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ASPIRANET and VENTURA COUNTY SELPA
COLLABORATIVE EDUCATIONAL SUPPORTS (COEDS)
 STUDENT PROFILE FORM
FAX To:  (805)289-0130 ATTN: COEDS Program Manager          E-MAIL To:  CoedsVenturaReferral@aspiranet.org 
Date form completed:      
	District Contact
Name & Title: 
	     

	District: 
	     


	Phone:
	     

	Fax: 
	     

	Email:
	     


	Intensive School Based Therapist 
Name & Title: 
	     

	
	

	Phone:
	     

	Fax: 
	     

	Email:
	     


	Special Education Case Manager Name & Title: 
	     

	
	

	Phone:
	     

	Fax: 
	     

	Email:
	     


	Other agencies involved, (for any family members) name of contact and phone number (check all that apply):

	 FORMCHECKBOX 
 CFS   
	 FORMCHECKBOX 
 Ventura County Probation      


	 FORMCHECKBOX 
 County Mental Health      

	 FORMCHECKBOX 
 Public Health       



	 FORMCHECKBOX 
 Regional Center       

	 FORMCHECKBOX 
 Other:      


	
	Summary of Needs:
	     

	

	
	     
	

	
	     
	

	
	     
	

	
	
	

	Scheduled date of IEP meeting:_________________________
Projected Option:      FORMCHECKBOX 
 Option 1 (Behavioral Specialist)

                                    FORMCHECKBOX 
 Option 2 (Parent Partner & Family Case Manager)

 FORMCHECKBOX 
 24/7 on call support
                                    FORMCHECKBOX 
 Option 3 (Parent Partner, Family Case Manager, and Youth Partner)


Student’s Full Name:                                        

Date of Birth (Mo/Day/Yr):      
Age:      
  Sex:   M  FORMCHECKBOX 
   F  FORMCHECKBOX 
  VCBH ID Number:      


Current School:      ____________________________
Ethnicity:      

  Student’s Primary Language:      

Secondary language:      

Parent/Guardian:      
  Primary Language:      
  Secondary language:      

Home Phone:     
    Work/ Cell Phone:     
    Best number to call:     


Address:       


Number and Street, Apt/Bldg/Other




City
ZIP

	Who lives in the family home? (PLEASE INCLUDE NAMES, RELATIONSHIP, AND AGES):

	     

	     

	


IMMEDIATE SAFETY CONCERNS

Are there any safety concerns in the home? 

 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO

Check all that apply:
 FORMCHECKBOX 
 Guns / Weapons
 FORMCHECKBOX 
 Drugs
 FORMCHECKBOX 
 Gangs
 FORMCHECKBOX 
 Location
 FORMCHECKBOX 
 Physical/Domestic Violence
 FORMCHECKBOX 
 Other:      
         Comments:      

EDUCATIONALLY RELATED SOCIAL/EMOTIONAL SERVICES (ERSES) 
ERSES student has received (must be at least 3 months):

	Service Type:
	Provider (name/title)
	Frequency
	Duration
	Start Date
	End Date

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Brief description of goals which the Intensive Social/Emotional services addressed:
1.

2.

3.

MENTAL HEALTH/JUVENILE JUSTICE (STUDENT)

Address any of the following that apply regarding the student:

Psychiatric diagnosis:       

Current psychiatric medication:       

Psychiatrist name/number:       

Past suicide attempt(s)/date(s):       

Psychiatric hold/hospitalization(s)/date(s):       

Substance abuse (list substance(s)):       

Juvenile Hall detention(s)/date(s):       

Probation   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  Offense:      

Probation Officer name/number (if different than above):       

MEDICAL / HEALTH INFORMATION (STUDENT/FAMILY)
Is anyone currently being treated by a physician (chronic illness) (describe):      

Physician name/number, if known:      

Is Public Health working with the family in any capacity?      

Public Health Nurse name/number (if different than above):      

Health Insurance:   FORMCHECKBOX 
 MediCal #        FORMCHECKBOX 
 Healthy Families     FORMCHECKBOX 
Other Low-Cost Insurance    FORMCHECKBOX 
Private Insurance 
CHILD WELFARE / CPS HISTORY

Is there a history of Abuse or Neglect reports to Child and Family Services?     FORMCHECKBOX 
 YES         FORMCHECKBOX 
 NO

Dates of prior CPS referrals and disposition:      

     


     

Is there any history of Court Dependency?      FORMCHECKBOX 
 YES         FORMCHECKBOX 
 NO
Date(s):      

Is this student or any children in the home adopted?     FORMCHECKBOX 
 NO           FORMCHECKBOX 
 YES:   FORMCHECKBOX 
  Private
      FORMCHECKBOX 
Public Agency 

City, State, and Date of Adoption       

Has this student or have any other children in the home been placed in Foster/Group home or Residential treatment (location(s)/date(s)):       

EDUCATION HISTORY OF SIBLINGS


Are all children in the home enrolled in school? 
 FORMCHECKBOX 
 YES           FORMCHECKBOX 
 NO


Are all enrolled children attending school? 
 FORMCHECKBOX 
 YES           FORMCHECKBOX 
 NO


Is there any history of Suspension/Expulsion? 
 FORMCHECKBOX 
 YES           FORMCHECKBOX 
 NO

If yes, explain:      


Are any other children in the home receiving Special Education Services? 
 FORMCHECKBOX 
 YES           FORMCHECKBOX 
 NO

If yes, describe:      

FAMILY INFORMATION – INCLUDE INFORMATION ABOUT ALL PEOPLE LIVING IN THE HOME – 
only provide information known directly by persons contributing to this form

Address each of these that apply and supply detail, including person’s name.

Probation or Parole- include date(s) and offense(s):      






Probation/Parole Officer name/number (if different than above):      

Incarceration(s) (include date(s) and offense(s)):       

Psychiatric diagnosis:       

Past suicide attempt(s)/date(s):       

Psychiatric hold(s)/hospitalization(s):       
 

Substance abuse (list substances):       

CURRENT BEHAVIORS IN THE HOME: Please check all that apply, to either student and family members. List others that are not listed, if applicable, and explain
	  FORMCHECKBOX 
 Anxiety
	 FORMCHECKBOX 
 Self-Injurious Behaviors 
	 FORMCHECKBOX 
 Sexual Acting Out

	  FORMCHECKBOX 
 Assaultive Behaviors
	 FORMCHECKBOX 
 Depression
	 FORMCHECKBOX 
 Sleep Disturbances / Nightmares

	  FORMCHECKBOX 
 Cruelty to Animals
	 FORMCHECKBOX 
 Disruptive Behaviors
	

	  FORMCHECKBOX 
 Homicidal Ideation                                     FORMCHECKBOX 
 Suicidal Ideation 

	  FORMCHECKBOX 
 Other      


Explanation:      



STRENGTHS

What are the student’s strengths?      

     

What are the family’s strengths?      


     


     


OTHER FACTORS OR ISSUES TO CONSIDER: (Strengths and/or Needs)

 FORMCHECKBOX 
 Family      

 FORMCHECKBOX 
 Housing      





 FORMCHECKBOX 
 Social/Fun      

 FORMCHECKBOX 
 School/Work      

 FORMCHECKBOX 
 Cultural      

 FORMCHECKBOX 
 Spiritual      

 FORMCHECKBOX 
 Financial      

 FORMCHECKBOX 
 Other       

	COMMUNITY/FAMILY MEMBERS KNOWN/AVAILABLE TO SUPPORT THE FAMILY

	Name
	Address
	Relationship

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Attach:

· Most recent Psychoeducational Assessment Report including Intensive School-Based Therapist report

· Most recent IEP and most recent Progress Report noting progress on social/emotional or behavioral goals
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Raising Hope, Empowering Community.
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