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Community Based Care: Hardee, Highlands & Polk Counties
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REQUEST FOR CPI FLEX FUNDS
Date: 

	


Requesting Investigator: 
	


Unit
	


Office # (w/Ext.)

	


Cell: 

	


SERVICE REQUESTED
Please circle the needed Service
□   Mental Health Evaluations               □   Clothing Voucher
               □   Counseling

       Psycho-Social Evaluation                        _____ Date in Foster Care                  Outpatient 

       Psychological Evaluation                         _____ Date of Adjudication                 Anger Mgmt

       Psycho-Sexual Evaluation                                                                                   Sexual Abuse

       Neuro-Psychological Evaluation                                                                          Family

       Psychiatric Evaluation                                                                                          Other

□   Case Plan Assistance                      □   Placement Support                     □   Misc.
       Domestic Violence                                   Daycare/Summer Camp                     Medical Service

       Substance Abuse                                    Overdue Bill                                        Dental Service

       Parenting Class                                       Title IV-E Waiver                                Teen Service

                                                                        House Cleaning
                    Travel

                                                                                                                                   Other _______
List specific reasons this service is being requested & how services will benefit this family: 

	


Please describe efforts by case management to locate alternative services and/or funding sources prior to this Request for Service Authorization:

	


How much can the client reasonably contribute financially to the service (If any)? 
	


        SERVICE PROVIDER INFORMATION (Completion Required)

Name of Requested Provider (if any):  
	


Phone Number:
	


Address: 
	

	


Cost of Service: 
	


CHILD INFORMATION 
1) Child Name: 
	


M/F:     
	


DOB:   
	


SSN #: 
	


2) Child Name: 

	


M/F:     

	


DOB:   

	


SSN #: 

	


3) Child Name: 

	


M/F:     

	


DOB:   

	


SSN #: 

	


4) Child Name: 

	


M/F:     

	


DOB:   

	


SSN #: 

	


5) Child Name: 

	


M/F:     

	


DOB:   

	


SSN #: 

	


ADULT INFORMATION 
1) Caregiver: 
	


Relationship to Child(ren) 
	


DOB: 
	


SSN: 
	


Phone: 

	


Address: 

	

	


2) Caregiver: 
	


Relationship to Child(ren) 

	


DOB: 

	


SSN: 

	


Phone: 

	


Address: 

	

	


REQUIRED SIGNATURES
	


     DATE                               INVESTIGATOR 
SIGNATURE

	


     DATE                               SUPERVISOR 
SIGNATURE
	


     DATE                               DCF PROGRAM ADM. 
SIGNATURE

	


     DATE                               HFC RES. MGR. 
SIGNATURE

	


     DATE                               HFC SUPERVISOR
SIGNATURE

Send completed form to: Santino Sanabria, Heartland for Children

                                            863-519-8900 x239

                                            863-519-8915 (Fax)
                                            ssanabri@heartlandforchildren.org (Email)
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