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Therapeutic Foster Care (TFC) Screening Tool 

Client ID 

Date: 

Medi-Cal Eligibility 

1. Child/youth meets Medi-Cal eligibility criteria for SMHS (check all that apply):

Full-scope Medi-Cal 

Under the age of 21 

Meet Access Criteria for SMHS 

Clinical Need

2. Child/youth is at risk of losing their current placement and/or being removed from their home as result of

caregiver's inability to meet child/youth's mental health needs:

Yes No 

Select the circumstance that matches the child/youth's situation. 

3. The CFT decided that TFC will best address current behaviors and areas of need:

Family and Other Supports : 

Parent/caregiver's Name -

Relationship to child/youth -

Primary Agency Providing SMH -
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