DCFS Children’s Mental Health Programs
FACE SHEET
	DEMOGRAHIC INFORMATION

	Child’s full 

legal name:
	Age:

DOB:
	____Male    

____ Female

	Child’s Nick Name/Alias 
(if applicable):
	Admission Date:  __________________ 

Medicaid/SCHIP #: ________________

Private Insurance 
Name:  ___________________________  
Insurance #: ______________________  

	DIAGNOSTIC INFORMATION
	

	Primary Diagnosis
	
	

	List any significant 

medical conditions:
	
	GANG AFFILIATION

	
	
	

	
	
	

	CURRENT MEDICATIONS
	

	
	

	
	DESCRIPTION OF THE CHILD

	
	

	SCHOOL INFORMATION
	THERAPIST INFORMATION

	School Name:

School Contact:

Telephone #:
	Therapist Name:

Office Phone #:

Cell Phone #:

	:LEGAL GUARDIAN INFO
	Child’s Picture


	Legal Guardian Name:

Relationship:

Address:

Telephone number (s):


	

	PERSON LEGALLY RESPONSIBLE FOR THE PSYCHIATRIC CARE (PLR)
	

	Name of Person Legally Responsible for the Psychiatric Care of the Child (PLR):

Relationship to the Child:
Office/home Phone #:

Cell Phone #:
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