Runaway Return Staffing Form
	Youth’s Name:
	DOB:

	DCM:
	Placement:


Address/location where child was picked up / picked up by LE     FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Did anyone encourage you to run?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
Did you run with someone?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      Name & age? ________________________
Current school & grade: _____________________________________ ESE:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
· Did you attend school while on run?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No ____________________________
Reason child entered care: ________________________________________________

________________________________________________________________________________________________________________________________________________

Tell me about your current placement & why you ran?_________________________ ________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What can we do to prevent you from running? _______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does the youth have suggestions for permanent placement?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No (Is this a viable option? Is the caseplan goal appropriate? Have former caregivers, relatives/nonrelatives been explored)  ____________________________________________________________________ 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________
Do you have siblings/friends/family in or out of foster care?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    
Are they interested in caring for you until you turn 18?  FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
______________________________________________________________________

________________________________________________________________________

Name: ____________________________   Phone Number: ______________________

Name: ____________________________   Phone Number: ______________________
Name: ____________________________   Phone Number: ______________________

Name: ____________________________   Phone Number: ______________________
	Provider: 
	Mental Health:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

	Therapist Name:
	Prescription:

	Telephone #:
	Dosage: 

	Frequency:
	Purpose : 


   If there is not an assigned therapist, is the youth willing to be assessed?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
______________________________________________________________________
______________________________________________________________________                                                                    
Youth’s History
Substance Abuse:   FORMCHECKBOX 
Yes       FORMCHECKBOX 
No                 Pregnant:  FORMCHECKBOX 
Yes (New Baby Staffing Needed)  FORMCHECKBOX 
No 
Drug of Choice: _______________         Prenatal Care:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    
Drug Screen: __________________         Prospected Due Date: ____________________
    

· Is drug treatment needed?  FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
Last Doctor Visit/ Follow-up treatment: _______________________________________         
______________________________________________________________________        
_______________________________________________________________________

_______________________________________________________________________

______________________________________________________________________

Did you suffer any injuries or harm while on run? _______________________________
________________________________________________________________________

Do you have any STDs or believe you were exposed to any while on run?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No                 
______________________________________________________________________

______________________________________________________________________

Do you have a JPO?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No __________________________________________
Do you know your Independent Living options? Is an IL staffing needed? ____________
________________________________________________________________________

______________________________________________________________________
Do you have someone to call before you run or while you’re on run? ________________
________________________________________________________________________

______________________________________________________________________________________
Do you have a cell phone?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   __________________________
Myspace, Facebook or e-mail account? _____________________________________
____________________________________________________________________________________
Are you interested in Job Corps, having a Mentor or getting a job (who will assist the youth with these tasks)? ________________________________________________
________________________________________________________________________
______________________________________________________________________
Gang affiliations, if yes are you aware of the safety precautions wile on run? _______
_______________________________________________________________________________________________________________________________________________
Normalcy Plan: ______________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________
______________________________________________________________________


Signature page:
______________________________                          _____________________________

Youth                                                                            Date:
______________________________                          _____________________________

Dependency Case Manager                                          Date:
______________________________                          _____________________________

Title:                                                                              Date:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








Updated photo in FSFN: ___________





Doctor visit date: ______________





Notify all parties of the return





Resolve MCR in FSFN 





Enter this staffing as a debriefing note in FSFN





IL staffing date: _______________





To be completed





Needed








Name: ____________________________________   (Relationship: _______________)


Address: ___________________________________________________________


Telephone: ___________________________














