Please answer the following as completely as possible to help us assess the resident’s needs and suitability for our program.  
Leave no blank spaces.  Use Unknown or Undetermined if the information is unavailable at this time.
STARS Application for Admission                            (referral information)
General Information: 

Youth’s name: _____________________________________________________________________________
                                                  First                                          Middle                                             Last
Date of birth: _____________Age:  ______Sex_____ Place of birth: __________________________________
Social Security #: _________________    Medicaid or other insurance information: ______________________
Description of child’s physical appearance: ______________________________________________________
Referring worker’s name:_____________________________________________________________________
Legal Guardian: ________________________________ (if D.S.S., how long in care):____________________
Address: __________________________________________________________________________________
Office Phone: _____________________Fax #: ___________________E-Mail___________________________
For DSS - what is your after hours emergency protocol, telephone number and address: ___________________
__________________________________________________________________________________________
Other agencies providing services to this child? ( ) yes ( ) no If yes, list_________________________________
__________________________________________________________________________________________
Anticipated admission date: _____________________Length of stay: ( ) 6 mo  ( ) 12 mo  ( ) until 18th b-day  ( ) other
Please explain other length of stay________________________________________________________________

Current placement: ______________________________________   Length of current placement: __________
Reason for leaving current placement: __________________________________________________________

_________________________________________________________________________________________

Placement History: Number of previous placements: _______________________________________________

Name of former placements 




Dates

Reason for discharge

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
Family Information:

List the name and relationship of any person with whom the resident is not allowed contact:__________

____________________________________________________________________________________
Mother’s Name: ______________________________________
SS#: ________________________

Address: __________________________________________________________________________

Phone: __________________________________    Stepfather’s name: ________________________
Father’s Name: ______________________________
SS#: ______________________________

Address: __________________________________________________________________________

Phone: __________________________________ Stepmother’s name: _________________________   

Siblings/Siblings names:                     
Age            Sex          Address

__________________________________________________________________________________

__________________________________________________________________________________

Family involvement: _________________________________________________________________

Legal Information:  Is youth currently on probation?  ( ) yes   ( ) no  Date probation started: _________

Why was youth placed on probation? ____________________________________________________

Name / address / phone of Probation officer: ______________________________________________

__________________________________________________________________________________

Name / address / phone of Guardian-ad-litem: _____________________________________________

__________________________________________________________________________________

Name / address / phone of CASA Worker: ________________________________________________

__________________________________________________________________________________

Has the youth been ordered community service or restitution? ( ) Yes ( ) No.  If yes, give details: _____

__________________________________________________________________________________

Has the youth been ordered to participate in any type of program or service? ( ) Yes ( ) No.  If yes, give 

details:  ___________________________________________________________________________

Please list any scheduled court dates, FAPTs or other meetings scheduled for this youth and the 

location of the meeting:_______________________________________________________________

Educational Information:  Current grade: ________      Special classes: ( ) yes  ( ) no        IEP: ( ) yes ( ) no 

Name of last school attended:  _________________________________________________________________

Last school address/phone:___________________________________________________________________

Has the youth been suspended or expelled from school? ( ) Yes   ( ) No.  If yes, give details: ______________

________________________________________________________________________________________

Youth’s education needs: ( ) routine   ( ) special (please explain if special)_____________________________

________________________________________________________________________________________

Needs:
Independent Living Skills? (check all that apply)

( ) Money Management/Consumer Awareness            
( ) Job Seeking Skills


( ) Food Management
                                                  
( ) Job Maintenance Skills


( ) Personal Appearance and Hygiene                          
( ) Emergency/Safety


( ) Health                                                                       
( ) Community Resources


( ) Housekeeping                                                           
( ) Interpersonal Skills


( ) Transportation                                                           
( ) Legal Skills


( ) Education                                                                  
( ) Housing

Employment needs? ( ) yes ( ) no (please explain yes or no)________________________________________

Concerns: Risk to self, others or program: _____________________________________________________

_______________________________________________________________________________________
Protection Needs: (Please list and explain any protection needs of applicant below)

Protection For Resident:____________________________________________________________________

Protection For Staff: ______________________________________________________________________

Protection For Other Residents: _____________________________________________________________

Special needs: ___________________________________________________________________________

A.W.O.L. History: ( ) no ( ) yes (if yes please explain)_______________________________________________

Other needs (please specify): _______________________________________________________________

Behavior Support Needs of the Youth:

What type of behavior(s) has this youth exhibited in the past? (Please check all that apply)

(  )Skipping classes

(  )Non-compliance

(  )Drugs

(  )Physical assault

(  )Lying


(  )Smoking

(  )AWOL/running away
(  )Cutting


(  )Sex

(  )Yelling


(  )Confrontational

(  )Stealing

(  )Overeating


(  )Gang Involvement

(  )Destruction of property

(  )Not eating


(  )Cursing


(  )Other: __________________________

What triggers have been identified for these behaviors in this youth?  (Please check all that apply)

(  )Returning from therapy session

(  )Not getting what the youth wanted

(  )A call from home



(  )Not hearing from family

(  )Returning from home pass


(  )Court

(  )Loss of relationships


(  )Other people’s behavior

(  )Program expectations (specify) ____________________________________________

(  )Other_________________________________________________________________

What type of feelings has this youth verbalized concerning these behaviors?  (Please check all that apply)

(  )Defiant
      (  )Unsuccessful
(  )Hopeless
  (  )Homicidal
     (  )Isolated

(  )Inattentive
      (  )Angry

(  )Lonely
  (  )Jealous
     (  )Provoked

(  )Oppositional     (  )Anxious
(  )Homesick
  (  )Agitated
     (  )Disrespected

(  )Unfocused
      (  )Depressed
(  )Suicidal
  (  )Controlled
     (  )Misunderstood

(  )Confined
      (  )Forgotten 
(  )Abandoned   (  )Unloved
     (  )Unsupported

(  )Neglected
      (  )Dependent
(  )Abused          (  )Upset

(  )Other: ________________________________________________________________

What are the anger and anxiety management options for calming this youth? ____________________

__________________________________________________________________________________

What types of intervention strategies have been effective when dealing with the behaviors you have identified above?  (Please check all that apply) 

(  )Ignoring


(  )Contract



(  )Privilege loss

(  )Verbal limit setting

(  )Identifying choices/options
(  )Separation from the group

(  )Reassuring 


(  )Reporting to Therapist

(  )Restraint

(  )Time out


(  )Reporting to Social Worker
(  )Police involvement

(  )Consequences

(  )Reporting to Probation Officer


(  )Other: __________________________________________________________________________



What types of techniques has the youth utilized for self-management of her behaviors?  (Please check all that apply)

(  )Journaling


(  )Walking


(  )Focusing on a positive event

(  )Breathing exercises
(  )Self imposed time out
(  )Ignoring

(  )Counting


(  )Talking to someone
(  )Deciding to be the bigger person

(  )Other: ______________________________________

Additional behavior support information concerning this youth: _______________________________

Medical Information:  Current Physician / contact information: ___________________________________
_______________________________________________________________________________________
Current list of medications and reason for taking each medication: __________________________________
_______________________________________________________________________________________
Physical health needs: _____________________________________________________________________
Current diagnosis and date of diagnosis:

Axis I:__________________________________________________________________________________     

Axis II:_________________________________________________________________________________     

Axis III:_________________________________________________________________________________

Axis IV:_________________________________________________________________________________
Axis V:_________________________________________________________________________________

Other medical concerns? ( ) none   (or list concerns)_____________________________________________

_______________________________________________________________________________________

Immunization Needs: Records attached? ( ) yes  ( ) no  If no, how can they be obtained?_________________

________________________________________________________________________________________

Allergies? ( ) none (or list medication, food, environment) _______________________________________
Date of last medical appointment: ____________   Date of last complete physical: ______________________
Does the child appear to be free from communicable disease? ( ) Yes    ( ) No    If no, please explain: _______
________________________________________________________________________________________
Date of last TB test administered: ________   Contact information to verify: __________________________
Dentist: ________________________________     Date of last dental appointment:____________________
Date of last psychological evaluation and name/contact information of person who administered the evaluation
(attach copy if available): ____________________________________________________________________

Date of last psychiatric appointment and name / contact information for Psychiatrist: _____________________

_________________________________________________________________________________________

Emotional, psychological & psychiatric needs: ___________________________________________________

History of drug/alcohol use: ( ) no ( ) yes (if yes please explain)______________________________________

_________________________________________________________________________________________

Please list any additional information for this youth: ______________________________________________   

Signature: ________________________________________
Date: __________________File:  RC section 3
