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Referral for ABLE MOST (Maximizing Out of School Time) Program

Child’s Name: ____________________________________


Referral Date:
______________


DOB:  _____________ 
Age:  ______    ( Male   ( Female   School Attending: _____________________


Child’s Address: _____________________________________________________________________________

Parent’s email address:  _______________________________________________________________________

Primary Language spoken at home: _______________________________





Parent/Guardian: ______________________________ Phone: (h)_____________    (w)_____________ Referring Agency/Person (if applicable): _________________________ Phone number: _____________

Reason for referral: ____________________________________________________________________

Child’s Diagnosis (If known): ____________________________________________________________

Current and former After School Programs attended and reason for disenrollment, if applicable:  _____________________________________________________________________________________________

_____________________________________________________________________________________________

Eligibility Criteria for Services (Please check all that apply):
· Child is enrolled in a public or private school program

· Child resides in Broward County

· Child has a documented physical, developmental, sensory, or learning disability resulting in a  need of increased supervision, environmental changes and/or adapted curricula.

· Child meets regulatory health requirements.

· Child has moderate to severe maladaptive behaviors that results in one or more of the following (must meet one or more of the following):

· harm or potential harm to child or others

· interference with child’s adaptive skills and routines and/or learning opportunities.

· damage/harm to property or animals

· disruption to environment/others

· violation of acceptable social norms or rules

· violation of law

· Child has a demonstrated inability to participate in a regular or special need after school program because of his/her behaviors.

· Child’s behavioral, medical, and physical needs can be met by the program’s service and staffing patterns without need for additional services or staffing to attend (i.e. RBT, private duty nurse, etc.)

· Ability to attend the program full-time
Comments:  

________________________________________________________________________________________________________________________________________________________________________

*Submit Referral to Janeese Done, Social Services Spec.: jdone@arcbroward.com or call (954) 746-9400 ext. 1167
To Be Completed By Arc Broward:
Date referral received: 

______________

Date guardian was contacted:
______________

Date/Time scheduled for Intake: ______________

Eligibility Requirements Met?    
   (  Yes

(  No  

Reason for Referral Appropriate?        (  Yes

(  No    

Disposition of Application: (  Enrolled (  Placed on Waiting List  (  Determined Ineligible_____ ( Declined
Name/Title/Signature/Date: _____________________________________________________________
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