County of Ventura Human Services Agency

Children & Family Services Foster Care Program

Out of Home Care Provider
Quarterly Report
Out of Home Care Provider
Quarterly Report


	Name of Child:  
	     
	Social Worker:
	     

	Entry Date:
	     
	Behavioral Health Worker:
	     

	Date of Birth:
	     
	Probation Officer:
	     

	Age: 
	     
	Primary Clinician:
	     

	Date of Report:
	     
	Psychiatrist:
	     

	Period Covered:
	     
	School District:
	     


1.
Background History / Reason for Placement:      
2.
Planned Length of Placement / Discharge Plan:      
3.
Adjustment to Placement:      
4.
Current Diagnosis:      
Diagnosis at entry:      
By whom:      
	AXIS I:
     
	AXIS I:      

	
	

	AXIS II:      
	AXIS II:      

	

	

	AXIS III:      
	AXIS III:      

	
	

	AXIS IV:      
	AXIS IV:      

	

	

	AXIS V:      
	AXIS V:      

	
	

	GAF:      
	GAF:      

	
	


5.
List current psychotropic medications prescribed to the youth (dosage, frequency, duration, and purpose of medication):      
6.
Dates of visits with Psychiatrist:      
	Identified Treatment Needs, Goals, and Progress


A. Presenting problems:
     
B. Strengths of youth and family:      
C. Treatment Plan & Implementation, outline goals and objectives:      

	Therapy Components / Treatment Goals


A.
Individual Therapy:      

Dates of Service:      

Provider:      

Progress / minors’ participation:      
B.
Family Therapy:      

Dates of Service:      

Provider:      

Progress / minors’ participation:      
C.
Group Therapy:      

Dates of Service:      

Provider:      

Progress / minors’ participation:      
D.
Clinical recommendations:      
E.
Evaluation of daily living activities / socialization:      
F.
Progress on individual treatment goals:      
G.
Notable incidents (because reducing incidents is a goal of treatment):      
H.
Barriers to successful treatment?      
	Visitation / Contact with Family of Origin / Guardian


A.
Provide dates of visitation and describe child’s visitation with his/her parents / family members over the last three months.  How is the group home supporting contact with family members including parents, siblings, and extended family?      
B.
Address participation of child’s family and others in child’s treatment program over the past three months.      
C.
Describe the involvement of the child with other individuals who are important to the child over the past three months.      
D.
What behavioral modification strategies are being taught to the parents / caregivers to facilitate a transition back to the home?      
	Medical / Dental / Vision


A.
List all other non-psychotropic medications prescribed to youth (dosage, frequency and duration and treatment purpose):      
B.
Does the youth require special medical devices?   FORMCHECKBOX 
 Yes /  FORMCHECKBOX 
No  (If yes, explain)      
C.
Does the youth have special dietary needs or allergies?   FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No (If yes, explain)      
D.
Are immunizations current?   FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No  (If no, explain and indicate plan to bring current)      
E.
Does youth have a current health and education passport?   FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No  (If no, explain) N/A for 26.5 youth      
F.
List all medical / dental and/or mental health appointments:      
Clinic Name:      
Address and Telephone Number:      
Date of visit:      
Physician seen:      
Reason for visit:      
Outcome of visit:      
Clinic Name:      
Address and Telephone Number:      
Date of visit:      
Physician seen:      
Reason for visit:      
Outcome of visit:      
	Education


A.
Name of current school:      
B.
Enrollment date:      
C.
Current grade level:      
D.  Current grades as of last progress report or report card:      
E.
Did youth change schools upon entry into GH?   FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No
F.
If a High School student, status of CAHSEE English / CAHSEE math:      
G.
Current units completed:      
H.
Current units enrolled:      
I.
Does youth qualify for AB167 if credit deficient?  If so, has a plan for graduation been developed?      
J.
Describe the child’s educational goals:      
K.
Report progress of child’s educational goals:       
L.
Anticipated graduation / completion of high school:      
M.
Attendance (please list dates of absence with explanation of absence):      
N.
Identified educational needs (if the youth has an IEP please list date of last IEP and date of next IEP):      
O.
Academic achievements and extracurricular activities:      
P.
Strengths of the child:      
Q.
Participation in school related activities by child and GH staff:      
R.
School behavior problems, school disciplines and school suspensions:      
S.
School officials concerns with youth’s health, academic abilities, and social skills:      
T.
Other issues of concern related to school matters:      
U.
Holder of Educational Rights:      
	Emancipation / Life Skills Training


A.
If youth is receiving ILP services have they completed their ILP classes?   FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No  If yes, please provide dates of attendance.      
B.
What additional ILP enrichment activities has the youth participated in?  (Please include activities within the group home and with outside providers)      
C.
Does the youth have their vital documents?   FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No
D.
Does the youth have a California ID?   FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No
E.
Is the youth employed?   FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No  If yes, where and start date:      
F.
What is the youth’s post emancipation housing plan?      
G.
Does the youth need accessing -

College, Medi-Cal, SSI, VCBH Adult Services, Vocational Programs, Employment, Adult 


Education, VCBH Transitions Program, ILP, Housing, Medical / Dental / Vision care:      
H.
Community enrichment activities the youth has been offered:      



Participation Level:      
	Notable Incidents


SPECIAL INCIDENT REPORTS: (Include dates and behavioral concern)      
	Aftercare Planning


A. Does the minor plan to:   FORMCHECKBOX 
 reunify with family    FORMCHECKBOX 
 seek transitional housing
Report Completed By:

Printed Name

Signature

Date
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