
State of Illinois

Department of Children and Family Services

PRE-SCREEN FOR DCFS YOUTH IN CARE WITH INTELLECTUAL DISABILTIES

1. YOUTH IN CARE:      
ID#:      
DATE OF BIRTH:       

PLACEMENT TYPE:      
PLACEMENT NAME AND ADDRESS:     
ZIP:      
SOCIAL SECURITY NUMBER:      
2. WORKER:      
AGENCY:      
ADDRESS:      

PHONE:      
RSF:      

RESIDENTIAL WORKER (IF APPLICABLE):      
PHONE:      
3. PSYCHOLOGICAL:  Cognitive Functioning, Social/Adaptive Skills and Mental Health Status

A. COGNITIVE FUNCTIONING:  List current and any prior scores.

	Date
	Examiner (including credentials)
	Instrument Used
	Verbal
	Performance
	Full Scale IQ

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


B. SOCIAL ADAPTIVE ASSESSMENT: (i.e. Vineland):

	Date
	Examiner 
	Instrument Used
	Composite Score
	Functional Age Equivalent

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


C. MENTAL HEALTH STATUS:  Please indicate the most recent diagnoses.

     
4.
MEDICAL CONDITIONS:       
5.
BEHAVIOR:
· Physically aggressive behavior:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO


If yes, please describe:      
· Registered sex offender:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO 


If yes, please describe:      
· Criminal/arrest history:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO 


If yes, please describe      
· Parenting or pregnant:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO


If yes, please describe      

Is child(ren) in the youth’s care:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO

· Other issues/concern:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO


If yes, please describe      
6.
PERMANENCY PLAN:

· Type of placement/services seeking (if known):      
· Geographical placement preference:      
COMPLETED BY:       
DATE:       
Submit this form and psychological evaluation (completed within the last three years) via Outlook mailbox to: DCFS.TransitionToAdultServicesDevelopmentalDisabilities@illinois.gov
CFS 418-L
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