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Caregiver Connections
Early Childhood Mental Health Consultation
Consultation Information  

Date___________________ 
Name of program _________________________________________
Contact Information (person completing this form)


Name_________________________________________ Position_________________________________ 
Phone____________________________ Email________________________________________________ 
History

Is this your first time using Caregiver Connections services?       ___Yes        ___No      
 
If yes, how did you hear about it?____________________________________________________________

Have you or your program used Caregiver Connections services since April 1, 2011 ?
 









 (year)

___Yes           ___No      
 

If “No,” please fill in the Program Information below.   

If “Yes,” go to page 2 (over).


Program Information

Name of Program_______________________________________________________________________
Address ______________________________________________________________________________

City_____________________________ County__________________________ Zip Code_____________
Main Phone _________________________________ Fax_________________________________ 

Number of staff members    ________  

Number of children served   ________      
Hours of operation ____________________
   
License capacity   Day _____ Night ______

Type of care (Circle one):     
Center     FCC Home     Group Home   

Age group served (Circle all that apply):    
Infant    Toddler    Two year    Preschool   School-age

Does program accept child care subsidy?   
Yes     No

Please circle:     Licensed       License-exempt  
Other contact person (if applicable) ___________________________________________________

Phone: _________________________Email:  __________________________________________


Consultation Survey  
	Please check the reason(s) you are requesting services
	For each reason checked, circle how  concerned you are about this:

	
	A little                 Somewhat          Extremely concerned           

	· Concerns about a child or children              
	1          2          3          4           5     

	· Help working with parents or family      
	1          2          3          4           5     

	· Likelihood of disenrolling a child from the program
	1          2          3          4           5     

	· Emergency situation/ urgent concern
	1          2          3          4           5     

	· Concerns about staff    
	1          2          3          4           5     

	· Program or classroom concerns 
	1          2          3          4           5     


Briefly describe your concern or need: _______________________________________________​​_
_______________________________________________________________________________________________________________
Age(s) of the child or children you are contacting us about: _______________________________
What are your expectations of our mental health consultation?   Please check up to 3.

__ Getting an outside opinion about a child or situation in my program

__ Improvement in a child’s behavior  

__ Guidance in dealing with a difficult situation in my program
__ Getting information about and connection to community resources/services    

__ Ideas for working with a child or group of children 
__ Help to better understand a child’s or children’s needs, development, behavior 

__ Support for me and/or staff in our work   
__ Help working with a family of a child in my/our care   
__ Guidance with a decision about whether or not a child can remain in this program 

__ Helping our staff work together more effectively as a team with the children
__ A staff training   Topic: __________________________________________________________

__ Other _______________________________________________________________________
Is there another service or person that you can call upon for this kind of help?    Yes ___ No ___
If yes, who or what: __________________________________________________________________                          

For Consultant Use





New___  Ongoing ___





#_________________








Date _________  Program________________________________________  Consultant ________________________


Person completing this form


Name_________________________________________	Position__________________________________________ 
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