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APPLICATION FOR

CHILDREN'S MENTAL HEALTH SERVICES

Completion of this application serves as your request for Children’s Mental Health services through the Idaho Department of Health and Welfare.   Following completion, this application will be reviewed by a Children’s Mental Health clinician and you will be contacted regarding your child’s eligibility for services.

I, 





, do hereby apply for Children’s Mental Health Services for 


    
       (Name of Applicant)

my child from the Department of Health and Welfare as indicated below: 

	Name of Child
	

	Family Address
	

	
	

	Phone Number
	

	Applicant's Relationship to the Child
	


I am seeking services to address the following concerns:

 (Please print)










(Please attach additional paper if needed)
I understand I have the right, according to Rules Governing Family and Children’s Services (IDAPA 16.06.01.003), to pursue an administrative appeal of any decision made by Family and Children’s Services regarding this application for services.  

By my signature below, I acknowledge receipt of verbal and written information regarding the following aspects of the application process:

1. Appeal options, procedures and information on obtaining legal representation 

2. Eligibility criteria required for children to receive Children’s Mental Health services

3. Parental and Departmental rights and responsibilities related to application for Children’s Mental Health services 

4. Names, addresses, and phone numbers of family advocacy organizations operating in the state of Idaho. 

______________________________________


_______________

(Parent or Guardian Signature)



     
    
 (Date)

