State of Illinois

Department of Children and Family Services

Division of Clinical Practice
SPECIALTY SERVICES CASE CONSULTATION REFERRAL FORM



Instructions:  Submit this completed form via Outlook email to SpecServicesRef (preferred).  If referral source has no access to Outlook email, fax form to (312) 328-2590.  For fax notifications and questions, call (855) 814-8421.
Specialty Services Programs include: Addictions, Chronic Blood Disorder, Deaf & Hard of Hearing, Developmental Disabilities, Domestic Violence, LGBTQ Youth and Mental Health.  
This form is to be used for Specialty consultations only.  To request a Regional clinical staffing, please complete form 399.1 and send via Outlook email to ClinicalRef.
	DATE:
	     

	Minor(s) (Last Name, First Name):
	     
DOB/Age:       

	ID# or SCR#:
	       
R/S/F:      

	Case Name (Family Name):
	     

	Referral Source:

(Person making referral)
	     
E-Mail:       
Telephone:       
Fax:       

	Source Unit:
(Unit making referral)
	 FORMCHECKBOX 
 Court
 FORMCHECKBOX 
 Investigations
 FORMCHECKBOX 
 GAL

 FORMCHECKBOX 
 Intact
 FORMCHECKBOX 
 Placement
 FORMCHECKBOX 
 Public Defender

 FORMCHECKBOX 
 Other  

	Caseworker’s Name:
(If different than person making referral)
	      FORMTEXT 

     

E-Mail:  
Telephone:  

	Casework Supervisor’s Name:
	     
E-Mail:       
Telephone:  


	Check Specialty Service Area(s) for Requested Consultation: 

 FORMCHECKBOX 

(A)
Addictions  

 FORMCHECKBOX 

(B)
Chronic Blood Disorder

 FORMCHECKBOX 

(C)
Deaf & Hard of Hearing

 FORMCHECKBOX 

(D)
Developmental Disabilities 

 FORMCHECKBOX 

(E)
Domestic Violence 

 FORMCHECKBOX 

(F)
Lesbian, Gay, Bisexual, Transgender & Questioning Youth (LGBTQ) 
 FORMCHECKBOX 

(G)
Mental Health

	NARRATIVE: To be completed by Referral Source.
Provide a summary of the Specialty Service area issue(s) checked above.  

(The narrative box expands when completing this form on the computer.)
     


	TYPE OF CASE CONSULTATION:  To be completed by Specialty Services Consultant.  Check all that apply.
 FORMCHECKBOX 
 (1) In-Person
 FORMCHECKBOX 
 (2) E-Mail
 FORMCHECKBOX 
 (3) CFS 399.6 Narrative Review
 FORMCHECKBOX 
 (4) SACWIS/Case Document Review
 FORMCHECKBOX 
 (5) CAYIT/TDM/Staffing Participation
 FORMCHECKBOX 
 (6) Telephone
 FORMCHECKBOX 
 (7) Other (please specify 
PREVIOUS CASE CONSULTATION(S):  To be completed by Specialty Services Consultant.
YES  FORMCHECKBOX 

 NO  FORMCHECKBOX 

If YES, date(s) of previous consultation note(s):  
CASE CONSULTATION SUMMARY NOTE:  To be completed by Specialty Services Consultant.
Provide a summary of the consultation and any recommendations.
     
Date of Case Consultation:     
Name/Title of Specialty Services Consultant:

	ATTACHMENTS:  To be completed by Specialty Services Consultant.
List any attachments, handouts and documents provided to the worker as part of the case consultation.
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