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STATE OF GEORGIA

Division of Family and Children Services

  Adoption Assistance – Treatment Professional Report
The Division of Family and Children Services (DFCS), in planning for the current and future needs of the child named below, requests the completion of this form by the licensed treating professional currently or recently providing services for the child. Following the completion of this form, please ensure it is signed, dated, and returned to the agency contact below as soon as possible. Thank you.

	Child’s Name:
	     
	Date of Birth:
	     

	Child’s Case Manager:
	     
	Agency Name:
	     

	Phone:
	     
	Fax:
	     
	Email:
	     

	Date of Request:
	     


The fields below are to be completed by the licensed treating professional. Please print all fields legibly, if handwriting.
1. Please list each diagnosis, condition, or disability for which this patient/client is being treated:

	 FORMCHECKBOX 
 Medical:      

	

	

	

	 FORMCHECKBOX 
 Emotional/Behavioral:      

	

	

	

	 FORMCHECKBOX 
 Developmental / Other:      

	

	


2. Describe the client’s current condition/symptoms, being specific about any medical conditions, functional limitations, behaviors, etc. Indicate the severity of the client’s condition/symptoms and their effects on the client, caregivers, and others:
	     

	

	

	

	

	


3. Describe the ongoing treatment being provided or which is required to address the client’s condition/symptoms (e.g., type of therapy, medication monitoring, testing, care regimen, equipment use):
	     

	

	

	

	

	


4. List any currently prescribed medication or other treatment regimen related to client’s diagnosis/disability:
	MEDICATION / TX. REGIMEN
	DOSAGE/FREQUENCY
	PURPOSE

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


5. Is the caregiver’s participation required in the client’s treatment plan? If so, how often and what is the specific participation or role of the caregiver in relation to the treatment plan?

	     

	

	

	

	


6. When did the client begin treatment with this treating professional to address treatment needs? 
How often is the client being seen?
	     

	

	


7. Describe the client’s response to treatment and his/her progress toward treatment goals; and the estimated length of treatment required to attain and/or be able to maintain treatment goals (please be specific):
	     

	

	

	


8. Prognosis: Based on the client’s diagnosis and response to treatment, please provide an estimation of his/her potential level of functioning in the short-term and long-term (medically, physically, emotional/behaviorally, or developmentally), and describe the level of care/oversight that will be required by the caregiver:
	     

	

	

	

	

	


	Licensed Physician/Service Provider (Name & Credentials printed):
	     

	Licensed Physician/Service Provider (Signature):
	
	Date:
	     

	Agency/Organization Name:
	     

	Telephone Number:
	     


Thank you for your time and cooperation in completing and returning this document. If you wish to provide additional information not captured by this form, you may attach additional pages or documentation. If you have any questions, feel free to contact the worker requesting completion of this form.
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