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King County






Submit by fax to:      Wraparound Program Specialist (206) 205-1634     [image: image1.png]
	Referral Date
	
	Date Received
	

	Referring Person
	
	Agency Name
	

	Agency Address
	
	Phone
	

	Fax #
	
	Email
	


	Client Information

	Child’s Name
	
	SSN
	

	DOB
	
	Age
	

	Gender
	
	Ethnicity
	

	Resides With
	
	Relationship
	

	Address
	

	Home Phone
	
	Work Phone
	

	Parent/Guardian
	
	Phone
	

	Address
	

	Eligibility Criteria & Collaborative Partners
*Wraparound eligibility requires involvement by at least two collaborative partners

	Check A Box
	Yes
	No

	Lives In King County
	
	

	Is under age 21
	
	

	Has an emotional or behavioral disturbance
	
	

	Has chemical dependency or substance abuse issues
	
	

	Is willing to participate in the Wraparound Process
	
	

	Has family willing to participate in Wraparound Process
	
	

	System
	Contact Person
	Agency
	Phone Number

	*DCFS
	
	
	

	*Education
	
	
	

	*Mental Health
	
	
	

	*Drug and Alcohol
	
	
	

	*Juvenile Justice
	
	
	

	*DDD
	
	
	

	 Public Health
	
	
	

	Medical
	
	
	

	Legal
	
	
	

	Natural Support
	
	
	

	Other
	
	
	


	Special considerations

	Interpreter
	
	Child Care
	

	Transportation
	
	Other
	


	Educational Information

Current or most recent School attended (circle one)

	School Name
	

	School District
	

	Contact Person
	

	Title
	

	Phone 
	

	Highest Grade Completed
	

	Current Grade Level
	

	Enrolled/Suspended/Expelled
	

	Date of last attendance
	

	GED Completed (yes/no)
	

	IEP or 504 Plan
	


	Household Members

(Siblings, foster children, relatives, non-related persons)

	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Family Strengths

	Describe the child and family strengths (attach additional page if necessary)

	

	Reason For Current Wraparound Request

	


	Current Functioning Levels

	Living Situation
	Unmet Need 
	Desired Goal

	
	
	

	Family
	
	

	Education and Vocational
	
	

	Legal
	
	

	Mental Health
	
	

	Social/Recreational
	
	

	Medical
	
	

	Cultural/Spiritual
	
	

	Drug and Alcohol
	
	

	Other
	
	


KC MIDD Wraparound official use: 
Date Referral Received: ____________________

______Meets eligibility criteria for Wraparound



Faxed to Wraparound Delivery Team # ___________ Date Sent: ______________________
      
Coach: _________________________________________________________________

Phone: _____________________________ Fax: _______________________________

Initials: ___________________________                   
Authorization for Mutual Exchange of Confidential Information

King County MIDD Wraparound represents an effort to implement system collaboration on behalf of at-risk children and youth within the boundaries of King County through the on-going efforts of families, their supports, local child serving agencies and school districts. The purpose of this form is to allow the mutual exchange of information between the King County MIDD Wraparound Delivery Team, families, child serving agencies, schools, and/or other individuals pertaining to:

Name: __________________________________ Date of Birth: ____________ Age: ______

Information so authorized includes all information necessary for the administration of MIDD Wraparound in coordinating a planning process leading to an individualized care plan and development of a child and family team. Information is not limited to medical, social, psychological, behavioral, academic, family, and treatment history.

The specific purpose of this exchange of information is as follows: _____________________

___________________________________________________________________________

Agencies and persons involved will be asked to participate on the child and family team. The following persons/agencies are currently involved with the youth and family and/or have requested to participate on the team.

_______________________________                    __________________________________

_______________________________                    __________________________________

_______________________________                    __________________________________

_______________________________                    __________________________________

_______________________________                    __________________________________

I hereby give my permission to exchange information pertaining to my child. I understand this information is confidential. To revoke this authorization for release of information, I must do so in writing. This release expires at discontinuance from MIDD Wraparound unless otherwise specified here:  EXPIRES _____________________________________________________________ 

Parent/Guardian Signature: ________________________________ Date: _______________

Youth (13+ years) Signature: _______________________________Date: _______________

Witness Signature: _______________________________________ Date: _______________
MIDD Wraparound

  King County MHCADSD

401 Fifth Avenue, Suite 400, Seattle, WA 98104

FAX: 206-205-1634     Phone: 206-263-8957`
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