LOS ANGELES COUNTY – WRAPAROUND AGENCY
Child and Family Enrollment Agreement

	.
(1) Full Name of Child: 

     
	(2)  Mother’s Name:
	     
	DOB:
	     

	
	Last known Address:

	
	     

	
	

	(3) Birthdate of Child: 

     
	(4) SPA Number: 

     
	(5) Date of  Assignment: 

     

	(6) Medi-Cal Status:

 FORMCHECKBOX 
  Full Scope Medi-Cal       FORMCHECKBOX 
 Non Medi-Cal
	(7)  Wraparound Case Type (check one):
 FORMCHECKBOX 
 Department of Children & Family Services (DCFS)    FORMCHECKBOX 
 Probation
 FORMCHECKBOX 
 DCFS Emergency Shelter Care (ESC)
 FORMCHECKBOX 
 Full Service Partnership (FSP)-Child                               FORMCHECKBOX 
 FSP-Transition Age Youth (TAY)
Katie A. subclass member (check one):   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


	(8) Case or State Number:
	 FORMCHECKBOX 
 Non-Federal  FORMCHECKBOX 
 Federal  FORMCHECKBOX 
 Other (Specify)      

	DCFS
	
	1
	9
	
	 
	 
	
	 
	 
	 
	 
	 
	 
	 
	
	 
	
	 
	 
	

	
	County

Code
	Aid

 ID #
	State ID
	Person     ID #
	PDJ # 
	     

	
	
	
	
	
	
	

	(9) Los Angeles County will pay the Wraparound case rate for Wraparound planning/plan implementation and monitoring; linkages to community resources 
services & supports. First payment to be within 45 days after enrolling with subsequent payments no later than the 15th of the month following provision of care.

	         Public Agency Agrees to:
	         Wraparound Agency Agrees To:

	1. After obtaining the appropriate consents for release of information,

the Public Agency agrees to:
Provide the Wraparound Agency (WA) with the background 
information of the child and family necessary for effective planning to
include as available, but not limited to, recent court reports, medical 
reports, educational assessments, including a copy of the child’s current 
IEP,  psychological/psychiatric evaluations and identification of special 
needs.  This information, with the consents, shall be made available to
the WA via the Interagency Screening Committee (ISC)  at the time of
the consultation as part of the referral packet.

2. Inform the ISC and the WA if a child has any tendencies toward
dangerous behavior.

3. Maintain an open services case as a condition for Wraparound services
to continue.

4. Participate with the Wraparound Child and Family Team (CFT) on an 
ongoing basis to develop and implement a uniquely tailored Plan of Care.

5. Address any and all risk and safety concerns/needs through the Wraparound CFT.

6. Work with the WA and the Wraparound CFT toward the achievement of desirable outcomes on a planned basis with consistent involvement of the parents.

7. Assist in the maintenance of the child/youth’s constructive relationships
with his or her family and involve the parent(s) in all planning for this
child.

8. Participate with and through the decision-making process of the Wraparound CFT to build support for the child/youth and family to avoid unilateral decision making.

9. Any recommendation to disenroll or suspend the child/youth  from the Wraparound program  will be consulted with and submitted to the ISC for processing.

10. Notify the WA regarding special incidents involving or impacting the family and/or the child/youth such as: suicide attempt, allegations of child abuse, injury to child/caregiver/staff, major illness, runaway behavior, psychiatric hospitalization, assault on child/caregiver/staff, law enforcement involvement, controlled substance (use or possession), sexual misconduct, property damage and high interest (media inquiry).

11. Participate with the Wraparound CFT/WA to collaboratively resolve crisis situations.

12. Develop and maintain a Family Safety Crisis Plan (FSCP)  for the child/youth and family as part of the Plan of Care and update as needed.

13. As applicable, keep the Juvenile Court informed of the child/youth
and family progress.
	1. Provide this child and family whatever services and supports are 
identified by the Wraparound CFT and made part of the Plan of Care.

2. Bring together and facilitate the Wraparound CFT.

3. Identify the child/youth’s and family’s strengths.

4. Identify the child/youth’s and family’s needs.

5. Facilitate the Wraparound CFT in developing a uniquely tailored Plan of Care.

6. Encourage the maintenance of the parent-child relationship and include 
the child’s parent(s) in all planning for the child/youth.

7. Respect and keep confidential information given about the child/youth
and family.

8. Work with the child/youth and family toward the achievement of desirable outcomes on a planned basis with consistent involvement of the parent(s).

9. Submit a detailed Child and Family Plan of Care that includes strengths, needs, desirable outcomes and strategies for achieving these outcomes
10. Submit an ongoing written Plan of Care, including the child/youth and 
family’s progress, to the referring department’s staff  and ISC
every 6 months after the initial 30 day Plan of Care. 

11. In developing the Plan of Care, facilitate the Wraparound CFT’s consideration of the domains of assessment listed on the Plan of Care document.

12. If requested, submit any pertinent information such as school reports, medical reports, including psychotropic medication and psychological/psychiatric reports with the Plan of Care.

13. Any recommendation to disenroll or suspend the child/youth from the 
Wraparound program will be consulted with and submitted to the ISC for 
processing.
14. Provide state and federal agencies access to Wraparound related documentation regarding the child and family.

15. Conform to licensing requirements.  

16. Conform to the requirements of service to child as stated on current IEP.

17. Develop and maintain a Family Safety Crisis Plan (FSCP)  for the child/youth and family as part of the Plan of Care and update the FSCP 
after a crisis as needed. 


I have read the foregoing and agree to meet these requirements.  
The terms of this agreement shall remain in force until changed by mutual agreement.

	Child’s Full Name:  
	     


	(10)  Referring Department Representative:
	
	(14)  Wraparound Agency Representative:

	Print Name:
	     
	
	Print Name:
	     
	

	Phone:
	     
	
	Phone:
	     
	

	E-mail:
	     
	
	E-mail:
	     
	

	.
Signature:
	     
	
	Signature:
	     
	

	Date:
	     
	
	Date:
	     
	

	Supervisor:
	     
	
	
	

	Phone:
	     
	
	

	E-mail:
	     
	
	

	
	
	
	

	(11)  Title:      
	(15)  Title:      

	(12)  Referring Department:

	(16)  Wraparound Agency:


	(13)  Address:


	(17)  Address:
     

	(18) Interagency Screening Committee (ISC) Contact:

	Print Name:
	     
	

	Phone Number:
	     
	

	E-mail:
	     
	

	
	
	
	

	Enrollment Date:    SIGNED ONLY WHEN WRAPAROUND TEAM MAKES FIRST FACE TO FACE CONTACT

	(19)  Parent/Caregiver Signature:
	     
	Date:
	     

	
	
	
	

	Scan  To:       
     E-Mail: DCFSWraparoundRBS@dcfs.lacounty.gov

      and to the ISC Contact (See Box # 18 above)


	EMERGENCY CONTACT NUMBERS:

  DCFS:                      1-800-540-4000 
         Child Abuse Hotline (CAHL)
  PROBATION:          1-323-226-8506
         Central Juvenile Hall Intake
  DMH:                        1-800-854-7771
         Access/Psychiatric Mobile Response Team (PMRT)


Confidential in accordance with Penal Code Section 11167.5 and/or WIC Sections 827 and 10850


















[image: image1.png]


Wraparound Agreement – Revised 5/2015


