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State of Illinois

Department of Children and Family Services

Investigation/Intact Parental Mental Health Case Matrix

	Mental Health Records
	Medication
	Support System


	Investigation shall not be closed until 
all records are received!
Has DCP obtained records?   FORMCHECKBOX 
  Yes  FORMCHECKBOX 
 No
Subpoenas sent?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

      (list to whom sent and date received; if no, explain)
Consents obtained from:       (name/relationship to child)

	(Get consents signed before or at hand-off)

Prescribing physician:       (Note if primary care physician, physician’s assistant, psychiatrist, Ob/Gyn, etc.)

How long seeing physician?      
	(Get consents signed before or at hand-off)

Extended family members:      
(names/nature of contact- frequent or isolated) 

Alternate care providers?      


	Inpatient Hospitalizations (last five years)

	Prescription Medication
(Include name, dosage and reason)
	Collaterals

	(Include name of hospital and dates of stays)

      

	Current prescriptions:      
Past Prescriptions:      

	Child centered:      
Others:      


	Outpatient Records Obtained
	Compliance
	Involved Professionals besides mental health

	(Include name and contact information)
Psychiatrist/prescribing physician:      
Therapist/counselor:      
Community mental health center:      
Social Service Agency:      

	 FORMCHECKBOX 
 Reported compliance (self)

 FORMCHECKBOX 
 Reported compliance (professional)

 FORMCHECKBOX 
 Reported compliance (family/collateral)

 FORMCHECKBOX 
 Drug/alcohol use:      (explain)
	(Get consents signed before or at hand-off)

 FORMCHECKBOX 
 Daycare/Schools

 FORMCHECKBOX 
 Pediatrician/family doctor

 FORMCHECKBOX 
 Early intervention services

 FORMCHECKBOX 
 Community Services




This matrix is not intended to be comprehensive; additional information is encouraged.
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