	King County Superior Court

Family Treatment Court

1211 E. Alder, Room 362

Seattle, WA 98122

206-205-9340

FAX:  206-205-9739
	Referral Date:
	

	
	Referred By:
	

	
	 FORMCHECKBOX 
 DSHS Court Liaison Unit 

 FORMCHECKBOX 
 Parent

 FORMCHECKBOX 
 DSHS Social Worker
	 FORMCHECKBOX 
 Attorney

 FORMCHECKBOX 
 PCAP

 FORMCHECKBOX 
 Other

	
	Name:        

	
	Agency:      

	
	Phone:   

	participant Referral

	Name: (Last, First, M.I.)
	
	 FORMCHECKBOX 
 M   FORMCHECKBOX 
 F  
	DOB:
	     

	Address:   
	
	PHONE:
	     

	Ethnicity: (check all that apply)
	 FORMCHECKBOX 
 African American  FORMCHECKBOX 
 Asian/Pacific Islander  FORMCHECKBOX 
 Caucasian   FORMCHECKBOX 
 Native American  FORMCHECKBOX 
 Hispanic   FORMCHECKBOX 
 Other

	Disability: 
	 FORMCHECKBOX 
 None  FORMCHECKBOX 
 Unknown  FORMCHECKBOX 
 Mobility  FORMCHECKBOX 
 Learning   FORMCHECKBOX 
 Hearing  FORMCHECKBOX 
Vision  FORMCHECKBOX 
 Developmental  FORMCHECKBOX 
 Speech  FORMCHECKBOX 
 Mental/Psychological   FORMCHECKBOX 
 Other

	Child’s Name
	DOB
	Gender
	Race/Ethnicity

(check all that apply)
	Initial 

Petition Date
	Initial 

Allegations
	Cause #

	
	     
	
	 FORMCHECKBOX 
 African American

 FORMCHECKBOX 
 Asian/Pacific Islander
 FORMCHECKBOX 
 Caucasian

 FORMCHECKBOX 
 Hispanic 

 FORMCHECKBOX 
 Native American  
 FORMCHECKBOX 
 Other
	
	 FORMCHECKBOX 
 Physical Abuse/Harm  

 FORMCHECKBOX 
 Failure to Protect  

 FORMCHECKBOX 
 Emotional abuse/Damage 

 FORMCHECKBOX 
 No provision for support 

 FORMCHECKBOX 
 Other 
	

	     
	     
	     
	 FORMCHECKBOX 
 African American

 FORMCHECKBOX 
 Asian/Pacific Islander

 FORMCHECKBOX 
 Caucasian

 FORMCHECKBOX 
 Hispanic 

 FORMCHECKBOX 
 Native American  
 FORMCHECKBOX 
 Other
	     
	 FORMCHECKBOX 
 Physical Abuse/Harm  

 FORMCHECKBOX 
 Failure to Protect  

 FORMCHECKBOX 
 Emotional abuse/damage 

 FORMCHECKBOX 
 No provision for support 

 FORMCHECKBOX 
 Other
	     

	     
	     
	     
	 FORMCHECKBOX 
 African American

 FORMCHECKBOX 
 Asian/Pacific Islander

 FORMCHECKBOX 
 Caucasian

 FORMCHECKBOX 
 Hispanic 

 FORMCHECKBOX 
 Native American  
 FORMCHECKBOX 
 Other
	     
	 FORMCHECKBOX 
 Physical Abuse/Harm  

 FORMCHECKBOX 
 Failure to Protect  

 FORMCHECKBOX 
 Emotional abuse/damage 

 FORMCHECKBOX 
 No provision for support 

 FORMCHECKBOX 
 Other
	     

	     
	     
	     
	 FORMCHECKBOX 
 African American

 FORMCHECKBOX 
 Asian/Pacific Islander

 FORMCHECKBOX 
 Caucasian

 FORMCHECKBOX 
 Hispanic 

 FORMCHECKBOX 
 Native American  
 FORMCHECKBOX 
 Other
	     
	 FORMCHECKBOX 
 Physical Abuse/Harm  

 FORMCHECKBOX 
 Failure to Protect  

 FORMCHECKBOX 
 Emotional abuse/damage 

 FORMCHECKBOX 
 No provision for support 

 FORMCHECKBOX 
 Other
	     

	Contacts
	Name
	Phone

	Attorney
	     
	     

	Social Worker
	     
	     

	CASA
	     
	     

	Other
	     
	     

	Other
	     
	     

	Referral Status (to be completed by FTC Program Staff)

	 FORMCHECKBOX 
 Eligible and willing to participate

Has medical coupon (specify type) 

Has current C.D. assessment 

Currently in treatment (specify agency/type)

Referred for Assessment 

Referred to DSHS 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	 FORMCHECKBOX 
  Not Eligible (check one)
 FORMCHECKBOX 
 Did not show to screening
 FORMCHECKBOX 
 Eligible but does not want to participate (specify)      
 FORMCHECKBOX 
 Did Not Meet Criteria (check all that apply) 

 FORMCHECKBOX 
 Not chemically dependent  

 FORMCHECKBOX 
 Doesn’t want to go to treatment 

 FORMCHECKBOX 
 Cannot fully participate in Program (specify)      
 FORMCHECKBOX 
 Not a resident of King County 

 FORMCHECKBOX 
 Not willing to agree that child is dependent 

 FORMCHECKBOX 
 Not willing to sign a Consent Form

 FORMCHECKBOX 
 Rejected at Staffing

	Comments: 

1.      
2.      
3.      
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