10. If the child has been a known victim of sexual abuse or has been a known sexual offender, describe when, where, how often and the specific circumstances involved:

11. If the child has acted out sexually, engaged in inappropriate sex play for age and maturity, or demonstrated a premature 

      understanding of sex,  describe circumstances:

12. Name(s) and address(es) of the child’s current health provider(s) is(are):

13. The child’s known medical problems including allergies are:

14. The child’s current medications are:

15. Other relevant health information:

16. Name, grade level and location of child’s current or last school attended:

       a. Child is working __________ grade level.       (enter "below", "at", or "above").

17.
Describe program-specific service plan (who, what, when, where, how) for Case Manager and Child Protective Investigator:

18.
Indicate conference recommendation: Referral to _________________________________________________ Program

□
Approved 

□
Not Approved

If applicable, reason(s) not approved:

19.
Date by which services will be initiated: ____________________             Date Family Assessment  due: _____________________

20.
Tasks/Recommendations/Comments:

Mental Health/Substance Abuse/Developmental Services Screening Instrument. Please check (􀀹) to indicate whether the behavior or condition is present in the child and/or parent, and whether the behavior or condition is current (within the past year) or historical (present at one time, but not within the past year).

	
	Child
	Current
	Historical
	Parent
	Current
	Historical

	Drug use/abuse
	
	
	
	
	
	

	Alcohol use/abuse
	
	
	
	
	
	

	Arrest/criminal charges
	
	
	
	
	
	

	Running Away
	
	
	
	
	
	

	Stealing
	
	
	
	
	
	

	Lying
	
	
	
	
	
	

	Property destruction
	
	
	
	
	
	

	Fire setting
	
	
	
	
	
	

	Temper outbursts
	
	
	
	
	
	

	Truancy
	
	
	
	
	
	

	Suspension from work/school
	
	
	
	
	
	

	Bedwetting
	
	
	
	
	
	

	Soiling
	
	
	
	
	
	

	Victim of sexual abuse
	
	
	
	
	
	

	Victim of violence
	
	
	
	
	
	

	Sexual acting out
	
	
	
	
	
	

	Sexual offender
	
	
	
	
	
	

	Self-injurious behavior
	
	
	
	
	
	

	Developmental delay
	
	
	
	
	
	

	Developmental disability
	
	
	
	
	
	

	Eating disorder
	
	
	
	
	
	

	Sleeping disturbance
	
	
	
	
	
	

	Frequent physical complaints
	
	
	
	
	
	

	Mood swings
	
	
	
	
	
	

	Frequent crying
	
	
	
	
	
	

	Treatment for mental illness
	
	
	
	
	
	

	Special education placement
	
	
	
	
	
	

	Suicidal tendency
	
	
	
	
	
	

	Physical aggression
	
	
	
	
	
	

	Verbal aggression
	
	
	
	
	
	

	Withdrawn behavior
	
	
	
	
	
	

	Harmful to animals
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	



	Signature of Referring Supervisor/Designee                    Date
	
	Signature of Receiving Supervisor/Designee                          Date

	Signature of Referring Counselor/Investigator                 Date
	
	Signature of Receiving Counselor                                           Date

	Signature of Other Participant                                          Date
	
	Signature of GAL, if applicable                                                Date



	Signature of Other Participant                                          Date
	
	Signature of CWLS Attorney                                                   Date

	Signature of Other Participant                                          Date
	
	Signature of Staffing Master                                                    Date
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