QUALITY CARE SOLUTIONS INC.

Dear Child Coordinator/Case Manager:

Our Agency requires a complete admission study to assure any placement  needs and best  interest and of each applicant.  The following information is required for the admission study.  

1. COMPLETE APPLICATION

2. SOCIAL SECURITY CARD

3. CURRENT IEP

4. MEDICATION EDUCATION IF ON PRESCRIPTION DRUGS

5. LOE/CAFAS

6. DIAGNOSTIC REPORT

7. FORM  B

8. ORDER FOR SERVICES/RESIDENTIAL AUTHORIZATION FORM

9. COPY OF COURT ORDER IF IN DSS CUSTODY

10. PHYSICAL EXAMINATION

11. SOCIAL HISTORY

12. PSYCHOLOGICAL EVALUATION WITHIIN THE PAST YEAR

13. PERTINENT RECORDS OF LAST SEVERAL PLACEMENTS

14. HISTORY OF COURT INVOLVEMENT

15. CERTIFIED COPY OF BIRTH CERTIFICATE

QCS, INC.

CHILDREN’S SERVICES REFERRAL APPLICATION

Date:____________




      Date Placement Needed:____________

APPROVED/DENIED___________

REASON__________________________________








___________________________________








___________________________________








___________________________________

Type of Referral:

Group Living High


Group Living Moderate





Supervised Independent Living

Crisis Stabilization





Therapeutic Foster Care/Family Living
Moderate

	Client Information

	Consumer’s Name:_______________________________  Social Security Number:________________

Alias:_____________________________________  Medicaid Number:__________________________

Date of Birth:________________ Age:________ Sex:________ Weight:________ Height:___________

Religious Affiliation:  ______ Protestant   ______ Catholic   ______ Muslim   ______ None

                                      ______Jewish  ______ Other: (specify) _________________________

County of Legal Custody:___________________________  Place of Birth:_______________________

Distinguishing Features (i.e., scars, tattoos, birthmarks, etc.):__________________________________

 

	Strengths:  ____Strong Family Base  ____Appropriate Reading Level  ____Good Personal Hygiene

                    ____ Average/Above IQ  ____ Impulse Control                    ____ Good Social Skills

                    ____ Good Verbal skills  ____Appropriate Coping Skills    Other:____________________

Weaknesses:  ____Functionally Illiterate  ____Weak Family Base

                        ____Low IQ                          ____Poor Personal Hygiene

                        ____Poor Social Skills          Other:____________________________________________



	MEDICAL INFORMATION

	                                       Diagnosis                                     Date                                     Source

DSM IV Dx:  Axis   I____________________________________________________________________

                       Axis  II____________________________________________________________________

                       Axis III____________________________________________________________________

                       Axis IV____________________________________________________________________

                       Axis V ____________________________________________________________________

IQ: ________ Verbal   ______  Performance   ______  Full Scale   

Examiner: ______________________________________________________Date: _________________

LOE: ____________________________ CAFAS:_____________________ GAF: __________________

                       Medications                                Dosage                                        Instructions
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




QCS, INC.


CHILDREN SERVICES REFERRAL APPLICATION

	MEDICAL INFORMATION (Con’t)

	Medical Conditions (past and present):

_____Lice                                                       _____Bulimia                                       _____Eczema

_____Anemia                                                 _____Anorexia                                     _____Asthma

_____Drug/Alcohol Abuse                            _____Measles                                       _____Hay Fever _____HIV/AIDS                                            _____Mumps                                        _____Convulsions

_____Sexually Transmitted Disease            _____Chicken Pox                               _____Sinus Problems

_____ Ringworm                                            _____Sickle Cell Anemia                    _____Diabetes

_____Tuberculosis                                         _____Migraine Headaches                  Other:____________

Date of Last Physical Exam: __________ Last Dental Exam: __________ Last Eye Exam: _________

Allergies: _____________________________________________________________________________

Dental Appliances: _____ Yes  _____ No                                    Contacts/Glasses: _____Yes  _____ No

Medical Insurance Company: ____________________________________________________________

Insurance Policy Number: _______________________________________________________________

Insurance is in whose name? _____________________________________________________________

Special Dietary Needs: __________________________________________________________________

	CONSUMER’S PRIMARY REFERRAL SOURCE INFORMATION

	Referring Agency: _____OJJ                            _____ AMH                                _____DDS

                                 Other: ____________________________________

Case Manager’s Name________________________________________  Phone # __________________         

Address: ______________________________________________________________________________

______________________________________________________________________________________

Legal Custodian: _________________________________________  Relationship: _________________

Address: ______________________________________________________________________________

Contact Person(s): _____________________________________________________________________

Telephone Numbers(s): _________________________________________________________________

Reason for Referral: ____________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

	PLACEMENT HISTORY

	Placement

(Begin w/Current Placement)
	Dates (From – To)
	Reason for Discharge

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


QCS, INC.

CHILDREN’S SERVICES REFERRAL APPLICATION

	CURRENT BEHAVIORAL PROBLEMS

	_____Abandonment Issues                _____Anxiety                                _____Arson

_____Alcohol/Drug Abuse                 _____Antisocial Behavior            _____Difficulty With

_____Assault (Physical)                     _____Assault (Sexual)                  _____Assault (Verbal) _____Bedwetting                                _____Eating Disorder                   _____Depression

_____Destroying Property                _____Fire Setter                            _____Developmental Disability

_____Homeless                                   _____Hyperactive                         _____Impulsive

_____Lying                                         _____Low Self Esteem                  _____Loss/Grief Difficulties

_____Physical Impairment               _____Mental Retardation             _____Parent Neglect Issues

_____Perception of Reality               _____Phobic Behavior                  _____Physical Disability 

_____Opposition                                _____Self Destructive Behavior    _____Sibling Related Disability  _____Social Immaturity                    _____Sexually Inappropriate        _____Stealing

_____Suicidal                                                         Behavior                      _____Running Away

_____Unruly/Ungovernable              _____Cruelty to Animals               _____Truancy

Other: ________________________________________________________________________________

History of Abuse:      _____Victim of Neglect                       _____Victim of Physical Abuse

                                    _____Victim of Sexual Abuse             _____Victim of Emotional Abuse


	FAMILY INFORMATION

	Biological Mother’s Name: ______________________________________________________________

Address: ______________________________________________________________________________

Telephone Number: ____________________________________________________________________

Race: _______________  Education Level: _________________   Criminal Record: ______________    

Biological Father’s Name: _______________________________________________________________

Address: ______________________________________________________________________________

Telephone Number: ____________________________________________________________________

Race: _______________  Education Level: _________________   Criminal Record: ______________

Are Parents: _____ Married  _____ Separated  _____Divorced  _____Never Married  _____Deceased

Have their parental rights been terminated?: _____  If so, when?: ______________________________
______________________________________________________________________________________

How many siblings does consumer have?: ______    Are siblings in out-of-home placement?: _______

If yes, please specify:     _____ DSS Foster Care                    _____ Relatives

                                         _____ Incarcerated                           _____ Group Home

                                         Other: ___________________________________________________________   


QCS, INC.
CHILDREN’S SERVICES REFERRAL APPLICATION

	Approved Contacts

(Name & Relationship

to Client)
	Address
	Telephone Numbers
	Types of Contact

With Client

(supervised, letter, etc.)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Are there any special conditions/restrictions for visits home?: _________________________________

______________________________________________________________________________________

Family History:     _____ Criminal Activity                                   _____ Child Abuse

                                _____ Inappropriate Sexual Behavior            _____ Treatment Disruption

                                _____ Psychiatric Illness                                  _____ Substance Abuse

                                _____ Suicide                                                      Other: ________________________

Brief family history on education, behavior, development, adoption, psychological, legal (arson, stealing, sexual, burglary, assault), parent’s psychiatric history, other: __________________________

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

	SCHOOL INFORMATION

	Last school enrolled: ____________________________________________________________________

District: _______________________________  Grade: ________________________________________

Special Classes:     _____ EH            _____ LD               _____ Resource                  _____ Homebound

                                Other: ______________________________________________________________

Any history of truancy?: _________________________     Grades Repeated: _____________________

Current IEP?     _____ Yes     _____ No          Date: __________________________________________

Suspensions/Expulsions: ________________________________________________________________

	AGENCY INVOLVEMENT

	Indicate all agencies currently involved:

_____ DSS                   _____ AMH                          _____ DJJ                          _____Voc Rehab

Other: ________________________________________________________________________________




QCS, INC.

CHILDREN’S SERVICES REFERRAL APPLICATION

	COURT HISTORY



	Does Client have a criminal record?            _____ Yes                 _____ No

                              Offense                                                   Conviction Dates

Pending Charges: ______________________________________________________________________

Is client on probation?: _________________________________________________________________

Is placement court ordered?:            _____ Yes                             _____ No



	TREATMENT GOAL

	Clients Goals


	

	Family Goals


	

	Agency Goals


	

	Educational Goals


	

	Name of person making referral: _________________________________________________________

Telephone: ____________________________________________________________________________

Pager: ________________________________________________________________________________

FAX: _________________________________________________________________________________

Address: ______________________________________________________________________________




QCS, INC.

Physical Evaluation

Record # __________

Page 2 of 2

Pre-participation Physical Evaluation continued                                         
     Physical Examination


Name: ________________________________________ Age: _________ Date of Birth: ____/____/____


	Height: ________________ Weight: _________________ BP: _____/_____  Pulse: _________________

Vision R 20/_____  L 20/_____  Corrected: _____Y     _____N

	GENERAL
	NORMAL
	ABNORMALFINDINGS
	INITIALS

	Heent
	
	
	

	Pulses
	
	
	

	Heart
	
	
	

	Lungs
	
	
	

	Tanner Stage
	1                  2
	3             4              5
	

	Skin
	
	
	

	Abdominal
	
	
	

	Genitalia (Males)
	
	
	

	Hernia (Males)
	
	
	

	MUSCULOSKELETAL

	Neck/Back
	
	
	

	Shoulder
	
	
	

	Elbow
	
	
	

	Wrist/Hand
	
	
	

	Knee
	
	
	

	Hip
	
	
	

	Ankle/Foot
	
	
	


**Clearance:

· A.  Cleared

· B.  Cleared after completing evaluation/rehabilitation for: ______________________________

· C.  NOT cleared for:   __Collision   __Contact   __Manual Physical Restraint   __Non-contact

  _____Strenuous  _____Moderately Strenuous  _____Non-Strenuous

Due to: _______________________________________________________________________________

Recommendations: _____________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

Physician’s Name: ____________________  Address: ___________________________  Phone: ______

Physician’s Signature: ________________________________________________  Date: ___/___/___ 

Reviewing Team’s Signature: ____________________________________________  Date: ___/___/___

** (The following are considered disqualifying until medical and parental releases are obtained:  acute infections, obvious growth retardation, diabetes, Down’s Syndrome, jaundice, severe visual of auditory impairment, pulmonary insufficiency, organic heart disease, or hypertension, enlarged liver or spleen, hernia, muscular or skeletal deformity associated with functional loss, history of convulsions or concussions, absence of one kidney, eye testicle, ovary, etc.)

QCS , INC.
NORTH CAROLINA DIVISION OF MENTAL 
                                                                                                          HEALTH, DEVELOPMENTAL DISABILITIES AND 
                                                                                                          SUBSTANCE ABUSE SERVICE 

Client: _______________________________
Record Number: ___________________________

APPROVED INTERVENTIONS

The following interventions have been approved for use at Quality Care Solutions INC. Some of these interventions may result in restriction of client rights. The interventions with (*) are designated as restrictive interventions.

Exclusionary time-out Time-out

Contingent Withdrawal
Consistent Deprivation 
Over correction which the Client Resist 
Recognized Methods of Therapeutic Holds 
*Isolation Time-out for a Period of 30 Minutes or More *Seclusion Time-out, and/or

*Physical Restraint

The purposes, goals and reinforcement structure of any restrictive behavior management system that is allowed: Potential use of restrictive; and

Notification provisions of emergency use of restrictive interventions procedures.

______    I understand that as the legally responsible person of the minor client or incompetent adult mentioned       
                above I may be notified of any use of restrictive interventions.

_______ I do request to be notified at this address: 

_______ I do not request to be notified.

______  I understand that as a competent adult I may designate a person to be notified of each use of restrictive 
              interventions.

______ I do request that ______________________________________ be notified at this address:


______ I do not request that an individual be notified.

Client/Legally Responsible Person Signature__________________________
Date __________________

Witness Signature _______________________________                              Date ___________________

QCS, INC.
NORTH CAROLINA DIVISION OF MENTAL         
                                                                                                     HEALTH, DEVELOPMENTAL DISABILITIES 
                                                                                                     AND SUBSTANCE ABUSE SERVICE 

Client: _______________________________
Record Number: _________________________

MEDICATION ADMINISTRATION
(CONSENT)

I the Parent or Legal Guardian of ____________________________________
give my consent and authorization for the admission of medication at the QCS , Inc. Program as prescribed by a physician. This includes my permission of the following non-prescription drugs.


___________________________________                       ______________________________
___________________________________                       ______________________________
___________________________________                       ______________________________

PARENT/GUARDIAN: _____________________              DATE: ______________________

I _____________________________________
, do hereby recommend that it is medically safe for __________________________ to receive the following prescribed or non-prescribed medication(s), and I have advised patient of side effects, reactions, effectiveness, etc. of these medications.

___________________________________                       ______________________________
___________________________________                       ______________________________
___________________________________                       ______________________________



Physician: ________________________
Date: __________________________

Note: If the child is on any prescription medication, education information including warning, cautions, side effects, what to do if dosage is missed, etc, must be included with form. Information can be obtained through physician and/or pharmacy.
QCS,  INC.
NORTH CAROLINA DIVISION OF MENTAL 
                                                                                                            HEALTH, DEVELOPMENTAL DISABILITIES

                              
  SUBSTANCE ABUSE SERVICE 

Client: ___________________________________
Record Number: ___________________________

MEDICAL AGREEMENT

I understand that with routine doctor/dental appointments for my son/daughter, I will be responsible for the scheduling and transportation. I will assume the financial responsibility for these appointments.

In the event that I (we) cannot be reached, I hereby give my consent and authorization to the staff of QCS, Inc. to provide and/or consent to the administration of any drugs, medical, dental, or surgical treatment which in the opinion of the physician(s) selected by QCS, Inc. for any cost that is incurred in securing these services. If necessary, I will furnish directly to a physician or hospital documented financial information utilized for computation fees.

I give permission to take my child to __________________________________________ or Other medical facilities selected by QCS, Inc. for emergency medical attention. 

MEDICAL INSURANCE INFORMATION

Name of Participant: _____________________________________________________
Name of Policy Holder: Address: ___________________________________________
Phone: ___________________________________________
Insurance Company: _______________________________________
Address: __________________________________________________
Phone: _______________________________________________
Policy Number: _________________________________________
If participant is covered by Medicaid, please note the number______________ and County __________________________.  If participant is not covered by either family insurance or Medicaid, who will
pay for any medical expenses?
Provider: _________________________________
Client/Legally Responsible Person Signature: ______________________________  Date_________

Witness Signature: __________________________________             Date ___________________

QCS, INC.
NORTH CAROLINA DIVISION OF MENTAL         
                                                                                                     HEALTH, DEVELOPMENTAL DISABILITIES 
                                                                                                     AND SUBSTANCE ABUSE SERVICE 

 EMERGENCY INFORMATION - MEDICAL RELEASE
Doctor: ___________________________
Phone: ______________________

Address: ___________________________________________________________________

Hospital: ____________________________________________________    Phone: _____________                          Address: ____________________________________________________________

Legal Guardian: ______________________________
Phone: ______________________

Parent: __________________________________________
Phone: _______________________

BRC Staff Liason: ________________________________
Phone: _______________________ Allergies: ________________________________________________

Medications: ____________________________________________________________ Diagnosis: __________________________________________________________________

INSURANCE INFORMATION

Participant Name: ______________________________________________________________________ 
Policy Holder Name: Address: ____________________________________________________________
Insurance Co: __________________________________    Phone: ________________________________ Address: ___________________________________________________________________

Policy Number: ____________________________________________________________________

                                                                      MEDICAL AUTHORIZATION

I hereby authorize Quality Care Solutions INC. Residential Program Staff, to obtain emergency and routine medical care for my child.

Child Name:___________________________          Date of Birth: _________________________

Parent/Guardian: ______________________          Date: _____________          Medicaid #: _______________

NC. QCS, INC.
NORTH CAROLINA DIVISION OF MENTAL         
                                                                                                     HEALTH, DEVELOPMENTAL DISABILITIES 
                                                                                                     AND SUBSTANCE ABUSE SERVICE 

Client: _______________________________
Record Number: _________________________

MEDICATION ADMINISTRATION
(CONSENT)

I the Parent or Legal Guardian of ____________________________________
give my consent and authorization for the admission of medication at the QCS , Inc. Program as prescribed by a physician. This includes my permission of the following non-prescription drugs.


___________________________________                       ______________________________
___________________________________                       ______________________________
___________________________________                       ______________________________

PARENT/GUARDIAN: _____________________              DATE: ______________________

I _____________________________________
, do hereby recommend that it is medically safe for __________________________ to receive the following prescribed or non-prescribed medication(s), and I have advised patient of side effects, reactions, effectiveness, etc. of these medications.

___________________________________                       ______________________________
___________________________________                       ______________________________
___________________________________                       ______________________________



Physician: ________________________
Date: __________________________

Note: If the child is on any prescription medication, education information including warning, cautions, side effects, what to do if dosage is missed, etc, must be included with form. Information can be obtained through physician and/or pharmacy.

NORTH CAROLINA DIVISION OF MENTAL         
                                                                                                     HEALTH, DEVELOPMENTAL DISABILITIES 
                                                                                                     AND SUBSTANCE ABUSE SERVICE 

Client: _______________________________
Record Number: _________________________

MEDICATION ADMINISTRATION
(CONSENT)

I the Parent or Legal Guardian of ____________________________________
give my consent and authorization for the admission of medication at the QCS , Inc. Program as prescribed by a physician. This includes my permission of the following non-prescription drugs.


___________________________________                       ______________________________
___________________________________                       ______________________________
___________________________________                       ______________________________

PARENT/GUARDIAN: _____________________              DATE: ______________________

I _____________________________________
, do hereby recommend that it is medically safe for __________________________ to receive the following prescribed or non-prescribed medication(s), and I have advised patient of side effects, reactions, effectiveness, etc. of these medications.

___________________________________                       ______________________________
___________________________________                       ______________________________
___________________________________                       ______________________________



Physician: ________________________
Date: __________________________

Note: If the child is on any prescription medication, education information including warning, cautions, side effects, what to do if dosage is missed, etc, must be included with form. Information can be obtained through physician and/or pharmacy.
MEDICATION ADMINISTRATION
(CONSENT)

I the Parent or Legal Guardian of ____________________________________
give my consent and authorization for the admission of medication at the QCS , Inc. Program as prescribed by a physician. This includes my permission of the following non-prescription drugs.


___________________________________                       ______________________________
___________________________________                       ______________________________
___________________________________                       ______________________________

PARENT/GUARDIAN: _____________________              DATE: ______________________

I _____________________________________
, do hereby recommend that it is medically safe for __________________________ to receive the following prescribed or non-prescribed medication(s), and I have advised patient of side effects, reactions, effectiveness, etc. of these medications.

___________________________________                       ______________________________
___________________________________                       ______________________________
___________________________________                       ______________________________



Physician: ________________________
Date: __________________________

Note: If the child is on any prescription medication, education information including warning, cautions, side effects, what to do if dosage is missed, etc, must be included with form. Information can be obtained through physician and/or pharmacy.
QCS,  INC.
       NORTH CAROLINA DIVISION OF MENTAL 
                                                                                                                 HEALTH, DEVELOPMENTAL DISABILITIES 
                                                                                                                 AND SUBSTANCE ABUSE SERVICE 

Client: ________________________________
Record Number: ________________________

CONSENT FOR SERVICES

I understand that QCS , Inc. uses many methods to help people. Service may include education, intervention testing treatment, medications, case management, residential, or any combination. I, the undersigned, give consent for services by program staff for:

my child ______
my ward _________
myself ________

In case of an emergency, I give permission for program staff to take the above named client to our Family physician, _____________________________
; or to be seen at the Urgent Care or Medical Hospital, and to call an ambulance for transportation, if necessary.

I have received a "Client Rights" pamphlet that explains: * Client Rights
* Confidentiality

* Search and Seizure
* Client Responsibilities

* Suspension and Expulsion
* Client Grievance

_____________________________________
__________________
Client/Legally Responsible Person Signature
Date

___________________________________
______________________
Witness Signature
Date

QCS,  INC.
NORTH CAROLINA DIVISION OF MENTAL 
                                                                                                          HEALTH, DEVELOPMENTAL DISABILITIES AND 
                                                                                                          SUBSTANCE ABUSE SERVICE
 Client: ___________________________
Record Number: ___________________________

CONSENT FOR RELEASE OF INFORMATION

1.
Name/Address of Agency, Organization or individual whom information is Released/Exchange. Quality Care Solutions, Inc.​
5204 Cherrywood Court

Raleigh, NC 27609 
2.
I hereby request and authorize the above named agency, organization or individual which possesses information relative to client name above to release/exchange information to agency, organization, or individual named. I understand that the information to be released/exchanged may include information regarding drug/alcohol abuse, sickle cell anemia, tuberculosis, psychological or psychiatric impairments, and/or HIV/AIDS information.

3.
This data shall include:
_____________________________________________________

4.
Specific Purpose: __________________________________________________________

5.
This consent shall be valid for 1 year from date of Client/Legal Guardian Signature. 6.
Other information:

The informed consent to release information has been explained to me and I understand the contents to be released / exchanged, the need for information, and that are statutes and regulations protecting the confidentiality of authorized information. I hereby acknowledge that this consent is truly voluntary and is valid until such request is fulfilled. I further understand that I may revoke this consent at any time except to the extent that action based on this consent has been taken.

____________________________________
____________________
Client/Legally Responsible Person Signature
Date

___________________________________
_____________________
Witness Signature
Date

Note:
In case of a minor receiving substance related services, the minor must always sign the Consent For Release of Information, and when applicable, the legally responsible person.

QCS,  INC.
NORTH CAROLINA DIVISION OF MENTAL HEALTH,        
                                                                                                                      DEVELOPMENTAL DISABILITIES AND SUBSTANCE     
                                                                                                                      ABUSE SERVICE 

Client: _____________________________
Record Number: ____________________

PROGRAM AGREEMENT

I, the parent or legal guardian of ________________________________ give my consent and authorization for this youth to participate in the everyday living/working experiences encountered in the QCS , Inc. Program. This includes my permission for him/her to participate in activities and Extended trips with any staff person, provided such trips are approved by QCS, Inc. This location is 5204 Cherrywood Ct. Raleigh, NC 27609.

`

I understand that I will be responsible to provide for all clothing needs, school fees, etc. and for medical needs as stated in the Medical Agreement.

I agree to cooperate with and participate in treatment planning meeting, visitation schedules and to be involved with therapy as recommended by the treatment team and the child's Individual Habilitation Plan.

Client: _________________________________________________

Parent/Legal Guardian: ______________________________________

Case Manager: _____________________________________________

QCS’s Staff: _______________________________________________
19
1

