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	MENTORING OPPORTUNITIES FOR YOUTH 

DCFS will soon have a contract with community agencies to recruit, train, match and supervise 800 mentors for youth in out of home care.  We are looking forward to this beginning in early 2008.

Why should youth be referred for mentoring?
· Youth in out of home care can derive great benefit from a strong positive mentoring relationship.  This will support stability in placements, greater opportunities for success and permanent connections.  Mentoring can lead to a more successful transition out of the system and a lifelong connection.

What is the referral process?

· Referrals submitted by CSWs only
· CSW completes the Mentoring Program Referral form

· E-mail to Joon Tan in the Mentoring section at tanj@dcfs.lacounty.gov or fax to (213) 637-0939
· For further information, contact the Education & Mentoring Division at (213) 351-0106.
What is the referral process?

· Referrals submitted by CSWs only
· CSW completes the Mentoring Program Referral form
· E-mail to Joon Tan in the Mentoring section at tanj@dcfs.lacounty.gov or fax to (213) 637-0939
· For further information, please call (213) 351-0180
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If you have any questions regarding this release please 


e-mail your question to:


Policy@dcfs.co.la.ca.us


Clerical Handbook: http://lacdcfs.org/Policy/Hndbook%20Clerical/Default.htm
Child Welfare Services Handbook: http://lacdcfs.org/Policy/Hndbook%20CWS/default.htm


FYI’s: http://lacdcfs.org/Policy/FYI/TOCFYI.htm
Mentoring Program Referral Form

	CSW Name:
	     
	Office:
	 FORMDROPDOWN 

	Phone:
	     

	
	
	

	Eligibility Criteria
	Date:
	     


· Youth is 10 or older in a licensed foster family home, FFA or group home.

· Referral must be limited to youth who has no immediate plan for reunification or a permanent connection.

· Youth who has been in out-of-home care for at least two years.

· No youth in relative care.

	Name of Youth:
	     
	Date of Birth:
	     

	DCFS state# (7 digits):
	     
	Age:
	  
	Gender:
	     

	
	
	
	
	
	

	Type of Placement:     Group Home   FORMCHECKBOX 
       FFA   FORMCHECKBOX 
       FFH   FORMCHECKBOX 


	Name of Placement:
	     

	Caregiver’s Name(if applicable):
	     

	Phone Number:
	     
	

	Placement Address:
	     

	Contact Person Name:
	     

	

	Youth’s Primary Language:
	     
	

	Length of time in out-of-home care:
	     
	

	Number of placements since youth has been in out-of-home care:
	     

	Is there likelihood that any of the following will occur within the next 18 months?
	     

	(Check one)    Reunify   FORMCHECKBOX 
    Adoption   FORMCHECKBOX 
    Guardianship   FORMCHECKBOX 
    Emancipation   FORMCHECKBOX 


	If yes, within what timeframe will this occur?
	     

	Is it likely that the case will be terminated within 12 months?    Yes    FORMCHECKBOX 
      No   FORMCHECKBOX 


	


Brief assessment of the youth’s ability and willingness to participate in the program, and in a group setting.
Please describe any identified, significant behavioral/and or health issues and/or concerns:

	     


E-Mail to tanj@dcfs.lacounty.gov, or fax:  213-637-0939
DCFS 1360 (12/07)
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