             REQUEST FOR APPROVAL AS MEDICALLY FRAGILE

To:  Medically Fragile Core Health Services Management Team

From:     ______________________(Social Service Worker)

               ______________________ (Medical Liaison)

Through:__________________________(Family Services Office Supervisor)

               ___________________________(Service Region Administrator) 

Date:        _______________

Child’s name

                         (Last)                                                              (First)

 DOB_________   Race__________             SS#________________          DCBS#________________

Commitment date_____________    County of origin______________ 

Foster parent(s)_____________________________LPN?__________RN?___________

Proposed date of placement______________Certified medically fragile home?_______________

County of placement________________

History:  include # of placements, family involvement, school placement, health history, 

developmental age and current behaviors ________________________________________________  ___________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical problems and care needs (attach professional evaluations)______________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

