State Coordinating Council Notification Form



	Placement 
New   FORMCHECKBOX 

Transfer   FORMCHECKBOX 

	Date
	     


	Child
	
	DOB
	     

	Jurisdiction
	 FORMDROPDOWN 

	Placing Agency
	 FORMDROPDOWN 


	SSN
	
	Gender
	
	Age
	     
	Race
	

	

	MD Resident
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	DDA Services
	 FORMCHECKBOX 
 Receive(d)
 FORMCHECKBOX 
 Applied

	Lisa L
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	MART
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Medical Assistance #
	     
	SSI
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Exception Criteria
	 FORMCHECKBOX 
 Closer      FORMCHECKBOX 
 Proximity      FORMCHECKBOX 
 Cost       FORMCHECKBOX 
 Detention       FORMCHECKBOX 
 IDEA          FORMCHECKBOX 
 Hospital

	Legal Status of Child
	 FORMCHECKBOX 
 Committed
 FORMCHECKBOX 
 Co-Committed
 FORMCHECKBOX 
 Not Committed
 FORMCHECKBOX 
 VPA

	Parental Rights Terminated
	 FORMCHECKBOX 
 Yes, Mother 
 FORMCHECKBOX 
 Yes, Father
 FORMCHECKBOX 
 No

	Name of Legal Guardian
	     
	Relationship to child
	     

	Address of Legal Guardian
	     


	Clinical Recommendation:
	     


	Reasons for Placement
	

	In-State Resources Explored
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If no, why not: 

	Date of Placement
	
	Expected Date of Discharge
	

	Case Manager
	
	Title
	

	Street Address
	     
	City
	     
	State
	     
	Zip
	     

	Case Manager
	
	Title
	

	Street Address
	
	City
	
	State
	
	Zip
	

	

	OOS

Facility
	     
	Type
	 FORMDROPDOWN 



	Program
	     
	Secure Care
	 FORMDROPDOWN 


	Street Address
	     
	City
	     
	State
	     
	Zip
	     

	Contact 
	     
	Title
	     


	Cost

(per year)
	
	Residential
	Related Services
	Education
	Related Services

	
	Amount
	     
	     
	     
	     

	
	Funding Agencies
	     
	     
	     
	     

	If multiple agencies are funding placement, a signed co-funding form is required.


	Education


	 Current School
	     
	Resident School System
	 FORMDROPDOWN 


	If not currently attending school:

	Last School
	     
	Withdrawal Date and Grade
	     

	Educational Goal:   FORMCHECKBOX 
 MD Diploma
 FORMCHECKBOX 
 Certificate of Completion 
 FORMCHECKBOX 
 GED


 FORMCHECKBOX 
 Other –      
Education Goal Completed:  FORMCHECKBOX 
 MD Diploma
 FORMCHECKBOX 
 Certificate of Completion 
 FORMCHECKBOX 
 GED

 FORMCHECKBOX 
 Other –      

	Date of Last IEP
	
	Date of Last 504 Plan
	     

	Special Ed
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	Current Diagnosis

	Axis I
	     

	Axis II
	     

	Medical conditions (Axis III)
	     

	Behavioral issues
	     

	Substance abuse issues
	

	Disabilities
	     


	Present/Recent/Relevant out-of-home placements (e.g., RTC, group home, detention, community-based services, etc.)

	Type of Placement
	Facility
	Dates

	
	
	From
	To

	     
	     
	
	

	     
	     
	
	

	
	
	     
	     

	     
	
	     
	


	Additional Information


	 FORMCHECKBOX 
 Has a child




 FORMCHECKBOX 
 One or both parents with substance abuse history  

 FORMCHECKBOX 
 One or both parents deceased  

 FORMCHECKBOX 
 Previous DSS involvement

 FORMCHECKBOX 
 Gang Affiliation 



 FORMCHECKBOX 
 Lead exposure

 FORMCHECKBOX 
 One or both parents incarcerated 

 FORMCHECKBOX 
 In utero drug exposure   



 FORMCHECKBOX 
 Other  (specify):       


	Needed Services


	 FORMCHECKBOX 
 Counseling/therapy


 FORMCHECKBOX 
 Psychiatric services 

 FORMCHECKBOX 
 Psychological evaluation

 FORMCHECKBOX 
 Substance abuse education

 FORMCHECKBOX 
 Substance abuse treatment

 FORMCHECKBOX 
 Fire-setter treatment

 FORMCHECKBOX 
 Sex offender treatment

 FORMCHECKBOX 
 Medical care/services

 FORMCHECKBOX 
 Medication monitoring

 FORMCHECKBOX 
 Trauma-based therapy

 FORMCHECKBOX 
 Behavioral supports


 FORMCHECKBOX 
 Other  (specify):       


	Transition Plan

Services required for child to return to in-State programming. NA and TBD are not acceptable responses.

	What services will be needed after this placement/service?
	

	Who will coordinate services after discharge?
	    


	Local collaboration sought in order to make placement decision:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If yes, which group, e.g., LCT, interagency discussions
	 


	Additional Comments

	   


Effort to Secure Placement
Fill in form completely; use additional pages, if needed.  List all in-State and OOS facilities applied to. Under Comments, include what additional services would be needed for the facility to accept this youth. 

	Facility/Program
	Date Applied
	Date Accepted/ Rejected
	Reason for Rejection

(Numbers)
	Comments
	Type of Program

	Name 
	
	
	     
	     
	     
	 FORMDROPDOWN 

     

	City 
	
	
	
	
	
	

	State 
	
	
	
	
	
	

	Name 
	     
	     
	     
	     
	     
	 FORMDROPDOWN 

     

	City 
	     
	
	
	
	
	

	State 
	     
	
	
	
	
	

	Name 
	     
	     
	     
	     
	     
	 FORMDROPDOWN 

     

	City 
	     
	
	
	
	
	

	State 
	     
	
	
	
	
	

	Name 
	     
	     
	     
	     
	     
	 FORMDROPDOWN 

     

	City 
	     
	
	
	
	
	

	State 
	     
	
	
	
	
	

	Name 
	     
	     
	     
	     
	     
	 FORMDROPDOWN 

     

	City 
	     
	
	
	
	
	

	State 
	     
	
	
	
	
	

	Name 
	     
	     
	     
	     
	     
	 FORMDROPDOWN 

     

	City 
	     
	
	
	
	
	

	State 
	     
	
	
	
	
	


	Reason for Rejection from Placements

	1. Prohibitive wait list

2. Too aggressive
3. AWOL risk
4. Age inappropriate
5. Gender inappropriate
6. IQ – too High
7. IQ – too Low
8. Substance abuse

	9. Parents unable/unwilling to participate
10. Medication non-compliant

11. Fire setter

12. No response from facility

13. No reason given

14. Sex offender -Non-Adjudicated
	15. Sex offender-Adjudicated

16. Medical Issues

17. Psychiatric Issues
18. Education Issues
19. Programmatic Issues
20. Use of Weapon/handgun
21. Other (specify in Comments)



	Signatures

	
	
	
	

	Local Agency Representative Name/Signature
	Title
	
	Date

	
	
	
	

	State Agency Representative Name/Signature
	Title
	
	Date


When submitting notification form, please include a cost sheet, acceptance letter and court order (if applicable).

Verification of Co-Funding

Instructions: Form is required if funding for out-of-State placement will be provided by another agency besides the lead agency. If multiple co-lead agencies are funding, use a separate form for each agency. 
	Child
	    
	DOB
	

	Jurisdiction
	 FORMDROPDOWN 

	Lead Agency
	 FORMDROPDOWN 



	Date of Approval
	     

	Name of Approved Facility(ies)
	     


	For Local School System co-funding:

	 FORMCHECKBOX 

	I hereby certify that the  FORMDROPDOWN 
 Local School System has participated in the educational planning for this student.

	 FORMCHECKBOX 

	I hereby certify that the local Individualized Education Program (IEP) team determined that the school program at this facility can adequately meet this student’s educational needs and provide opportunity for the student to achieve the objectives as specified in the IEP. 

	 FORMCHECKBOX 

	I hereby certify that it is appropriated for the  FORMDROPDOWN 
 Local School System to fund the education and related service program as outlined in the IEP.

	 FORMCHECKBOX 

	I hereby certify that the local school system will work collaboratively with the lead/placing agency in order to monitor and ensure the implementation of the IEP and the provisions of a Free Appropriate Public Education (FAPE).

	
	Additional comments:      

	
	

	LSS Special Education Supervisor/Director or Designee:

Name/Signature:  _______________________________________                                         


	Date: ___________________

	For CSA(MA), DDA, DJS, or DSS co-funding:

	I hereby certify that approval is given for co-funding for the following components of this placement:


 FORMCHECKBOX 
 Residential
 FORMCHECKBOX 
 Residential  – Related Services 


 FORMCHECKBOX 
 Educational
 FORMCHECKBOX 
 Educational – Related Services 



	Print Name:  _________________________________                                     
	Agency: __________________

	Signature:  _________________________________                                         
	Date: ___________________


When submitting Notification Form, please include a cost sheet, acceptance letter, and court order (if applicable).
As you complete the SCC Notification Form, please keep the following clarifications in mind.

· Child – First, Middle Initial, Last Name of child

· MART – Has a MART meeting been held for this child/youth?

· Exception Criteria –  Choose the most appropriate of the following:

· Closer: The out-of-State (OOS) placement is closer to the child’s home than any alternative in-State placement.

· Proximity: The child’s permanent placement includes residence with a caregiver in proximity to the proposed OOS placement.

· Cost: The individualized needs of the child cannot be met through available, appropriate in-State resources at a total cost less than or equal to 100% of the average cost per placement for all appropriate OOS programs.

· Detention: The child is currently in detention, shelter care, or committed to the Department of Juvenile Services pending placement under a court order.

· IDEA: Compliance with the federal Individuals with Disabilities Education Act (IDEA) requires OOS placement.

· Hospital: The child is hospitalized in an acute care psychiatric hospital under the following circumstances:

· The child is committed to DJS, local DSS, or a division of DHMH;

· The child’s treatment team has determined that the child is ready for discharge; 

· The only available, appropriate placement is OOS

· Latest Clinical Recommendation – Include the most up to date clinical recommendation for placement.

· Reasons for placement – Include reasons why child is being placed out-of-State.

· In-State resources explored – If in-state resources were not explored, detail the reasons why in the accompanying space, including the services that are lacking in in-State programs.

· OOS Facility/Street Address – Include the billing address where the funding letter is to be sent.

· Cost – Detail all agencies that will be responsible for the funding of the placement. If more than one agency will be funding the placement, the agencies must sign the Verification of Co-Funding Form.

· Resident School System – Include the jurisdiction in which the parent/legal guardian resides.

· Disabilities – Include information on the child’s primary disability as identified on his/her Individualized Education Program plan. 

	Primary Disability as identified on IEP (Student Information, Cover pg. 1)

	01 – Intellectual Disability
	06 – Emotional Disability
	12 – Deaf-Blindness

	02 – Hearing Impairment
	07 – Orthopedic Impairment
	13 – Traumatic Brain Injury

	03 – Deaf
	08 – Other Health Impairment
	14 – Autism

	04 – Speech or Language Impairment
	09 – Specific Learning Disabilities
	15 – Developmental Delay

	05 – Visual Impairment
	10 – Multiple Disabilities
	


· Needed Services – Select the services the child/youth will receive at the out-of-State placement.

· Referral section – Include information about all in-State and out-of-State facilities to which referrals were made. 

· Verification of Co-Funding – This form is required if funding for out-of-State placement will be provided by another agency besides the lead agency. If multiple co-lead agencies are funding, please use a separate form for each agency.
Notification form must be completed in MS Word; handwritten forms will not be accepted.
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