
Please scan completed form and e-mail to:  HFCPlacements@Heartlandforchildren.org
Initial Placement Request Form 
(to be used by Protective Investigator/ Case Manager for Initial Placement or Living Arrangement)
ONLY COMPLETED PLACEMENT FORMS WILL BE ACCEPTED
Please Type or Print Legibly
1.  Type of Placement You Are Requesting (MUST select one):

 FORMCHECKBOX 
 Licensed Care – (Please Complete Entire Packet except Item 7)

 FORMCHECKBOX 
 Approved Relative / Non Relative (Please complete ONLY  Items 1 - 7)

 FORMCHECKBOX 
 In Home Living Arrangement (Please complete ONLY Items 1 - 7)

2.  Case Information
	FSFN Case ID
	     
	FSFN Intake # 
	     

	Request Date
	     
	Time:
	     
	AM  FORMCHECKBOX 
  PM  FORMCHECKBOX 

	Date Placement Needed:
	     

	Bio Mother’s Name
	     
	Bio Father’s Name
	     


3.   Child Information
	Child’s FSFN Information
	SSN
	Race
	Sex
	School Currently Attending
	Grade

	Person ID
	Name
	
	
	
	
	

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


4.  Removal Date/Time  
	Initial Removal Date
	     
	Removal Time:
	     
	AM  FORMCHECKBOX 
    PM  FORMCHECKBOX 



5.  Removal Reasons         

	You MUST select at least one of these (AFCARS reportable Removal Reasons):
	MUST select at least one:
	Other Removal Reasons:
	Select all that apply:

	Physical Abuse
	 FORMCHECKBOX 

	Physical Neglect
	 FORMCHECKBOX 


	Sexual Abuse 
	 FORMCHECKBOX 

	Domestic Violence
	 FORMCHECKBOX 


	Emotional Abuse/Neglect
	 FORMCHECKBOX 

	Transition to Independence
	 FORMCHECKBOX 


	Alcohol Abuse (Child)
	 FORMCHECKBOX 

	Inadequate Supervision
	 FORMCHECKBOX 


	Drug Abuse (Child)
	 FORMCHECKBOX 

	Prospective Emotional Abuse/Neglect
	 FORMCHECKBOX 


	Alcohol Abuse (Parent)
	 FORMCHECKBOX 

	Prospective Medical Neglect
	 FORMCHECKBOX 


	Drug Abuse (Parent)
	 FORMCHECKBOX 

	Prospective Physical Abuse
	 FORMCHECKBOX 


	Inadequate Housing
	 FORMCHECKBOX 

	Prospective Physical Neglect
	 FORMCHECKBOX 


	Child’s Behavior Problem
	 FORMCHECKBOX 

	Prospective Sexual Abuse
	 FORMCHECKBOX 


	Child’s Disability
	 FORMCHECKBOX 

	Request for Service
	 FORMCHECKBOX 


	Incarceration of Parent(s)
	 FORMCHECKBOX 

	Adoption dissolution
	 FORMCHECKBOX 


	Death of Parent(s)
	 FORMCHECKBOX 

	Medical Neglect
	 FORMCHECKBOX 


	Caretaker’s Inability to Cope
	 FORMCHECKBOX 

	
	

	Abandonment
	 FORMCHECKBOX 

	
	

	Relinquishment
	 FORMCHECKBOX 

	
	


6.  Current Removal Episode Information    
	Manner of Removal (MUST select one)
	 FORMCHECKBOX 
 Court Ordered
	 FORMCHECKBOX 
 Temporary Physical Custody
	 FORMCHECKBOX 
 Voluntary  

	Marital Status of Removal Home (MUST select one):

	 FORMCHECKBOX 
 Married Couple
	 FORMCHECKBOX 
 Single Female
	 FORMCHECKBOX 
 Single Male
	 FORMCHECKBOX 
 Unable to Determine
	 FORMCHECKBOX 
 Unmarried Couple

	Primary Person child was Removed from:
	Secondary Person Child was Removed from:

	Name:
	     
	Name:     

	Relationship To Child: (MUST Select One for each Person Removed From)

	 FORMCHECKBOX 
 Mother
	 FORMCHECKBOX 
 Father
	 FORMCHECKBOX 
 Maternal Grandmother
	 FORMCHECKBOX 
 Maternal Grandfather
	 FORMCHECKBOX 
 Cousin
	 FORMCHECKBOX 
 Sister
	 FORMCHECKBOX 
 Brother

	 FORMCHECKBOX 
 Aunt
	 FORMCHECKBOX 
 Uncle
	 FORMCHECKBOX 
 Paternal Grandmother
	 FORMCHECKBOX 
 Paternal Grandfather
	 FORMCHECKBOX 
 Non Relative
	 FORMCHECKBOX 
 Other
	     

	Other (cont)      

	     


7.  Initial Placement Information - (Do not complete this section if a Licensed Placement is being requested) 

	Date Placed:
	     
	Time Placed:     
	AM  FORMCHECKBOX 
    PM  FORMCHECKBOX 


	Placement Caregiver Family Structure (MUST select one):

	 FORMCHECKBOX 
 Married Couple
	 FORMCHECKBOX 
 Single Female
	 FORMCHECKBOX 
 Single Male
	 FORMCHECKBOX 
 Unable to Determine
	 FORMCHECKBOX 
 Unmarried Couple

	Placement Type:
	 FORMCHECKBOX 
 Foster Care
	 FORMCHECKBOX 
 Relative
	 FORMCHECKBOX 
 Non Relative
	 FORMCHECKBOX 
 Parent

	Primary Caregiver:        
	Secondary Caregiver:        

	DOB:        
	Race:        
	Sex        
	DOB:        
	Race:        
	Sex        

	Ethnicity:        
	SS#:       
	Ethnicity       
	SS#:       

	Address:      
	Address:      

	City:      
	State:      
	Zip:      
	City:      
	State:      
	Zip:       

	Phone #:      
	Phone #:       

	Child’s Relationship To Caregiver: (MUST Select One) – Write Child Name Here and Use Additional Sections Below for additional children placed with same provider.

Child Name:       

	 FORMCHECKBOX 
 Son
	 FORMCHECKBOX 
 Daughter
	 FORMCHECKBOX 
 Maternal Grandchild
	 FORMCHECKBOX 
 Cousin
	 FORMCHECKBOX 
 Sister
	 FORMCHECKBOX 
 Brother

	 FORMCHECKBOX 
 Aunt
	 FORMCHECKBOX 
 Uncle
	 FORMCHECKBOX 
 Paternal Grandchild
	 FORMCHECKBOX 
 Non-Relative
	Other
	     

	Child’s Relationship To Caregiver: (MUST Select One)

Child Name:       

	 FORMCHECKBOX 
 Son
	 FORMCHECKBOX 
 Daughter
	 FORMCHECKBOX 
 Maternal Grandchild
	 FORMCHECKBOX 
 Cousin
	 FORMCHECKBOX 
 Sister
	 FORMCHECKBOX 
 Brother

	 FORMCHECKBOX 
 Aunt
	 FORMCHECKBOX 
 Uncle
	 FORMCHECKBOX 
 Paternal Grandchild
	 FORMCHECKBOX 
 Non-Relative
	Other
	     

	Child’s Relationship To Caregiver: (MUST Select One)

Child Name:       

	 FORMCHECKBOX 
 Son
	 FORMCHECKBOX 
 Daughter
	 FORMCHECKBOX 
 Maternal Grandchild
	 FORMCHECKBOX 
 Cousin
	 FORMCHECKBOX 
 Sister
	 FORMCHECKBOX 
 Brother

	 FORMCHECKBOX 
 Aunt
	 FORMCHECKBOX 
 Uncle
	 FORMCHECKBOX 
 Paternal Grandchild
	 FORMCHECKBOX 
 Non-Relative
	Other
	     


8.  Legal Status:
 FORMCHECKBOX 
 New Shelter (means that a shelter hearing has not occurred)    

 
 FORMCHECKBOX 
 Shelter (means that child has not been adjudicated dependent)
 


 FORMCHECKBOX 
 Foster Care (means that the child has been adjudicated dependent and if so, please fax 


the OA as well)

  Adjudication Date:       
9. Sibling Information   
	Does child(ren) have other siblings in foster care?
	 FORMCHECKBOX 
 Yes               FORMCHECKBOX 
 No
	

	If yes, give name(s) and DOB(s)
	     

	     
	     


 10.  Medicaid Information   
	Medicaid number for child(ren
	1      

	2      
	3      

	4      
	5       


	11   Describe Abuse/Neglect Allegations in detail:      

	     

	     


12. Please check all that apply to child(ren)’s behavior:
	 FORMCHECKBOX 
 Verbally Aggressive      
	Name of child      

	 FORMCHECKBOX 
 Depression
	Name of child      

	 FORMCHECKBOX 
 Violent/Assaultive    
	Name of child      

	 FORMCHECKBOX 
 Lying 
	Name of child      

	 FORMCHECKBOX 
 Stealing 
	Name of child      

	 FORMCHECKBOX 
 Bed-Wetting 
	Name of child      

	 FORMCHECKBOX 
 Substance Abuse 
	Name of child      

	 FORMCHECKBOX 
 School Related 
	Name of child      

	 FORMCHECKBOX 
 Potty-Trained
	Name of child      

	 FORMCHECKBOX 
 Tantrums
	Name of child      

	 FORMCHECKBOX 
 Chronic Runaway 
	Name of child      

	 FORMCHECKBOX 
 Is baby being breast fed  
	Name of child      

	 FORMCHECKBOX 
 Developmentally Delayed Diagnosis
	Name of child      

	 FORMCHECKBOX 
 Therapeutic Needs/Mental Health Diagnosis
	Name of Diagnosis 
     
	Name of Child

     

	
	Name of Diagnosis 

     
	Name of Child

     

	
	Name of Diagnosis

     
	Name of Child

     

	 FORMCHECKBOX 
 List child’s DJJ history


	     

	Other


	     


	13.  Explain current circumstances and/or behaviors of child(ren) in detail  (brief description of child’s current state)       

	     

	     


	14.  List Name and Location for all attempts to place children with relatives, non-relatives, or friends.   

	Name
	Location
	Reason Placement Not Appropriate

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	15.  Does any child(ren) have any of the following medical problems? 

	 FORMCHECKBOX 
 Fever
 FORMCHECKBOX 
 Diarrhea
 FORMCHECKBOX 
 STD
 FORMCHECKBOX 
 Vomiting
 FORMCHECKBOX 
 Flu
 FORMCHECKBOX 
 Cold

	 FORMCHECKBOX 
 Lice 
 FORMCHECKBOX 
 Scabies 
 FORMCHECKBOX 
Sore Throat
 FORMCHECKBOX 
 Ear Infection
 FORMCHECKBOX 
 Seizures
 FORMCHECKBOX 
 Other       

	If any boxes are checked, indicate which child and if child has been seen by physician and/or treated for condition.


	     

	

	



16.   Does child(ren) have any mental health diagnoses?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, when was the evaluation completed, what is diagnosis, and attach summary of behavior.

	     

	     

	     


17.   Does any child(ren) take medications or have medical equipment? 
 FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No

	If yes list all medications, why medications are taken, and when medications are taken for each child. List any medical equipment.       

	     

	     

	     


18.  Does each child(ren) have enough medication for next 10 days?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	If no, which child needs medication and when will medication be obtained and by whom?

	     

	     

	     


19.  Does the child(ren) have a Court order to take the medication prescribed?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


20.  Does the child(dren) have any scheduled Medical Appointments    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, list information for next appointment below:

	Child
	Date
	Time
	Purpose

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


21.  Does the child(dren) have any scheduled Mental Health Appointments    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, list information for next appointment below:

	Child
	Date
	Time
	Purpose

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


22.  A victim of sexual abuse requires a Safety Plan that must be completed in FSFN prior to a placement being provided.
	Has any child been a victim of sexual abuse?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	If yes, give victim’s name, age, sex and date of events.
	     

	

	Did the child receive treatment?           FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Who provided the treatment?
	     

	What was the outcome?
	     


23.  A perpetrator of sexual abuse requires a Safety Plan that must be completed in FSFN prior to a placement being provided.

	Has any child been a perpetrator of sexual abuse? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	If yes, give victim’s name, age, sex and date of events.
	     

	     

	Did the child receive treatment?     FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Who provided the treatment?
	     

	What was the outcome?
	     

	Was the child charged for a sexual act?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	If yes, explain: 
	     

	     

	     


24.  Is there a Child Resource Record for each child?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Minimum requirement -  a cover letter, all court paperwork, copy of birth certificate or birth verification, copy of SS card,  custody letter, Medicaid card, medical records, mental health records, school records, daily routine of child, any special needs of child such as diet, your name and office/cell number.  
Foster Parents will not accept a child into their home without a Child Resource Record.
Note:  Copy of Shelter Order needs to be available to Foster Home within 48 hours of hearing.
	25.  What support and services will be provided, by the Department or Case Management Organization, for this 

	child(ren) in a foster home?
	     

	     

	     


	26.  Please list or attach the child’s visitation schedule
	     

	     

	     


	27.  Give type and date of next court hearing
	     

	     

	     


	     
	
	     

	CPI / Case Manager Name (Please Print or Type)
	
	Supervisor Name  (Please Print or Type)


	
	
	     
	
	
	
	     

	CPI Signature
	
	Date
	
	Supervisor Signature
	
	Date

	
	
	
	
	
	
	

	Office Phone:
	
	
	Office Phone:
	

	Cell Phone:
	     
	
	Cell Phone:
	


Attached is a revised Initial Placement Form to be used when placing a child in either licensed or non-licensed home. It is an improvement in eliminating multiple forms and will serve as the single document when placing a child. 

For non-licensed placements, the CPI is required to fill out pages 1 and 2 only (questions 1-7).

For licensed placements, the CPI will complete entire document as more detailed information is needed when placing child in licensed setting. 

PI can use WORD document to type in response or write legibly.  Scan and send the form to  Heartland for processing.  The email address to send to HFC is at top of document.   

Remember when emailing the CPI will indicate on the subject line the type of placement being submitted,( i.e. licensed or approved placement).   Also remember - submitting without a subject line causes HFC's spam filter to consider the message as spam and it does not come to the placements e-mail.
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