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FAMILY PRESERVATION REFERRAL AND TRANSMITTAL SHEET

Head of
Household: [ Initial Referral [0 Resumption of Intensive Services
Last Name First Name Mi Date of Initial Date of resumption of
referral: intensive services:
Time of Initial
Referral:
Address of family:
City, State, Zip:
Phone number or contact name/number for family:
FACTS CASEID # County (Family):
KAECSES # DCF Social Worker:
Local DCF Office: Social Worker Phone:
Regional DCF Office: Social Worker Cell:

Referred to Provider Agency:
SECTION I

FINANCIAL ELIGIBILITY (Check all that apply):
1 Employer:

[J Private Insurance Company Name:

Policy Number: Insur Co. Phone #:

[ Title IV-E TAF
O TITLE XIX Medicaid/ [(]Title XXI

SECTION Il
PRESENTING PROBLEM: [] Abuse [] Neglect [] Non-Abuse or Neglect [] Pregnant Woman Using Substances
Is/are any child(ren) in this family in DCF custody? 1 No [ Yes (If yes, list names below)

If there is custody, when is the next custody case plan due?

Is there other court involvement? [] No  [] Yes (complete below)

Next Court Date(s): Judicial District or Judge:

Next Court Date(s): Judicial District or Judge:

If Yes, explain:

Person(s) agreeing to

Services:
When were Family When were Family
Preservation Services Preservation Services When was the

offered? accepted? last contact?
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SECTION Il

Brief synopsis for referral:

If applicable, give status of child abuse/neglect: [] Process of [] Substantiated [J Unsubstantiated
Is any member of the family receiving mental health services? [ON/A [ No [ Yes (If yes complete the following:)
Name of Family Member Name of Current Therapist or Case Manager

List Current services being provided through a Client Service Agreement and indicate if authorized by DCF to continue, if
any. If there are no services, write “none” in the space below.

Service Provider DCF Approved
[ Yes [ No
Completed By: [J Faxed []E-mailed Date: / / Time:

(Same as Referral Date)

Send the following forms to the Provider (check all that apply):
[] PPS—1000 PPS Face sheet - Required

[] PPS —2003 Safety Plan (as appropriate)
[J PPS —3050 Family Service/Preservation Plan for Child Not in Custody(if applicable)
Q PPS — 3051 Permanency Plan for Child in Custody (if applicable)

Distribution: 1. Provider Agency 2. Regional Contract Specialist (No attachments) 3. DCF Case Record

Strong Families Make a Strong Kansas



