State of Illinois

Department of Children and Family Services

	RESIDENTIAL TRANSITION 30 DAY POST DISCHARGE CAYIT REFERRAL

	Universal Referral Form

	Instructions:

Page 1:  
1)
There are to be no blanks left on the first page of this form (excluding the top portion for Intake use only).

2)
If the contact has an email through DCFS Outlook, it is sufficient to enter “Outlook” as long as the name entered is as it appears on Outlook (for example, if John Smith is on Outlook as Jonathan Smith, enter the name as Jonathan Smith).

3)
For items 6, 7 & 28 a choice from the drop down menu must be selected.

Page 2:  
1)
Biological parents information must be included if TPR has not occurred regardless of involvement, OR should be included if TPR has occurred, but the client remains in contact with them.

2)
GAL & Receiving placement contact information is required.

3)
The far right column, “The Participant Plans to Attend by;” MUST be completed for each participant.

4)
Everyone on the treatment team must be included on the contact list & their method of participation marked.

5)
If a listed individual does not have an email address, please enter them on the lower section of this page, as this section allows for a mailing address. 

Please email completed form to the Residential Discharge mailbox (residential.discharge@illinois.gov)
Please be as thorough as possible (do not leave any blanks)


	Intake Use Only

	Date of Review
	Time of Review
	Location of Review
	Names of CAYIT staff

	   /    /    
	       FORMCHECKBOX 
 a.m. /  FORMCHECKBOX 
 p.m.
	     
	     

	
	
	
	
	

	Date of Referral:
	Finalized Planned Discharge Date:

	   /    /   
	   /    /   

	
	

	1. Child’s Name: 

     
	2.  Child’s Gender:

 FORMCHECKBOX 
  Female      FORMCHECKBOX 
  Male

	3. Child’s CYCIS ID#: 

     
	4. Child’s Date of Birth:

   /    /   
	5.  Child’s Age:

     

	6.  Ethnicity: 

      FORMDROPDOWN 

	7.  Primary Language: 

      FORMDROPDOWN 

	8.  Is this a Burgos Client:

 FORMCHECKBOX 
  Yes         FORMCHECKBOX 
No

	9. Sending Agency Name:

     
	10. Sending Agency Phone Number #:
(   )    -       ext.       

	11. Sending Residential Caseworker:

     
	12. Sending Residential Caseworker Email:

     

	13. Receiving Caregiver, Provider, OR Agency Name:

     
	14. Receiving Caregiver, Provider, OR Agency Phone #:
(   )    -       ext.       

	15. Receiving Residential Caseworker (if applicable):

     
	16. Receiving Residential Caseworker Email (if applicable):

     

	17. Assigned DCFS or POS Caseworker Name (as it appears in Outlook):

     
	18. Caseworker ID#:

     

	19. Assigned Agency:

     
	20. Assigned Agency Region/Site/Field:



	21. Caseworker Phone #: 

(   )    -       ext.       
	22. Caseworker Fax #:

(   )    -    
	23. Caseworker Email (marking “Outlook” is acceptable):

     

	24. Assigned DCFS or POS Supervisor name (as it appears in Outlook):

     
	25. Supervisor ID#:
     

	26. Supervisor Phone #:

(   )    -       ext.       
	27. Supervisor Email (marking “Outlook” is acceptable):

     

	28.  Special Accommodations or Safety Concerns:

 FORMDROPDOWN 



Staffing Participants / Specialty Consultants Requested to Attend CAYIT staffing

	Required

Participants
	Name
	Mailing Address
	Phone Number
	Participant Plans to Attend:

	
	<<Must include full & complete mailing address AND phone number>>

<<Top line is for the street address & lower line is for city/state/zip>>
	

	1.  *Bio Mother (must

     include if no TPR)
	     
	     
     ,          
	(   )    -     ext      
	 FORMDROPDOWN 


	2.  *Bio Father (must  

     include if no TPR)
	     
	     
     ,          
	(   )    -     ext      
	 FORMDROPDOWN 


	3.  *Receiving  Caregiver/      Provider/Placement/Agency
	     
	     
     ,          
	(   )    -     ext      
	 FORMDROPDOWN 


	4.  *GAL
	     
	     
     ,          
	(   )    -     ext      
	 FORMDROPDOWN 


	Member Role
	Name
	Email
Marking “Outlook”
is acceptable
	Phone Number
	Participant Plans to Attend:

	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	 FORMDROPDOWN 

	     
	     
	(   )    -     ext      
	 FORMDROPDOWN 


	If a Member listed above does not have email, please enter their mailing address here

	Member Role
	Name
	Mailing Address

	 FORMDROPDOWN 

	     
	     
     ,          

	 FORMDROPDOWN 

	     
	     
     ,          

	 FORMDROPDOWN 

	     
	     
     ,          

	 FORMDROPDOWN 

	     
	     
     ,          

	 FORMDROPDOWN 

	     
	     
     ,          
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