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I.
INTRODUCTION
Children & Family Services is responsible to:

•
Serve vulnerable children removed from parental care for abuse and neglect and 
ensure that multi-disciplinary professionals work together at all levels for the benefit 
of children taken into protective custody.

•
Ensure that children who are detained and placed in the foster care system and/or 
have an open child welfare case receive appropriate medical care, intervention and 
treatment.

II.
BACKGROUND
Night Owl Pediatrics is a pediatric urgent care facility staffed by Pediatric and Pediatric Emergency Care Physicians, who are contracted by the Health Services Department to provide urgent medical care services on evenings and weekends to infants, children and adolescents. As part of the county’s efforts to enhance the existing medical care and coordination for children in the foster care system, those children entering the foster care system outside of normal business hours who have been assessed to or appear to have urgent medical needs can now be referred to Night Owl Pediatrics for urgent care services.

III.
REFERENCES
Receiving Center Policy-DM 31-409
IV.
POLICY

Receiving Centers are the designated resource to assist matching children to the appropriate level of care, including a nursing assessment, to determine if the child is at an acceptable level of wellness.

All children taken into protective custody must receive a Medical Admission Screening upon entry into the Receiving Center. The CFS worker who brings the child to the Receiving Center is responsible for completing the medical screening questions that are included as part of the Receiving Center Intake form, RC2. If the child appears to require additional medical attention the Public Health Nurse (PHN)/Contra Costa Health Plan (CCHP) Advice Nurse, when the PHN is not available, must be consulted to determine the need for appropriate medical intervention. 

The arrangement and coordination of urgent medical care and evaluation will be based on the responses indicated on the Medical Admission Screening section of the Receiving Center Intake form and the assessment completed by the PHN.  Children requiring the services of an urgent care physician will be referred by the nurse and will be transported to Night Owl Pediatrics or the Hospital Emergency Department by the CFS Social Worker.

In matters pertaining to the removal, placement and parental contacts, the CFS Social Worker will be considered the expert.

In matters pertaining to medical assessment, intervention and treatment, the PHN/CCHP Advice Nurse and the medical providers at Night Owl Pediatrics will be considered the experts.

V.
PROCEDURES

A. Roles and Responsibilities of Children and Family Services Staff:

1. The CFS worker, assigned to the case/referral is responsible for obtaining appropriate releases for CFS. Releases signed by the parents should be at the time of the removal whenever possible.

2. If the parent is available, obtain the child’s medical history, information on current medical needs, diagnosis, prescription medication and name of current/past medical providers.  Bring copies of medical records, prescriptions, etc., along with a signed medical consent to the Receiving Center and/or Night Owl Pediatrics.

3. Contact the Receiving Center to advise of the need for placement of child. Social Workers shall, in person or by telephone, complete the Receiving Center Intake form, including the Medical Admission Screen, to determine if the child is in need of urgent care prior to leaving the child at the Receiving Center. If any part of the Medical Admission Screen is determined to be “Yes”, the Public Health Nurse assigned to the Receiving Center will be contacted for further review of the child’s possible medical conditions. If the PHN is not available, CCHP Advice Nurse must be contacted at 1-877-661-6230.

4. The Social Worker will transport child to medical facility, including Night Owl Pediatrics, and remain with the child until cleared by medical staff to be placed at the Receiving Center.

5. CFS staff will ensure the updated medical information obtained during the appointment at Night Owl Pediatrics as a Result of Medical Treatment is given to the HEP clerk for input into CWS/CMS HEP page.
B. Roles and Responsibilities of Receiving Center Public Health Nurses
1.
The Public Health Nurse (PHN) will conduct a Nursing assessment to determine if a child is at an acceptable level of wellness prior to placement. This assessment is to identify overt medical or dental problems that may need prompt attention in children who are removed from parental care by a CFS Social Worker. The PHN is responsible for arranging and coordination of urgent medical care or evaluation if needed prior to placement.  (Note: This does not modify existing policy for children with suspected injuries or illness. Emergency CFS workers remain responsible for taking these children to the emergency room before coming to the Receiving Center or taking to foster care placement).

2.
During business hours, 9 AM to 5 PM, the PHN will review the Medical Admission Screening section of the Receiving Center Intake form. If a “Yes” is identified on the screening section, the PHN will triage and initiate referrals for children requiring immediate medical attention to: Contra Costa Regional Medical Center Emergency Room Department or Clinics, Night Owl Pediatrics Urgent Care, or a private provider, if appropriate.

3.
If there are no medical conditions identified on the Medical Admission Screening section, the PHN will conduct a nursing assessment for the children at the Receiving Center to determine if a referral to a medical facility is warranted or clear for foster care placement.

4.
Only the Public Health Nurse/CCHP Advice Nurse has authorization to make a referral to Night Owl Pediatrics for an urgent care medical examination.

5.
CCHP Advice Nurse provides telephone triage services for children needing to access Night Owl or CCRMC ERD after hours. If any part of the Medical Admission Screen is determined to be “Yes”, the Advice Nurse should be contacted between the hours of 5 PM – 8 AM Monday-Friday and any time during the weekends, when PHN services are unavailable. 



6.
PHN’s will obtain and review medical data from on-site medical records, if available.

7.
PHN’s will ensure the medical information obtained from the medical treatment at Night Owl is received and input into CWS-CMS/HEP page.

VI.
ATTACHMENTS

Attachment 1
Receiving Center Intake Form- RC2  (Revised 3/08)                       Attachment 2
Receiving Center Medical Care Flow Chart – RC3 (New  9/08)     Attachment 3
Night Owl Referral Form- Health Services Use ONLY                   Attachment 4
Medical Consent Form- DC 24 (Rev. 3/08)                                     
CONTACT PERSON:
First-line Supervisors and above may contact the CFS Program Analyst with questions regarding this Manual Section.

RECEIVING CENTER INTAKE INFORMATION

(Social Worker Completes) 

Date:_________________

Time:_________________                                            

(  WEST COUNTY          (  CENTRAL COUNTY          (  EAST COUNTY

Receiving Center Worker:_________________     ____________________    ___________________




                  Name


         Name


Name




 ______________________        _________________________     ________________________




              Signature


     Signature

          Signature

	District Social Worker:
                                                                                                Phone   

	Cell #                                                                                                                              FAX   

	Assigned Social Worker: (If Different)                                                               Office Phone:

A. From Whom was the Child/ren Removed: (Circle One)

Parent        Non Custodial Parent       Emergency Foster Home       Foster Home       FFA        Group Home       Guardian-Non Relative

AWOL        Hospital        Guardian-Relative           Relative             Non-Relative Extended Family  

B.  From What Part of the County was the Child/ren Removed:  East          Central          West     Target Area     


Child #1

Parents:  Mother: ______________________________________Father:______________________________________
Child’s First & Last name ____________________________________________________ Middle _________________

DOB __________________ or   Age ______________  Gender:  M / F         Ethnicity ____________________________

Known issues: (circle applicable)

Firesetting:   Yes / No   Violence toward self:  Yes / No   Sexually Acting Out History:  Yes / No   AWOL Risk:   Yes/ No     

Violence toward others:  Yes / No
Gang Related History:  Yes / No    Delinquent Behavior:  Yes / No   Pregnancy:    Yes/No

Drug/Alcohol Abuse:   Yes/No

Reason for Removal: (circle applicable)

Physical Abuse

Sexual Abuse

Neglect

Abuse of Sibling
Risk of Abuse

Emotional Abuse
Replacement

Caretaker Absence/Incapacity

Runaway

From your contact today, does the child need an expedited assessment by Mental Health Specialist?__ Yes / No
Assessment Needs:

  
Is child taking any medications?  Yes / No 



If Yes, kind, frequency, dosage _____________________________/Doctor:___________________

Any allergies? Yes / No        If yes, to what? _____________________________________________

Medical Admission Screen:   



Any chronic medical conditions?  Yes/No  Please list:______________________________________


Recent/known Hospitalizations?  Yes/No  Please list:_______________________________________


Does child have any disabilities?  Yes/No________________________________________________

                       Please list:___________________________________________________________________________


Does child have special/equipment needs?  Yes/No________________________________________

                        Oxygen tank:  Yes/No    Wheelchair:  Yes/No     Other________________________________________


Suspected illness or injuries requiring medical evaluation or wound care   Yes/No__________________________

From your contact today, does the child need an expedited assessment by a medical professional?  Yes/No

(Receiving Center Intake Form, continued)

Child #2

Parents:  Mother: ______________________(same as above)_Father:________________________(same as C1 or C3)
Child’s First & Last name ______________________________________________________________ Middle ________

DOB __________________ or   Age ______________  Gender:  M / F         Ethnicity ____________________________

Known issues: (circle applicable)

 Firesetting:    Yes / No
  Violence toward self:      Yes / No
    Sexually Acting Out History:    Yes / No     AWOL Risk:        Yes / No
   

  Violence toward others:  Yes / No
    Gang Related History:  Yes / No        Delinquent Behavior:  Yes/No         Pregnancy:  Yes/No

  Drug/Alcohol Abuse:   Yes/No

Reason for Removal: (circle applicable)

Physical Abuse

Sexual Abuse

Neglect

Abuse of Sibling
Risk of Abuse

Emotional Abuse
Replacement

Caretaker Absence/Incapacity

Runaway

From your contact today, does the child need an expedited assessment by Mental Health Specialist?__ Yes / No 

Assessment Needs:

  
Is child taking any medications?  Yes / No 



If Yes, kind, frequency, dosage ______________________________/Doctor__________________

 Medical Admission Screen:


             Any allergies? Yes / No        If yes, to what? _____________________________________________


Any chronic medical conditions? Yes/No  Please list:_______________________________________


Recent/known hospitalizations?  Yes/No  Please list:________________________________________


Does child have any disabilities?  Yes/No  Please list:_______________________________________


Does child have special/equipment needs?  Yes/No_________________________________________



Oxygen tank:  Yes/No   Wheelchair:  Yes/No    Other:_________________________________________

From your contact today, does the child need an expedited assessment by a Medical Professional?__ Yes / No 
If additional space is needed, please copy page 2 and attach.

(Receiving Center Intake Form, continued)

Exit Information  (To be completed by receiving center staff)

Date of Discharge ______________
 Time of Discharge _________________AM / PM

Discharged to:  Parent      Foster Home      Group Home       Relative            Hospital        Receiving Center    W/C/E  

AWOL           Foster Home-Relative         Emergency Foster Home
Foster Family Agency

Copy of assessment to SW at time of visit and faxed to PHN and CCHP  FORMCHECKBOX 

Child’s Name________________________________________________________________________________________________

Foster Parent/Group Home/Relative Caregiver Name :________________________________________________________________

Address: ____________________________________________________________________________________________________

Telephone: __________________________________________________________________________________________________

Child’s Name________________________________________________________________________________________________

Foster Parent/Group Home/Relative Caregiver Name :_______________________________________________       Same As Child 1 

Address: ____________________________________________________________________________________________________

Telephone: __________________________________________________________________________________________________ 

Receiving Centers Medical Care Flow







	William B. Walker, M.D.

Health Services Director

Wendel Brunner, M.D.

Public Health Director
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	Contra Costa 

II. Public Health

Child Health & Disability

Prevention Program

597 Center Avenue, Suite 280

Martinez, California

94553-4670
Ph  925 313-6150

Fax  925 313-6160


CHDP & EHSD:  FOSTER CARE

TO:  Night Owl Pediatric                                        HEALTH SERVICES USE ONLY
_














Child’s Name





 Birth Date

SS #

Social Worker 





Phone 







Reason for Referral: _



























Any known Meds  







Authorizing PHN
Name/Signature

     Date


C/O: 















HX: 














Plan/Action  




















































































PHN   Fax 1 to Night Owl
925-288-3608 





MD     Fax 1 to CHDP
925-313-6160
 

____________________________________

MD     Fax 1 to CCHP
925-313-6002


Physician / Night Owl Pediatrics

  S:\FOSTER CARE\Receiving Center\CHDP-night owl.doc 8/08 cm
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Contra Costa County 

Medical Consent 
I,_______________________________________________________, being the parent, Guardian or other person legally entitled to consent to medical care of  

__________________________________________  __________________________, 

                                          Name                                                                   Birthdate 

a minor child, do hereby authorize Contra Costa County Children & Family Services or its duly authorized foster parent/caregiver 

______________________________________________________________________________ 

to secure any x-ray, examination, local anesthetic, medical or surgical diagnosis, or treatment and hospital care, to be rendered to said child under the general or special supervision and upon the advice of a physician and surgeon licensed under the provision of the Medicine Practice Act, or to secure an x-ray, examination, local anesthetic, dental or surgical diagnosis or treatment and hospital care, to be rendered to said minor by a dentists licensed under the provisions of the Dental Practice Act.  

____________________________________  or  ________________________________ 

                Parent or Guardian                                         Children & Family Services Juvenile Court 

__________________________________         ________________________________ 

                         Date                                                                                                   Title 

  __________________________________        _________________________________ 

                              Witness                                                                                                 Date 

 ___________________________________        

Children & Family Services signature 

                        Date                                                

authorized by order of the Juvenile  

            






Court per W & I Code 369 

Guarantee of payment for 90 days from                     

Juvenile Court #_______________ 

the above noted date.        




 Order Dated___________________ 

Financial Responsibility/Provider of Last Resort: 
Contra Costa County Employment and Human Services Department will reimburse at the Medi-Cal rate any doctor, hospital, pharmacy or other medical provider for services rendered to provide medically necessary health care to the foster care child named on this consent. Reimbursement will also be made for all co-payments and deductibles if the child has private health insurance. 

This guarantee of payment will remain in effect up to 90 days from the date of signature provided that the child remains in the foster system and continues as the responsibility of Contra Costa County. This guarantee of payment will not reimburse for services that have been paid by the minor’s Medi-Cal, California Children’s Services (CCS) and/or any private health insurance with the exceptions of any deductibles or co-pays. 

Submit itemized invoice to: 

 Contra Costa County EHSD 

 2530 Arnold Drive, Suite 200 

 Martinez, CA 94553 

 Attention:   VCOO Mailbox 

DC 24 (Rev. 3/08)           





Original: CFS 
Goldenrod:  Parent
Social Worker picks up kids


Calls Emergency Services Center/Receiving Center





Emergency Placement Procedures





If urgent, PHN will authorize for Night Owl





Advice RN will triage to urgent care or Emergency Department (ED)





If PHN in Receiving Center





If no PHN in Receiving Center





Contra Costa Regional Medical Center ED





Night Owl Pediatrics Urgent Care





If all “no’s” on Medical Admission Screen questions, take child to Receiving Center





If any “yes” on Medical Admission Screen question, call Advice RN





PHN will assess and direct for further care





Medical Admission Screen Questions


(Receiving Center Intake Form)





Follow procedure for well care appointment





PHN to follow-up ASAP





Copy of assessment to SW at time of visit and faxed to PHN





� Alcohol and Other Drugs Services � Contra Costa Emergency Medical Services � Contra Costa Environmental Health � Contra Costa Health Plan �





� Contra Costa Hazardous Materials Programs � Contra Costa Mental Health  � Contra Costa Public Health � Contra Costa Regional Medical Center � Contra Costa Health Centers �
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