	DPP-886A_(Revised: 3/2019) 
	
	TWIST #______________________________

	COMMONWEALTH OF KENTUCKY

CABINET FOR HEALTH AND FAMILY SERVICES

DEPARTMENT FOR COMMUNITY BASED SERVICES
	
	TWIST Name: _________________________



CHILD NEEDS ASSESSMENT & OUT-OF-HOME CARE REFERRAL
	DCBS Case Name
	DCBS Case Number
	Individual  ID #
	Date Completed


	     
	     
	      
	            Check here if this is a 5 Day Update


A.  Child Information 
	Child’s Name
	Birth Date
	Social Security #
	Biological Gender 
	Gender Child Identifies As 
	Sexual Orientation

	     
	     
	     
	 F  M 
	     
	     


	Height

(Estimate, if unknown)
	Weight

(Estimate, if unknown)
	Religious Preference
	County of Commitment
	MCO, if applicable

	     
	     
	     
	     
	     


	Race (Choose All That Apply)
	 White   Black or African American   Asian 
 American Indian/Alaskan Native 
 Native Hawaiian or Other Pacific Islander     Unknown/Unable to Determine
	Hispanic
	 Yes  No


B.  Information Regarding DCBS Worker and Agency 

	Worker Name
	Office Phone
	Ext.
	Fax Number 
	Email

	     
	     
	     
	     
	     

	Supervisor’s Name
	Office Phone
	Ext.
	Fax Number 
	Email

	     
	     
	     
	     
	     

	Office Address
	Region
	County

	     
	     
	     

	Worker completing DPP-886A form, if different from the worker identified above.


	Printed Name
	Phone
	Relationship to Child

	
	
	

	What is the length of time the worker completing this form has known this child in a professional capacity?
	     


C.  Child Permanency, Custody, & Placement Information
	1
	Child’s Permanency Goal

	
	 Return To Parent   Adoption   Legal Guardianship  Permanent Relative Placement  

 Planned Permanent Living Arrangement 
If this child’s permanency goal is Return to Parent or Permanent Relative Placement, identify the person(s) that the child will be returning to and their relationship to the child: Name:                Relationship:      

	2
	Petition Type 
	Custody Type
	Date of Custody

	
	 Dependent     Abused   Neglected  Status Offender  
 Other (includes Voluntary):         
	 Emergency      Temporary   

 Commitment   Post-TPR Commitment

 Other:     
	     

	3
	Have there been prior DCBS referrals regarding this child’s family?  
	Provide a brief summary of referrals (e.g., “majority of referrals have related to suspicions of sexual abuse”)

	
	Yes  - Provide # of referrals, if known:             No   
	     

	4
	Has this child ever been placed out of the home?  

	If yes, describe the reason for previous out of home placement and attach the placement history.

	
	Yes  No    Unknown 


	     

	5
	Current Placement
	Placement Date

	
	     
	     


C.  Child Permanency, Custody, & Placement Information (CONTINUED)
	6
	Reason for Packet Submission

	
	 Level of Care Assignment Needed                  

Explain why a level of care assignment is needed at this time:      

	
	 Placement Needed                                              Date placement needed:      
Explain why a placement is needed at this time:                                                                    


D.  Child Maltreatment & Trauma
	1
	Identify abuse/neglect issues for this child.  

	Issue
	Investigative Results
	Provide Description of Maltreatment, Including Dates and Identity of Person(s) Involved in Maltreatment

	Neglect
	Substantiated   Suspected  NA   Unknown
	     

	Abandonment
	Substantiated   Suspected  NA   Unknown
	     

	Emotional Abuse
	Substantiated   Suspected  NA   Unknown
	     

	Physical Abuse
	Substantiated   Suspected  NA   Unknown
	     

	Sexual Abuse
	Substantiated   Suspected  NA   Unknown
	     

	2
	Has this child experienced any additional trauma not identified above (e.g., exposure to domestic violence, witnessing a violent event, or experiencing a natural disaster)?  Yes  No  Unknown

If “Yes”, describe below.

	
	     


E. Child’s Strengths & Needs

	1
	Identify this child’s strengths.

	     

	2
	Describe child’s special activities and interests (e.g., sports, art; writing; music; clubs) and how those may be used to help this child succeed.

	     

	3
	Identify any placement needs or special accommodations needed (e.g.; diet, sleeping arrangements; religious practices; supervision; restrictions regarding being placed with other children).

	
	     

	4
	Provide any other information that might impact a successful placement for this child (e.g., fearful of dogs, afraid of the dark, frightened of men, uncomfortable in an urban setting).

	
	     


F. Developmental/Intellectual Delays/Daily Living Issues 

	1
	Describe this child’s level of cognitive/intellectual functioning (e.g., “child’s mother reports child has below average intelligence”).  

	
	     

	2
	Provide IQ information, if known. Attach any psychological evaluations, including psychoeducational evaluations completed by the school, if available.

	
	IQ Score
	     
	Source of Score (e.g., testing completed by school)
	     

	3
	Describe any other developmental delays (e.g., Autism Spectrum Disorder).     NA  

	
	     


F. Developmental/Intellectual Delays/Daily Living Issues (CONTINUED) 
	4
	Describe any birth trauma/complications/genetic disorders for this child.    NA  

	
	     

	5
	Daily Living Deficits (Outside the Normal Age Expectations)
	Provide A Brief Description of All Issues Identified

	
	Check all areas of daily living listed below that are a deficit for this child.    NA  
 Bathing/Dressing                       Eating, Drinking, or Feeding

 Language/Communication       Personal Hygiene/Appearance
 Toileting                                     Walking, Standing, Coordination or Movement

 Other:      
	     


	6
	Would this child be an appropriate candidate for a Supports for Community Living (SCL) program now or in the future?
	Yes  No  Unknown

If Yes, please explain:      


G. High Risk Behaviors  NA (Skip to H if NA.)

	Behaviors
	RECENT

Provide details (e.g., description and dates, if known) for any of the following behaviors that have occurred in the last 6 months.
	HISTORY

Provide a description and time frames, if known, for any of the following behaviors that occurred more than 6 months ago.

	Animal Abuse
	     

	     

	AWOL
	     

	     

	Destroys/Vandalizes Property
	     

	     

	Fire Setting
	     

	     

	Homicidal Thoughts/Behaviors
	     

	     

	Physical Aggression
	     

	     

	Self-Abusive/Self-Injurious Behaviors  
	

	

	Sexual Behaviors
	     

	     

	Suicidal Thoughts/Behaviors
	     

	     

	Other: (Specify)      
	

	


H. Other Significant Behaviors/Mental Health Issues  NA (Skip to I if NA.)

	Check any of the following behaviors or issues that are considered significant for this child. 

	 Anger/Tantrums 

 Anxiety

 Attachment/Relationship Issues

 Attention Problems/Hyperactivity  

 Bizarre/Unusual Behaviors   

 Defiance/ Refusal to Follow Rules 
 Depression

 Eating Issues (e.g., inducing vomiting, binge eating)    
	 Gang Affiliation/Interest

 Hallucinations   

 Impulsivity (Dangerous/Reckless)    

 Sleep Issues
 Sexual Identity Issues    

 Stealing

 Trauma Symptoms (e.g., hypervigilance, intrusive memories)
	 Verbal Threats

      Other: 
     
     


H. Other Significant Behaviors/Mental Health Issues (CONTINUED)
	Provide details/examples for any item checked, including time frames, if applicable.  

	     


	Which of the identified behaviors/issues concern you most about this child?

	     


I. Substance Abuse Issues  NA (Skip to J if NA.)

	Identify which substances have been used by the child and include details regarding dates, intensity, and frequency, if known.

	Substance 
	Age First Used
	Date of Last Use
	Describe frequency of use and how it interferes with child’s functioning.

	Alcohol
	 NA  Unknown
	     
	     
	     

	Marijuana
	 NA  Unknown
	     
	     
	     

	Cocaine
	 NA  Unknown
	     
	     
	     

	Hallucinogens
	 NA  Unknown
	     
	     
	     

	Inhalants (i.e., “huffing”)
	 NA  Unknown
	     
	     
	     

	Methamphetamines
	 NA  Unknown
	     
	     
	     

	Opiates/Opioids (e.g., Oxycodone, Heroin)
	 NA  Unknown
	     
	     
	     

	Nicotine
	 NA  Unknown
	     
	     
	      

	Prescription/Non-Prescription Medications
	 NA  Unknown
	     
	     
	     

	Other:      
	 NA  Unknown
	     
	     
	     


J. Mental Health Diagnosis  NA   UNKNOWN (Skip to K if NA or UNKNOWN.)
	Identify current mental health diagnosis    
	Person/agency who gave diagnosis
	List date when diagnosis was given, if known

	     
	     
	


K. Psychiatric Hospitalization or Crisis Stabilization Unit (CSU) Admissions
	Has this child ever been admitted to a psychiatric hospital or CSU?  Yes  No  Unknown
If “No” or “Unknown”, Skip to M; otherwise, provide the following information:

	Admission and Discharge Dates
	Name of Psychiatric Hospital/CSU
	Reason for Admission

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


L. Mental Health/Substance Abuse Interventions  NA (Skip to M if NA.)
	Service
	Did child receive this service in the last 6 months?
	If yes, provide details (e.g., provider name, frequency of service, response to service), if known.
	Do you recommend that the child receive this service during placement?

	Individual Counseling
	 Yes   No   Unknown
	     
	 Yes   No

	Family Counseling
	 Yes   No   Unknown
	     
	 Yes   No

	Psychiatric (e.g., medication management)
	 Yes   No   Unknown
	     
	 Yes   No

	IMPACT/ Service Coordination
	 Yes   No   Unknown
	     
	 Yes   No

	Intensive In-Home Services (e.g., family preservation, crisis stabilization services)
	 Yes   No   Unknown
	     
	 Yes   No

	Substance Abuse Interventions
	 Yes   No   Unknown
	     
	 Yes   No

	Other:      
	 Yes   No   Unknown
	     
	 Yes   No


M. Medical Issues  NA (Skip to N if NA.)
	1
	Has this child been designated medically complex?    Yes   No 

(If yes, attach DCBS medically complex documentation indicating approval and Individual Health Plan, when available.)

	2
	Describe any medical condition or issue (e.g., seizures, diabetes, pregnancy, asthma) for this child and how the condition/issue needs to be addressed.  This may include, but is not limited to, conditions associated with a medically complex designation.     NA

	
	     

	3
	Describe any significant allergies (e.g., food, medicines) and how the condition needs to be addressed.     NA

	
	     

	4
	Describe any head trauma/injury and how the condition needs to be addressed.     NA

	
	     


N. Medications  NA (Skip to O if NA.)
	List the child’s medications:

	#
	Medication
	Purpose
	#
	Medication
	Purpose

	1
	     
	     
	4
	     
	     

	2
	     
	     
	5
	     
	     

	3
	     
	     
	6
	     
	     

	 Check here if the child is taking a medication not listed above but no information regarding the name or purpose is available at this time.


O. Social Skills 
	Social Skill
	Describe

	Interactions with Adults
	     

	Interactions with Other Children
	     


P. Education
 NA - Explain if NA is checked:       (Skip to Q if NA.)
	Current Grade
Level


	School Setting
	Special Education   NA  
Identify the type of special education services the child receives below and ATTACH THE CHILD’S IEP if available.

	     
	 Pre-school/Head Start     Public/Private School    College  
 Alternative School          Day Treatment             
	 Homebound                    Treatment Program
      (On-site School)   

 Partial Hospitalization    Vocational  
	 G.E.D.                             Other:
                  
	     

	School Name
	Location Of School (City/County)
	Length of Time in Current School 

	
	     
	     

	Please respond to the following items as they apply for the past 6 months in the school setting.

	1
	Describe the child’s academic functioning/grades.

	     

	2
	Describe child’s behavior in school.     

	     

	3
	Describe any truancy or excessive tardiness.     NA

	

	4
	Describe any services/interventions provided by the child’s current school, aside from Special Education Services (e.g., afterschool tutoring, behavioral/incentive plan in the classroom). 

	


Q. Legal Charges Against Child  NA (Skip to R if NA.)
	Identify legal charges related to this child, starting with the most recent.

	#
	Charge
	Date
	Disposition
	Identify County (Or State, if not KY) Where Charges Originated

	1
	     
	     
	     
	     

	2
	     
	     
	     
	     

	3
	     
	     
	     
	     

	Provide any other pertinent information regarding legal charges.  

	     


R. Family & Significant Others (Attach the Visitation Agreement, if available.)
	Parent/Guardian 1
	Birthdate or Age
	Relation to Child
	Are parental rights terminated?
	TPR Date, if Applicable.

	     
	     
	 Birth Parent   Adoptive Parent

 Step-parent
	Y N  Pending  NA
	     


	Address
	Home Phone
	Work Phone

	     
	     
	     

	Describe the anticipated contact and visitation plan (e.g., where the visits will occur, transportation arrangements, and supervision needs, if known) between the referred child and his/her mother.  Note any safety concerns, risks, or restrictions on contact.

	     


	Parent/Guardian 2
	Birthdate or Age
	Relation to Child
	Are parental rights terminated?
	TPR Date, if Applicable.

	     
	     
	 Birth Parent   Adoptive Parent

 Step-parent
	Y N  Pending  NA
	     


	Address
	Home Phone
	Work Phone

	     
	     
	     

	Describe the anticipated contact and visitation plan (e.g., where the visits will occur, transportation arrangements, and supervision needs, if known) between the referred child and his/her father.  Note any safety concerns, risks, or restrictions on contact.

	     


	Siblings

(If child has more than 3 siblings, attach sheet.)
	Current Placement/

Location
	Is the referred child currently placed with this sibling or is the immediate plan to place them together? 
	Birthdate or Age

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	If not placed with sibling(s), describe the anticipated contact and visitation plan (e.g., where the visits will occur, transportation arrangements, and supervision needs, if known) between the referred child and his/her sibling(s).  Note any safety concerns, risks, or restrictions on contact.

	     


	If the child did not live with the parent(s), who provided care to this child prior to CHFS commitment?     NA

	Non-Parent Custodian
	Relationship to Child
	Current Location (City/State)

	     
	     
	     

	     
	     
	     

	Describe the anticipated contact and visitation plan (e.g., where the visits will occur, transportation arrangements, and supervision needs, if known) between the referred child and his/her non-parent custodian.  Note any safety concerns, risks, or restrictions on contact.

	     


R. Family & Significant Others (CONTNUED)
	Identify any other significant relationships for the referred child.   NA

	Name of Other Significant Person
	Relationship To Child
	Current Location (City/State)

	     
	     
	     

	     
	     
	     

	Describe the anticipated contact and visitation plan (e.g., where the visits will occur, transportation arrangements, and supervision needs, if known) between the referred child and significant others.  Note any safety concerns, risks, or restrictions on contact.

	     


S.
Family Functioning     
	1
	If the plan is to return this child to the parent/guardian, describe the family’s/guardian’s strengths and any barriers that contribute to implementing the plan.     NA

	
	     

	2
	Briefly describe child’s relationship with family members.

	
	     

	3
	Describe any family history of mental illness, substance abuse, or legal charges.     NA

	
	


T.
Parenting Youth  NA (Skip to U if NA.)
	If the referred youth has any children,  list below:

	Child’s Name
	Age
	If this child is not living with the referred youth, what is the current contact or visitation plan?

	     
	     
	     

	     
	     
	     

	1
	Explain the placement plan for this youth and his/her child(ren).

	
	       

	2
	Describe this youth’s parenting skills and relationship with their child(ren).     

	
	     


U.
Employment   NA (Skip to V if NA.)

	Beginning with the most recent employment, describe the child’s employment history, including dates, position/duties, and performance level.

	     


V. Additional Considerations
	Provide any additional information and recommendations for services.

	     


Check all attachments that apply:

 Screener
 Psychoeducational/Psychological Evaluation    IEP    Medically Complex Documentation   

 Placement Log/History     Other:      
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