CHARLOTTESVILLE/ALBEMARLE FAMILY ASSESSMENT AND PLANNING TEAM (FAPT)
Individual Family Service Plan (IFSP) Addendum Form
1. Date of request:      
2. Youth full name (Last, First, Middle, - Nickname):      
3. Youth Date of Birth:      
4. Mandate Type:  FORMDROPDOWN 

5. Last FAPT approval date:      
6. Next scheduled FAPT date:      
7.   Case managing agency (Referral Source):  FORMDROPDOWN 

8.   Case manager name:      
9.   Date of most recent CANS:      
FUNDING REQUEST INFORMATION
 (Only include the additions/changes being requested at this time, do not include those services previously approved by FAPT) 
	Expense Type
	FAPT Approval Begin Date
	FAPT Approval End Date
	Vendor
	Service
	Standard Service Name

(CSA Coordinator use only)
	Unit Type
	Rate/ Unit
	 # of Units
	Funding Source
	IEP
 Service
	Community Transition Service
	Community – Based Service
	POSO #
	POSO #
	POSO #
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10. In keeping with the CSA Community Practice Model, services must be meaningful and responsive to the family and children’s needs. Please provide short term goals/objectives as they relate to the requested services and the long term goal(s).
	Short Term Goal/Objective #1:      

	Strategy or Service:      
Needs identified by the most recent CANS related to short term goal/objective:      
How long service anticipated to be needed:  

 FORMCHECKBOX 
 0-3 months

 FORMCHECKBOX 
 3-6 months

 FORMCHECKBOX 
 6-12 months

 FORMCHECKBOX 
 12 months + 

	Short Term Goal/Objective #2:      

	Strategy or Service:      
Needs identified by the most recent CANS related to short term goal/objective:      
How long service anticipated to be needed:  

 FORMCHECKBOX 
 0-3 months

 FORMCHECKBOX 
 3-6 months

 FORMCHECKBOX 
 6-12 months

 FORMCHECKBOX 
 12 months + 


11. Please provide a brief summary outlining the justification for the requested change(s) or addition(s) to the current service plan. 
     
12. Please provide a brief description addressing the efforts made to identify and access any other funding sources; community resources; and/or natural supports to meet the needs for which CSA funding is being requested. (other resources may include Medicaid, private insurance, VJCCCA, PSSF, etc.)
     
13. Additional Information (as needed): 

     
If requesting non-therapeutic, concrete services (i.e. rent, transportation assistance, utility payments, car repairs, etc.), the following questions should be completed:
14. Reason for request (must meet one of the following criteria):

 FORMCHECKBOX 
  Placement risks disruption if not paid


 FORMCHECKBOX 
  Pending eviction


 FORMCHECKBOX 
  Current homelessness


 FORMCHECKBOX 
  Safety concerns involving the child and/or family

 FORMCHECKBOX 
  Reunification/ Placement with Relative
15.  Please provide a brief explanation of the family’s financial need for this particular request.
     
16.  Please provide a brief explanation of the plan for the family to meet their financial obligations after CSA assistance has been provided. 
     

IFSP Addendum Funding Authorization Signature Sheet
Youth full name (Last, First, Middle, - Nickname):       


Date of FAPT staffing:      
Case manager name:      
FAPT Notes:      
NEXT FAPT DATE:       
The recommended services contained in this IFSP Addendum have been developed and agreed upon by the Child Specific Team, who will be responsible for its implementation.

Participation and Consent of Parent/Guardian/Youth: 
 FORMCHECKBOX 
 Documentation of Parent/Guardian/Youth (18 or older) involvement and consent attached 

 FORMCHECKBOX 
 Verbal consent for the requested change/addition to the IFSP was obtained from Parent/Guardian/Youth (18 or older) by the case manager on       (date).

 FORMCHECKBOX 
 Youth in DSS custody
FAPT Approval and Authorization: 
Signatures indicate review and approval of the additions/changes to the IFSP, funding authorization, and the agreement to maintain confidentiality. 
_________________________________
_________________________________ 
_________________________________       _________________________________           
Public Schools
Court Service Unit                         
Community Services Board
 Department of Social Services
_________________________________
_________________________________ 
_________________________________            
Community Attention
Private Provider                         
Parent Representative
 
Dissenting Opinion(s):  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, participants(s) dissenting:        

(Note: If there is a dissenting opinion, a separate sheet will be attached documenting that opinion.)

Abstaining FAPT member(s):  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, FAPT member(s) abstaining:      
(Note: Private provider representatives on FAPT must abstain from decision making on cases involving the services of their agency.)
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