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	Paradise Ridge

Family Resource Center

Assessment

Service Plan
	Are there any other agencies providing services for needs identified in this plan?

Yes ڤ  No ڤ  (as disclosed by the client)
If yes, is there a plan in place to prevent duplication of TCM services?

 (See progress note dated: 



3 Month Re-assessment date: 



	Today’s Date: 





Client Name: 



                                             
Family Relationship:





Social Security Number: 



Birth Date: 






	The client’s need must meet at least one of the following criteria/requirements to qualify for the Community target population.  MediCal eligible adults and children at risk or abuse and unfavorable developmental, behavioral, psychological, or social outcomes, including individuals:

●Persons abusing alcohol or drugs, or both              ●Persons at risk of physical, sexual, or emotional abuse                ●Persons at risk of neglect
	Outcomes

Met goal

Continued

Resources lacking

No client follow-up

Client refused services
	1.

2.

3.

4.

5.

	ASSESSED NEEDS/CONCERNS

Choose one or more by dating next to category as needed.
	PLANNED GOALS

Circle and add as needed
	COMMUNITY RESOURCES/SERVICES 

Indicate date of referral


	Date set

to achieve

goals
	Follow up date
	Date

 achieved

	BASIC & ENVIRONMENTAL

	
 Home maintenance/repair


 Inadequate/Inappropriate clothing/food


 housing


 Utilities


 Financial Assistance


 Homelessness


 Transportation


 New to the area


 Other: _____________________________​​​​​​
	a. Access service

b. Adequate clothing
c. Adequate food/nutrition

d. Adequate/safe housing

e. Obtain transportation

f.  Use public transportation

g. Other ___________________________________


	
 Commodities


 Emergency shelter


 Environmental health


 Section 8 housing


 Arrange/provide transportation


 Provide buss passes


 Landlord notification


 Churches


 Other: 


	_____________
_____________

_____________ 

_____________
_____________
_____________

_____________    


	___________ ___________  
___________

___________

___________
___________
___________
 
	a. ________________ 
b. ________________

c. ________________
d. ________________

e. ________________

f.  ________________

g. ________________



	

	SOCIAL SERVICE

	
 Education/GED/IEP/Adult Education


 TANF / SSI / SSA Disability


 CalWorks/PIC/Employment services


 Food Stamps


 MediCal Application


 Parent Education


 Childcare


 Other: _______________________

	a. Enroll in appropriate program

b. Obtains appropriate assistance

c. Obtains MediCal eligibility

d.  _________________________________________
	
 Human Services office


 Vital Statistics


 Social Security office


 Other: 


	_______________
_______________
_______________
	___________ 
___________
___________
	a. ________________
b. ________________
c. ________________
	

	INDIVIDUAL

	
 Legal Services


 Divorce counseling/family violence


 Behavioral Health


 Drug exposed infant


 Abuse/Neglect


 Parent education


 Budget counseling


 Counseling 


 Other: ______________________________
	a. Obtain appropriate service

b. Complies with recommended regimen

c. Other: ____________________________________

d.  _________________________________________
	
 Bridge


 YFC Counseling Center


 PEN Counseling


 PCIT


 CHAT


 Canyon View


 Catalyst


 RCI


 Other: __________________
	_________

_________
_________
	_______
_______

_______
	a. _______________

b. _______________

c. _______________
	

	MEDICAL

	
 Well adult care


 Well child care


 Dental Concerns


 Developmental delay


 Alcohol Abuse


 Drug abuse


 Tobacco Use


 Head Lice


 Other: ______________________________
	a. Current immunizations

b. Normal growth & development

c. Appropriate medical care

d. Utilize specialty services

e. Safe/nurturing environment

f. Effective, safe discipline

g. Other: ____________________________

h.  _________________________________
	__________________________________

__________________________________

__________________________________

__________________________________


	______________

______________ 

______________
______________
______________

______________
______________   


	___________
___________
___________
___________
___________

___________
___________


	a. ________________
b. ________________
c. ________________

d. ________________
e. ________________
f.  ________________
g. ________________

	


   Youth for Change, Butte Co., CA  02/04/04

	OTHER                                                                                                                          PLANNED GOALS                                     COMMUNITY RESOURCES/SERVICES      Date set to achieve      Follow up date             Date achieved

	
	
	
	
	
	
	


	OTHER                                                                                                                         PLANNED GOALS                                       COMMUNITY RESOURCES/SERVICES

	
	
	
	
	
	
	


COMMENTS: 




































































































	Please list three family strengths and/or personal resources that will assist client(s) achieve their goal(s).

1. ___________________________________________________________________________________________________________________________________________________
2. ___________________________________________________________________________________________________________________________________________________

3. ___________________________________________________________________________________________________________________________________________________



Client: 













 Date: 





Intake Coordinator:











 Date: 
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Case Manager: 












 Date: 



 
Case Coordinator: 











 Date: 




TCM Supervisor: 












 Date: 
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