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	State of Oregon
OREGON YOUTH AUTHORITY

	
	INITIAL ASSESSMENT 

FOR GENERAL THERAPY SERVICES
	

	
	
	


	Provider Name:
	     
	Youth Name:
	     

	JPPO Name:
	     
	Youth’s JJIS #:
	     

	
	
	
	

	Date of Service Referral:
	     
	


Reason for referral: (OYA/RNA and case plan should be addressed here.  What needs to be addressed?  What are the goals identified for services?)

     
Documentation/Information reviewed:  (If using any previous evaluations, include this information here.)

     
Relevant background information:

     
Youth’s perception of reason for referral:

     
Level of parental involvement in services:

     
Clinical formulation:

     
Recommendations for services:

     
Recommendation for further testing/assessment:

     
Reasons:

     
	Provider Signature:
	
	Date:
	


	Date document sent to youth:
	     
	

	Via:   FORMCHECKBOX 
 Fax      FORMCHECKBOX 
 Email      FORMCHECKBOX 
Postal Service      FORMCHECKBOX 
 Other:
	     

	Date document provide to JPPO: 
	     
	

	Via:   FORMCHECKBOX 
 Fax      FORMCHECKBOX 
 Email      FORMCHECKBOX 
Postal Service      FORMCHECKBOX 
 Other:
	     


	DISTRIBUTION:  
ORIGINAL – Provider  (for  their records in accordance with contract standards for retention)
COPY TO – OYA  JPPO/Juvenile Court Worker (whichever is appropriate)  and OYA Contract Administrator
Restricted Information
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