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	DSS BabyNet Referral 

	The Child Abuse Prevention Treatment Act (CAPTA) – the Keeping Children and Families Safe Act of 2003 (P.L. 108-36) requires states to refer infants and toddlers birth to three with indicated abuse or neglect to the BabyNet System.  Additionally, DSS is required to refer an infant or toddler with developmental delays or a condition associated with a high probability of developmental delay to BabyNet within two working days after identification regardless of indicated abuse or neglect (34 CFR Sec. 303.321).

	1.  CHILD INFORMATION

	Referral Date:


	*Child’s Last Name:
	*Child’s First Name :
	MI:                                                                      

	*DOB:


	Gender:      Male   Female
	*Address:



	*City:                                                                
	*State:


	*Zip:
	County:               

                     

	2.  PARENT/FOSTER PARENT INFORMATION (USE FOSTER PARENT IF IN FOSTER CARE)

	*Parent:
	Relationship:


	*Home Phone if Available:     

(         )                                                                                                                   

	Work Phone:

(         )
	Other Phone:

(         )

	Best Way to Contact Parent?
	

	Primary Language/Mode of Communication?
	

	3.  REASON FOR REFERRAL

	Presenting Concerns:  Referral of child birth to three for (check one):

	
	Indicated child maltreatment

	
	Developmental delay or a condition associated with a high probability of developmental delay. Please List Any Medical Diagnoses:



	Is the Child Currently in the Hospital?   
	
	YES
	
	NO

	Worker Safety/Security Precautions?
	
	YES
	
	NO

	Criminal Domestic Violence?
	
	YES
	
	NO

	4.  REFERRAL SOURCE/DSS CASEWORKER   

	
	CPS
	
	Foster
	
	Adoption
	
	Managed Treatment Services (MTS)

	Name:


	Agency:



	Address:


	City:
	State:

	ZIP:
	Phone:

              (        )
	Fax:

            (         )

	Email Address:
	

	5.  BABYNET CONTACT INFORMATION


	Local DHEC BabyNet Office:
	OR
	DHEC Care Line:

	Phone:     (         )
	
	Phone:  (800) 868-0404

	Fax:         (         )
	
	Fax:      (803) 898-0896


Distribution:  White - BabyNet, Canary - DSS File
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INSTRUCTIONS

DSS BabyNet Referral
DHEC Form # Pending
Form is used when referring a child from DSS to the BabyNet System.

1.  CHILD INFORMATION:

· Referral Date:  Date referral form is completed.

· Child’s Last Name:  Enter legal last name of BabyNet eligible child.
· Child’s First Name:  Enter first name of BabyNet eligible child.  Do not use nicknames.
· MI:  Enter child’s middle initial.

· DOB:  Enter child’s date of birth.
· Gender:  Circle child’s sex.
· Address:  List address where child resides.
· City:  List city for address.
· State:  Enter state for address.

· Zip:  Enter Zip Code for address.

· County:  Enter county where child resides.
2.  PARENT/FOSTER PARENT INFORMATION (USE FOSTER PARENT IF IN FOSTER CARE):

· Parent:  Enter parent’s full name.

· Relationship:  Enter parent’s relationship to child (e.g., foster parent, biological parent).

· Home Phone if Available:  Enter parent’s/foster parent’s home phone number, if applicable.

· Work Phone:  Enter parent’s/foster parent’s work phone number, if applicable.
· Other Phone:  Enter alternative contact numbers.
· Best Way to Contact Parent:  Enter best way to contact parent/foster parent.
· Primary Language/Mode of Communication:  Enter primary language of parent/foster parent.
3.  REASON FOR REFERRAL

· Presenting Concerns:  Check the appropriate box to indicate if child was referred for:
Indicated child maltreatment or Developmental delay or a condition associated with a high probability of developmental delay.  If a condition associated with a high probability of developmental delay, please list know medical diagnoses.  DO NOT INCLUDE SPECIFICALLY PROTECTED SEXUALLY TRANSMITTED DISEASE INFORMAITON (e.g., HIV).
· Is the Child Currently in the Hospital:  Select YES or NO.
· Worker Safety/Security Precautions:  Select YES or NO.
· Criminal Domestic Violence:  Select YES or NO depending on whether this is a CDV situation.
4.  REFERRAL SOURCE/DSS CASEWORKER
· Check appropriate DSS Caseworker Category:  CPS, Foster, Adoption, MTS.
· Name/Title/Profession:  Enter name/title/profession of Caseworker making referral.
· Agency:  Enter name of DSS agency.
· Address:  List address for DSS agency.
· City:  List city for address.
· State:  Enter state for address.

· Zip:  Enter Zip Code for address.

· Phone:  Enter phone number of Caseworker source.
· Fax:  Enter referral source’s fax number.
· Email Address:  Enter referral source’s email address.

5.  BABYNET CONTACT INFORMATION

· Information to be completed by local BN Office.

