MONTANA YOUTH HOMES
INTAKE FORM AND APPLICATION

YOUTH INFORMATION
Proposed Admission Date: Time: AM./P.M.

Youth’s Name (full legal):

Nicknames/AKAs:

DOB: Age: Sexx: M F
Social Security #:
Height: Weight:
Race:

Hair Color: Eye Color:
Place of Birth:

Glasses: Contacts:
Braces or other dental equipment:
Scars/Tattoos/Distinguishing Marks/Piercings/ETC:

Please attach a recent photo of youth here.

Allergies:

Current Living Situation:

Previous or most frequent living situation:

Medical Insurance Information:
ATTACH A COPY OF INSURANCE CARD

Client Vehicle Information: Year: Make: Model: License Plate
#:

GUARDIAN INFORMATION

Legal Guardian:

Address: E-mail:

Phone Number: Fax Number:

After hours contact information: (REQUIRED)

Name of adult who would transport youth: Phone Number:

Address:

After hours contact information: (REQUIRED)

Name and information for person who made referral if not person transporting youth:

Payment Source (legal status code): YCP YCA CWR Private Pay

Signature: Date:




FAMILY INFORMATION

Natural Father: Phone Numbers:
Address:

Natural Mother: Phone Numbers:
Address:

Other Family Member/Guardian (in the home):

Phone Numbers:

Sibling Information:

Name: Age: Sex:
Name: Age: Sex:
Name: Age: Sex:

Who does the youth most often live with:

Has the youth’s living situation changed within the past year:

MENTAL HEALTH HISTORY

Mental Hiness History/Diagnosis:

Attach supporting documentation if available.

Therapist: Phone Number:

Has psychological testing ever been performed? When?

Please include results of any testing, if available, with this application.

Does the youth take any psychotropic medications? What/when?

Prescribing physician and contact information

Suicidal Tendencies/Attempts: Date:

HEALTH HISTORY

Medications Currently Taking (with dose):

Date of last doctor’s visit:

Physician: Phone Number:

Date of last dentist’s visit:

Dentist: Phone Number:




Medical Concerns:

Allergies:

Special dietary needs:

ADDICTION HISTORY
Alcohol Use: Abuse:
Drug Use: Abuse:

Tobacco Use:

Treatment:

Treatment:

CRIMINAL HISTORY

Current Charges Pending Court Appearance:

Past Charges and judgments:

Is the youth currently on probation?

Probationary Requirements to be completed

Violent Crime History:

Detention Stay History:

Other out of home placements & dates:

Juvenile Probation Officer:

Phone Numbers:

Address:

E-mail:

ABUSE HISTORY (toward youth)

Physical Abuse: Information:
Mental Abuse: Information:
Sexual Abuse: Information:

ABUSE HISTORY (by youth)

Physical Abuse: Information:

Mental Abuse: Information:

Sexual Abuse: Information:




RUNAWAY HISTORY

Number of runaways:

Any special instructions if client goes on run:

Date of last runaway:

EDUCATION HISTORY

Current Grade or Last Grade Attended:

Where?

Education Plan:

Does the youth currently have an IEP?

If there is an IEP, please attach a copy of it.

Has neuropsychiatric or other educational testing been performed?

If so, please include a copy of this testing.

Attendance Issues:

Clubs or Extra Curricular Activities:

Please include a copy of the client's transcripts with this application.

EMPLOYMENT HISTORY

Current employment status:

Employment plan:

RELIGIOUS OR SPIRITUAL PRACTICE INFORMATION

Does the youth wish to list a religious preference:

Does the youth plan to attend services while residing at MYH:

GRANT INFORMATION
Please circle the areas of concern for youth:
Substance Abuse

Dysfunctional Family
Insufficient Family Income to Support Youth

L b —

Parent Incarcerated
Emotional Problems
Educational

Vocational

Health/Medical

Pregnant or Parenting Teen

Rl

10.
1.

12

13.
14.
15.
16.
17.
18.

Physical Disability
Mental Disability
Neglect

Sexual Abuse

Sex Offender
Suicidal

Physical Abuse
Housing Issues

Other (please specify)



PROPOSED DISCHARGE INFORMATION

Proposed Discharge Date:

Estimated length of stay . Emergency care is limited to 30 days. Requests for extensions must be made
in writing and approved by the Director. Extensions beyond an additional 15 days must be reviewed and approved
by the Advisory Board with a request to transfer the client to group home status.

Plans for after discharge/destination:

Signature of Legal Guardian: Date:

Signature of referring worker Date:
Signature of adult transporting youth: Date:
Signature/Relationship of person filling out form: Date:
MYH Staff: Date:

IN-HOUSE USE ONLY

Date Application Submitted: Staff Person Receiving Application:

Date Application Reviewed:

Approved

Denied

Notes:

Program Director or Case Manager/Program Coordinator Date:



MONTANA YOUTH HOMES
YOUTH SHELTER CARE INTAKE/CASE PLAN

To be completed prior to or at the time of intake for all clients. Questions 1-10 are required to be
answered by the referring professional prior to placement via phone call to Case Manager, this form,
or email. Answers to Questions 11-17 are helpful, but not required. The legal guardian will be
responsible for all other in-house paperwork.

1) Client Name:
2) Date of Intake:
3) Other key members of treatment team and phone numbers (Legal guardian, JPO, therapist, etc.):

4) Reason for Placement:
5) What are the goals of the intervention (must list at least one)?
1.

LI b2

6) Does the client have a history of any of the following: self-harm, harm to others (assaultive behavior or sexual
offense), chemical dependency, or arson?
~ Yes
__No
7) If the answer to the above is, yes, please explain below. For self-harm or harm to others, give the name of a
professional with whom we can speak or attach documentation from a professional explaining why MYH is an
appropriate placement given the client's history.

8) Discharge/Completion: How will the client demonstrate completion of the program?

9) What is the anticipated discharge date?

10) Judicial system requirements to be met while at MYH:

11) Medical Care: What medical care can we provide for the time period client will be at MYH?

12) Dental/Orthodontic Care: What dental care can we provide for the time period client will be at MYH?

13) Mental Health Care and Emotional Growth: Does the client currently see a therapist or is there a need for a referral?
14) Education: Does the client attend school? If so, where/when, and does s/he require transportation?

15) Employment: Does the client have a job? If so, where/when, and does s/he require transportation?

16) Spiritual (optional): Does the client attend weekly services? If so, where/when, and does s/he require
transportation?

17) Any other restrictions or concerns?

Client: Date:
Person Completing Form: Date:
Parent/Legal Guardian: Date:

Referring Worker: Date:



MONTANA YOUTH HOMES
FIELD TRIP AUTHORIZATION FORM

YOUTH’S NAME:

Last First MI

I understand that during the youth’s involvement at Montana Youth Homes,
he/she may take part in field trips and educational excursions, either by
MYH vehicle, private vehicle or by foot.

Events may include water sports, snow skiing and other physically
demanding activities.

In the event the youth requires emergency care for illness or injury while
away from the program on any of these aforementioned trips, I understand
that MYH staff will immediately seek medical attention and contact me as
soon as possible. I further hereby agree to hold MYH, its employees and
agents harmless of any injury or sickness directly caused by negligence of
persons other than employees or agents of MYH when such injury sickness
occurs during any authorized field trip.

This authorization will be valid until one year after the date of signature.

Legal Guardian Date

Staff Member Date



MONTANA YOUTH HOMES
MEDICAL — DENTAL - PSYCHOLOGICAL TREATMENT
URINE ANALYSIS
AUTHORIZATION FORM

It is understood and agreed, that in the event is in
need of medical, dental or psychological treatment including dispersal of
prescribed and over the counter medications, I hereby give permission to Montana
Youth Homes staff to initiate any emergency procedures necessary for the health
and safety of the youth for whom I am a legal guardian. In the event that Montana
Youth Homes staff have reason to suspect that the above-named youth is or has
recently been under the influence of illegal drugs, I authorize Montana Youth
Homes to request him/her to provide a urine sample for urinalysis testing.

I understand that Montana Youth Homes or its designated representative does not
assume responsibility or obligation for any medical services or treatment rendered
to the youth.

Legal Guardian Address Phone Date

Insurance Carrier Policy #

**include a copy of the youth’s Medicaid or insurance card**

EMERGENCY PICK UP AND HOLD
AUTHORIZATION FORM

In the event that the youth should leave the Montana Youth Homes facility
without prior permission I authorize the agents of MYH to report him/her as
missing and sign paperwork authorizing for local authorities to issue a Pick and
Hold Order.

Legal Guardian Address Phone Date

Case Manager Date
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ROCKY MOUNTAIN
DEVELOPMENT COUNCHL

RMDC PHOTO RELEASE FORM
MONTANA YOUTH HOMES

Thank you for giving RMDC MYH permission to use this photo. Pictures
bring our stories to life, so we thank you not only for the use of this photo,
but also for being part of the RMDC story.

Rocky Mountain Development Council MYH has my permission to use my
photograph for promotional materials produced, used by and representing Rocky
Mountain Development Council Montana Youth Homes. | understand RMDC
MYH may exhibit my photo to promote awareness of RMDC MYH through TV,
newspaper, RMDC website, brochures and other forms of publicity. | understand
there will be no compensation to me for this use.

Please initial the appropriate statement:

I am 18 years of age or older and am competent to sign this release.
I have read this waiver and am fully familiar with its contents. '

As the parent or legal guardian of said minor chiid,
,  authorize RMDC

MYH's use of this child's photo as defined in this release. | understand my child's
full name will NOT be used in conjunction with this photo.

Signature Date

Print Name Phone Number

Name of RMDC MYH Contact and Program

Photo Date:
Purpose.




MONTANA YOUTH HOMES
RELEASE OF INFORMATION

I authorize Montana Youth Homes Inc. to contact the following individuals and agencies
for release of any academic, social, medical or psychological information concerning:

YOUTH’S NAME

I authorize the exchange of information for the purpose of counseling and guidance.
Guardian’s Signature

PHYSICIAN

SCHOOL DISTRICT

FAMILY SERVICES

COUNSELING AGENCY

PROBATION/LAW ENFORCEMENT

OTHER

The nature and purpose of the above request for information has been explained to me. |
understand that in accordance with federal regulations this information will be kept
confidential and will be used for professional reasons only.

This authorization will remain in effect until one year from the date below or until the
youth is discharged from MYH. I understand that I may withdraw my authorization in
writing at any time.

Legal Guardian’s Signature Phone Number Date

Address

I have explained the above to the legal guardian who has signed this form.

Montana Youth Homes Witness Date


















To whom it may concern:

This sheet is to allow staff of Montana Youth Homes to give the listed items below. We must have signatures of caseworker, legal guardian or
whomever is in charge of the individual child. Please note that ANY over the counter antihistamines, pain control, sleep aids etc. will not be
given to a child without this signature!

Items are as followed:

Tums- (Antacid tabs)- 1 to 4 tablets every hour as needed, but no more than 16 Tums tablets or 10 Tums E-X tablets a day.
Tylenol- (Acetaminophen)- 500mg 2caps every 6 hours. Do not take more than 8 caps in 24 hours.

m—uﬂw 1@—‘;—@5: Q::Twﬁ&lﬂ ﬁmmz ﬁm:ma\.mn.vn Do not give if Flu symptoms are present. 200Mg 1-2 tabs every 4-6 hours. Do not exceed 6 tabs in 24 hours. Four tabs every 4-6 hours as
needed for injurics- DO NOT GIVE INCREASED DOSAGE WITHOUT DOCTOR ORDER.

Cough Drops- 1 drop every 2 hours

Cold Medicine- Only administer if purchased by guardian/parents- no alchohol based medications allowed in shelter.
Vitamins- Only administer if purchased by guardian/parents.

Antihistamine- (Benadryl) 2-25mg tabs every 6 hours.

This list is merely a guideline and if such a pill, syrup, spray etc. is requested or needed it will also not be administered without signature.
Thank you!

Signature Date

Date Time Medication Dosage Staff Initials Resident Initials










