CHARLOTTESVILLE/ALBEMARLE FAMILY ASSESSMENT AND PLANNING TEAM (FAPT)
 Individual Family Service Plan (IFSP)
(For an initial DSS FCP case where a FPM/SPM service/action plan is attached, only the items indicated by an asterisk (*) need to be completed.)

[bookmark: Text1][bookmark: _GoBack]* 1. Date of FAPT staffing:      
[bookmark: Text2]* 2. Youth full name (Last, First, Middle, - Nickname):      
* 3. Locality: 	
[bookmark: Text38]* 4. For DSS cases, 7 digit CLIENT OASIS ID #:      
[bookmark: Check23][bookmark: Check24]* 5. Youth Race:    	Hispanic: |_| Yes    |_| No
[bookmark: Check1][bookmark: Check2]* 6. Youth Gender:   |_| Male	|_| Female 
[bookmark: Text4]* 7. Youth Date of Birth:      
[bookmark: Dropdown2]* 8. Case managing agency (Referral Source): 
[bookmark: Text39]* 9. Case manager name:      
[bookmark: Text40]	Email:      
[bookmark: Text41]	Phone:      
[bookmark: Dropdown4]* 10. Mandate Type:  
[bookmark: Text16]* 11. Date of most recent CANS:      
[bookmark: Dropdown7]   12. Placement Type: 
	Placement Medicaid Eligible?  |_| Yes  |X|  No   If yes, current status: |X| Pending |X| Approved (authorization end date:     )
	Out of state placement? |_| Yes  |X|  No
13. If the youth must be placed outside the Charlottesville/Albemarle community, select the most appropriate reason for placement outside the community:
|_|  Lack of available bed space (i.e. appropriate placement provider(s) exist locally, but no space available at the time of placement need)	
|_|  Lack of appropriate placement provider to meet child’s specific needs (i.e. child not accepted by existing local placement providers)
|_|  Other:      



* 14. Family Information 
[bookmark: Text8]Youth’s current address:      

[bookmark: Text6]Mother’s Name:      		
[bookmark: Text9]Address: (Indicate if unknown, incarcerated, deceased, etc. If parental rights have been terminated please note here.):      

[bookmark: Text10]Father’s Name:      		 
[bookmark: Text15]Address: (Indicate if unknown, incarcerated, deceased, etc. If parental rights have been terminated please note here.):       

[bookmark: Text12]Guardian’s Name (If other than parent):      			 
[bookmark: Text14]Address:      

Siblings: 
[bookmark: Text18][bookmark: Text19]Name:         	DOB:      	CANS Date:      	
Name:         	DOB:      	CANS Date:      	
Name:         	DOB:      	CANS Date:      
Name:         	DOB:       	CANS Date:      
Name:         	DOB:      	CANS Date:      

[bookmark: Check8][bookmark: Text71]* 15. Is the child special education eligible?   |_| Yes  |X|  No     If yes, Special Education category:                      
* 16. Does the child have a diagnosis of Autism, PDD NOS, or Asperger's?   |_| Yes  |X|  No
[bookmark: Text55]* 17. Does child have a DSM V mental health diagnosis?   |_| Yes  |X|  No     If yes, diagnosis:      
* 18. Does the child have medications for a Mental Health problem ordered by a physician?  |_| Yes  |X|  No

[bookmark: Check61]19. Current Court Involvement	|_| N/A – No Court involvement 	
[bookmark: Check29][bookmark: Check30][bookmark: Text48]	|_| CHINS – Supervision/Truancy	|_| CHINS – Supervision/Runaway	  |_| CHINS – Services           Date of finding (CHINS):      
	Is youth on probation? |_| Yes  |X|  No	     
[bookmark: Check39][bookmark: Text64][bookmark: Check40] If yes, |_| Criminal offense (Please list offense(s) :       )   AND/OR   |_| Status offense (e.g. CHINS – Supervision)	
[bookmark: Text65]	Date placed on probation (if known):      
* 20. Has eligibility for the following been established? 
Medicaid:                IV-E:                Other Insurance: 


21. Please list members of the current child specific team. 

	Name
	Relationship/Role

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     



22. In keeping with the CSA Community Practice Model, describe how the family/youth has been engaged in decisions about their care including assessment, service planning and service plan implementation. Describe how the family has participated with the child specific team.
     
23. Reason(s) for current FAPT review (check all that apply):
[bookmark: Check48]|_|  Initial Review	
|_|  Scheduled Review	
|_|  Approval of identified placement and/or services
|_|  Change of placement and/or services
|_|  Additional assistance with service/transition planning
|_|  Child in Need of Services determination by the FAPT (CHINS checklist)
|_|  Determination of clinical necessity for placement and/or services 
|_|  Court ordered recommendations for CHINS Supervision or CHINS Services Hearing	
|_|  Residential placement approval for adoption subsidy (including SPED funding authorization if applicable)
[bookmark: Text62]|_|  Other:      

* 24.  Please provide a brief summary of information relevant to the current FAPT request. 
      
* 25. Please provide a brief description of relevant case history. Include any known services the child/family has received in the past and outcome.
     
26. Child and Family Strengths: Please provide a statement of the child and family’s strengths, natural resources, and accomplishments, including strengths assessed by the most recent CANS. (Identify strengths related to CANS items scoring 0 and 1.  Please include any child or family strengths that are not captured in the CANS Assessment:
     
27. Medical/Psychiatric history and information: (Please include all psychological and physical and or pharmaceutical information that will impact the implementation of this plan.) 
     
[bookmark: Text24][bookmark: Text25]28. School:      	Grade:      	
Significant educational information: (Please provide all information regarding the academic, social and school attendance records/patterns of the youth relevant to this case review.)
     
29. For CHINS-Supervision or CHINS-Services cases ordered to FAPT by the Court for recommendations, please provide any specific recommendations for the FAPT to consider. (Note: If no CSA funding is being requested or utilized at this time, the remaining sections of the IFSP do not need to be completed). 
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30. Long Term Goal(s) (check all that apply):
[bookmark: Check56][bookmark: Check57]|_|  Return Home/ Reunification	|_|  Custody to Relative	|_|  Adoption
[bookmark: Check58][bookmark: Check59]|_|  Absence of abuse/neglect	|_|  Prevention of out of home placement	|_|  Family preservation/stabilization
[bookmark: Check60]|_|  Self Sufficiency/Independent Living	|_|  Termination of court involvement/release from court supervision
[bookmark: Text67]|_|  Other:      

31. In keeping with the CSA Community Practice Model, services must be meaningful and responsive to the family and children’s needs. Please provide short term goals/objectives as they relate to the requested services and the long term goal(s).
	[bookmark: Text73]Short Term Goal/Objective #1:      

	Strategy or Service:      
Needs identified by the most recent CANS related to short term goal/objective:      
Date Initiated:      
How long service anticipated to be needed:  
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months + 
	Progress toward goal/barriers to progress:      

Youth’s/ Family’s evaluation of progress:      

Updated timeframe for completion of service/ achievement of goal (i.e. how much more time is needed) :
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months +

	Short Term Goal/Objective #2:      

	Strategy or Service:      
Needs identified by the most recent CANS related to short term goal/objective:      
Date Initiated:      
How long service anticipated to be needed:  
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months + 
	Progress toward goal/barriers to progress:      

Youth’s/ Family’s evaluation of progress:      

Updated timeframe for completion of service/ achievement of goal (i.e. how much more time is needed) :
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months +

	Short Term Goal/Objective #3:      

	Strategy or Service:      
Needs identified by the most recent CANS related to short term goal/objective:      
Date Initiated:      
How long service anticipated to be needed:  
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months + 
	Progress toward goal/barriers to progress:      

Youth’s/ Family’s evaluation of progress:      

Updated timeframe for completion of service/ achievement of goal (i.e. how much more time is needed) :
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months +

	Short Term Goal/Objective #4:      

	Strategy or Service:      
Needs identified by the most recent CANS related to short term goal/objective:      
Date Initiated:      
How long service anticipated to be needed:  
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months + 
	Progress toward goal/barriers to progress:      

Youth’s/ Family’s evaluation of progress:      

Updated timeframe for completion of service/ achievement of goal (i.e. how much more time is needed) :
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months +

	Short Term Goal/Objective #5:      

	Strategy or Service:      
Needs identified by the most recent CANS related to short term goal/objective:      
Date Initiated:      
How long service anticipated to be needed:  
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months + 
	Progress toward goal/barriers to progress:      

Youth’s/ Family’s evaluation of progress:      

Updated timeframe for completion of service/ achievement of goal (i.e. how much more time is needed) :
|_| 0-3 months
|_| 3-6 months
|_| 6-12 months
|_| 12 months +



* 32. Please identify other funding sources, community resources, and/or natural supports that have been explored to meet the needs for which CSA funding is being requested and the outcome.
     
*33. If requesting a Medicaid eligible service, and not using Medicaid funding, please explain why Medicaid funding is not being utilized.
     
34. In keeping with the CSA Community Practice Model, children are best served in their home communities and need to be connected with caring adults and families. How is this being achieved? (i.e. What is the permanency plan/step down plan? What natural supports have been identified?) 
     
35. Additional Information (as needed):
     

IF REQUESTING MATERIAL SUPPORT (i.e. rent, transportation assistance, utility payments, car repairs, etc.), THE FOLLOWING QUESTIONS MUST BE COMPLETED:

*36. Please provide a brief explanation of the family’s financial need for this particular request.
     
*37. Please provide a brief explanation of the plan for the family to meet their financial after CSA assistance has been provided, beyond this particular request. 
     

*38. Please provide the following information regarding the household budget.


INCOME/FINANCIAL BENEFITS
	SOURCE
	DOLLAR AMOUNT

	Job #1
	     

	Job #2
	     

	TANF/Child Support
	     

	Social Security/Disability
	     

	SNAP
	     

	Other:      
	     

	TOTAL
	     



BENEFITS APPLICATION STATUS
	BENEFIT
	APPLIED YES/NO
	ELIGIBLE YES/NO

	Medicaid
	     
	     

	Child Care Subsidy
	     
	     

	TANF
	     
	     

	SNAP
	     
	     

	Energy Assistance
	     
	     

	Child Support
	     
	     

	WIC
	     
	     




MONTHLY COSTS/EXPENSES
	EXPENSE
	DOLLAR AMOUNT

	Rent/Mortgage
	     

	Water
	     

	Electric
	     

	Gas/Utility
	     

	Cell Phone 
	     

	Cable/Internet
	     

	Groceries
	     

	Child Care
	     

	Car Payment
	     

	Gasoline/Transportation
	     

	Car Insurance
	     

	Family Activities/Entertainment
	     

	Clothing/Household Items
	     

	Medical
	     

	Child Support
	     

	Credit Card Payments
	     

	Other:      
	     

	Other:      
	     

	Other:      
	     

	TOTAL
	     



      





	Youth full name:      



	CSA and IV-E Funding

	Expense Type
	FAPT Approval Begin Date
	FAPT Approval End Date
	Vendor
	Service
	Standard Service Name
(CSA Coordinator use only)
	Unit Type
	Rate/ Unit
	 # of Units
	Funding Source
	IEP
 Service
	Community Transition Service
	Community – Based Service
	POSO #
	POSO #
	POSO #

	
	     
	     
	[bookmark: Text74]     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	

	
	     
	     
	     
	     
	     
	
	     
	     
	
	|_|
	|_|
	|_|
	
	
	



	Other Funding

	Begin Date
	Expected End Date
	Vendor
	Service
	Unit Type
	# of Units
	Funding Source

	     
	     
	     
	     
	
	     
	

	     
	     
	     
	     
	
	     
	

	     
	     
	     
	     
	
	     
	

	     
	     
	     
	     
	
	     
	



Individual Family Services Plan (IFSP) Participation and Funding Authorization Signature Sheet
Youth full name (Last, First, Middle, - Nickname):       	Date of FAPT staffing:      
Case manager name:      
The recommended services contained in this IFSP have been developed and agreed upon by the Child Specific Team, who will be responsible for its implementation. FAPT signatures indicate agreement with the plan, funding authorization, and the agreement to maintain confidentiality.
FAPT Member Approval and Authorization: 


	Signature
	Representative

	     
	Public Schools

	     
	Court Services Unit

	     
	Community Services Board

	     
	Department of Social Services

	     
	Community Attention

	     
	Private Provider

	     
	Parent Representative




Dissenting Opinion(s): |_| Yes   |_| No   If yes, participant(s) dissenting:        
(Note: If there is a dissenting opinion, a separate sheet will be attached documenting that opinion.)
Abstaining FAPT member(s): |_| Yes   |_| No   If yes, FAPT member(s) abstaining:      
(Note: Private provider representatives on FAPT must abstain from decision making on cases involving the services of their agency.)



Participants/Attendees at FAPT on behalf of the Child Specific Team:
|_| Parent/Guardian/Youth (18 or older) not in attendance. Documentation of involvement and consent attached.

  
	Name
	Relationship/Role

	     
	Presenter

	     
	Parent/Guardian

	     
	Family Member

	     
	Youth

	     
	Foster Parent

	     
	Service Provider

	     
	     

	     
	     




[bookmark: Text36]FAPT Notes:      
NEXT FAPT DATE:       


