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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 O No

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

O Child/youth has a recent history of services and treatment (e.g., ICC and IHBS) that have been insufficient to meet the
child/youth’s mental health needs, and the child/youth is immediately at risk of residential, inpatient, or institutional care.

O Child/youth is transitioning from residential, inpatient, or institutional setting to a community setting, and ICC, IHBS, and other
intensive SMHS will not be sulfficient to prevent deterioration, stabilize the child/youth, or support effective rehabilitation.

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

o e

Family and Other Supports :
Parent/caregiver's Name -
Relationship to child/youth -

Primary Agency Providing SMH -



4. What Providers are involved with the child/youth: (check all that apply)

Child Welfare System I:l San Andreas Regional Center
Juvenile Probation Special Education
Other Services Substance Use Treatment

Substance Use Treatment Name

Other Services

Behaviors and Interventions:

5. Please select the High Risk Behaviors that apply:

_ You must hold down ctrl key on your keyboard when selecting multiple items in a combo

Exploitation box field.
Fire Setting

Gang Activity

Habitual Truancy

Other

Psychiatric Hospitalizations

If other, please specify

Additional details:

6. What other interventions have already been provided to address the needs (check all that apply):

_ You must hold down ctrl key on your keyboard when selecting multiple items in a combo

ICC box field.
IHBS

Individual Therapy
Med Support Services
Other

Rehab/ADL

TBS

If other, please specify



7. Services not being provided, but consider as options to address concerns and the Child and Family(CFT) concludes such additional
services would not be as effective as TFC

_ You must hold down ctrl key on your keyboard when selecting multiple items in a combo

IHBS box field.
Individual Therapy

Med Support Services
Other

Rehab/ADL

TBS

TFC

If other, please specify

Recommendation:

Eligibility is established for TFC if criteria 1-3 are met:
Medi-Cal Eligibility:

All items must be selected

Clinical Need:

2. Must be a Yes and one item must be selected
3. Must be a Yes

Child/youth is elgible for TFC services?
Q Yes Q No

Date Completed Staff Completing
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