DEPARTMENT OF CHILDREN AND FAMILIES
Division of Safety and Permanence
Post-Reunification Support (P.S.) Program
Referral Request

Use of form:  For county agencies to refer children for participation in the Post-Reunification Support (P.S.) Program.  Personal information you provide may be used for secondary purposes [Privacy Law, s.15.04(1)(m), Wisconsin Statutes].

	Child Information

	Referral Date
[bookmark: _GoBack]     
	Referral County
     

	Name – Child
     
	Child’s eWiSACWIS ID 
     

	Family Case Name
     
	Family Case ID
     

	Planned Reunification Date (must be within 60 days of referral)
     
	RPM Score 
     

	Yes
|_|
	No
|_|
	Is this child returning home on a trial reunification?  (If yes, 60-day referral timeframe is waived.)

	
	
	When is the planned conclusion of the trial reunification?         (mm/dd/yyyy)

	Primary Caseworker (responsible for P.S. program requirements):
     
	Additional or Secondary Caseworker (if applicable):
     



	Primary Caseworker Email:
     
	Secondary Caseworker Email:
     



	Referral Child’s Legal Status at Planned Reunification Date (Check All Applicable Values):

	|_|
	Voluntary / Child Welfare Case Type
	|_|
	CHIPS / CPS Case Type
	|_|
	Delinquency or JIPS / JJ Case Type

	State
|_|
	County
|_|
	If determined to be eligible, will this child be state funded or county supported to meet program reinvestment requirements? (Check Applicable Value) 

	Yes
|_|
	No
|_|
	Does the referral child have siblings in Out-of-Home Care who are expected to reunify at the same time or within 60 days of the Referral Child’s planned reunification date? 

	[bookmark: Text2]If yes, and the county would like to refer one or more of the siblings for participation in the P.S. Program, how may siblings are 
you referring?     



Please complete the sibling referral information below for each reunifying sibling also being referred:

	Referring Sibling Information

	1.
	Name – Sibling
     
	eWiSACWIS ID 
     

	
	Case Name:
     
	Case ID:
     

	
	Planned Reunification Date (must be within 60 days of referring child’s reunification date):       
	|_| State Funded
|_| County Supported (Reinvestment)

	2.
	Name – Sibling
     
	eWiSACWIS ID 
     

	
	Case Name:
     
	Case ID:
     

	
	Planned Reunification Date (must be within 60 days of referring child’s reunification date):       
	|_| State Funded
|_| County Supported (Reinvestment)

	3.
	Name – Sibling
     
	eWiSACWIS ID 
     

	
	Case Name:
     
	Case ID:
     

	
	Planned Reunification Date (must be within 60 days of referring child’s reunification date):       
	|_| State Funded
|_| County Supported (Reinvestment)

	4.
	Name – Sibling
     
	eWiSACWIS ID 
     

	
	Case Name:
     
	Case ID:
     

	
	Planned Reunification Date (must be within 60 days of referring child’s reunification date):       
	|_| State Funded
|_| County Supported (Reinvestment)

	5.
	Name – Sibling
     
	eWiSACWIS ID 
     

	
	Case Name:
     
	Case ID:
     

	
	Planned Reunification Date (must be within 60 days of referring child’s reunification date):       
	|_| State Funded
|_| County Supported (Reinvestment)

	6.
	Name – Sibling
     
	eWiSACWIS ID 
     

	
	Case Name:
     
	Case ID:
     

	
	Planned Reunification Date (must be within 60 days of referring child’s reunification date):       
	|_| State Funded
|_| County Supported (Reinvestment)
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