Child Information Sheet
	Name:
	     

	Date of Birth:
	     

	Age, Race, Gender:
	     

	SS# and Chart #:
	     

	Medicaid #:
	     
	SSI:     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No

	Date Record Opened:
	     

	Referring MHC:
	     

	Case Manager and ID #:
	     

	Diagnosis:
	     

	Parent/Guardian:
	     

	
	     

	City/State/Zip:
	     

	Telephone:
	(H)
	     
	(W)
	     
	(Cell)
	     

	Out of Home Placement History:
	Facility
	Date(s)

	
	     
	     

	
	     
	     

	
	     
	     

	Other Agencies Involved (Specify):
	     

	
	     

	Recommended 

Placement:
	     

	Justification for
Placement:
	     

	Placement Contact:
	     

	Placement Address:
	     

	
	     

	Placement Payment Source: (i.e. – YIT, COC, MTS, Cost Share W/)
	     


