
P.O. Box 295

Cherokee, Texas 76832

Telephone: (800)-689-3292 or (325)-622-4201

E-mail: chcss@centex.net
Delton McGuire, Executive Director
Esther Cox, Director of Child and Family Services
We appreciate your inquiry regarding youth admission requirements at Cherokee Home for Children.

Enclosed is an application that must be fully completed and submitted to the Director of Child and Family Services for review.  In addition, the following information must be submitted with the application:

1. Psychological Evaluation within the last 6 months (if the child’s behavior or previous trauma warrants an evaluation) which includes:

· Clinical Interview

· Mental Status Exam

· I/Q testing (W.I.S.C. or K.B.I.T.)

· Academic testing

· Personality testing

· Multi-axial diagnosis or diagnostic impression

· Recommendations (including estimated level of care).

2. Copies of school records including academic & disciplinary records for the last two years.

3. Juvenile probation or police records (if applicable).

4. Court order (if applicable).

5. Medical/Physical examination including a TB skin test (within 30 days prior to placement).

6. Dental exam (within six months prior to placement).

7. Copy of Social Security Card

8. Shot records.

9. Certified copy of birth certificate.

10. Parent’s divorce decree (if applicable).

11. Prior placement records (i.e. admission assessment, discharge summary, incident reports, counseling notes, etc…) if applicable.

Following a review of the above information, if the child or youth appears to be a candidate for the Cherokee Home for Children, arrangements for an assessment interview will be scheduled.  If we may be of further assistance, please contact Cyndi Suggs or Michael Murray at Cherokee Home for Children, P.O. Box 295, Cherokee, Texas 76832.  The phone number is (325) 622-4201.  Thank you.


                           ADMISSION APPLICATION FOR CHILDREN AND YOUTH

This information will be used in determining the needs of children/youth and in developing an initial plan of care.  Please ensure that each item is given an accurate and complete response.  If further assistance is needed, call the office of Child and Family Services at (325) 622-4201.   

CHILD/YOUTH INFORMATION

Child/Youth’s Name___________________________________________________________________

       Last


      First                             Middle

Current Address ______________________________________________________________________

   Street


City

State               Zip Code

Living with whom __________________________
Phone number______________________________

Date of birth _____________ Age_____ Male___ Female___ Social Security Number _______________

PHYSICAL DESCRIPTION

Race ____________ Height ____ Weight ____ Eye color _________ Hair color ____________

Place of birth ___________________________________________________________

City



State

Special characteristics _________________________________________

CHURCH AFFILIATION ______________________________________________

CUSTODY:
Mother ____ Father ____ Both parents ____ Other ____________________

____________________________________________________________Residence address (not mailing)

City


State


Zip

APPLICATION SUBMITTED BY ______________________________________________________  
                                                                       Name                           Title/Relationship to Child

Agency if applicable __________________________________________________________________

Address ____________________________________________________________________________

    Street/P.O. Box                                      City                    State                    Zip Code

ALTERNATE EMERGENCY CONTACT 

List names, current addresses, phone numbers and relationship to the child. 

A COPY OF THE CHILD’S BIRTH CERTICATE AND/OR COURT ORDER RECOGNIZING PARENTAL RIGHTS, GRANTING GUARDIANSHIP OR CUSTODY MUST ACCOMPANY THIS FORM.

FAMILY INFORMATION

NATURAL MOTHER (full name) ______________________________________________________________

Current address _______________________________________________________________________

Street

City


State
Zip

Date of birth _____________ Occupation____________________________________ 

Phone number (Home)______________ (Work) ____________Marital status _________________ 

Married to whom ______________________________ Date _____________

List previous marriages/divorces and dates _________________________________________________

NATURAL FATHER (full name) ______________________________________________________

Current address _______________________________________________________________

Street

City


State    Zip

Date of birth __________ Occupation _____________________________

Phone number (Home) ________ (Work) _________ Marital status__________

Married to whom ______________________________ Date _____________

List previous marriages/divorces and dates _________________________________________________

List the child’s former or present Step-parents, Foster or Adoptive parents (their phone numbers, addresses and place of employment) 

SIBLINGS

List names, dates of birth, current addresses and phone numbers:

_____________________________________________________________                   ____

_____________________________________________________________                   ____

_____________________________________________________________                   ____

_____________________________________________________________                   ____

_____________________________________________________________                   ____

_____________________________________________________________                   ____

DESCRIBE CHILD’S RELATIONSHIP WITH SIBLINGS

_____________________________________________________________                   ____

_____________________________________________________________                   ____

_____________________________________________________________                   ____

GRANDPARENTS

List names, dates of birth, current addresses and phone numbers:

_____________________________________________________________                   ____

_____________________________________________________________                   ____

_____________________________________________________________                   ____

_____________________________________________________________                   ____

_____________________________________________________________                   ____

OTHER SIGNIFICANT INDIVIDUALS IN THE CHILD’S LIFE

       _______________________________________________________________________ 



    Name                              Address


        Relationship __________________________________________________________________     ______

    Name                            
Address


        Relationship

FORMER LIVING ARRANGEMENTS: FAMILY OR OUT-OF-HOME PLACMENT

With whom_________________________________________________________________

Name



Address


Relationship

Dates _______________________ Continued contact ____ yes ____no

Reason for move or termination _________________________________________________

Success or lack of success? Explain ______________________________________________ 

SCHOOL INFORMATION

Present School District _____________________________________________________________________

Name


Address


Phone

Grade _____   Type of classroom ________________________ Individual Educational Plan _____

Please include copies of the past two years of the child/youth’s academic and conduct reports.

FINANCIAL INFORMATION

Please list the source and amount from which the child has and will receive support.

Veteran’s Administration ________________________________________

SSI, Supplemental Security Income ________________________________

County, state or other governmental support _________________________

Child support payments _________________________________________

Life insurance policy (Co. and #) __________________________________

Health insurance policy (Co. and #) ________________________________

Saving’s account or investments ___________________________________

Inheritance or rights to an estate ___________________________________

Annual family income ___________________________________________

Other income and/or support ______________________________________

HOME ENVIRONMENT

Who is the primary disciplinarian? _________________________________

How have you disciplined your child?

______ time out

______ chores



______ grounding

______ food withheld


______ loss of privilege
______ early bedtime


______ spanking

______ logical consequences

Other: 

When and how often has discipline been needed/necessary? __________________________________

What is the child’s response to discipline? ________________________________________________

With which family member does your child feel they can communicate best? ____________________

How would you describe your child's basic attitudes and feelings towards you as parents?___________________________________________________________________________

PRESENTING PROBLEM/REASON FOR REFERRAL

In your own words, please describe when your child started having problems and what problems the child exhibited.  

For the following, please indicate the level of difficulty using the following rating scale: (++) often or very true; (+) sometimes or true and (-) if the statement is seldom or not true.  Circle activities or behaviors that more clearly apply to your child.  Add comments or additional information in spaces provided.

SOCIAL/BEHAVIORAL INFORMATION

____ Tends to prefer to play alone/does not make friends easily
____ Unable to share

____ Has a strong desire for sameness and routine 

____ Uncooperative with others


____ Authority conflicts with others


        
____ Tends to crave attention

____ Seems sensitive to criticism, lacking in self confidence   
____ Has strong outbursts of anger

____ Needs encouragement to take part in new situations
        
____ No real relationships with others

____ Tends to have trouble getting along with other children
____ Isolates self away from family

____ Tends to be active and aggressive or assaultive

____ Spends little time at home

____ Tends to be heedless, lack carefulness, be impulsive
        
____ Fights with brothers and/or sisters

____ Tends to get over excited in play with other children
        
____ Child rarely brings friends home
 

____ Parents have met most of our child’s friends

        
____ Runs away from home

____ Family unaware of what child is doing when not at home         
____ Talks about hurting self or others

____ Generally evasive/hostile when questioned about activities      
____ Destroys property 

____ Cruel to animals  




____ Sexual misbehavior

____ Lies






____ Steals

        

____ Self destructive




____ Alcohol usage



____ Drug usage

        



____ Disobeys curfew



____ Runs away from home




____ Uses profane language  

Comments:

CONDUCT AT SCHOOL

____ Truancy

____ School behavioral problems

____ School academic problems

____ Slow to learn

____ Exceptionally bright


____ Short attention span

____ Fighting at School
____ Suspended from school


____ Alternative classes

Comments:

VISUAL

____ Has a diagnosed visual defect; problem or diagnosis

____ Tends to draw some letter or numbers backwards

____ Blinks at bright lights or seems irritated by them

____ Has difficulty with eye-hand coordination

____ Becomes overly active if surrounded by much visual stimuli

Comments:

SMELL, TASTE AND TOUCH

____ Tends to explore with smell, deliberately smells objects ____ Seems to crave being held, cuddled or touched

____ Dislikes being touched unexpectedly

   ____ Tends to wear a coat all day when not needed

____ Dislikes or is irritated by certain textures of clothing
   ____ Avoids getting hands into paste or messy things

____ Often seems to be overly active or wiggly

   ____ Tends to bump, hit or push other children

____ Dislikes foods of certain textures 


   ____ Tends not to feel pain as much as others

____ Tends to be more sensitive to pain than others
   ____ Tends to be more ticklish than other children

Comments:

MOTOR SKILLS

____ Has a diagnosed muscle pathology (specify) ___________________________________

____ Seems weaker or stronger than others his/her age     
____ Frequently grasps objects too tightly

____ Has a weak grasp, drops things easily

____ Tires easily with physical activity

____ Tends to deliberately tumble, fall or bump head
____ Tends to eat in a sloppy manner

____ Finds small manipulative activities difficult
        
____ Walks on toes or did so when younger

____ Prefers playground activities to table activities/crafts  
____ Has difficulty trying to jump, hop and skip

____ Appears reluctant to participate in sports and games   
____ Has difficulty trying to jump, hop and skip

____ Seems reluctant to learn to ride a bike/wheeled toys    ____ Has difficulty with throwing and catching

Comments:

SENSE OF BALANCE

____ Especially enjoys jumping on the bed, spinning, swinging... 
____ Seems to have poor balance

____ Avoids merry-go-rounds, fast carnival rides


____ Becomes car sick easily

____ Dislikes being tipped upside down or whirled about by adult
____ Hesitates or avoids climbing 

____ Avoids gatherings of people, stores, school…

Comments:


AUDITORY AND LANGUAGE

____ Has difficulty understanding what is said to him/her

____ Seems overly sensitive to sound

____ Enjoys making loud noises

____ Becomes excited and/or distracted with lots of noise

____ Has a diagnosed hearing loss

____ Seems to have trouble remembering information

____ Has speech or articulation difficulties

____ Difficulty expressing what he/she wants to say

____ Difficulty in decision making

Comments:

OTHER BEHAVIORS

____ Worries/tense

____ Restlessness/high activity level

____ Hallucinations

____ Easily excitable
____ Boastful



____ Easily depressed/discouraged

____ Daydreams

____ Withdraws/cries a lot


____ Convulsive attacks/seizures 

____ Fainting

____ Nightmares                                            
____ Sleep disturbances 

____ Physical complaints  
____ Bedwetting after age three, or
 
____ Lack of bowel control 

Comments:

Of the items listed below, what items are problem areas for your child.  Please indicate the child's age when the problems first became noticeable.  My child:                                                                                                                           

Has difficulty learning ________


Is restless, always on the go ________



Denies mistakes; blames others ________

Will not follow rules ________

Fails to finish things ________


Is childish or immature ________

Is distracted, has short attention span ________

Has moods that change drastically or quickly ________

Is easily frustrated in their efforts ________

Is acting-out sexually ________

Is excitable ________  



Talks about things that are not real/bizarre ________

Is aggressive towards peers and/or adults ________
Makes self defeating statements _________

Threatens or attempts to hurt self or others ________


Please list known traumatic events in your child’s past, i.e. sexual abuse, physical abuse, kid napping, witnessed violence, serious accidents or illnesses.

FAMILY PROBLEMS CHECKLIST

List your family’s significant stresses/problems before and after the child was born. For example, deaths, divorces, marriages, moves, auto accidents, injuries, births, adoptions, illness, losses, family members moving in or out, changes in work or school.

Please check any problems that have occurred in the child’s family.  Include other family members who are regularly involved with the family.

___ Problems between parents (husband and wife)
___ Problems between parents and children


___ Problems between other family members

___ Raising children and discipline

___ Taking care of the house, meals or family health  
___ Managing money, budgeting



___ Not enough money for basic needs


___ Unemployed


___ Housing problems



___ Multiple moves





___ Unwed parenthood



___ Divorce






___ Legal problems (custody, bills, rent, etc.)

___ Having trouble holding a job




___ Trouble handling emotions or behavior

___ Drinking too much




___ Taking drugs




___ Fighting at home




___ Fighting outside the home


___ Getting in trouble with the law


___ Probation




___ Spent time in jail





___ Recent death of close relative


___ Health problems, disability or handicap  

___ Mental illness




___ Psychiatric hospitalization



___ Other mental health counseling
     

___ Developmental Disabilites/Mental retardation Comments:

PREVIOUS TREATMENT OR PLACEMENTS

Please list counseling , therapy and treatment therapy your child has received during his/her life.  

List dates, person seen, agency, address and phone numbers.  

Please list any members of the child’s immediate family who have ever received psychiatric treatment. (Parents, grandparents, aunts and uncles, brothers and sisters).    

If your child is adopted, please give age at which adopted and circumstances of adoption.  Please list all known prior placements between birth and placement with you.

CHILD/YOUTH’S FRIENDS

List your child’s friends:

What types of friends does your child associate with? ___ Males ___ Females ___Older ___Younger ___Same age ___Peers with criminal behavior ___ Large group of peers

Is your child a ___Leader ___ Follower ___ Loner?

Describe some of your child’s interests and activities when alone: 

When with family members: 

When with friends: 

DEVELOPMENTAL HISTORY

Type delivery __________________ Full term ______  Premature _________Birth weight _______  

Mother’s condition during pregnancy; identify illnesses, emotional state, etc. Did mother smoke, drink or use any medications or drugs during pregnancy?  Was this a planned pregnancy?

What was the length of labor and were there any complications during delivery? 

What was the child’s condition during early weeks regarding appearance and behavior.  Include any specific problems.

What attitude or mood did the baby seem to express most of the time after birth to the first year or after the  adoption.  Please check all that apply.

Happy and content______ 

Smiling and laughing______

Cuddly and clinging______ 

Liked to be held______

Slept most of time______ 

Fussy and restless______

Inactive______ 


Did not like to be held______

Cried a lot______ 

Banged head______

Screamed a great deal______ 
Rocked a lot, shook crib______
Other:

Mother’s emotional feelings, physical condition and level of activity during the first six months after birth or adoption.  

Felt fine (Happy) _______________________

Usual fatigue in _______________________

Worried/anxious/nervous _____________________
Depressed/sad _______________________

Returned to normal activities  ________________  
Returned to work (when) _____________________

Felt fearful and/or worried ___________________    
Wanted to escape _______________________

Comments: 

Please give age in months and/or years to the best of your knowledge.

Sat unsupported ____________
Reached for objects _____________

Stood alone ________________
Smiled _______________________

Bowel training started _____
Made talking sounds ____________

Bowel training complete ____
Spoke sentences _______________

Crawled ____________________
Played with children ____________

Walked alone _______________
Dressed self __________________

List difficulties in training your child? 

Please describe any current difficulties in the following:

Eating __________________________________________________________

Sleeping ______________________________________________________  __

Speaking _______________________________________________________ _

Age of urinary control:

Day_______
Night _______

Bowel training complete ____

List fears your child has expressed_____________________________________ _________________________________________________________________

If parents worked outside the home who was the primary caretaker in early childhood? 

Describe child’s reaction to first being without mother. 

Describe the child’s first reaction to going to school. 

From infancy to two years did child enjoy being held ____________

seem indifferent _________ dislike (stiffen) ____________

Please comment and describe, in your own words, the early days, weeks, months and years of your child’s life.

HEALTH INFORMATION

Please give a brief physical description of the child’s health.  Include any problems requiring frequent periodic attention such as seizures, diabetes, asthma, physical handicaps, etc. 

List and give dates of childhood diseases:

Are the child’s immunizations up to date? ______ (Admission requires documentation)

Give the date of last tetanus shot? ________________

Please list any previous injuries or periods of hospitalization.

Please list the child’s family physician, any other physicians currently being seen and the reasons.

List current medication(s) ____________________________ Purpose_____________________________

             _____________________________             _____________________________

             _____________________________             _____________________________

Other medication or over the counter medicine:

Please list the child’s allergic reaction to medication.

Please list the child’s allergies.

Please list any current hearing, vision or dental problems. 

Please identify the special diet required by the child.

Are there any other health problems not previously identified?

Please share your hopes, dreams or wishes for this child?  

If your child is placed with Cherokee Home for Children, what are your expectations regarding goals for your child and time frames for accomplishing those goals.

I, the undersigned, affirm that the information provided in the application or other information submitted is accurate, correct and complete.  I further understand that any misrepresentations, errors or omissions of any information submitted could result in the termination of the referral process or could result in immediate termination of services provided to the youth and/or parent or agency after admission.

Signature of parent or managing conservator





Date

                              PHYSICAL EXAMINATION REPORT

A medical doctor must complete this physical examination and report.  The physical examination must be completed within 30 days prior to the child/youth’s admission.   

Youth’s Full Name:  ________________________________________________  DOB: _____/_____/____

Physician’s Clinical Findings
Height:  _____’ _____”  Weight:  ________ lbs.  Pulse:  ________/ min.  Temp.:  ________

Blood Pressure:  _________________________    Head:  _______________________________

E.E.N.T.:  _________________________________   Neck:  _______________________________

Chest: ___________________________________  Lungs:  _______________________________

Heart:  ___________________________________  Vision:  _______________________________

Genito-Urinary:  __________________________  Extremities: ___________________________

Musclo-Skelatal:  ________________________   Skin:  _________________________________

Neurological:  ___________________________   Abdomen: ____________________________

Nutritional State:  ________________________   General Appearance:  _________________

Family Hx of Tuberculosis, Diabetes or Other Significant Illnesses/Injuries: ____________

LAB Findings
Date TB Skin Test given:  ______________
Results:                                     Date of results: _______________     

Urinalysis:
Sugar: __________   Albumin:  __________   Microscopic:  ___________

Allergies: ___________________________________

Child’s Limitations: ____________________________________________________________

Mental Health History:  ________________________________________________________

Next Physical Exam Date (if needed):  _____/_____/_____

Physician’s Signature:  __________________________________________   Date: ____/____/____

Telephone Number:  (         ) - ______- ________

Please attach Physician’s card to this report.

CHC Form IV-20 – Rev.8/03

DENTIST’S EXAMINATION REPORT

This Report Must Be Completed by a Dentist Within 30 Days Prior To a Youth’s Admission!

DENTIST’S STATEMENT OF CLINICAL FINDINGS

I certify that I have examined _________________________________________




                        

     (Youth’s Name)

on the date of ______/______/______.  The clinical findings are cited below:

 FORMCHECKBOX 
 All Findings are Currently Within Normal Limits

 FORMCHECKBOX 
 Adverse Clinical Findings are Specified on Chart Below:

___________________________________________     _____/_____/_____

Dentist’s Signature




         Date

Next Dental Exam Date:  _____/_____/_____

Please attach doctor’s card to this report.

CHC Form IV-20 -  Rev.8/03                                             

