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DCF/DDS VOLUNTARY SERVICES PROGRAM  

TRANSFER/CLOSING SUMMARY

Date completed:      
Check One: Autism Program  FORMCHECKBOX 
  DDS/VSP  FORMCHECKBOX 

	Case Name:      
	Link#      

	Current Address:      

	Telephone#:                                             E-Mail Address:      

	Child's Last Name:                                  Child's First Name:                               DOB:      


	Guardian/Conservator/Contact Person:      

	Address:      

	Telephone:                                               E-Mail Address:      


	Medicaid # :                                         

	Current School/Vocational Program:      


	Nexus LEA:       


	Current Service Providers

	Service Provider
	Serv. Type
	Hours
	Frequency/Duration
	Cost

	      
	     
	     
	     
	     

	      
	     
	     
	     
	     

	      
	     
	     
	     
	     

	      
	     
	     
	     
	     


Describe behavioral/psychiatric need and goals for which the above services are being provided _____________________________________________________________

	     Additional Collateral Contacts

	      

	      

	      


	Paperwork Needed & Included

	
	Yes
	No

	IEP
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Assessments (Recent)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Releases (DCF to DDS and DDS to DCF)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Provider Reports 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	CANS
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Service Contracts (Budget)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	DCF Case Plan
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Case Summary (Include history of DCF involvement; outstanding issues/recommendations.)

     
