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	The Child Abuse Prevention and Treatment Act (CAPTA) – the Keeping Children and Families Safe Act of 2003 (P.L. 108-36) requires states to refer infants and toddlers birth to three with substantiated abuse or neglect to the Family Infant Toddler (FIT) Program. 

	1.  CHILD INFORMATION                                        Medicaid#:                                         SSN:

	Referral Date:


	*Child’s Last Name:
	*Child’s First Name :
	MI:                                                                      

	*DOB:


	Gender:      Male   Female
	*Address:



	*City:                                                                
	*State:


	*Zip:
	County:               

                     

	2.  Child Lives With

	*Caregiver
	Relationship:


	*Home Phone if Available:     

(         )                                                                                                                   

	Work Phone:

(         )
	Other Phone:

(         )

	Best Way to Contact Caregiver?
	

	Primary Language / Mode of Communication?
	

	Surrogate parent needed?
	(   yes

(    no         

	3.  REASON FOR REFERRAL

	
Presenting Concerns:  Referral of child birth to three for (check one):

	
	Substantiated abuse / neglect             ( 0-3 year old               ( sibling

	
	Are there any developmental concerns and/or medical conditions       


(   yes

(    no         Explain:

                                      


	Worker Safety/Security Precautions? 
( YES (attach details) 
(  NO 

	Is the Child Currently in the Hospital?   
( YES 


(  NO


	Criminal Domestic Violence?

( YES 


(  NO

	4.  REFERRAL SOURCE / CPS CASEWORKER   

	CPS 
(  Assessment Worker 

(  Permanency Planning Worker             (  In-home Service Worker       

	Name:


	County Office:



	Address:


	City:
	State:

	ZIP:
	Phone:   (        )

              
	Fax: (         )

            

	Email Address:
	

	CPS Worker Signature                                  Date:  
	(  Non-Substantiated Referral     (  Substantiated Referral

	Consent For Evaluation Signature

	5. FIT Program Action Taken:      

	

	Name:


	FIT Provider Agency:



	Email Address:
	Phone:   (        )              
	Fax: (         )            


INSTRUCTIONS

CAPTA Referral Form

Form is used when referring a child from CPS to the FIT Program under CAPTA.

1.CHILD INFORMATION:

· Enter both Medicaid and SSN

· Referral Date:  Date referral form is completed.

· Child’s Last Name:  Enter legal last name of FIT eligible child.
· Child’s First Name:  Enter first name of FIT eligible child.  Do not use nicknames.
· MI:  Enter child’s middle initial.

· DOB:  Enter child’s date of birth.
· Gender:  Circle child’s sex.
· Address:  List address where child resides.
· City:  List city for address.
· State:  Enter state for address.

· Zip:  Enter Zip Code for address.

· County:  Enter county where child resides.

2.  CAREGIVER INFORMATION (USE FOSTER PARENT IF IN FOSTER CARE):

· Parent:  Enter parent’s full name.

· Relationship:  Enter parent’s relationship to child (e.g., foster parent, biological parent).

· Home Phone if Available:  Enter parent’s/foster parent’s home phone number, if applicable.

· Work Phone:  Enter parent’s/foster parent’s work phone number, if applicable.

· Other Phone:  Enter alternative contact numbers.

· Best Way to Contact Caregiver:  Enter best way to contact caregiver.

· Primary Language/Mode of Communication:  Enter primary language of caregiver.

· Surrogate Parent: Indicate if know , the Foster parent is not willing to act as “parent” in the in the IFSP Process.
3.  REASON FOR REFERRAL

· Presenting Concerns:  Check the appropriate box to indicate if child was referred for:

· Substantiated Case: and whether it is a child age 0-three or the sibling.

· Is there developmental concerns:  Select YES or NO and Explain.

· Is the child currently in the hospital: Select YES or No and Explain

· Is there medical concerns: Select YES or No and Explain

· Worker Safety/Security Precautions:  Select YES or NO.

· Criminal Domestic Violence:  Select YES or NO depending on whether this is a CDV situation.

4.  REFERRAL SOURCE/CPS CASEWORKER

· Check appropriate CPS Category:  CPS- Assessment, Permanency Worker or In-home Service Worker
· Name/Title/Profession:  Enter name/title/profession of Caseworker making referral.
· Agency:  Enter name of CPS agency.
· Address:  List address for CPS agency.
· City:  List city for address.
· State:  Enter state for address.

· Zip:  Enter Zip Code for address.

· Phone:  Enter phone number of Caseworker source.
· Fax:  Enter referral source’s fax number.
· Email Address:  Enter referral source’s email address.

· CPS Worker Signature and Date. 

· Enter Non-Substantiated or Substantiated referral.
5.  FIT Program - Action Taken 

· Enter steps were taken after referral and submit back to CPS/Case Worker 
· Enter name; FIT Provider agency and contact information of person completing action taken
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