CHAUTAUQUA COUNTY DEPARTMENT OF MENTAL HYGIENE
Universal Application Form for accessing Children's Mental Health Services
Via the Children’s SPOA Process
Send Completed application, consent, and supporting documentation to:
Chautauqua County Department of Mental Hygiene
Children’s SPOA Office
Attn: C-SPOA Coordinator
2 Academy Street

Suite 201
Mayville, New York 14757
Fax: 716 –753 – 4230
If you have any questions please call:  (716) 753-4296
Today's Date:  

Child’s Name:       
Application for:  Please select all the voluntary services listed below that you believe to be the most appropriate level of care for the identified child.
 FORMCHECKBOX 
 Youth Peer Support – Youths working with youths to support, link and empower them to navigate through services.
 FORMCHECKBOX 
 Family Support – Family Advocates (FA) work with parents and caregivers of an identified SED child to support, link and empower them to navigate through services. 

 FORMCHECKBOX 
 CC (Care Coordination) – A Care Coordinator evaluates, coordinates, and monitors service needs and delivery, links with community resources, gives guidance during a crisis, and advocates for the identified SED child and their family.  
 FORMCHECKBOX 
 HCBS (Home and Community Based Services) "Waiver" – Is available to a child at risk of inpatient hospitalization or of being placed outside their home due to their complex mental health needs.  An Individualized Care Coordinator (ICC) evaluates, coordinates, and monitors service needs and delivery, links with community resources, gives guidance during a crisis, and advocates for the identified child and their family.  A commitment by the family to intensive, in-home programming is required and visits are on an as needed basis.  The ICC has a caseload of 6 clients.
 FORMCHECKBOX 
 Wraparound – This family driven process facilitates, with families, natural supports and with service providers, the development of a strength-based, coordinated plan with individualized services to collaboratively meet the child's needs.  A commitment by the family to participate is required.  
 FORMCHECKBOX 
 Community Residence (CR) – A temporary community-based placement for an identified SED child who is unable to maintain in their home community.  This is the least restrictive out of home placement.
 FORMCHECKBOX 
 Residential Treatment Facility (RTF) – A temporary placement outside the home for and identified SED child who is unable to maintain in their home community with community-based services and needs a higher level of care than a CR.  This placement is less restrictive than inpatient psychiatric hospitalization. 
 FORMCHECKBOX 
 Other –Behavioral Specialist-Kayleigh Milliman ______________________________________________________________________________

Referral Source:       



Preferred Care Management Agency:       
CLIENT CONSENT FORM
Child’s Name:  
Single Point of Access for Children (SPOA) are hereby granted permission to release and/or obtain information from my (or my child’s) medical, treatment, educational, or service records to and from the Committee Representatives of and/or Records Departments from the following: 
 FORMCHECKBOX 
 All School / Educational Systems   FORMCHECKBOX 
 Aspire   FORMCHECKBOX 
 Aurora House   FORMCHECKBOX 
 Baker Victory Services   FORMCHECKBOX 
 CAP  FORMCHECKBOX 
 COI   FORMCHECKBOX 
 CARTS   FORMCHECKBOX 
 Center for Family Unity   FORMCHECKBOX 
  CHHUNY   FORMCHECKBOX 
 CC Alcohol and Substance Abuse Clinics  FORMCHECKBOX 
 ECMC  FORMCHECKBOX 
 CC Dept. of Health & Human Services   FORMCHECKBOX 
 CC Dept. of Mental Hygiene   FORMCHECKBOX 
 CC Dept. of Probation  FORMCHECKBOX 
 LDA    FORMCHECKBOX 
 Chautauqua Striders   FORMCHECKBOX 
 Compeer   FORMCHECKBOX 
 Conners Children's Center   FORMCHECKBOX 
 Crestwood Children's Center   FORMCHECKBOX 
 Crisis Help Line   FORMCHECKBOX 
 Family Services of the Chautauqua Region   FORMCHECKBOX 
 FPSS of Chautauqua County, Inc.  FORMCHECKBOX 
 HHUNY     FORMCHECKBOX 
 GA Family Services and Learning Center   FORMCHECKBOX 
 Hillside Family of Agencies   FORMCHECKBOX 
 Jamestown Community Learning Council   FORMCHECKBOX 
 Juvenile Services Team   FORMCHECKBOX 
 LDA   FORMCHECKBOX 
 Lee Randall Jones   FORMCHECKBOX 
 New Directions Youth and Family Services   FORMCHECKBOX 
 OPWDD   FORMCHECKBOX 
 Olean Rehabilitation Center   FORMCHECKBOX 
 Randolph Children's Home   FORMCHECKBOX 
 Summit Community Services  FORMCHECKBOX 
 Jones Memorial Health Center  FORMCHECKBOX 
 TRC  FORMCHECKBOX 
 WNYCP   FORMCHECKBOX 
 UPMC Chautauqua WCA 

 FORMCHECKBOX 
 Other (Please specify):                                         Exceptions (Please specify):         

I understand the information obtained and released may contain information about my (or my child’s) identity, diagnosis, treatment, prognosis, and may contain information about psychiatric and/or substance abuse diagnosis.  I further understand I have the right to attend the Children’s SPOA Committee Meeting regarding the appropriate level of care for my child’s / family’s needs.  The purpose or need for disclosing and obtaining information is:  To allow the Children’s SPOA Committee to determine the appropriate level of care and to coordinate treatment.  I am not giving permission for any re-disclosure of this information other than specified above.
A.  My consent will expire when discharged from all Children’s SPOA services OR on this date:       .  I hereby grant permission for the exchange of information to the parties authorized.  I also understand that I have the right to cancel my permission to release or obtain information at any time.


B.  I hereby authorize the Children’s SPOA Committee review of my application for mental health services and all relevant records obtained by Children’s SPOA, for the purpose of determining eligibility for services and level of care.  I understand the Committee is comprised of representatives of various human service agencies in Chautauqua County, and the Committee members will hold all information in confidence.

C.  I hereby refuse to authorize Children’s SPOA to obtain information from or release information to the facilities / organizations listed above.

Signature of Witness





Date





Relationship to client 





Signature of parent, legal guardian, or person acting for client





Signature of Witness





Date





Relationship to client 





Signature of parent, legal guardian, or person acting for client





Signature of Witness





Date





Relationship to client





Signature of parent, legal guardian, or person acting for client
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