EPC-SVS-54 (Rev. 10/15)

Chafee Foster Care Independence Program Referral

El Paso County Department of Human Services
Youth Name_________________________ Age _____Sex ________Date of Referral__________________
SSN#
HH#
State ID___________________

DOB _____________ County of Residence:
______Legal Status: D&N____________ Delinq ________

Foster Parent _______________________ Placement Phone__________________

Placement Address ________________________City__________                            Zip
_________________
Referring County________________ CPA Name__________________________________________________
Caseworker/Client Manager___________________________________________________________________
Address:___________________________________ Phone:_________________________________________

Fax Number _______________________Email__________________________________________________
Type of Placement
Ethnicity

Family Foster Care


Hispanic


Group Home


Black


RCCF/RTC


American Indian



     Kin Care


Asian



ILA


Caucasian


Adopted/Relative Guardianship
_______
Other
______
Special Needs Status:

Teen Parent ______Sexual Offender______ Developmentally Delayed________ Physically Disabled_______ 
History of Chemical Depend______ Mental Illness_______ Adjudicated Delinquent_______
Reason for Placement____________________________________________________________
 Date of initial placement______________
Name of School ______________ Last Grade Completed ________________________GED_____________

Currently Employed _____________________ Employment History_____________________________
Does youth have significant emotional and behavioral problems that will be a factor in planning for emancipation?  Are biological parents a resource?  Please explain

Planned date for emancipation _______________________________________________________________
Please Attach FSP Part 4D with signatures, Social History, Placement History and IEP (if applicable)

OR Referral Will Not Be Accepted

A letter will be sent to the caseworker if the youth is placed on a wait list. 

Meet Program Area 4,5, or 6 target group eligibility requirements, in a non-secure setting, with the Division of Youth Corrections, or meet requirements for ongoing Chafee services in the state where the youth emancipated, was adopted or entered relative Guardianship, if other than Colorado.





Be at risk of aging out of foster care which includes youth:


Currently in out-of-home care, fourteen (14) up to twenty-one (21) years of age, and in out-of-home placement for a minimum of six (6) months if under age seventeen (17). Consecutive months are not required; 


Age sixteen (16) to twenty-one (21), who meet requirements for Relative Guardianship Assistance and entered Relative Guardianship on or after age sixteen (16); 


Age sixteen (16) to twenty-one (21), who meet requirements for Adoption Assistance and entered Adoption Assistance on or after age sixteen (16); 


Age eighteen (18) to twenty-one (21), who were in out-of-home care on their eighteenth (18th) birthday











