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State of Illinois
Department of Children and Family Services

EMERGENCY SHELTER APPROVAL FORM
	Select One:    Walk-in/Runaway/Dependency Placement Disruption    Protective Custody   

	Youth Personal Information

	Youth’s Name:      
	ID#:     
	DOB:      
	Age:    

	Gender: 
	Ethnicity:  FORMDROPDOWN 

	Weight:      
	Height:      

	Legal Status: 
	Permanency Goal: 

	Special Needs 1:  FORMDROPDOWN 

	Special Needs 2:  FORMDROPDOWN 

	Other Special Needs:      

	Language Spoken:   FORMDROPDOWN 

	 FORMDROPDOWN 


	Deaf/HOH:
 No Yes

	If Yes, device or interpreter needed?
 No Yes


	Pregnant or Parenting?
 Yes
 No
	If Yes, list Names and Age(s) of Children, who are with parent:      

	Case Management Information: 

	Agency Name:      
	R/S/F:      

	Worker/Child Protection Specialist:      
	Phone:      
	Ext:      
	Fax:      

	Supervisor:      
	Phone:      
	Ext:      
	Fax:      

	Approved Visitor List

	Name:

     
	Relationship:  FORMDROPDOWN 

	Phone:

     
	Visits:  FORMDROPDOWN 


	Name: 

     
	Relationship:  FORMDROPDOWN 

	Phone:

     
	Visits:  FORMDROPDOWN 


	Name: 

     
	Relationship:  FORMDROPDOWN 

	Phone:

     
	Visits:  FORMDROPDOWN 


	Name: 

     
	Relationship:  FORMDROPDOWN 

	Phone:

     
	Visits:  FORMDROPDOWN 


	Education

	Last school attended:      
	Last grade Attended:      

	Location:      

	Length of time attended:      
	Graduated High school/GED: 
 Yes
 No

	Type of Program: 
	IEP:
 Yes
 No
	IEP Date:      


	Geography

	City and region where  the youth was living at time when custody was given to DCFS:      

	City and region of shelter where the youth is being placed:      
Primary location of the youth’s family supports:      

	City and region in which the youth would prefer to reside:      

	Post  shelter  placement considerations:
Locations with supports or enhancements, i.e. school, employment:      
Locations that compromise safety or place the youth at risk, i. e. gang:

      

	Medical History

	Does youth have a chronic or acute medical condition requiring current medical care?
 FORMDROPDOWN 


	If yes, explain the condition, date of diagnosis, and treatment compliance, if known:       

	Name of medication and dosage:

     
Formula/Milk/Solid Food/Diet Information:      
Substance Exposed?   Yes   No      if yes, what drug(s)?      
	Treating Physician:

     
	Phone:

     


	If yes, is there a current DCFS nurse working with this youth?    Yes   No  If no, complete a DCFS Nursing 

Consultation form or explain how the youth’s medical needs are being met:      

	Juvenile Justice or Corrections Information

	Has the youth been involved with the juvenile justice or corrections system?
        Yes     No  If yes, continue below.
	

	· Has the youth been convicted of an offense(s)? 
 Yes
 No
	If yes, continue below.

	· Indicate type of conviction(s)? 
 Juvenile
 Adult
 Juvenile and Adult

	· Briefly note the crime(s), conviction(s) and date(s):      

	Indicate type of probation:
 Juvenile
 Adult
 NA

	Describe conditions of current probation and stipulations, if applicable:      

	Indicate type of parole:
 Adult
 NA 
	ARD/Parole Date:      

	Describe conditions of current parole and stipulations, if applicable:      

	

	CIPP or Clinical Staffing History (Complete if had CIPP within last 3 months)

	Most recent CIPP or Clinical Staffing Date:      
	Level of Care: 

	If matched, list matched agencies:      


	Placement

	Current Placement Address:      
	Placement Date:      

	Agency/Program Name:      

	Current Placement Type:  FORMDROPDOWN 

Previous Placement Type: Select One


	Type of Placement Sought: 

	Why is a CIPP meeting requested?      

	Have UIRs been completed for the youth while in the current or previous placement? 
 Yes
 No

	If yes, briefly describe:      

	Level of Cognitive Functioning, if applicable or known

	What is the worker’s impression of the youth’s cognitive functioning?      

	Last Full Scale Scale IQ:      
     
Source of IQ Score Information:
 

Date of IQ Testing Information:      
	
	

	For youth with IQ below 70, is there a current adoptive functioning measure (e.g. Vineland, etc.)?   Yes   No

	If IQ below 70, indicate adaptive functioning scores:  

	
	Maladaptive Behavior Index:      
	Communication:      

	
	Daily Living Skills:       
	IPSialization:      
	Motor Skills:      

	Has a PAS referral been approved: 
 Yes
 No
 NA

	Psychiatric History, if applicable or known

	Does the youth have a DSM Axis I Diagnosis? 
 Yes
 No  

A DSM Axis II Diagnosis?
 Yes  No  Unknown
 FORMCHECKBOX 
 
	


	· If yes, please state most recent diagnosis:      

	· Source:  FORMDROPDOWN 

	Year:      

	Has the youth been prescribed psychotropic medications?
 Yes
 No

	· If yes, does the medication appear effective?
 Yes     No

	· Is the youth currently compliant with the medication?
 Yes      No

	Has the youth been psychiatrically hospitalized within the last two years?
 Yes
 No

	· If yes, please cite reason, date(s) and discharge diagnoses:      

	IPS Involvement, if applicable or known

	Is the youth/family currently receiving IPS services or were IPS services provided in the past?
 Yes
 No

	If yes, continue.

	IPS Agency Name:      
	Date of Service:      


	Sexual Behavior Problems, if applicable or known

	Has the youth exhibited sexually problematic behavior?
 Yes
 No
	If yes, continue below.

	· Has the youth received treatment for the behavior?
 Yes
 No

	· If yes, briefly describe the type of treatment and dates treatment occurred:      

	· Did the youth complete treatment?
 Yes
 No

	Is the youth currently involved in treatment?
 Yes
 No

	Has the DCFS Sex Abuse Service Coordinator been consulted?
 Yes
 No

	If yes, name of SBP Coordinator:      

	What are the recommendations and date issued?      

	Has a treatment provider issued recommendations?
 Yes
 No

	If yes, what are the recommendations and date issued?      

	Is the youth convicted as an adult sex offender?
 Yes
 No
	Supervision Plan?
 Yes
 No

	Is the youth convicted as a juvenile sex offender?
 Yes
 No
	Supervision Plan?
 Yes
 No

	Describe any placement restrictions, supervision plan or the need to register as a juvenile or adult offender:      


	Presenting Problems and Risk Behaviors
	Last 60 days
	History Only
	Prior to controlled environment**
	N/A

	Conduct Disorder
	
	
	
	

	Domestic Violence
	
	
	
	

	· Child/Youth Role:  Victim       Witness     Perpetrator   

	Elopement/History of Running
	
	
	
	

	Encopresis
	
	
	
	

	Enuresis
	
	
	
	

	Fire Setting – Property
	
	
	
	

	Fire Setting – With Intent to Harm
	
	
	
	

	Food Hoarding
	
	
	
	

	Gang Involvement
	
	
	
	

	· Gang Affiliation:      
	Position in Gang if known:      

	Homicidal Ideation
	
	
	
	

	Homicidal Gestures
	
	
	
	

	Oppositional/Defiant
	
	
	
	

	Physical Aggression/Assault
	
	
	
	

	Psychosis (e.g., hallucinations, delusions) If checked, complete psych history on Page 3.
	
	
	
	

	Self-Harm/Mutilation
	
	
	
	

	Sexual Behavior Problems If checked, complete SBP section on Page 4.
	
	
	
	

	Substance Abuse
	
	
	
	

	Substance Use
	
	
	
	

	Suicidal Ideation
	
	
	
	

	Suicidal Gestures
	
	
	
	

	Trafficking (e.g., prostituting, pimping)
	
	
	
	

	Verbal Aggression
	
	
	
	

	Why placement disrupted and youth requires admission to shelter?     
Other or additional explanation:      



** Complete this column if youth has been in the hospital, DOC, detention or highly structured residential program for the previous 60 days or more.  If so, indicate problems and behaviors the youth demonstrated in the placement prior to its interruption or admission to the residential program.

Completed by Permanency Worker
	CIPP Participants 
Name
	Role
	Address
	Phone
	Invited
	Prepared
	Attended

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	

	     
	
	     
	     
	
	
	


	Attach CFS 1452-4, Documented Efforts to Prevent Emergency Shelter Placement

	

	

	DCFS EMERGENCY SHELTER PLACEMENT APPROVAL

	Based on the information received from the Worker/Child Protection Specialist and Supervisor, I certify that they have exhausted all other resources such as foster homes and relative homes prior to seeking emergency shelter placement.  I authorize the placement with the understanding that the Permanency Worker/Child Protection Specialist and Supervisor will work diligently to secure an appropriate permanent placement expeditiously. Submit signed document to CIPP INTAKE.

	
	

	DCFS STATEWIDE EMERGENCY SHELTER COORDINATOR/DESIGNEE 

or if After Hours/Weekends/Holidays the DCFS AREA ADMINISTRATOR

WRITTEN SIGNATURE REQUIRED
	DATE

	

	I certify that I have discussed this case and received approval for placement in an emergency shelter from my Supervisor(enter name),      . I have made diligent efforts to explore alternate placements as documented on the CFS 1452-4.  I will continue to look for an appropriate placement while the youth is in the emergency shelter and document on the CFS 1452-5.

	

	WORKER/CHILD PROTECTION SPECIALIST 

WRITTEN SIGNATURE REQUIRED
	DATE

	Scheduling Information (Completed by CIPP Intake)

	Date of Referral:      
	Referral Source: 
	Meeting Type: 

	Meeting Date:      
	Meeting Time: 

      
	 a.m.
 p.m.
	Meeting Location:      

	LAN:      
	IPS Agency Name:      

	Has a regional clinical staff been contacted about this case in the previous 3-6 months?
 Yes
 No

	If yes, who from Regional Clinical has been involved?      

	CIPP Information for Matching (Completed by the Facilitator)

	Placement decision:
 Preserve current placement
 New placement
 New placement – MATCH NEEDED

	If new placement, complete the following questions: 

	What is the reason(s) why the youth cannot remain in the current placement?      

	Indicate the matches identified during the CIPP meeting, if applicable:      

	Match 1:      
	Match 3:      

	Match 2:      
	Match 4:      

	Facilitator’s comments – may pertain to observations about the youth or dynamics during staffing (optional): 
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