CRP-QA 350-E
Rev. 8/12/2005
SPECIAL REQUEST 

FOR YOUTH TO BE EXIT INTERVIEWED BY CHILDREN’S REVIEW PROGRAM

Please complete the following information by typing or printing legibly into the boxes and e-mail or fax  to:

Mary Ellen Nold 
Branch OOHC, Division of Protection and Permanency

275 E. Main Street, Stop 3-CE, Frankfort, Kentucky 40601

Phone: 502/564-2147/ Fax:  502/564-5995
E-Mail: MaryEllen.nold@ky.gov
Use one form per youth. If approved, the exit interview will be assigned to an exit interviewer in the youth’s current region.  The exit interview will be completed within 5 business days of receipt of this form.

	Youth’s First & Last Name
	SS#
	Birth Date
	Gender

	
	
	
	

	DCBS Worker
	Worker’s County
	Phone
	Fax

	
	
	
	

	DCBS Worker E-Mail

	

	Person Making Special Request, if Different from DCBS Worker
	Title

	
	

	Send Report to:
	Address
	Phone
	Fax

	
	
	
	


Placement Youth Exited:
	Agency/Program (e.g., DCBS, PCC Residential, etc) – Be Specific
	Foster Parents Full Names, if applicable

	
	

	Agency/Program Phone
	Foster Parent’s Phone

	
	

	Address of Agency (include address, City, State, and Zip code)
	Address of Foster Parents (include address, City, State, and Zip code)

	
	

	County of Agency
	County of Foster Parents

	
	

	Date of Admission
	Date of Discharge


	Reason for Discharge
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	Briefly State the reason this is being requested:

	


Youth’s Current Placement,:


	Agency/Program (e.g., DCBS, Mary Residential, etc) – Be Specific
	Foster Parents Full Names, if applicable

	
	

	Agency/Program Phone
	Foster Parent’s Phone

	
	

	Address of Agency (include address, City, State, and Zip code)
	Address of Foster Parents (include address, City, State, and Zip code)

	
	

	County of Agency
	County of Foster Parents

	
	

	Date Admitted:
	


	Signature of Requestor
	Date Requested
	Date Needed By:

	
	
	


	Additional Comments:

	


CHFS Central Office Only:  FORMCHECKBOX 
 Special Request Approved   FORMCHECKBOX 
 Special Request Denied
	Central Office Approval
	Date Approved

	
	


Upon Approval by CHFS of this form, please fax to:

Children’s Review Program , Attn: Alan Hounshell, Quality Assurance Unit

P.O. Box 13520, Lexington, KY 40583-3520, Phone: (859) 455-7452 /Fax: (859) 225-3605

CRP-Quality Assurance Unit Only: 

	Date Received
	Exit Interviewer Assigned
	Date Assigned
	Due Date to CRP

	
	
	
	


CONFIDENTIALITY NOTICE:  This document, including any attachments, is for the sole use of the intended recipients(s) and may contain confidential and privileged information. Any unauthorized review, use, disclosure or distribution is prohibited.  If you are not the intended recipient, please contact the sender by reply address or fax and destroy all copies of the original message.











Confidential
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