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Children’s Review Program Residential Private Child Care Quarterly Report

If the PCC fails to submit the CRP 001 by the due date, payment shall be terminated.  The PCC may file a request for a fair hearing using the DSS-154, Request for Fair Hearing, within 30 days of termination of payment.

QUARTER BEGINNING
QUARTER ENDING

Month
Day
Year
Month
Day
Year








A.   PCC INFORMATION:
PCC Name 
Contact Person
Telephone 
Fax Number
Admission Date







B.    CHILD INFORMATION:

Child’s Name (Last, First, M.I.)
D.O.B.
Sex
Race
Social Security #

 

 FORMCHECKBOX 
M   FORMCHECKBOX 
 F



State Worker (DCBS/DJJ)
Is this a State Worker different from the one listed on the last Quarterly Report?
County


 FORMCHECKBOX 
Y     FORMCHECKBOX 
N


C.  DCBS PERMANENCY GOAL

 FORMCHECKBOX 
Return to Parent      FORMCHECKBOX 
Permanent Relative Placement      FORMCHECKBOX 
Adoption      FORMCHECKBOX 
Guardianship     

 FORMCHECKBOX 
Planned Permanent Living Arrangement    FORMCHECKBOX 
Emancipation

CURRENT PCC DISCHARGE PLAN

Projected date of discharge: 


Briefly state any change in the discharge plan in the last 3 months.

D.  PARENT/GUARDIAN INFORMATION

 FORMCHECKBOX 
NOT APPLICABLE
Please provide the following information about the person the child will be returned to as part of the permanency plan (e.g.,  parent, foster parent, relative, etc.).  If “NOT APPLICABLE,” proceed to “Section E.”
Last Name
First Name
Relation To Child
Phone 

 




Mailing Address
City
State
Zip Code






1.  How involved is this person in the child’s treatment?  FORMCHECKBOX 
Not at all   FORMCHECKBOX 
 A Little  FORMCHECKBOX 
 Some  FORMCHECKBOX 
 A lot     

2.
Describe the services the family receives from your program.  If no services, please indicate the reason.

E.  PROGRESS TOWARD TREATMENT GOALS

1.  Please attach a summary of the child’s progress towards his/her treatment goals (monthly or quarterly) or record below goals completed, added, etc. since the last quarterly report.

2.  If the program operates on a Phase/Level System, please indicate current Phase/ Level and highest Phase/Level in your system by assigning numbers to the levels. 

Child’s Current Phase/Level
Highest Phase/Level Obtainable




3.  Has the child’s behavior necessitated a significant change in the child’s treatment or supervision?  FORMCHECKBOX 
YES   FORMCHECKBOX 
NO   If yes, please specify the changes (use a separate sheet if necessary).
F.  CRITICAL INCIDENTS

Please indicate below any critical incidents that have occurred  in the last 3 months.  Please note if legal charges were filed as a result of the incident.   Do not report historical incidents or use “ongoing” as a way of measuring the number of times an incident occurs.   If you cannot adequately describe an incident in the space below, attach the incident report.

 FORMCHECKBOX 
NO INCIDENTS
Behavior(s)
Brief Description of the Incident(s)
Dates of Incidents  

Aggressive (Physical) Acts



Aggressive (Verbal) Acts





Bizarre or Unusual Behaviors





Destroying Property

(Implies damage)



Homicidal Behavior, Threats, or Ideation



Impulsivity – Dangerous





Runaway/AWOL



Self-Abusive/Self-Mutilating Behavior



Sexual Perpetration





Sexually Acting Out





Suicidal Behavior (Specify: attempt, threat, etc.)



Substance Use

(Do not include tobacco use.)





Other



G.  METHODS OF INTERVENTIONS

Method
Frequency
Has the use of these methods become more frequent?  Explain.

Use of Time-out





Physical Management/

Restraint (Do not include escorts or assists.)



Calling outside assistance

(e.g. police, non-agency staff, etc.)



Other:





H.  SOCIAL SKILLS

1.  How well does the child interact with peers and staff on campus?

2.  How well does the child interact in a public setting away from the program (e.g., furloughs, home visits, etc.)?

3.  How well does the child take care of personal hygiene needs and what type of staff intervention is required, if any?

4.  If the child is employed or works at the program, how well does the child complete tasks and how much staff time is required?

I.  EDUCATION 

1. Educational Status:  FORMCHECKBOX 
  Regular Education  FORMCHECKBOX 
  Special Education  FORMCHECKBOX 
  College  FORMCHECKBOX 
  G.E.D.  FORMCHECKBOX 
  Vocational  FORMCHECKBOX 
  Other: ____________

2. School Type:   FORMCHECKBOX 
  On-Campus   FORMCHECKBOX 
  Off-Campus  FORMCHECKBOX 
  Classes On and Off-campus   FORMCHECKBOX 
  Day Treatment 

 FORMCHECKBOX 
  Partial Hospitalization   FORMCHECKBOX 
  Other:________________

3. Current Grade In School: _________

4. Staff Ratio to this child in the Classroom:   (Staff): ________(Child):_________
5. Approximate number of child specific interventions by staff this quarter at school. (Excluding educational planning meetings): __________
6. If there were behavior problems at school, what types of interventions were necessary?

7.
Summarize any progress or lack of progress in academics in the last 3 months.

J.
MEDICAL 

1.  Does the child have any chronic physical illnesses that require staff supervision?  FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO


If yes,  indicate the illness, the severity, and how PCC staff time and resources were utilized during the last quarter.

2.  Has the child had any acute illnesses, medical complications, or medical hospitalizations in the last 3 months?  FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO

If Yes, please explain and indicate how PCC staff time and resources were utilized (attach additional sheets if necessary).

K.
MEDICATIONS


List child’s current medications and purpose. 

#
Medication 
Purpose
#
Medication 
Purpose

1


4



2


5



3


6



L. DSM-IV DIAGNOSIS

AXIS I
AXIS II










M. MENTAL HEALTH THERAPY/ SUBSTANCE ABUSE TREATMENT

 FORMCHECKBOX 
NO SERVICES

Type of Services Offered to Child
Total Number of Sessions Received this Quarter 
Name of Agency/Program Providing Service
Provider Name(s)

(Psychiatrist, therapist, etc.) including degree/specialty

Individual Counseling




Group Counseling




Psychiatric Interventions




Family Counseling




Substance Abuse Counseling




(Check the Appropriate Box)

· Sexual Reactive Tx

· Sexual Offender Tx




Other Interventions:






N. VISITATION

List all visits by state workers, relatives, friends, etc. that have occurred in the last 3 months.  (Attach additional sheets if necessary.)

 FORMCHECKBOX 
NO VISITS
DATE/LENGTH OF VISIT
NAME OF PERSON VISITING WITH CHILD
RELATION TO CHILD
LOCATION OF VISIT
RESULT OF VISIT

(Give a brief description)

























O. ADDITIONAL INFORMATION/COMMENTS 


Indicate any other significant information regarding this child and the child’s progress in the last 3 months.  This can 
include any special programming needs or any other information that has not been addressed previously in this report (attach additional sheets if necessary).

P. SIGNATURE OF REPRESENTATIVE

____________________________________________

______________

Signature of PCC Representative



Date

PLEASE ATTACH AND REFERENCE ANY SUPPORTING DOCUMENTATION.
Distribution:  

· Children’s Review Program 
· Social Services Worker
· Resident’s Facility File
Year





Month











	





Has the child’s DCBS worker visited the child at least once in the last 3 months at the facility? � FORMCHECKBOX �� YES � FORMCHECKBOX �� NO
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