TCI Assessment Form for Reference Group


Transition from Care to Independence

Assessment For Service

This TCI Assessment Form will provide information for the TCI Reference Group made up of Child Youth and Family, Dingwall Trust and Youth Horizons. The TCI Reference Group meet monthly, assess and allocate young people to receive TCI services from Child, Youth and Family, Dingwall Trust or Youth Horizons.   

This form should be completed bearing in mind, the views and wishes of the young person, so they can be considered by the Reference Group in addition to information provided by the referrer. 

Please ensure the young person fully understands what the Transition from Care to Independence Programme is.  It is important that they are fully-informed of the details of the service.  Please provide as much information as possible, and attach any other relevant reports or assessments.

	Young Person Information:

	First Name:
	
	Surname:
	

	Gender:
	
	DOB & Age:
	                                 (       )  yrs

	Legal Status:
	
	Ethnicity:
	

	Year Entered Care:
	
	Iwi:
	

	Counsel for Child:
	
	YP Contact Ph:
	

	Counsel Ph:
	
	Date of Last Clothing Grant:
	

	Mothers Full Name:
	
	Maiden Name:
	

	Fathers Full Name:
	
	YP Birth Place:
	

	Caregiver Information:

	Current Caregiver:
	
	Ph:
	

	Email:
	
	Organisation:
	

	Address:
	
	Relationship to YP:
	

	Referrer Information:

	Name of Referrer:
	
	Ph:
	

	Email:
	
	Supervisor:
	

	Site name:

Mailing Address:
	
	Supervisor Ph:
	


Young Persons Current Health Details (Please Circle)

	Current Physical Health:

	Poor
	1
	2
	3
	4
	5
	Good

	Comment:
	

	Last Medical Check:
	Last Dental Check:

	NHI Number:
	

	Current Mental Health:

	Poor
	1
	2
	3
	4
	5
	Good

	Psychiatric Diagnosis:
	Yes
	No
	Report Attached?
	

	Current Medication:
	Yes
	No
	Medication Details:
	

	Comment:
	


Please provide CURRENT information with regard to the following:
	 Other Agencies or Social Services Engaged (include names and contact numbers):

	

	 Nature of Family/Whanau Relationships (include if there is a significant adult in the young person’s life who can assist/support them into their adult life, anyone who should have NO contact and why?):

	

	 Education / Employment to date:

	

	 Current Emotional Wellbeing:

	

	 Quality and Nature of Social Interactions and Peer Relationships:

	

	 Spiritual / Cultural Identity:

	

	 Background (please note all significant life experiences including reason for CYF involvement):

	


	Family/Whanau Genogram: 

	


Please provide all information with regard to the following:
	Criminal Activities:

	None
	1
	2
	3
	4
	5
	Extreme

	Details:
	

	Steps taken to address:
	

	Sexual Offending:

	None
	1
	2
	3
	4
	5
	Extreme

	Details:
	

	Steps taken to address:
	

	Drug/Alcohol Abuse:

	None
	1
	2
	3
	4
	5
	Extreme

	Details:
	

	Steps taken to address:
	


	Young Persons Views/Wishes/Hopes/Dreams

	


	Families views and wishes

	


	Recommendations to reference group

	


	Recommended TCI service to be provided by: ( Tick required service)

	


	Reason/s why: 




Important:

The following are also required to complete this Referral (please tick when complete):

□
Verified birth certificate

□
 MOE Exemption (if not attending school and under 16 years) 

□
 Date case discussed at Care Clinic: ___________________

□
 Care Clinic plan attached 

Please attach recent copies of all relevant documents and reports (excluding FGC outcomes, Court Reports (C&P and YJ) and Court ordered reports). 

i.e. NZQA record of learning, Medical History, psychiatric reports, SAFE reports, 

Cage Kessler assessments, Wellbeing Assessments etc.

Signed by Referring Social Worker: _______________________________________________________

Signed by Practice Leader: _______________________________________________________

The Young Person’s views and wishes have been considered:

Y

N 

Date(s) of Interview(s) with Young Person:




---/---/---/---


Assessment completed by:

Name Personal Advisor: _______________________________________________________

Name CYF Social Worker: _______________________________________________________

Date: _______________________________________________________

	Office Use Only

	Date Referral Received
	
	Received By:
	

	Referral Complete?
	Yes
	No
	Date:
	

	Further information Required?
	Requested the following:



	Accepted:
	Yes
	No
	TCI Service?
	

	Allocated to PA/KA:
	
	Date:
	

	Reason for Decline:
	


Please forward this form by e-mail and post all original & attachments to:

Attn:  Simon Reger
mailto: Simon.Reger001@cyf.govt.nz

Transition from Care to Independence Programme

PO Box 33-049  
Takapuna 0740
     Tel:
(09) 917 5382
Fax No:
(09) 917 7025
      NGO





    CYF
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