State of Maine Child and Family Services

Intensive Temporary Residential Treatment

Dear Family/Legal Guardian(s),

This letter is an explanation of our residential treatment application and approval process. Your case manager will complete the application and will explain the process to you in more detail. If your child is in crisis and needs services immediately, please contact your local Crisis Team, your case manager or your local hospital/police department. The statewide Crisis Hotline number is 1-888-568-1112.

Mental Health Treatment in Residential Facilities is used when a child cannot be served in the community due to unsafe behaviors toward self or others but does not require hospital level of care. Mental Health Treatment in Residential Facilities is not intended to provide respite or long-term placement. If respite is needed, it can be accessed through respite services.  
If your child receives Social Security benefits, you are required to use that money to offset the cost of providing board & care for your child. 
In order to access Mental Health Treatment in a Residential Facility, the clinical staff at the Office of Child and Family Services (OCFS) must be invited to a family team meeting to ascertain whether residential treatment is indicated, which program is most likely to meet the needs of the child and to discuss the risk/benefits of this particular treatment. 

Prior to authorizing admission to a Residential Facility, the OCFS clinical staff must receive clinical evidence showing that this treatment is medically necessary. A preliminary treatment plan that focuses on the reasons that make it necessary for the child to leave his/her current environment and centers on returning the child home or to a less restrictive setting is required from the proposed residential treatment facility.   

In order for the treatment to be effective, the family must be actively involved in the day to day treatment and care of the child. Extended family members may be encouraged to participate when appropriate. The OCFS expects that the family will attend all family meetings and family therapies, and in some programs all “family nights.”  It is also expected that the family will be involved in child’s activities of daily living (i.e. homework, behavior management practice, chores, laundry, etc.) beginning the first day. 

It is highly encouraged that the family has a case manager during the child’s treatment.  It is the role of the case manager to facilitate the discharge planning process and transition the child back into his/her community. 


There are risks and benefits with any plan of treatment. These are outlined on page 5 of the application and will be reviewed with you by the person completing this form. You may ask any questions at that time.

Sincerely,

Child and Family Services Team

DHHS OCFS Application for Intensive Temporary Residential Treatment   
Date of Application:      
	MaineCare ID
	Soc. Sec No.
	Last Name
	First Name
	DOB
	Age

	     
	     
	     
	     
	     
	     

	Address
	City
	State
	Zip
	County
	Region

	     
	     
	     
	     
	     
	     

	Guardian Name
	Phone
	Case Manager/Agency
	Phone

	     
	     
	     
	     

	Current School District
	Special Ed Identified?
	Special Education Determination
	FSIQ

	     
	 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No        Note: if not Special Ed. identified, this application must include a letter from the sending school district guaranteeing educational funding.
	 FORMCHECKBOX 
  Primary disability Type (1-16)
 FORMCHECKBOX 
    504 Plan
	     

	Diagnoses:

	Code
	Axis I Diagnosis
	Code
	Axis I Diagnosis

	     
	     
	     
	     

	Code
	Axis I Diagnosis
	Code
	Axis II Diagnosis

	     
	     
	     
	     

	Axis III
	Axis IV
	Axis V

	     
	     
	     

	Medication
	Dose
	Schedule
	Start Date 
	Taken as Prescribed?
	Beneficial

	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 



Current location:
 FORMCHECKBOX 
 Home/Foster home (circle one)   
 FORMCHECKBOX 
 Hospital         

  FORMCHECKBOX 
Treatment facility     
 FORMCHECKBOX 
 Mountain View/Long Creek
 FORMCHECKBOX 
 Shelter          

  FORMCHECKBOX 
 Other      
Please review the following services and check off those which are currently provided or have been in the past  

	Service
	Start
	End
	Provider
	Frequency
	Compliance

	Psychiatry/Med Mgt
	     
	     
	     
	     
	 FORMDROPDOWN 


	Outpatient Therapy
	     
	     
	     
	     
	 FORMDROPDOWN 


	Family Therapy
	     
	     
	     
	     
	 FORMDROPDOWN 


	Hospital (1)
	     
	     
	     
	     
	 FORMDROPDOWN 


	Hospital (2)
	     
	     
	     
	     
	 FORMDROPDOWN 


	Home Based Services
	     
	     
	     
	     
	 FORMDROPDOWN 


	Partial Hospital or Intensive Outpatient 
	     
	     
	     
	     
	 FORMDROPDOWN 


	ACT
	     
	     
	     
	     
	 FORMDROPDOWN 


	Crisis Unit
	     
	     
	     
	     
	 FORMDROPDOWN 


	Residential Treatment
	     
	     
	     
	     
	 FORMDROPDOWN 


	For each previous provider, please list focus of treatment, what was helpful and what was not helpful

	1.     

	2.     

	3.     

	4.     

	5.     

	Describe the child’s current condition across all environments which necessitate residential treatment. Please include any information about the current environment which may impact residential treatment (shared bedroom, family members in the home, recent/upcoming moves, type of home)

	Home:     

	School:     

	Community:     

	Treatment Facility:     

	Other:     


	Describe specific, measurable goals for Intensive Temporary Residential Treatment (related to reason for admit)

	Client goals:     

	Family/Community Goals:     

	Describe current family, community involvement in the child’s treatment. Include natural supports such as other family members, neighbors/friends, church, boys’/girls’ clubs, etc. (Do not include paid providers)

	     


Note: it is the expectation of the Office of Child and Family Services that parents/caregivers will attend family therapy at least once weekly during their child’s treatment. Additionally, regular involvement is expected to occur, both at the treatment facility and in the child’s home. If the client has no family involvement, it is the expectation that the CWS caseworker will participate fully in all treatment planning and that the identified permanency placement will become involved in treatment as soon as possible. 

	Describe specific aftercare/transition needs following discharge

	     


Note: Discharge Criteria will be established on the initial treatment plan of the accepting agency. This treatment plan will be written with input from the family/care providers, OCFS staff and community team. It is the expectation of the OCFS that this discharge will be to the child’s current home or identified permanency placement at the end of intensive temporary treatment.
	Proposed Treatment Provider

	Agency  
	Program  
	Contact Person
	Phone

	     
	     
	     
	     

	Reason for this Choice
	Treatment Modality

	     
	     


To be completed by OCFS staff:
	 FORMCHECKBOX 
 Approved      FORMCHECKBOX 
 Not Approved.  Reason:__________________________________________________________________


Addendum (to be completed when child is admitted to a treatment facility):
I agree with the proposed treatment of my child at:

	Treatment Facility
	Contact Name/Number
	Address
	Date of Admission

	     
	     
	     
	     








/








/



Parent/Guardian Signature

  Date



Parent/Guardian Signature

  Date
                                                             





/




                                                             Child Welfare Guardian Signature
                 Date





Anticipated Risks and Benefits of Proposed Intensive Temporary Residential Treatment:

	Risks
	Intended Benefits

	· Children may learn negative behaviors from peers.
· Parent and child relationship may be disrupted.
· Children frequently detach from their families or significant caregivers.
· Child will not be in a typical family/community environment.
· Families may have difficulty meeting the required family therapy expectations.
· Families may have difficulty integrating/reintegrating child into the home.
· Children may feel rejected or abandoned.
· Children may not be able to use skills learned in program once at home or less restrictive setting.
· Treatment may not be effective.
· Families receiving SSI, TANF, housing assistance or other 
           financial aid may see a reduction on benefits during the 
           residential treatment.

Other risks specific to this child:      
	· Children learn positive behaviors from peers or staff at program.

· Parent and child bond strengthen as a result of family therapy.

· Children and families/significant caregivers working together in family therapy will result in better behaviors on returning home/less restrictive environment
· Children will be in a safe environment.

· Children will learn greater self-regulation.

Other benefits specific to this child:      


Parental Notification of Conditions of Funding (Please initial after each section and sign below in Parent/Guardian section)
As the parent/guardian of this child, 

1. I agree that my child will return home at the end of this proposed treatment. ​​​______     ______
2. I agree to be actively involved in my child's treatment which includes family meetings, family therapies, and if            indicated, home visits for my child.  My signature below indicates my willingness to participate in the treatment process, my agreement that treatment will focus on the return of my child home. ______     ______
3. I agree to maintain parental involvement while my child is in treatment.  This includes being involved in my child’s daily activities of living and my role as parent (i.e. homework, behavior management practice, chores, laundry, etc.) beginning the first week my child is in treatment.  ______     ______
4. I agree to the release of the information contained within this application, may be released to the receiving facility as part of the treatment planning process.  ______     ______
5. I agree to disclose all information regarding alternative funding sources, such as adoption assistance, Social Security, Private Insurance, and any other funding sources that may be available to my child. ______     ______
6. I agree that the State of Maine Department of Health and Human Services, Office of Child and Family Services may use these funds to offset the State's share of providing this service. ______     ______
7. I agree to allow the Department of Health and Human Services to share information within the Departments of Corrections and Education in all matters directly related to the treatment of my child. ______     ______
8. I have read and understand the above risks and benefits as they have been outlined. I agree to have the OCFS review this application and make appropriate recommendations for treatment.  ______     ______






/








/



Parent/Guardian Signature

  Date



Parent/Guardian Signature

  Date
                                                             





/




                                                             Child Welfare Guardian Signature
                 Date





Additional Signatures:







/








/



Case Manager


  Date



Case Manager Supervisor


  Date







/








/



Systems Access Coordinator

  Date



Utilization Review Specialist

  Date










             /




     Program Administrator or designee/CBHS Team leader or designee   Date
State of Maine DHHS

Intensive Temporary Residential Treatment (ITRT)
Application Checklist


 FORMCHECKBOX 

ITRT application completed


 FORMCHECKBOX 

Parent/Guardian signed application (Both guardians if joint custody)

 FORMCHECKBOX 

Signed agreement attachment (Both guardians if joint custody)

 FORMCHECKBOX 

Case Manager & Supervisor signatures


 FORMCHECKBOX 

Copy of community Individual Service Plan

 FORMCHECKBOX 

Clinical documentation of need 

 FORMCHECKBOX 

Initial treatment plan from receiving facility


 FORMCHECKBOX 

Verification of educational funding



 FORMCHECKBOX 

EF-S-01 Signed and sent to DOE




 FORMCHECKBOX 

Copy of signed EF-S-01 attached to application (If special Ed.)



 FORMCHECKBOX 

Funding agreement from home school district (If not Special Ed.)




 FORMCHECKBOX 

Copy of funding letter attached to application. (If not Special Ed.)


 FORMCHECKBOX 

Alternative funding [SSI, Supported adoption, trust fund] (if applicable)


 FORMCHECKBOX 

Denial Letter from private insurer (when child has private insurance)

 FORMCHECKBOX 

Interstate Compact documents (if applicable)



 FORMCHECKBOX 

100A signed by parent



 FORMCHECKBOX 

Support documents



 FORMCHECKBOX 

Letter of acceptance from facility



 FORMCHECKBOX 

Court Order (if applicable)

ITRT Application 4/1/08
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