State of Illinois

Department of Children and Family Services

PSYCHOLOGY DEPARTMENT TESTING REFERRAL FORM

Psychological Evaluation, Neuropsychological Evaluation, Specialty Assessment
Parenting Capacity Assessment, Parenting Assessment Team Evaluation
Procedures for Requesting an Evaluation

To expedite your requests for an evaluation, please read this document prior to completing the CFS 417 Psychology Department Testing Referral Form. If, after considering the Guidelines below, you feel an evaluation is needed, please follow these procedures. If you are unsure, please contact your DCFS Consulting Psychologist and review your concerns. If you do not know who your Consulting Psychologist is, there is a list of how to contact all of the DCFS Consulting Psychologists and their assignment to every DCFS Office/POS Agency, Residential Facility and Post-Adoption sub-region. The list is available on the DNET under >RESOURCES >Resource Links >DCFS Psychology & Psychiatry Program. The Consulting Psychologists are also available for consultation prior to submitting the packet regarding the need for an evaluation or other clinical concerns, including need for psychiatric services as well as presentations to your staff about psychological issues such as diagnosis, understanding test reports, mental health treatment, etc. 
Complete all three (3) pages of the CFS 417, Psychology Department Testing Referral Form
1. Please fill in all of the requested information. It is important to identify your concerns. Please be specific.

2. Send the completed CFS 417 with all accompanying documentation to the designated Consulting Psychologists. For more on types of information required, see the referral form, #14. Packets without the required will result in a delay.
3. Once received, the Consulting Psychologist will consult with you either in person or via telephone. 

4. If approved, you may contact a provider and schedule the testing. The Approved Provider list is on the DNET under >RESOURCES >Resource Links >DCFS Psychology & Psychiatry Program Be sure to give the provider the complete packet of information and the complete signed referral form. Caseworkers are encouraged to refer their clients to an Approved Provider in the DCFS regions in which the client resides, but may refer to a provider in any region. Some providers will travel within the region. Please do not schedule any testing or assessment until you receive the CFS-417 referral form signed by a Consulting Psychologist.

5. If testing is not deemed necessary at this time, you will be provided with information concerning more appropriate services.
All testing must be pre-approved regardless of the payment source; this includes placement, intact, residential, psychiatric hospitalization and post-adoption. Exceptional Payment Requests and Court Orders are not to be used to circumvent this process. Court Orders should be given only to enforce a client’s compliance with testing. Residential referrals can be initiated by the facility; hospital referrals must be deemed immediately necessary and are usually initiated by the psychiatrist. 

Please note that evaluations by other names are not sanctioned by the department and are deemed ways to circumvent this clinical process. Please do not make referrals for Behavioral Assessments, Protective Parenting Assessments, Trauma Assessments, etc. Whatever questions need to be answered may be accomplished via the established evaluations. If there are concerns you feel cannot be addressed and/or if further assistance is needed, please contact your assigned DCFS Consulting Psychologist.

DCFS policy specifies that youth in care and their family members shall only receive psychological and neuropsychological testing evaluations from Licensed Psychologists approved by DCFS. Parenting Capacity Assessments may be conducted by a Licensed Clinical Psychologist, Licensed Clinical Social Worker, Licensed Marriage & Family Therapist or Licensed Clinical Professional Counselor in the state of Illinois approved by DCFS. Parenting Assessment Team evaluations will be conducted by teams of Licensed Psychiatrists and Psychologists approved by DCFS.
Guidelines for Considering a Psychological Evaluation

When considering the need for psychological evaluations please walk-through the following: 

1. Ask yourself or your supervisor, “Given all the information I have before me, what is it I want to know from a Psychological Evaluation?” and “Is a Psychological Evaluation going to give me this answer?" 
2. Please remember that a Psychological Evaluation often has no better success getting a defensive or difficult client to be honest or forthcoming with information. This task can better be accomplished through building a relationship over time, such as in therapy. 
3. When concerns arise, consider the information you already have about the person. Also consider the impact that psychological testing may have on them. Putting a child or adult through a Psychological Evaluation can be both invasive and re-traumatizing. 
4. Please try to avoid testing when there have been one or more evaluations completed, especially when the evaluation has been done within the last two years.  If you are unsure and the client was tested after 2005, the assigned Consulting Psychologist can look up this information; and if the client was tested after 2008, a copy of the report can most likely be obtained.
5. Please do not hesitate to call or email the assigned Consulting Psychologist about the need for an evaluation prior to completing this form. When you do wish to make a testing referral, please follow the Procedures for Requesting an Evaluation.

Here are certain situations in which a Psychological Evaluation may be helpful:

1. When there is a need to determine an individual's DSM diagnosis or to differentiate between different DSM diagnoses and there is little to no existing clinical information. 
2. The individual is attending treatment regularly, but not making progress. 
3. A client is eligible for independent (ILO) or transitional (TLP) living or CILA/PASS placement and there are questions about the individual’s intellectual, social, or emotional skills to succeed. 
4. When there is a need to determine a change in the client's placement and there is little to no existing clinical information. Note: A Psychological Evaluation should never make a recommendation for a specific type of placement.
5. When there is an unexplained decline in the youth’s social, emotional, or cognitive functioning and the reason for this decline is unclear (e.g., not related to alcohol/drug use or current emotional stressors).  
6. When there are indications that there may be a need for psychotropic medication.

When it is not in the client’s best interest to refer for a Psychological Evaluation: 

1. When the client is actively abusing drugs or alcohol.
2. When the youth is going to a diagnostic program or a residential treatment center; the need to request a Psychological Evaluation will be assessed once stable in the placement.
3. When the youth is having only academic or school problems. In these cases, the caseworker should consult with the DCFS Education Advisor or the Office of Education and Transition Services (OETS) before pursuing a Psychological Evaluation (Refer to Information Transmittal re: Education Passport, dated July 27, 2005).
4. When the questions about the youth’s symptoms or behaviors would be assessed more effectively through therapy/treatment, or by using a different kind of evaluation such as a psychiatric, domestic violence, or substance abuse evaluation. The Consulting Psychologist can help you with this referral process. 
Guidelines for Considering a Neuropsychological Evaluation

A Neuropsychological Evaluation is recommended when brain-based impairment in cognitive function or behavior is suspected. Typical referrals are made to diagnose or rule out traumatic brain injury, strokes, neuropsychiatric disorders, seizure disorders, effects of toxic chemicals or chronic substance abuse, memory disorders, correlation with medical procedures such as MRI, CT, or EEG scans and detection of brain dysfunction when structural or electrical abnormalities cannot be detected on CT, MRI, or EEG scans. 
Guidelines for Considering a Parenting Capacity Assessment
The reasons for referral and for seeking a Parenting Capacity Assessment should include both administrative and clinical factors. Administrative reasons might include consideration of termination of parental rights, a change in supervised vs. unsupervised visits, or return home. Clinical reasons might include questions about attachment in light of a child’s deterioration following visits with parent(s); concerns about minimal parenting skills; or questions about possible impairments in emotional/social/developmental functioning as they affect parenting). 
Guidelines for Considering a Parenting Assessment Team Evaluation
The reasons for referral and for seeking a Parenting Assessment Team Evaluation are similar to the guidelines for the PCA with the following addition: The parent must have a DSM-V diagnosed mental illness, be prescribed psychotropic medication, and have documentation to support this. There may be a secondary diagnosis of substance abuse or developmental disability. 
State of Illinois

Department of Children and Family Services

PSYCHOLOGY DEPARTMENT TESTING REFERRAL FORM

Psychological Evaluation, Neuropsychological Evaluation, Specialty Assessment 
Parenting Capacity Assessment (PCA), Parenting Assessment Team (PAT) Evaluation 
	TO BE COMPLETED BY THE CASEWORKER

	Complete this form and forward it with all supporting documentation as listed in #14 to your DCFS Consulting Psychologist. After receiving an approved form, mail it and all documentation to an Approved Testing Provider. The Consulting Psychologists’ assignment and contact information and the Approved Provider List are available on the DNET under Resources >Resource List >DCFS Psychology & Psychiatry Program.

	1. Person Evaluation Requested For

	Name      
	Date      

	Date of Birth      
	Age      
	 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	

	DCFS ID#
	 
	 
	 
	 
	 
	 
	 
	 
	Make sure the client being evaluated is listed under the family ID# on CM-08 screen.

	 FORMCHECKBOX 
 check if Natural/Foster Parent
	Phone #      
	Relationship      

	     Child’s Name      
	Child’s Date of Birth      

	     Child’s Address      
	City      
	Zip Code      

	Placement: check box below
	Child or Family DCFS ID#
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 FORMCHECKBOX 
 Foster Care
 FORMCHECKBOX 
 Spec Foster Care
 FORMCHECKBOX 
 Home of Relative 
 FORMCHECKBOX 
 Intact
 FORMCHECKBOX 
 Sub-guardianship

 FORMCHECKBOX 
 Post Adoption
 FORMCHECKBOX 
 ILO/TLP  

	 FORMCHECKBOX 
 Returned Home of Parent
 FORMCHECKBOX 
 Group Home
 FORMCHECKBOX 
 Residential
 FORMCHECKBOX 
 Psychiatric Hospital

 FORMCHECKBOX 
 Other:      

	2. Care Giver Information

	Name      
	Phone #      

	Address      
	City      
	Zip Code      

	Cook Region:   FORMCHECKBOX 
 South City    FORMCHECKBOX 
 Central City    FORMCHECKBOX 
 North City    FORMCHECKBOX 
 South Suburb    FORMCHECKBOX 
 West Suburb    FORMCHECKBOX 
 North Suburb 
Northern Region:   FORMCHECKBOX 
 1A Rockford    FORMCHECKBOX 
 2A Aurora


Southern Region:   FORMCHECKBOX 
 4A East St. Louis    FORMCHECKBOX 
 5A Marion 

Central Region:   FORMCHECKBOX 
 1B Peoria    FORMCHECKBOX 
 3A Springfield    FORMCHECKBOX 
 3B Champaign

	3. DCFS/POS/Residential Case Worker Information

	Name      
	Phone #       
Ext      

	Supervisor      
	Phone #      
Ext      

	Email Address      
	Region/Site/Field      

	DCFS Site/POS Agency/Residential Facility Name      

	Address      
	City      
	Zip Code      

	4. Reason for Referral (Specific type of evaluation or assessment will be determined during the consultation.)

	TESTING REQUESTED  FORMCHECKBOX 
 Psychological    FORMCHECKBOX 
 Neuropsychological    FORMCHECKBOX 
 Parenting Capacity Assessment
 FORMCHECKBOX 
 Parenting Assessment Team Evaluation    FORMCHECKBOX 
 Adaptive Functioning   FORMCHECKBOX 
 Achievement    FORMCHECKBOX 
 Behavior Rating Scales 

 FORMCHECKBOX 
 Learning/ Memory    FORMCHECKBOX 
 ADHD    FORMCHECKBOX 
 Autism Spectrum    FORMCHECKBOX 
 Other:      

	ADMINISTRATIVE REASON(S) FOR REQUESTING EVALUATION (Please check all that apply/include documentation)

	 FORMCHECKBOX 
 Court Ordered
 FORMCHECKBOX 
 Court Requested

 FORMCHECKBOX 
 Integrated Assessment

 FORMCHECKBOX 
 CIPP 

 FORMCHECKBOX 
 Clinical Staffing
	 FORMCHECKBOX 
 Child & Family Team

 FORMCHECKBOX 
 Annual Clinical Review (ACR)

 FORMCHECKBOX 
 Help Unit

 FORMCHECKBOX 
 Change in Permanency Goal/Visitation

 FORMCHECKBOX 
 Intensive Placement Stabilization (IPS)
	 FORMCHECKBOX 
 TLP/ILO/Other Placement Decision

 FORMCHECKBOX 
 Adult Guardianship

 FORMCHECKBOX 
 CILA Placement

 FORMCHECKBOX 
 Supplemental Security Income (SSI)

 FORMCHECKBOX 
 CASA

	CLINICAL REASON(S) FOR REQUESTING EVALUATION (Please check all that apply)

	 FORMCHECKBOX 
 Concern about emotional functioning

 FORMCHECKBOX 
 Concern about social functioning

 FORMCHECKBOX 
 Concern about behavioral functioning

 FORMCHECKBOX 
 Concern about intellectual/cognitive functioning

 FORMCHECKBOX 
 Recommendation from current mental health service

 FORMCHECKBOX 
 Change in functioning unexplained by current events
	 FORMCHECKBOX 
 Not progressing in mental health treatment 

 FORMCHECKBOX 
 Concern about appropriate mental health treatment   

 FORMCHECKBOX 
 Diagnosis unclear

 FORMCHECKBOX 
 Concern about ability to parent 

 FORMCHECKBOX 
 Concern about ability to parent due to mental illness

 FORMCHECKBOX 
 Concern about bonding/attachment issues

	Presenting Problems, specific symptoms, behaviors, duration, severity, history and any complicating factors (please give complete details): 

     



	5. CURRENT MENTAL HEALTH TREATMENT

	List outpatient psychiatrist currently seeing or  FORMCHECKBOX 
 check if NEVER   FORMCHECKBOX 
 check if PRIOR, NOT CURRENT

	Name      
	Date started      
	Estimated # Visits      

	Reason for Visit      

	Address      
	City/Zip      
	Phone      

	Current Medication(s)
	Dose
	Frequency
	Concerns about medication?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes, describe:

     

	     
	     
	     
	

	     
	     
	     
	

	     
	     
	     
	

	     
	     
	     
	

	List outpatient psychologist/therapist currently seeing or  FORMCHECKBOX 
 check if NEVER  FORMCHECKBOX 
 check if PRIOR, NOT CURRENT

	Name (with credentials)
	Reason for Visit
	Date started/Estimated # Visits

	     
	     
	     

	Progress in Treatment:  FORMCHECKBOX 
 Improved  FORMCHECKBOX 
 Little or No Progress  FORMCHECKBOX 
 Regressed due to event  FORMCHECKBOX 
 Near Completion 

	6. Inpatient Psychiatric Treatment or  FORMCHECKBOX 
 check if NEVER    FORMCHECKBOX 
 check if any OVER 2 YEARS AGO

	Total Number of Inpatient Psychiatric Hospitalizations:   FORMCHECKBOX 
 1 - 3       FORMCHECKBOX 
 4 – 6       FORMCHECKBOX 
 7 – 9       FORMCHECKBOX 
 >10

	List all inpatient treatment for mental health/psychiatric symptoms within the past 2 years

	Facility
	Reason for Hospitalization
	Dates of Stay

	     
	     
	     

	     
	     
	     

	     
	     
	     

	7. Demographic and Special Considerations

	Race (check all that apply)  FORMCHECKBOX 
 African-American  FORMCHECKBOX 
 Asian-Pacific American  FORMCHECKBOX 
 Caucasian  FORMCHECKBOX 
 Hispanic-American

 FORMCHECKBOX 
 Native American  FORMCHECKBOX 
 Biracial (specify):      
 FORMCHECKBOX 
 Other:      

	Language?      
	Language spoken at home?      
	Interpreter Needed?
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes

	LGBTQ?
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
	If yes, indicate any concerns      

	Out of Office Testing Requested?
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes
	If yes, why and where?      

	Do you believe the client is actively using substances?  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Rehab/doing regular drops  

 FORMCHECKBOX 
 Yes (check all that apply)   FORMCHECKBOX 
 Alcohol   FORMCHECKBOX 
 Tobacco     FORMCHECKBOX 
 Marijuana     FORMCHECKBOX 
 Cocaine      FORMCHECKBOX 
 Other:      

	Indicate type, frequency, duration

     

	8. Services Involved in or Completed & Date

	 FORMCHECKBOX 
 Mentoring      
    FORMCHECKBOX 
 Recreation      
    FORMCHECKBOX 
 Vocational Training      


	 FORMCHECKBOX 
 Parenting Classes      
    FORMCHECKBOX 
 Parent Coaching      
    FORMCHECKBOX 
 Substance Abuse Treatment      
 

	9. Developmental History

	Concern about developmental delay?  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes 

	Details:
     

	Receiving/received any of the following services?  FORMCHECKBOX 
 None
 FORMCHECKBOX 
 Physical Therapy     FORMCHECKBOX 
 Speech Therapy     FORMCHECKBOX 
 Occupational Therapy 

	Details:
     

	10. Educational History  Check all that apply or  FORMCHECKBOX 
 check if NONE

	 FORMCHECKBOX 
 Special Education Services?
 FORMCHECKBOX 
 IEP?
 FORMCHECKBOX 
 Suspension?
 FORMCHECKBOX 
 Expulsion?

 FORMCHECKBOX 
 Social Problems with peers?
 FORMCHECKBOX 
 Teacher has concerns?
 FORMCHECKBOX 
 Parent has concerns?

	Details:
     


	11. Impairment   Check all that apply or  FORMCHECKBOX 
 check if NONE

	 FORMCHECKBOX 
 Visually Impaired
 FORMCHECKBOX 
 Hearing Impaired
 FORMCHECKBOX 
 Physically Impaired

	Details:
     

	12. Medical History  If YES, describe

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Head Trauma?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Medical illnesses?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Seizure Disorder?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Surgeries?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Pregnant?   
	Due Date:      
	Number of Pregnancies:      
	Number Live Births:      

	 FORMCHECKBOX 
 Other:      

	Details:

     

	13. Legal Involvement (court appearance, probation, etc)  If YES, describe

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Current? 
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	History? 

	Details:

     

	14. ATTACH REQUIRED DOCUMENTATION – CANNOT PROCESS IF NOT INCLUDED
Please separate and staple each document. Do NOT include the first 3 direction pages.

	Initial Integrated Assessment & most recent Service Plan (if not updated within 30 days, include an addendum of recent events)

	All previous psychological or other professional evaluations, including psychosexual, mental health assessments

	Court order for evaluation/Court referral for evaluation/Court Report

	Educational Records to include grade report, IEP, ACR educational report

	If the client is or has been in mental health treatment (therapy &/or psychiatry), a progress report &/or treatment plan or summary &/or psychiatric hospital discharge summary &/or current medication list updated within 90 days

	Medical report, including neurological exam report

	Staffing Report from CIPP Child & Family Team, ACR, DCFS Clinical, Agency Staffing, PASS, HELP Unit or other Clinical Staffing

	Other documentation such as Unusual Incident Report (UIR), Ansell-Casey Scoring Summary (not the test form)

	15. ADDITIONAL INFORMATION

	     


	Signature of Caseworker


	Signature of Supervisor

	Date


	Date
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