FIRST PLACEMENT, BEST PLACEMENT - - ASSESSMENT INVOICE

 FORMCHECKBOX 
 Full Assessment


 FORMCHECKBOX 
 Adolescent Assessment (For Youth in Transition)

	SECTION I:     General Information
	County Code:               County:     

	
	

	Child’s Name:     
	Parent Name:     

	Child’s Case Number:     
	Child’s SS#:                 Child’s Medicaid#:     

	Child’s Date of Birth:     
	Child’s Gender:       FORMCHECKBOX 
 Male          FORMCHECKBOX 
 Female

	Ethnicity:  FORMCHECKBOX 
 Black   FORMCHECKBOX 
 White     FORMCHECKBOX 
 Asian 

 FORMCHECKBOX 
 American Indian or Alaskan Native
	 FORMCHECKBOX 
 Hawaiian or Pacific Islander 

 FORMCHECKBOX 
 Unable to Determine

	Hispanic/Latino Origin:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unable to Determine

	Date of Removal (Initial Removal into State Custody):     
	Date Referred:     


	SECTION II:     Contractor Information
	

	
	

	Contractor Name:     
	EIN# or SSN#:     

	Address:     
	Telephone#:     

	City:     
	State:              Zip:     


	SECTION IV: Cost Information

Total Amount Paid:

 FORMCHECKBOX 
 $1,400                   FORMCHECKBOX 
 $700

Full                   Adolescent Assess. 

UAS CODE 511 UAS CODE 586

 FORMCHECKBOX 
 Other     (Must be specified in MOU)

Invoices that do not have all components completed and attached will not be paid.

SECTION V: By signing below, contractor certifies that services are in accordance with First Placement/Best Placement Assessment Standards Form #65. Administrative Costs: (Includes Cost for Compilation of Child &Family Assessments. Appearing or Testify in Court if Required. Requested Coordination of Family Conferences and Assuring Compliance with FPBP Standards.)

Waiver Requested: FORMCHECKBOX 
 Yes FORMCHECKBOX 
 No # of Days:     
Reason for Waiver:     


	SECTION III: Placement and Assessment Information

	    
	Date
	Code

	                                                                                    
	
	

	 Initial Placement:
	     
	     

	
	
	

	Assessment Placement
	     
	     

	Assessment Completion:
	
	

	                 Medical/Dental
	     
	

	                 Psychological
	     
	

	                 Educational
	     
	

	                 Family Assessmend
	     
	

	                MDT
	     
	

	Recommended Placement  (Use Placement Codes below):
	     

	Recommended Service Level (Use Service levels below):
	     

	 
	
	

	Placement After Assessment:
	     
	     

	
	
	

	DSM IV Diagnosis               (if applicable):
	     
	

	
	
	

	Initial CAFAS/PECFAS Score:     
	Date

Completed:

     
	


SECTION V: I do solemnly swear, under criminal penalty of a felony for false statements subject to punishment by fine of not more than $1,000.00 or by imprisonment of not less than one nor more than five years, that the above statements are true and I have incurred the described expenses.

	Contractor:     
	Name:     
	Date Submitted:     

	DFCS Case Manager/Supervisor:     
	Name:     
	Date Signed:     

	DFCS Approving Authority:     
	Name:     
	Date Approved:     
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