I nWA :E:::\asnec:vices
Pre-Aftercare/YTDM Referral Form

Use this form to refer an eligible youth to Pre-Aftercare (age 17) or to refer them to YTDM (age
16 Y2 — 17 '2). Check the type of referral below:

[ ] Pre Aftercare Referral [ ] YTDM Referral

"Pre-Aftercare Services" means services provided to youth age 17, who are expected to qualify for
the lowa Aftercare Services Program (Aftercare), prior to their discharge from foster care, the State
Training School, or detention.

Youth Transition Decision-Making (YTDM) is a specialized team decision-making process for youth
transitioning to adulthood from an out of home placement and occurs between 16 2 and 17 "2 years
of age.

Case Information

Referral Date: County of Residence: Financial County:

Youth Name Date of Birth

Best way to contact youth (provide phone or email) | Primary language:

Translation services needed: [ ] Yes [ |No
Sex (may decline to answer) | Race/Ethnicity (how youth identifies/may decline to answer)

[ImM []F

Naturalization or Special Immigrant Juvenile (SIJ) Status. | Cultural needs/special accommodations

County Youth Expected to Live Expected Discharge Date Current Voluntary Placement
after Discharge (MM/YYYY) Agreement (VPA)
[ ]Yes [ ]No
Education Level (grade) Special Education (Yes/No) | Expected H.S. Graduation Date
[]Yes [INo (mm/yyyy)

Current Placement

Type Agency name and contact name:

City and County of placement Email Phone

Additional placements within last year with dates: | Pending court issues or protection orders
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Current Services and Supports

Substance Abuse Probation Mental Health
Family-Centered Services | Adult Services BHIS
Kinship Connections Mentors Peer supports

Next YTDM or YCPM (Date and Facilitator)

Additional Information

Provide information to inform service delivery (e.g., transition plan, Casey Life Skills Assessment,
the youth'’s interests, behavior issues, etc.). Documents referenced should be attached to this
referral, if available, or indicate who created them in this field.

Referring Worker Information

Referring Worker Name Service Area Name/Judicial District Number
Contact Phone Number County City, State
Email Dates/Times available for YTDM meeting (if applicable):
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If making a YTDM referral continue below:

YTDM-Additional Information:

If yes, identify:

Is youth aware a facilitator will be contacting them? [lYes [INo
Is court involved? [JYes []No

If yes, provide the next hearing: Date Time Type

Is there a need for a translator or interpreter? [ ]Yes []No
Language

Any cultural needs and/or special accommodations? [lYes [INo

Potential Team Members for YTDM

Member Name Email

Phone

HHS Social Work Case
Manager (SWCM)

Youth’s Attorney/GAL

CASA

Parents

Foster Parents

Kin/Fictive Kin

Youth Supports

Pre-Aftercare Advocate

Other/Role

Other/Role

Send completed referral form to Joanie Havel, IASN Coordinator, at: jhavel@iastate.edu
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