THE TOOL

Name:     





DOB and Age:      
Gender:     





Medicaid Number:     
NJ SPIRIT#:      





ABSOLUTE#:      
YCM/CMO Agency:      

    

DYFS Local Office:      
Current Living Arrangement:     
County of Residence:     
Name of Current OOH Facility:      
Date of Admission in this Facility:      
OOH Placement Therapist/Social Worker/Contact:      
Treatment
Update on Youth’s Treatment: Questions for the Program Treatment Team
   1. What is the child’s primary diagnosis or diagnoses? 

     


     




2. Do the needs (in the JCR/Treatment Plan) match the presenting challenges which led to the youth’s           admission? Answer: Yes/No      
a. If not, why not? 
      

3. What are the 3 most significant presenting challenges that have been addressed successfully within the     past treatment period?


a.      

b.      
        c.      
4. What are the 3 significant presenting challenges that remain challenges despite efforts in treatment within the past treatment period?


a.      

b.      

c.     


5. Please provide 3 examples of positive reinforcement (acknowledgements for positive behavior) used within the past treatment period:

        a.      

b.      

c.      
6. Please provide 3 examples of negative reinforcement (actions used when child is non compliant/disruptive in program) used within the past treatment period:

a.      

b.      

c.      
7. Can you please explain how you know the child is improving in therapy/treatment? If not, why not?

          
8. What goals are left for the youth and family/natural supports to work on before you believe he/she is               “discharge-ready”?      
Discharge Planning
1. What is the Anticipated Discharge Date?      
2. What is the discharge plan for this child/youth? (Where will he/she live after discharge and what services will be needed? Example: weekend activities, after school program, in-home supports etc.) 

       
3. What is the timeframe needed to begin planning for discharge?       Answer: 30/60/90 days

       
4. If the plan is to return to a home/family environment, was the home investigated and approved by DYFS if needed?     Answer: Yes/No or Not Applicable.       Describe (if applicable):
       
5. If the plan is to return home, are there issues within the home that need to be addressed?      
If Yes, Please elaborate      
6. Is OOH Step-Down treatment needed upon discharge from the present program?   Yes/No     
If so, what type? 
Treatment Home                   Foster Home         Independent Living      
Group Home           Other                  
b. If applicable, has the Step-Down/Transitional JCR been completed?        Yes/No         

    (If not yet; JCR will be completed by the following date: (     ______________ )
7. If the plan is to Step-Down, are there issues with the program identified that need to be addressed?

         
8. Please list the Child Family Team members (relationship to child) involved in the discharge planning           process? 


a.      






d.      

b.      






e.      

c.      






f.       
9. Are parents/relatives attending family therapy & visiting regularly?  Yes/No      
    If not, what are the obstacles preventing their active participation? 

        
10. Are there barriers/concerns about treatment or discharge? Comments:      
11. Do all parties (Child, Family, YCM/CMO/UCM, DYFS, facility) agree with the above?   Yes/No      
      If not, please explain:      
Care Manager Responsibilities 
1. Do you (YCM/CMO/UCM, DYFS case mgr) have what you need for after-care referrals? Yes/No     
a. Do you have current educational material (IEP/evaluations) to facilitate school enrollment?  Yes/No        (If no, be sure to obtain from OOH Placement for referral purposes.)
b. Has the local Child Study Team been notified of child’s step-down/discharge?  Yes/No      
c. Do you have copies of most recent clinical/psychiatric/psychological evaluations from therapist?         Yes/No      
d. Do you have current medical/medication management information?  Yes/No      
2. Checklist for youth’s return to community-based setting, i.e., family’s home:
a. Enrolled in school?                                                                         Yes/No      
b. Linkage to outpatient therapy/full day treatment/IOP?                  Yes/No      
c. Linkage to medication monitoring (if applicable)?                        Yes/No      
Developmental Disabilities:

1. What is youth’s most recent Full Scale IQ:      ______________
2. Does this youth have a diagnosed developmental disability?    Yes/No      
        a. If yes, please describe the disability: (Asperger’s, Autism, Pervasive Developmental Disorder, etc)



     
b. Name and title of evaluator and date of diagnosis: _     ____________________
 3. Has Child been referred to DDD?     Yes/No      
a. Date of Referral:      ___________________
b. Was the youth determined eligible for DDD services?   Yes/No      
c. If determined not eligible, why not?      
4. Other information that may assist in discharge planning:      
Form Completed by     






Date     
Case Manager’s Name     
Protocol for Youth Transition Planning

Treatment Information
1. What is the young adult’s primary diagnosis or diagnoses?


     
2. Does caseworker, case/care manager have what is needed for after-care referrals?

a. Is the current educational material (IEP/evaluation) available to facilitate school enrollment? Yes/No     
b. Are copies of the most recent clinical /psychiatric/psychological evaluations available? Yes/No     
c. Is current medical and medication information available? Yes/No     
3. Checklist for young adult’s return to community-based setting, i.e. family’s home:

a. Enrolled in school? 





Yes/No     
b. Linkage to outpatient therapy/full day treatment/IOP?

Yes/No     
c. Linkage to medication monitoring (if applicable)?

Yes/No     
d. Employment?






Yes/No     

4. What are the 3 most significant current challenges that have been identified?  For example, does        he/she require supervision; if so what kind?


a.     

b.     

c.     
5. What goals remain for the youth and family/natural supports to work on before he/she is “transition-ready”?
a. short term goals     
b. Long term goals     
c. Strengths     
d. Needs     
e. Entitlements to be pursued     
f. Entitlements in place     
Transition Planning

1. What is the transition plan (residential plan and services he/she will need) for this young adult?  For example, independent living with medication monitoring.     
2. What is the anticipated date for transition?     
3. If the plan is to return home, are there issues within the home that need to be addressed?


     
4. Please list the team members (relationship to young adult) who should be involved in the transition planning process.

a.     





d.     
b.     





e.     
c.     





f.     
5. Are parents/other interested parties available for participation in the transition planning? Yes/No      

If not, what are the obstacles preventing their active participation?
     
6. Are there barriers/concerns surrounding the transition?  Yes/No      

If yes, please describe:     
7. Do all parties (young adult, family, YCM/UCM/CMO, DYFS, facility) agree with the plan? Yes/No     
       If not, please explain:     
8. Other information that may be helpful in planning:     
Form Completed By:      




Date of Meeting:     
Case Manager’s Name:     
Attendees:     
Date of Next Meeting:     
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