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King County





King County MIDD Wraparound/CLIP
Application
Submit by fax to:                    Wraparound Program Specialist
     Fax: (206) 205-1634
I. Eligibility Criteria:
The child or youth: (Address each one)
Lives in King County







Yes: ____ No: ____

Is under age 21







Yes: ____ No: ____

Has an emotional or behavioral disturbance




Yes: ____ No: ____

Has chemical dependency or substance abuse issues



Yes: ____ No: ____

Is willing to participate in the Wraparound Process



Yes: ____ No: ____

Has family willing to participate in Wraparound Process


Yes: ____ No: ____

Is currently being served by two or more child serving systems:

(Check all that apply)
· Child Welfare System (DCFS)

·  CPS, CWS, FRS





Yes: ____ No: ____
· Case Worker:___________ __________________ 
phone: ________________
· Juvenile Justice System
· Parole,  Probation, Drug Court



Yes: ____ No: ____
· Contact: _________________________________
phone: ________________
· Mental Health System






Yes: ____ No: ____

· Therapist: _____________________ __________
phone: ________________
· Substance Abuse/Chemical Dependency System


Yes: ____ No: ____

· Counselor: ______________________________ 
phone: ________________
· Developmental Disability System




Yes: ____ No: ____

· Case Worker: ____________________________
phone: ________________
· Special Education System
· IEP or 504






Yes: ____ No: ____

· Contact: ________________________________
phone: ________________
II. Reason for referral:

_____ CLIP                          _____ Wraparound                      _____ Unsure/Both

Describe current situation, why are you making this referral now?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Attach an additional sheet if necessary)
III. Referent Information:
Referring Person: _______________________________   Date:_______________________________
Relationship to Youth: ________________________________________________________________

Referring Agency:____________________________________________________________________

Address: _____________________________________     City, State, Zip: _____________________
Phone contact #: _______________________________      Fax #: ____________________________
Alternate Phone contact #: _______________________      E-mail: ___________________________
IV. Youth & Family Demographic Information:
Child/youth Name: ___________________________________Date of Birth:____________________
Current address: ____________________________________________________________________________________
____________________________________________________________________________________
Living with: ___________________________________________________________________________________
Name: ___________________________________________________________________________________Relationship: ___________________________________________________________________________________Contact information: (phone and or e-mail) ___________________________________________________________________________________
Others in the home: (siblings, foster children, relatives, non-related persons)

Name




             age

relationship
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If not living with parent/guardian:

Name of parent/guardian: (1)_______________________________________(2)________________________________________
Address:
Address:

____________________________________________________________________________________
____________________________________________________________________________________

Phone:___________________________________ Phone:____________________________________ 
Special considerations:

Interpreters_____________  
Transportation_____________
Childcare_______________

Other: _____________________________________________________________________________
V. School Information:

Current or most recent School attended (circle one):
Name of School: ____________________________________________________________________________________

Address:

____________________________________________________________________________________

Contact person:

____________________________________________________________________________________

Title:






Phone:

________________________________________    __________________________________________

Highest grade completed___________________  
Current Grade ______________________________
Enrolled:_________________       Suspended:_________________   Expelled:____________________
Date of last attendance: ____________________   GED completed:_____________________________
VI. Behavioral Health History:
 Please describe the current emotional/behavioral and/or substance abuse issues and concerns, include a diagnosis if known (use DSM IV codes if known).
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
(Attach an additional sheet if necessary)

Fax completed form to (206) 205-1634
Attn: Wraparound Program Specialist

Questions? Please contact Sandy Tomlin at (206) 263-8957
KC MIDD Wraparound official use: 
Date Referral Received: ____________________

______Meets eligibility criteria for Wraparound

______Meets eligibility criteria for CLIP



Faxed to Wraparound Delivery Team # ___________ Date Sent: ______________________
      
Coach: _________________________________________________________________
          
Phone: _____________________________ Fax: _______________________________
Initials: _____________________________                    
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