Disability Score Tracking Form-Child
Revised 2/22/10 rsb

Cumberland County LME

CHILD

TARGET POPULATION TRACKING FORM

Division of Mental Health, Developmental Disabilities, and Substance Abuse
AGENCY NAME: ___________________________________________________

               CLIENT NAME: _______________________________________________________________
                                                          *Note:  This form should only be filled out for a client.


(1 = Admission (due at time of admission)

                                 Client Record Number: _____________


( 2 = Update (due annually and/or when clients eligibility changes)      Effective Date: ___________________
      Competency:

(M=Minor

(U = Unknown
      Disability Score:   GAF: _______________             NC SNAP (if applicable):________________

      Diagnosis (Axis I and Axis II- use code and description): ___________________________________________

	
	IPRS Benefit Plan for Admitted Client (Check all that apply):
	Start Date:
	End Date:

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	CMAO –Child Mental Health – Assessment Only

CDAO – Child Developmental Disability – Assessment Only

CSAO  - Child Substance Abuse – Assessment Only
	
	XXXXXXXXXX XXXXXXXXXX XXXXXXXXXX

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	CMCS –Child Mental Health – Crisis Services

CDCS – Child Developmental Disability – Crisis Services

CSCS  - Child Substance Abuse – Crisis Services
	
	

	 FORMCHECKBOX 

	CMSED – Child Mental Health - Seriously Emotionally Disturbed  
	
	

	 FORMCHECKBOX 

	CMECD – Child Mental Health - Early Childhood Disorder
	
	

	 FORMCHECKBOX 

	CMVET - Child Mental Health Veteran and Family  
	
	

	 FORMCHECKBOX 

	CSSAD – Child Substance Abuse – Child with Substance Abuse Disorder
	
	

	 FORMCHECKBOX 

	CSMAJ – Child Substance Abuse – MAJORS SA/JJ Program
	
	

	 FORMCHECKBOX 

	CDSN – Child Developmental Disability (Includes SNAP 1-5)
	
	


   Name of person completing form and credentials (please print):_______________________________________
   Contact Telephone #:__________________________   Date client admitted to your agency:_________________ 
  Service(s) client is receiving:______________________________________________________________________
After referencing the IPRS pages on the Division’s website:  http://www.dhhs.state.nc.us/mhddsas/iprsmenu/index.htm, please initial the following statements:
· I have confirmed diagnosis is within the ICD-9 Diagnosis Range for target population indicated above: 
_____ yes   _____no
· I have confirmed that consumer meets eligibility criteria for target population indicated above:
_____ yes   _____no

· I have confirmed that consumer is in just one target population:
_____ yes   _____no 
 Signature: __________________________________________________
Completion Date: ________________
