
KIF application   Rev. 04-05 

Kids in Focus 
Kids in Focus___ Girls in Focus ___      Little Kids in Focus ___ Kids in Focus II ___ Little Kids in Focus II ___ 

Admission Application 
K.I.F. Staff Name: 
 
 

Referral Date: Clients SS #  
 
Date of Birth 

 
Contact Name:  
 
 

Telephone Number: Fax: 

Referring Agency: 
 
 

Address: 
 
 
 

 
Client Name 
And  
Address: 

  IQ  Test Date: 
Verbal 
Performance 
Full Scale 

Age must be 6 to 17 
on Admission: 
 

 DSM IV Diagnosis  
 
 
 

 

PRESENTING CONCERNS  
 
Please be Specific  
 
Examples: 
Problems  
Home 
Education 
Peer Relationships 
Family  
Community 

 
_______________________________________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
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FAMILY INFORMATION  
 
Parents Names 
And 
Addresses 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
Parental 
Involvement 
History: 
 
 
 
 
 
Relevant  
Family  
History: 
 
 
 
 
 
 
 
 
Guardianship If 
Different Than 
Parents 

 
Mother: __________________________ 
 
Address:_____________________________________________________________ 
 
Telephone Number (Home) _______________  (Work) ______________________ 
  
                                  (Cell)    _______________  (Pager) ______________________ 
  
Father: __________________________ 
 
Address: ____________________________________________________________ 
 
Telephone Number (Home) _______________  (Work) ______________________ 
 
                                   (Cell)    _______________  (Pager) ______________________  
 
 
Yes __________  No: ____________ 
 
Give Details: _________________________________________________________ 
                        
_____________________________________________________________________ 
 
 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
_____________________________________________________________________ 
 
 
Name of Guardian:    ________________________________  
 
Address: ____________________________________________________________ 
                                                                                          
Telephone Number:    (Home)   ________________  (Work) __________________   
 
                                      (Cell)       _______________    (Pager)__________________    
 
 
 

 



KIF application   Rev. 04-05 

 ADDITIONAL RELEVANT DETAILS  
EDUCATION: 
 
Current/Most Recent School Placement:  ________________________ County:  __________________ 
 
Telephone Number _____________________  Grade:________________ 
 
School Address :  _______________________________________________________________________ 
                        
                               _______________________________________________________________________ 
 
Special Education Needs:  LD/ED/Other___________________________________________________ 
 
Communication Problems: _______________________________________________________________ 
 
IEP Eligible:    Yes __________       No ______________    
 
Last Date of IEP: ___________________ Responsible County for IEP:   ________________________    
 
History of Truancy:  Yes ________   No ____________ 
 
MEDICAL HISTORY: 
 
Last Date Of Physical Exam:       _____________________  Name of Physician:  ___________________ 
  
TB Test Current:   Y/N _____ Unknown:  ____   Result of Test: _______   If Positive is there clearance?     
                                                                                                                                   Y/N    Type: ___________      
Immunization Current:   Yes ____      No   ____ 
 
Currently Pregnant:         Yes ____     No    ____            If Yes, Expected Due Date: __________________ 
 
Significant Medical Condition:       _________________________________________________________ 
 
Current Medication:          ________________________________________________________________ 
 
                                              ________________________________________________________________ 
 
Previous Medication Taken in Last Year ___________________________________________________ 
 
                                                                       ____________________________________________________ 
 
Medication Allergies           ________________________________________________________________ 
 
Food/Environmental Allergies:  ____________________________________________________________ 
 
Corrective Lenses:                  Yes _____      No ________  Last Date of Eye Exam: __________________ 
 
Medicaid Eligible:  Yes ____________  No _______________   Medicaid Number : _________________ 
 
Medical Insurance:  __________________________________   Number:  _________________________ 
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ADDITIONAL REVELANT DETAILS CONTINUED: 

Previous Mental Health History: 
__________________________________________________________________________________________
 
__________________________________________________________________________________________
 
__________________________________________________________________________________________
 
Sexually Active:   Yes ___   No  _________      Number of Children _____ 
 
Substance Abuse History:     Yes_______   No ________   
 
Types of Substance and Frequency: ___________________________________________________ 
 
Previous Substance Abuse Treatment: _________________________________________________ 
 
Aggressive Behavior History:  ________________________________________________________ 
 
Runaway History:  _________________________________________________________________ 
 
                                  _________________________________________________________________ 
 
Criminal History:   Yes __    No __  Probation officer____________________ Tel._____________ 
 
Detail:                     _________________________________________________________________ 
 
                                _________________________________________________________________ 
 
                               __________________________________________________________________ 
 
 
Previous Charges: _________________________________________________________________ 
 
Current Charges: __________________________________________________________________ 
 

What are your expectations for the child’s placement at Kids in Focus: 
 
 
 
 
 

PLEASE PROVIDE ALL SUPPORTIVE DOCUMENTATION AVAILABLE  
TO ASSIST WITH PLACEMENT ELIGIBILITY AND NEED DETERMINATION 

EXAMPLES 
 
Psychosocial, Psychiatric, Psychological, Educational, Medical, Progress Reports/Discharge Summaries 
from other Placements or Services, Medicaid or Medical Insurance Card Number, Social Security,  
Birth Certificate, Immunizations, TB Test 
 


