REFERRAL CHECKLIST FOR REGISTRATION RISK ASSESSMENT
_____ 
REFERRAL LETTER (summarize case, indicate if language/ deaf interpreter is needed)
_____  Indicate if CERTIFIED LANGUAGE OR HEARING INTERPRETER is needed by the juvenile or parents.
_____  RRA CLIENT INFORMATION FORM (all info must be current)
_____  ADVISEMENT and RIGHTS AND RESPONSIBILITIES FORMS  (JPO or DYS Services Mgr. must review these with the juvenile.)
_____  COURT ORDER for REGISTRATION RISK ASSESSMENT or RE-ASSESSMENT 
_____
SOCIAL SECURITY CARD

_____  ORDER OF ADJUDICATION and TERMS OF PROBATION 
_____
GUARDIANSHIP or CUSTODY PAPERS

_____
ANY AND ALL “REPORT(s) TO THE PROSECUTING ATTORNEY” naming the 
juvenile as the 
perpetrator or victim. (Contact DHS Central Registry @ 501-682-0405.)  
_____
If Central Registry replies that no Report to Prosecuting Attorney exists, then put a copy of the Central Registry reply in the referral packet.

_____  If the victim is not a child: Narrative summary of the LAW ENFORCEMENT INVESTIGATION (including victim, witness & offender statements).
_____
PREVIOUS PSYCHOSEXUAL ASSESSMENT REPORTS
_____
PREVIOUS PSYCHOLOGICAL EVALUATIONS 
_____  CLINICAL DISCHARGE SUMMARY REPORTS from all previous mental health services juvenile has 
received in the past (inpatient and outpatient)
_____
If client is currently in therapy: CURRENT TREATMENT PLAN and a RECENT PROGRESS REPORT 
from current therapist 
_____
LEGAL HISTORY (all previous charges; dates of adjudications; dispositions)

_____
LIST OF CURRENT MEDICATIONS/MEDICAL CONDITIONS
_____  If juvenile has a previous psychosexual assessment by the UAMS ASAP program, a RELEASE OF INFORMATION FORM signed by legal guardian allowing ASAP records to be released to the Registration Risk Assessment Team is needed.
_____
COPY OF I.E.P. (Individual Education Plan) from school.
ADDITIONAL RECORDS NEEDED FOR YOUTH IN DYS CUSTODY:

_____  DYS FACE SHEET

_____  DYS FIELD EVALUATION

_____  PACE EVALUATION

_____  ORDER OF COMMITMENT

ADDITIONAL RECORDS NEEDED FOR YOUTH IN DCFS CUSTODY:

_____
DCFS CASE PLAN





_____
SAFETY PLAN




_____
P.A.C.E. REPORT

_____
PLACEMENT HISTORY

FAILURE TO SEND ALL THE REQUIRED INFORMATION WILL DELAY THE PROCESSING OF YOUR REFERRAL.  Send referral packet to:
Family Treatment Program

Attention: Diana Smith/ASAP Program

1 Children’s Way, Slot 512-24B

Little Rock, AR 72202

Fax: (501) 364-3816

or to smithdianat@uams.edu 

Diana Smith’s phone: (501) 364-3136
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