 (
719 US Highway
 301 South
Tampa
, 
FL
  
33619
Phone: 813-740-4811 SC: 514-5441
Fax: 813-740-4821 SC: 514-5451
)
	
	



23


Child Specific Staffing Team (CSST) Application


All information should be received prior to a child/family being scheduled for the CSST.  Incomplete information may delay a child/family from being placed on the schedule. A completed packet with supporting documentation must be sent to the CSST Facilitator, according to which county the child and family reside in.  Upon receipt of the complete packet, the facilitator will contact the family and schedule them for the next available staffing date.  A Children’s Mental Health Residential Resource Guide can be acquired at the Central Florida Behavioral Health Network home page at http://cfbhn.org/community-resources.asp or requested thru CFBHN at 813-740-4811 ext 248 or 258.

The Child Specific Staffing Team is not for an emergency placement.  The Team will read through the information provided by the family and assist the family in clarifying what has and has not worked therapeutically.  The team may identify resources that are available in the community that have not been tried and would be appropriate and helpful for the family. 

The staffing team may be comprised of the following: AHCA/Medicaid, Central Florida Behavioral Health Network, Inc or designee, Parent/Guardian, Child, the treating provider, and the parent/guardian invitees such as the Department of Juvenile Justice (DJJ), School Liaison (SEDNET), Family Advocate, or other persons invited by the family  

If the child has Medicaid and the parent/guardian has a completed packet, the family may choose to waive the staffing process for SIPP programs (not for TGH programs or requests for PRNM (non-Medicaid funding).  The packet should be sent to the facilitator with the provider choice and the decision to waive the staffing. Magellan Medicaid Administration will review the packet for admission criteria and the family will be contacted by the SIPP program.  For all Waived Staffings, please specify Program Of Choice where guardian would like packet to be sent to for review. 

The goal of the Child Specific Staffing Team is to have your child placed in the least restrictive setting meeting his/her needs. The Suncoast Region’s least restrictive out of home level of care is the Therapeutic Group Home. 
 

Medicaid & DCF Residential Options

A) 	THERAPEUTIC GROUP HOME (TGH) is an intensive, community-based, psychiatric, residential treatment service designed for children and adolescents with moderate-to-severe emotional disturbances. TGH is designed for youth who are ready for a step-down from a SIPP or to avoid placement into a SIPP. The goal of a Therapeutic Group Home is to enable a youth to self-manage and to continue to work towards resolution of emotional, behavioral, or psychiatric problems.  Therapeutic Group Home (TGH) placement is generally 8-12 months. 




B) 	Statewide Inpatient Psychiatric Program (SIPP) is to stabilize a severely emotionally disturbed and/or psychiatrically unstable child in a short period, generally 2-6 months, within a restrictive and highly structured environment. This setting is appropriate only when least restrictive services have been attempted and have been unsuccessful. 



Children and adolescents meeting any one of the following criteria are not considered appropriate for care in a SIPP
1) Less intensive levels of treatment will appropriately meet the needs of the child or adolescent.
2) The primary diagnosis is substance abuse, mental retardation, or autism
3) The recipient is not expected to benefit from this level of treatment
4) The presenting problem is not psychiatric in nature and will not respond to psychiatric treatment
5) The youth has a history of long standing violations of the rights and property of others
6) A pattern of socially directed disruptive behavior (eg. Gang involvement) is the primary presenting problem or remaining problem after any psychiatric issue has stabilized
7) Recipients cannot be admitted to a SIPP if they have Medicare coverage, reside in a nursing facility or ICF/DD, or have an eligibility period that is only retroactive or are eligible as medically needy
8) Lack of Medical Clearance from a physician for admission

CHILD SPECIFIC STAFFING TEAM (CSST)
FACILITATORS BY COUNTY
Please send your completed packet with supporting documentation to the individuals below according to which county you and your child reside in.

	Collier County
ATTN: Beverly Belli
David Lawrence Center
6075 Bathey Lane
Naples, FL 34116
beverlyb@dlcmhc.com
Phone: 239-455-8500 ext. 1477
Fax:  239-643-7278
	Lee County
ATTN: Melissa Ammirati BA
Lee Mental Health
2789 Ortiz Ave
Fort Myers, Fl 33905  
ammiratm@leementalhealth.org
239-275-3222 ext 1020
239-278-9058 (Fax)


	Charlotte County:
ATTN: Lori Iacobbo
Charlotte Community Mental Health
1700 Education Ave.
Punta Gorda, FL 33950
liacobbo@cbhcfl.org
Phone: 941-639-8300 ext. 309
Fax: 941-639-6831

	Hendry-Glades County:
ATTN: Ken Stanchi
Hendry-Glades Mental Health
601 W. Alvardez Ave.
Clewiston, FL 33440
ken.stanchi@comcast.net
Phone:  863-674-4050, 863-983-1423
Fax:  863-674-4052

	Manatee County:
ATTN: Jamie Garvey
Manatee Glens
379 Sixth Ave. West	
Bradenton, FL 34205
Phone – (941)- 782-4154
Fax- (941)-782-4112
www.manateeglens.org 
	

	Pinellas County: 
ATTN: Tarah Marne Harrop
Directions for Mental Health Inc.
8823 - 115th Ave. North, Largo, FL 33773
TMarne@directionsmh.org]
(727) 547-4566 ext. 4425 | fax: (727) 547-4599

	Hillsborough County:		
ATTN: Beth Piecora	
Success 4 Kids & Families
2902 N. Armenia Ave #200  
Tampa, Florida 33607
BPiecora@s4kf.org]
Phone: (813) 490-5490 
Fax: (813) 490-5495
	
	Sarasota & Desoto Counties: 	
ATTN: Andy Solum		
Coastal Behavioral Health
1750 17th Street Sarasota, Fl 
asolum@coastalbh.org
Phone: (941) 953-0000 x5162
FAX (941) 954-0918



	Pasco County:
ATTN: Evelyn Lopez
BayCare Behavioral Health
Evelyn.Lopez@baycare.org]
Phone: 727-834-3959 x 3202
Fax: 727-834-3969

Please Note: Pasco CSST Staffings will be held at
Youth and Family Alternatives, Inc. 7524 Plathe Road, New Port Richey, Fl. 34653 727-835-4166

	



Suncoast Region’s CMH Community Providers

All children should be receiving Targeted Case Management (TCM) services prior to and throughout their residential program
Charlotte County

Charlotte Community MH

Harry Guerra (TCM)
(941) 639-8300 EXT. 315

 Molly Emery (TCM)
(941) 639-8300 ext 278

Lori Iacobbo (TCM/TBOS/Non-Med/BNet, CSST)
(941) 639-8300 ext.309

Molly Grossman, Ph.D (Director) ext 233


Lutheran Services Florida/Children's Network of SWFL

Pascale Iliou
Child Welfare Case Manager
Office 941-613-3905



Collier County

David Lawrence Center

Beverly Belli (TCM/TBOS/Non-Med, CSST)
239-455-8500 ext.7105

Cindy Reilly (BNet)
(239) 451-6178




Hendry & Glades Counties

Hendry-Glades MH

Ken Stanchi (TCM/TBOS/Non-Med)
(863) 674-4050; (863) 983-1423


[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Hillsborough County

Northside Mental Health Services

Jeanne Piard (TCM/TBOS)
(813) 977-8700 ext.271

 

Mental Health Care (MHC)

Mike Hull (TCM/TBOS)
(813) 239-8228

Myra Eggert, (Program Manager)
813-239-8141  

Janell Hogan-Strang (BNET Program Coordinator)
813-231-1455


Success 4 Kids & Families (S4KF)

Pam Jeffre (Non-Med/BNet)
(813) 490-5490 ext. 223

Kathy Fabri (CSST) 813-490-5490 ext 202

Beth Piecora (CSST) 813-490-5490


Family Preservation 

Trakisha Slaughter (813) 374-9416 ext 25


Lee County

Lee Mental Health Center, Inc.

Edwin Melendez (TCM) 239-275-3222 ext. 1015

 Melissa Ammirati (CSST) 239-275-3222 ext 1020



Family Preservation


Tracey E. Thigpen (TCM Supervisor) (239) 332-8009 x 25











Manatee County


Manatee Glens

Stephanie Cestero (TCM)
 941-782-4124

Angela Schwartz (BNET)
  941-782-4286. 

Ann Burke (941-782-4225) Clinical Supervisor

Jamie Garvey (941-782-4154) CSST



Pinellas County


Suncoast Center for Community MH 

Laura Swanson (Bnet) 727-327-7656

Laurie Anderson BNet 727-327-7656

Karena Griffiths TCM 727-327-7656 ext 4133


Directions for Mental Health

Wendy Kubar (TBOS, Non-Med)
(727)  547-4566 ext 4408

Brenda Lydic (TCM)
(727) 524-4464 ext. 1507

Tara Marne (CSST) 
727) 547-4566 ext 4425


SequelCare of Florida

(727) 547-0607
Jenny Parnell (TCM)
(727) 639-6547

Sue Meixner (TBOS)
(727) 639-5162

 Chris Murphy (TCM)
#727-638-0725


Camelot

Carol Caruso (TCM, TBOS)
(727) 593-0003 ext. 1108


PEMHS

Beth Lewis (BNet)
(727) 545-6477 ext.333




Pasco County


BayCare Behavioral Health

Sarah Cobelli (TCM, BNet, TBOS)
352-521-1474 ext. 4257 (East Pasco)
727-834-3959 ext. 3246 (West Pasco)

Evelyn Lopez (CSST) 727-834-3959


SequelCare of Florida

(727)-494-7609
TCM: Jenny Parnell
(727) 639-6547 

TBOS: Sue Meixner 
(727) 639-5162

Sequel Care of Florida
TCM - Chris Murphy
#727-638-0725


Sarasota/Desoto Counties


Family Preservation Services of FL

Jennifer L. Lovric, BA
 941-359-1927


Coastal Behavioral


Andy Solum-CSST
 (941) 953-0000 x 5162

Cynthia King TCM
941-953-0000 ext 5158






CHILD SPECIFIC STAFFING TEAM (CSST) CHECKLIST


CHILD’S NAME:  _________________________________________

DATE OF BIRTH: ________________COUNTY OF RESIDENCE: ______________________

It is highly recommended that all of these items and supporting documentation are in the “complete packet” before mailing to the CSST Facilitator to prevent delay in the process. 
 If any of these items do not apply to your child, please indicate this with N/A (not applicable). 

The following item must be submitted to the CSST facilitator to proceed with a residential referral. 
 
|_|  A Psychiatric Evaluation with recommendation for Statewide Inpatient Psychiatric Program or Group Home level of care within the last year completed by a licensed psychologist or psychiatrist that must include: 
· The child has an emotional disturbance as defined in Section 394.492(5), F.S., or a serious emotional disturbance as defined in Section 394.492(6), F.S.;
· The emotional disturbance or serious emotional disturbance requires treatment in a residential treatment center; please specify Statewide Inpatient Psychiatric Program for Medicaid funded/eligible children or Residential Treatment Center for Non-Medicaid funded children or Specialized Therapeutic Group Care,
· All available treatment that is less restrictive than residential treatment has been considered or is unavailable;
· The treatment provided in the residential treatment center is reasonably likely to resolve the child’s presenting problems as identified by the licensed psychologist or psychiatrist;
· The treatment facility is qualified by staff, program and equipment to give the care and treatment required by the child’s condition, age, and cognitive ability;
· The child is under the age of 18; and
· The nature, purpose and expected length of the treatment Stay has been explained to the child and the child’s parent or guardian.

|_|  A letter completed by the licensed psychologist or psychiatrist stating need for Therapeutic Group Home level of care or Statewide Inpatient Psychiatric Program level of care based on above criteria. The letter must include the criteria stated below and how that level of care will benefit the child.

|_|  Previous Clinical Information which includes the following:

· Previous Clinical Information (i.e., admission reports, evaluations, discharge summaries) from Baker Acts, Residential & Inpatient Admissions, Partial Hospitalizations, Outpatient Treatment, etc.

     |_|  Foster Care Only for SIPP (plus above documents, if applicable):
· Suitability Assessment    		
· Comprehensive Assessment 
· Court Order for residential care
· Court Order for medications
|_|  Completed Children Specific Staffing Team (CSST) Application.

|_|  Completion of Summary Form in back of application for any waived staffing with program of choice identified 

|_|  Medical & School Records (Please include physical and any medical records information that would be pertinent to treatment)

|_|  Birth Certificate
|_|  Immunization Records
|_|  Medical Stability Clearance and Dental Clearance - Physical within last 90 days
|_|  IEP, if in Special Education (ESE Classification) or last Report Card, if Regular Education
· Most Recent IQ Score with supported documentation

|_| DJJ JJIS History Form (If Applicable)

|_|  Identification of a Targeted Case Manager in Parent/Guardian County




Reviewed by ________________________________   Date__________________



CHILD SPECIFIC STAFFING TEAM  (CSST)
APPLICATION

Child’s Name: _________________________________________________    DOB ____/____/____     Age_______
Parent/Legal Guardian: _________________________________________     Phone: ________________________
Full Address: __________________________________________________________________________________   
Sex: ____   Race: ________   Ethnicity ____________Does the child have Medicaid?   ___Yes  ___No   
 Medicaid Plan/number?______________   Social Security Number ____________________________
Current Placement (circle or check):  ____ Parent home    ____Juvenile Detention Center ___Crisis Stabilization Unit   ____Residential Placement            ____Shelter            
Adopted _________________Yes or No	Adoption Agency _________________________________

School: ________________________________________________________   Grade:______________
Current school classification: ____________________	 Full scale IQ: ______________
Diagnosing Clinician/Credentials:________________________________________    Date of DX: ____________
	Current DSM IV Diagnosis
	
	Current Medications/ Dosage /Frequency

	Axis I:
	
	

	Axis II:
	
	

	Axis III:
	
	

	Axis IV:
	
	

	Axis V:
	
	



Are you involved in Targeted Case Management at this time Yes _____                       No_____________
If you are involved in Targeted Case Management who are you receiving services from ___________________________

Past and current treatment provided (circle or check all applicable):    ____Targeted Case Management    
____Out Patient Counseling     ____Medication    ____TBOS (in-home therapy)  ____ Dept. of Juvenile Justice    ____Substance Abuse Treatment    ____Crisis Stabilization   
Presenting problems of concern:  
_________________________________________________________________________________________________________
Doctor and/or Clinician’s recommendations: _____________________________________________________________________________________________
Parent Signature: __________________________________________________   Date: ______________________
Phone: ____________________________
Case Manager/Therapist Signature: ______________________________________   Date:  ___________________


CHILD SPECIFIC STAFFING TEAM (CSST)
CASE SUMMARY

                            
CHILD’S NAME: _________________________________________    DATE OF BIRTH: ______________

CHILD’S STRENGTHS:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


SIGNIFICANT HISTORY (i.e. abuse, neglect, exposure to domestic violence, substance abuse, etc) :
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________


CURRENT SERVICES INVOLVED:
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________


MEDICAL ISSUES/OVER THE COUNTER MEDICATIONS USED REGULARLY:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


PLACEMENTS OUT OF HOME (i.e. residential placement, crisis stabilization admissions):
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________




LEGAL INVOLVEMENT (Dept. of Juvenile Justice and/or Dept. of Children & Families): 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
BEHAVIORAL SYMPTOMS (ACTIONS OF CHILD): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


FAMILY ISSUES/SUPPORTS:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WHAT PARENTS/GUARDIAN IS REQUESTING:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


SIGNATURE OF PERSON COMPLETING SUMMARY: ___________________________________________________________________________________________________________


RELATIONSHIP TO CHILD: ______________________________________________________________________

DATE: _________________________________________________________________________________________






Family Support Services and Advocacy Services


	Sarasota 
Sarasota Family Support Network			
Phone: (941) 371-8820
Email: kelly.lewin@thefloridacenter.org
	Tampa
Hillsborough County FFCMH
Larry English	
Phone: (813) 974-7930
Email: ffcmh@earthlink.net
www.federationoffamilies.org


	Tampa
Familias Latinas Demand Huellas-Capitula
Luz Garay
Phone: (813) 245-4820
Email: dejandohuellas2004@gmail.com
	




National Alliance on Mental Illness (NAMI)

Provides support, education and advocacy for persons living with mental illness and their parents, families and friends.

	NAMI Hillsborough
Nicole Shiber   (813)273-8104
	NAMI Collier County
Kathryn Leib-Hunter   (239)434-6726


	NAMI Pinellas County
Ajoy Kumar   (727)209-0890   or
Gay Hawk   (727)209-0890
	NAMI Of Sarasota
Barry Jeffrey   (941)957-3626




Multiagency Network for Students with Emotional Disabilities (SEDNET) Services
SEDNET can assist in the transitioning of residentially placed students back into the home and community. SEDNET’s primary focus is on enhancing the system of care for families and children in their natural environments whenever possible

	SEDNET Hillsborough
Clara Reynolds
(813)490-5490 ext.209
	SEDNET Collier, Lee, Hendry, Glades, Charlotte
Dr. Katrina Nedley  (239)377-0116

	Pasco County School
Darcy Menter 
(727) 774-2442
(352) 524-2442


	SEDNET Pinellas              
Deborah Voigt
(727)669-1220 ext. 2025
	SEDNET Sarasota, Manatee, Desoto
Sheila Zelonis
(941)361-6397
	

	
	.

	











Parent/Legal Guardian Authorization for the Release of Information


Name of Child: ______________________________________________      Date of Birth: __________________


I (We) hereby authorize  ________________________________________  to release a copy of the information
Specified below:                                              (agency name)

[  ]  School Records					[  ]  Department of Juvenile
[  ]  Medical History (physical and lab work)			[  ]  Records of intervention
[  ]  Psychiatric/Psychosocial evaluations and information        	[  ]  Clinical Records
[  ]  Hospital Records – psychiatric				[  ]  Others (Please describe) ___________________
[  ]  Neurological evaluation				                      _______________________________________

TO THE AGENCY/CSST FACILITATOR CHECKED BELOW & THE MEMBERS OF THE CSST: 

[  ]   Pasco County:		[  ]    Sarasota & Desoto Counties: 	  [  ]   Charlotte County:			
ATTN: Evelyn Lopez	                 ATTN: Andy Solum  	                  ATTN: Lori Iacobbo
Baycare Behavioral Health 		Coastal Behavioral Health		  Charlotte Community Mental Health 	
Phone: (727) 834-3959 x 3202	Phone: (941) 953-0000 x1352	  Phone: (941) 639-8300 x. 309
Fax: (727) 834-3969		Fax: (941) 953-3820		   Fax: (941) 639-6831	
							
[  ]   Hillsborough County:	  	[  ]    Lee County:                                   [] CFBHN
ATTN: Beth Piecora		ATTN: Melissa Ammirati                          719 US HIGHWAY 301 S
Success 4 Kids & Family                      Lee Mental Health Center                        TAMPA FL
Phone: (813) 490-5490 X207	                Phone: (239) 275-3222                             813-740-4811
Fax: (813) 490-5495	                Fax: (239) 278-9058

[  ]    Manatee County:		[  ]    Pinellas County:  
ATTN: Jamie Garvey 		ATTN: Tara Marne
Manatee Glens			Directions for Mental Health 
Phone: 941-782-4154		Phone: (727) 547-4566 ext. 4425
Fax: (941) 782-4112		FAX: (727) 547-4599

[  ]    Collier County:		[  ]    Hendry-Glades Counties:	
ATTN: Beverli Belli	                  ATTN: Ken Stanchi		
David Lawrence Center		Hendry-Glades Mental Health 	
 Phone 239 455-8500                              Phone: (863) 674-4050, (863) 983-1423 
 Fax #239 643-7278                           Fax: (863) 674-4052
	                                             
						 
FOR THE PURPOSE OF:  Determination of the most appropriate community services and/or residential treatment for the above child and for the approval of funding for recommended treatment.

I understand that the information obtained will become part of the application for referral of the above-named child to CSST.  If the committee determines that the child is appropriate for a referral to a residential treatment facility and/or community services, I understand that the complete application and packet of records will be forwarded by Central Florida Behavioral Health Inc. to any/all facilities recommended by the committee for consideration for that program.

This release is valid for one (1) year from the date of consent.  I understand that consent may be revoked through written request at any time.  I have read, or have had verbally explained to me, the above authorization and fully understand it. I hereby, release Central Florida Behavioral Health Inc  and CSST from any liability that may arise as a result of the use of the information contained in the records released.


Signature of Legal Guardian: _______________________________________   Date: ____________________________________________

Relationship to Child: _________________________________________________________________________________________________

Signature of Witness:  _____________________________________________	 Date: _______________________




Parent/Legal Guardian Authorization for the Release of Information

Name of Child: ______________________________________________      Date of Birth: __________________

I (We) hereby authorize   Central Florida Behavioral Health Network   to release a copy of the information
Specified below:                                              (agency name)

[  ]  School Records					[  ]  Department of Juvenile
[  ]  Medical History (physical and lab work)			[  ]  Records of intervention
[  ]  Psychiatric/Psychosocial evaluations and information        	[  ]  Clinical Records
[  ]  Hospital Records – psychiatric				[  ]  Others (Please describe) ___________________
[  ]  Neurological evaluation				                      _______________________________________

TO THE TARGET CASE MANAGEMENT SERVICES (TCM)  CHECKED BELOW: 

Hillsborough County		Pinellas County	   	Pasco County			

[ ] Northside Mental Health Services	      	                                [ ] Harbor Behavioral Health Care Institute
813-977-8700					                727-834-3959

[ ] Mental Health Care		[ ] Directions for MH		[ ] Sequel Care of Florida
813-231-1420			727-524-4464		727-547-0607

[ ] Success for Kids			[ ] Sequel Care of Florida	Sarasota County
813-490-5490			727-547-0607		[ ] Coastal Behavioral
							941-927-8900
				
							{} Family Preservation Services of FL
                                                941-359-1927
				[ ] Camelot
				727-593-0003

Manatee County			Lee County		Charlotte County
[ ] Manatee Glens			[ ] Lee Mental Health	[ ] Charlotte Community MH
941-782-4100			239-275-3222		941-639-8300

Collier County			Hendry & Glades County		Other:____________________
[ ] David Lawrence Center		Hendry-GladesMH
239-455-8500			863-674-4050
				 
FOR THE PURPOSE OF:  Determination of the most appropriate community services and/or residential treatment for the above child and for the approval of funding for recommended treatment.

I understand that the information obtained will become part of the application for referral of the above-named child to CSST.  If the committee determines that the child is appropriate for a referral to a residential treatment facility and/or community services, I understand that the complete application and packet of records will be forwarded by the Central Florida Behavioral Health Inc to any/all facilities recommended by the committee for consideration for that program.

This release is valid for one (1) year from the date of consent.  I understand that consent may be revoked through written request at any time.  I have read, or have had verbally explained to me, the above authorization and fully understand it. I hereby, release Central Florida Behavioral Health Network Inc. and CSST from any liability that may arise as a result of the use of the information contained in the records released.

Signature of Legal Guardian: _______________________________________    Date: _______________________
Relationship to Child: ___________________________________________________________________________
Signature of Witness:  _____________________________________________	 Date: _______________________




STATEMENT OF DENTAL STABILITY


[bookmark: Text1][bookmark: Text2]Child’s Name:      ____________________	Date of Birth:      __________

[bookmark: Text3]Social Security #:       _________________




I, ____________________________________, have examined the above child and have determined that he or she is currently in good physical health with no acute or chronic dental conditions requiring extensive dental treatment, and the need for dental care, other than routine, is not anticipated.




__________________________________________       ___________________
Dentist’s Signature                                                     Date



** PLEASE ATTACH A COPY OF THE DENTAL RECORDS THAT HAVE BEEN COMPLETED WITHIN THE LAST 6 MONTHS**





















STATEMENT OF MEDICAL STABILITY


Child’s Name:      ____________________	Date of Birth:      __________

Social Security #:       _________________




I, ____________________________________, have examined the above child and have determined that he or she is currently in good physical health with no acute or chronic conditions requiring extensive medical treatment, and the need for medical care, other than routine, is not anticipated.




__________________________________________       ___________________
Physician’s Signature                                                     Date




Please include last physical exam and any documents that would be related












	





CONSENT  TO  RELEASE CONFIDENTIAL INFORMATION


I, hereby, give my permission to the Central Florida Behavioral Health Network, Inc, to release a copy for the documents presented to the Children’s Services Staffing Team to the agency(ies) recommended by the team for consideration of placement in mental health treatment programs for:


			Name of Child: _______________________________

			Child’s Date of Birth: ___________________________


I, hereby, release the facility(ies) from any liability which may arise as a result of the use of the information contained in the records released.



____________________________		______________________________
   Name of Parent/Guardian				Signature of Parent/Guardian

____________________________		_______________________________
	Telephone#							Date Signed

	
Witness:________________________________________________



CFBHN Representative: ____________________________________


				TO RECEIVING AGENCY(IES):					

PROHIBITON OF REDISCLOSURE: THIS INFORMATION HAS BEEN DISCLOSED TO YOU FROM RECORDS FOR WHICH CONFIDENTIALITY IS PROTECTED.  ANY FURTHER REDISCLOSURE IS STRICTLY PROHIBITED UNLESS THE CLIENT/GUARDIAN PROVIDES SPECIFIC WRITTEN CONSENT FOR THE SUBSEQUENT DISCLOSURE OF THIS INFORMATION			
													



Children’s Specific Staffing Team (CSST)
Targeted Case Management
Referral Form

Date: __________________    

Child’s Name: __________________    DOB: ________   Medicaid #: _________________

Guardian Contact Name:_______________________________________________
		         Address:________________________________________________
		         Phone Number____________________________________________

_
Current Targeted Case Management Services Information: Write None in space below if no current TCM Services at this time :

Agency:_______________________            TCM Name:__________________                      Phone:______________________________



Contact Information of Person making the request for TCM Services

Name:________________________________________________
Address:_______________________________________________
Phone Number:__________________________________________



Placement where TCM Services is being requested:

Name of Company:_____________________________________________________________________
Address:______________________________________________________________________________
Phone Number_________________________________________________________________________


(To be Completed by CFBHN Care Coordinator)
Date when Referral was completed:______________________________________________
Additional Comments:__________________________________________________________

Statewide Inpatient Psychiatric Program (SIPP) Contact Information

Baycare SIPP 
Contact: Michelle Whittier
8132 King Helie Blvd
New Port Richey, Fl
727-834-3959

Manatee Palms Youth Services
Contact: Kylee Tullis
4480 51st W
Bradenton, Fl 34210
941-792-2222
· Accepts children under 12

University Behavioral Center
Contact: Amy Crawford/Amy Mather
2500 Discovery Drive
Orlando, Fl 32827
407-281-7000
· Sexual reactive treatment
· Accepts pregnant teens

Central Florida Behavioral Hospital
Contact: Debra Iverson
6601 Central Florida Parkway
Orlando, Fl 32821
407-370-0111

Sandy Pines
Contact: Meghan Trice or Joan Kernaghan
11301 S.E. Tequesta Terrace
Tequesta, Fl 33469
(561) 744-0211
· Ropes Course
· Sexual Behavior/trauma issues
· Spanish speaking program

Devereux (Orlando)
Contact: Kellianne Bayless  
6147 Christian Way
Orlando, Fl 32808
1-800-338-3738










Statewide Inpatient Psychiatric Program (SIPP) Contact Continued


The Vines		
Contact: Scott Tucker
3130 SW 27th Avenue
Ocala, Fl 34474
352-671-3130

Alternative Family Care (AFC)
Contact: Michelle Thomas
5925 McKinley Street
Hollywood, Fl 33027
954-963-0992
· Trauma Resolution Focused Treatment

Daniel Memorial
3725 Belfort Road
Jacksonville, Fl 32216
904-296-1055
· Sexual Reactive Unit

Jackson Memorial Hospital
Contact: Mary Ann-Buffalo
1695 Northwest 9th Ave
Miami, Fl 33136
305-355-7353
· Accepts pregnant teens

Citrus Dade/RITS
Contact: Gisela Sierarez
4175 West 20th Ave
Hialeah, Fl 33012
305-825-0300
· Sexual reactive treatment program

Citrus (Broward/CATS)
8450 South Palm Drive
Pembroke Pines, Fl 33025
954-342-0355

Lakeview Center Inc
Meridian 1920 North J Street
Pensacola, Fl 32501
850-469-3502

Riverpoint Behavioral
Contact: Emma Hayes
6300 Beach Boulevard
Jacksonville, Fl 32216
904-724-9202


Therapeutic Group Home (TGH) Contact List in Suncoast Region


Carlton Manor		BOYS ONLY			
Contact: Dave Hytner				
45 Westwood Terrace North			
St Pete, Fl 33710				
727-422-5742					


Manatee Palms Youth Services (MPYS)	
Contact : Chris Weston				
1324 37th Street East				
Bradenton, Fl 34210	
(941) 746-1388 x230		

PEMHS						
Contact Person: Shannon Albert			
11254 58th St. N				
Pinellas Park, Fl 33782				
727-545-6477					
		

Devereux (Orlando)
Contact: Kelianne Bayless
6147 Christian Way
Orlando, Fl 32808
(800) 338-3738 ext 77130


Florida United Methodist Children’s Home
Contact: Yolaine Cotel
51 Children’s Way 
Enterprise, Fl 32725
(386) 668-4774  ext 2304

Libra House
Contact: Lisa Walton 
2840 Sixth Avenue South Lake Worth, FL. 33461 -Libra House Girls-STGH/ Admin. 
680 Ipswich St. Boca Raton, FL. 33487-Libra House Boys South-STGH
4888 N. Haverhill Rd. West Palm Beach, FL. 33417-Libra House Boys North-STGH/ Home Safe Boys-BHOS
Direct: 561-383-9800 ext 1243








 (
Child’s Name
:  
Medicaid ID
:  
Date of Staffing
:  
)Child and Family Staffing Summary

Please write “Waived Staffing” on form if staffing is waived and provide 
Program of Choice where packet is to be sent if staffing is waived.

1. Family Invited Attendees (name and relationship): 

Staffing Members Present:


    Staffing Members not present but attended by phone:



2. Reason family wants residential mental health treatment for their child in their own words (what benefits they hope their child will get from treatment):











3. Did the team present any available less restrictive treatment options that address the child’s identified needs:

Yes ___________					No___________

If yes, what treatment options? 








If other treatment options were recommended, what were the family’s objections or reasons for continuing to request residential mental health treatment served
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