Delaware County

Juvenile Sexual Abuser Assessment Request Form
Attachment A

Date of Request __________________________Requesting Agency ____________________

Contact Person __________________________Phone number           ____________________

Request sent to which location please check where the request was sent to:

Delaware Co. MHC _________ 
Forensic Mental Health Associates__________

Juvenile’s Name ___________________________ DOB ___________ 
Home Address    _______________________________________________________________
Home Phone        ___________________________

Alternate address ______________________________________________________________

Foster Parents name, address and phone number (if applicable): _____________________________________________________________________________
Relevant Family:   (indicate whether or not the relevant family lives with the youth)

Name:                                                    Age:                                   Relationship to Youth:

________________________             ________                           ______________________

________________________             ________                           ______________________
________________________             ________                           ______________________             ________________________             ________                           ______________________

Address: __________________________________________    Phone ________________

                 __________________________________________

Insurance Information ____________________________________________________________________________________________________________________________________________________________

Briefly describe the nature of any presenting problem and reason for the referral: Include purpose of evaluation/ referral, Nature of the offenses or problem behavior, an account of the offenses from a party other than alleged offender, ( e. g ., police, victim statement)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Specify status of Family Court proceedings with dates of the next anticipated step if known:

_________________________________________________________________________________________________________________________________________________________

Attached additional information concerning:

School information, Grade, if client is CSE classified (e.g., Triennial eval, disciplinary record etc.)
Any Mental Health or other reports regarding the referred youth and/or his/her family

Any other background information about the family, (e.g., DSS records, which are viewed as relevant to the situation. Please attach appropriate releases and any other pertinent history or documentation that will help in the completion of this assessment / evaluation. Please include other agencies involved. ______________________________________________________________________________
Who will cover the cost of this evaluation? _________________________________________
Date received by MHC or Forensic Mental Health Associates _______________________
