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Clinical Committee/Early Childhood Clinical Committee 
Consultation Request Form 

Clinical consultation is available to providers serving Licking County families with children whose needs are beyond standard agency services or who may not be linked with sufficient services; children at risk of/returning home from placement; or children experiencing homelessness. Early Childhood Clinical Committee (ECCC) provides consultations for children between 0-8 years of age and Clinical Committee provides consultations for youth age 9 to age 21. Local public and private organizations that serve children and their families make up the membership of these Clinical Committees. Consultation goals include creating family centered plans that utilize best practices (strength based, needs driven, trauma informed, culturally competent); supporting collaboration between providers, family and their natural supports; enhancing family and child resiliency; and supporting the community’s ability to assist children and families. Please contact Melanie Fling, Multi-system Services Supervisor, at 740-670-8916 or Melanie.fling@jfs.ohio.gov if you have questions. To initiate a consultation, email or fax (740-670-8992) Melanie the completed Consultation form and the CFFC Release of Information form (if you are able obtain this). Melanie will contact you to schedule the consultation. Families need not be present at the consultation meeting. 
Person requesting Consultation:      
Agency:
     
Date:      
Phone #:          Email:      
Child’s Name (if release is obtained):      
Gender:
 FORMDROPDOWN 


Age:      
 

Custody of child:   FORMCHECKBOX 
 Parent
 FORMCHECKBOX 
  Kinship caregiver   
 FORMCHECKBOX 
  Children Services
 FORMCHECKBOX 
  other      
Parent/Guardian Name(s) (if release is obtained):      




Identify others in the home by relationship to child (brother, sister, etc.). Names are not requested:      
1. Select concerns/needs of the child/youth. Section provided for comments:
 FORMDROPDOWN 


 FORMDROPDOWN 



 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 



 FORMDROPDOWN 


 FORMDROPDOWN 

 FORMDROPDOWN 


 FORMDROPDOWN 

Other:      
Comments:      


2. Select concerns/needs of the parents/caregivers. Section provided for comments:
 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 



 FORMDROPDOWN 


 FORMDROPDOWN 

 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 


 FORMDROPDOWN 



Other:      
Comments:      


3. If applicable, please describe any concerns or needs of other family members living in the home:      
4. Check Systems/Service/Interventions utilized by the child/youth and family- currently and in the past 24 months. Check box if the system/service/intervention helped:
	
	INTERVENTIONS – CHILD/YOUTH
	
	INTERVENTIONS - PARENT/CAREGIVER 

	SYSTEM/SERVICE/INTERVENTION
	CURRENT


	PAST 24 MONTHS
	IT IS/WAS HELPFUL
	
	CURRENT
	PAST 24 MONTHS
	IT IS/WAS HELPFUL

	Care coordination/case management
	  FORMCHECKBOX 

	  FORMCHECKBOX 

	  FORMCHECKBOX 

	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Respite
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Intellectual/developmental disability supports
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Mental Health counseling/ family counseling
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	In-home services
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Psychiatric hospitalizations
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Out-of-home placements- Residential treatment, group home, foster care, etc.
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Crisis services
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Substance Abuse counseling/treatment
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Legal 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Children Services
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Education (IEP, 504 plan)
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Physical Health

	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Help Me Grow/ Early Intervention
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Mentoring/peer supports
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Plan of Safe Care
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 

	Other:      
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 
	  FORMCHECKBOX 
 


5. Family’s natural supports:      
6. Family/Child Strengths:      
7. What is the goal of Consultation service/Family Goal (What would you fix if you had a magic wand?):      
8. What are the barriers to achieving this goal?       


Clinical Committee/ECCC Recommendations (goals/steps to achieve goals/timeline/responsibility)

     
Name and save document to submit.









