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Enter Youth’s Name- Individual Development Plan Dated (Enter Current Date) 
 
 
 

DC Department of Youth Rehabilitation Services 
Committed Services Administration 

 
 

Individual Development Plan 
 
 
Section I.  Demographics (Please provide the most current demographics) 
 
Youth 
 
Youth’s Name _________________________________________  Sex ___________  Date of Birth _______________________________________ 
 
Address __________________________________________________  City, State ___________________________________ Zip Code _________ 
 
Home Telephone ___________________________________________  Alternative Telephone ___________________________________________ 
 
Race _____________________________________________________ Social File # ___________________________________________________ 
 
Parent/Guardian 
 
Parent/Guardian’s Name _____________________________________  Relationship___________________________________________________ 
 
Address___________________________________________________   City, State ___________________________________  Zip Code ________ 
 
Home Telephone ___________________________________________    Alternative Telephone __________________________________________ 
 
Social Worker/Case Manager 
 
Social Worker/Case Manager _________________________________    Telephone  ___________________________________________________ 
 
Alternative Telephone _______________________________________    E-mail Address _______________________________________________ 
 
 
 



Enter Name of Youth- Individual Development Plan (Enter Date Created or Revised) 

2 

 
 
Commitment Information 
 
Commitment Date(s) _________________________________________   Commitment End Date _________________________________________ 
 
Tier/Risk Score _______________________ 
 
Commitment Offenses 
 
Offenses Jacket Numbers Judge 
 
 
 
 
 
 
 
 
 
 
 

  

 
 
Section II- Youth’s Identified Needs 
 
 
 
 
 
 
 
 
 
 
 
 



Enter Name of Youth- Individual Development Plan (Enter Date Created or Revised) 

3 

 
 
 
 
Section III- Youth’s Identified Strengths 
 
 
 
 
 
 
 
 
 
Section IV- Short Term Goals (List a minimum of three (3) goals that should be accomplished within the next year) 
 
 
 
 
 
 
 
 
Section IV- Long Term Goals (List a minimum of three(3) goals that should be accomplished within the next 2-5 years) 
 
 
 
 
 
 
 
 
 
 
 
 
 



Enter Name of Youth- Individual Development Plan (Enter Date Created or Revised) 
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Section V.  Service Plans 
Address service plans for youth in the following domains of development.  Describe the current condition/situation of the youth and the goal/plan for 
each area along with any services the youth will receive. 
 
 
Housing (examples -own home ILP, group home, foster care, etc.) 
Goals Services to Receive Provider Contact Information Length of Stay Curfew 
 
 
 
 
 

    

 
Family Strengthening Services (examples- family counseling, MST, FFT, services delivered to guardian of youth, etc.) 
Goals Services to Receive Provider Contact 

Information 
Length of Program 
(Start & End Dates) 

Attendance  
Days & Times 

Transportation 

 
 
 
 
 

     

 
Education Services (examples - IEP, special school, transition school) 
Goals Services to Receive Provider Contact 

Information 
Length of Program 
(Start & End Dates) 

Attendance  
Days & Times 

Transportation 

 
 
 
 
 

     

 
 



Enter Name of Youth- Individual Development Plan (Enter Date Created or Revised) 
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Workforce Development Services (examples - ECC, training, Project Empowerment, etc.)  
Goals Services to Receive Provider Contact 

Information 
Length of Program 
(Start & End Dates) 

Attendance  
Days & Times 

Transportation 

 
 
 
 
 

     

 
Network of Caring Adults/Positive Peer Engagement (examples - ITPM, mentoring, sports, etc.) 
Goals Services to Receive Provider Contact 

Information 
Length of Program 
(Start & End Dates) 

Attendance  
Days & Times 

Transportation 

 
 
 
 
 

     

 
Medical or Behavioral Health Services (examples- connection to CSA, medication to receive, individual counseling, substance abuse treatment, etc.) 
Goals Services to Receive Provider Contact 

Information 
Length of Program 
(Start & End Dates) 

Attendance  
Days & Times 

Transportation 

 
 
 
 
 

     

 
Additional Services (examples- child care, arts, leadership development, parenting classes, financial management, etc.) 
Goals Services to Receive Provider Contact 

Information 
Length of Program 
(Start & End Dates) 

Attendance  
Days & Times 

Transportation 

 
 
 
 
 

     



Enter Name of Youth- Individual Development Plan (Enter Date Created or Revised) 
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_____________________________________ ___________________________________          _____________________________________ 
Youth’s Name      Signature of Youth      Date 
 
_____________________________________ ___________________________________          _____________________________________ 
Parent/Guardian’s Name     Signature of Parent/Guardian     Date 
_____________________________________ ___________________________________          _____________________________________ 
Case Manager’s Name     Signature of Case Manager     Date 
_____________________________________ ___________________________________          _____________________________________ 
Supervisor’s Name      Signature of Supervisor     Date 
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dyrsYES!

District of Columbia: Department of Youth Rehabilitation Services

1 of 3

Report run: 8/26/2008 11:58:51 AM

l c. Two or Three (1)

d. Four or More (2)

3. Total Number of Prior Adjudications a. None (-1)

b. One (0)

3a. Actual Number of Prior Adjudications 3

(Misdemeanors and Felonies) l b. One or More misdemeanors or One felony 
(1)

c. Two or More felonies (2)

4. Total Prior Adjudications for Violent/Assaultive Offenses a. None (-1)

1. Current Offense Severity Medium

1a. Current Most Serious Offense Possession with intent to distribute Cocaine

Questions 1 - 4 answered by Research Department from JUSTIS

c. 13 or younger (2)

2a. Actual Age at First Offense 15

2. Age at Time of Arrest for First Adjudication a. 16 or older (-1)

l b. 14 or 15 (0)

4b. Actual Number of Prior Adjudications for Violent/ 1

Assaultive Felony Offenses

4a. Actual Number of Prior Adjudications for Violent/ 0

Assaultive Misdemeanor Offenses

Date of Birth: 3/28/1994

Age: 14

Youth's Name: (Last, First, Middle Initial) DUPLICATE Eric t
Program: Committed Case Management X-ref:

Offense Medium

High

Low

High Medium Low

Offense Severity Medium High = Felony Violent, Felony Weapon, Misd. Weapon

Medium = Misd Violent, Felony Drug, Felony Property

Low = Status, Misd Property, Misd Drug, Misd Other, Probation 
Violation

Total Risk Assessment 7 High = 11 or more

Med  = 4 to 10

Low = 3 or lower

Risk
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STRUCTURED DECISION MAKING

dyrsYES!

District of Columbia: Department of Youth Rehabilitation Services

2 of 3

Report run: 8/26/2008 11:58:51 AM

9a. Information Source and Comment Probation Officer interview, youth interview, family interview

d. Gang member (3)

influence; crew member (2)

youth usually obeys rules; minor, sporadic

10. Caregiver/Guardian Supervision a. Supervision and discipline usually effective;

c. Most friends are delinquent; strong negative

8a. Information Source and Comment Probation Officer interview, youth interview, family interview

chronic abuse; dependency (2)

influence (0)

l b. Some delinquent friends with negative

9. Peer Relationships a. Friends provide positive influence (-1)

l b. Supervision often ineffective or inconsistent;

conflict (0)

c. Use frequently interferes with functioning;

6. Number of Abscondences from Post-Dispositional a. None (0)

5b. Information Source and Comment Youth interview and CSS pre-sentence report

6a. Actual number of Abscondences from Post-Dispositional 2

c. Three or More (2)

Placements l b. One to Two (1)

Delinquency (post-adjudication)

5. Number of Prior Out-of-Home Placements for Delinquency a. None (0)

Following questions answered by JJIC/DRU. Use records, assessments and interviews with youth & 
family

5a. Actual number of Prior Out-of-Home Placements for 3

l c. Two or More (2)

(post-adjudication) b. One (1)

7a. Information Source and Comment DCPS transcripts

times; considered seriously disruptive (2)

c. Major truancy or dropped out; suspended 3+

l b. Use sometimes interferes with functioning (1)

8. Substance Abuse a. No problem or experimentation only (0)

considered somewhat disruptive (1)

6b. Information Source and Comment CSS pre-sentence report

Placements

b. Some truancy; suspended 2 times;

suspensions; or, graduated or GED (-1)

7. School Discipline/Attendance During the Prior 12 Months l a. Enrolled, attending regularly, no
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3 of 3

Report run: 8/26/2008 11:58:51 AM

l b. Parents/guardians or siblings incarcerated

incarcerated during past three years (0)

during past three years (1)

11a. Information Source and Comment Sibling, Joey Duplicate, currently detained

11. Parent/Sibling Criminality a. No parents/guardians or siblings

c. Little or no supervision/discipline; or constant

frequent caregiver-child conflict (1)

conflict; youth usually disobeys (2)

10a. Information Source and Comment Youth and Family





COMMUNITY PLACEMENT AGREEMENT 
 

TO:        DATE:       

                                        

  

PARENT/GUARDIAN NAME: _      ________________ 

 

ADDRESS:_          __________  

 

TELEPHONE: _       __________________  

 
You are being returned to the community under the following requirements placed upon you by The 

Department of Youth Rehabilitation Services.  You will continue under commitment to the 

Department of Youth Rehabilitation Services by Court Order.  You are to conduct yourself in a 

lawful and responsible manner at all times in the community.  The Department of Youth 

Rehabilitation Services may revoke your conditional release at any time if you do not conduct 

yourself in accordance with the requirements of your release.  Failure to comply with the 

requirements listed below can result in your being returned to New Beginnings Youth Development 

Center or another out of home placement.  

 
GENERAL REQUIREMENTS:   

 
1. Obey all laws, ordinances, rules and regulations of the District of Columbia. 

2. Adhere to the plans and conditions of your Individual Development Plan.  

 

3. Obey your Parent(s), Relative(s) or Guardian(s) with whom you are placed.  This includes: 

School, Independent Living, Group/Shelter Home, Foster Care, and Service Provider Staff. 

  

4. Keep your appointments with your Social Worker/Case manager and follow the Social 

Worker’s advice and instructions. 

 

4. Report any change of address to your Social Worker/ Case manager within (48) forty eight 

hours. 

 

5. Abstain from the use of narcotics, hallucinatory or other habit forming, illicit drugs and 

alcohol. 

 

6. Do not leave the Washington, DC, Metropolitan area without the permission of the Social 

Worker and the permission of a parent or guardian.      

 

7. Adhere to curfew hours set by Social Worker/Case manager and Care Providers (Parent, 

Guardian, Foster Care, Group/Shelter, and Independent Living).   

 

Your Curfew Hours are: 

    



 

Curfew Exception: Special permission granted by both parent/guardian and/social worker/ 

Case manager 

 

SPECIAL REQUIREMENTS:          

              

              

              

              

              

              

  

 

 

______________________________   _________________________ 

Youth’s Signature     Date 

 

_____________________________   ________________________ 

DYRS Social Worker/Case Manager Signature Date 

 

             

Supervisor’s Signature     Date  

       

               

Parent/Guardian Signature    Date 

       

 

Other: ________________       Signature: __________________      Date: _______ 



 

450 H Street, NW, Washington, D.C. 20001 

 GOVERNMENT OF THE DISTRICT OF COLUMBIA 

                                       DEPARTMENT OF YOUTH REHABILITATION SERVICES    
 

 

 

 

 

 

 

REVIEW OF COMMITMENT HEARING  

DATE 

 

 

TO: The Honorable                                          

 

 

RESPONDENT:        SOCIAL FILE #:   

 

 

DATE OF BIRTH:      JACKET #:  

 

 

GUARDIAN:                       ADDRESS & NUMBER:     

   

 

 

DATE OF COMMITMENT:  

 

 

DATE OF EXPIRATION:  

 

 

COMMITTMENT OFFENSES: 

 

 

CURRENT PLACEMENT:   

 

 

PLACEMENT HISTORY WHILE COMMITTED: 

1/1/1: Placed at X 

 

1/2/3: Placed at Y  

  
 

CURRENT SCHOOL PLACEMENT/ATTENDANCE:  
 

 

EMPLOYMENT or EMPLOYMENT TRAINING (if any):  
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SUBSTANCE ABUSE ISSUES OR SERVICES (if any): (include drug test results) 

 

 

SUMMARY OF REVIEW PERIOD:  

Include:  

 Accomplishments and Achievements 

 Adherence to curfew  

 abscondance if any  

 # of new arrests if any  

 # of contacts by worker and providers  

 progress at placement  

 any other important info 

 

 

 

 

 

 

________________________  _____________________ 
Case Manager/Social Worker   Supervisor 
DYRS      DYRS 
450 H St., NW     450 H St., NW 
Washington, D.C. 20001   Washington, D.C20001 
(202)      (202) 
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GOVERNMENT OF THE DISTRICT OF COLUMBIA 

DEPARTMENT OF YOUTH REHABILITATION SERVICES 

 

Detained/Committed Case Plan 

 

      

Youth’s Name:          

 

Date of Report:         

Date of Birth:         

 

SDM Level:  Low  

Case Number:        Next Court Date:        

      

 

 

Current Charge(s) & Date of Arrest/Detention:   

      

 

Committing Offense(s)/Date:   

      

 

Date of Commitment & Date of Release to Community:   

      

 

Residence at Time of New Arrest:   
      

 

Compliance with Community Release Agreement/Community Adjustment:   
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NEW RECOMMENDED CARE PLAN 

 

Domain Type of Service 

Placement:       

Supervision and Monitoring: 
      

Education: 
      

Individual Therapy: 
      

Substance abuse: 
      

Employment/ Workforce Development: 
      

Recreation: 
      

 

How will this new plan serve the needs of the youth that were not served by the original plan? 

      

 

 

Contacts: 

 

Guardian:       
Guardian:       
Emergency Contact Person:       
Attorney:       
Probation Officer:       
DYRS Case Manager:       
 

 

 

 

                

 Case Manager’s Signature     Date 

 

 

 

               

 Supervisor’s Signature      Date 



450 H Street, NW, Washington, DC 20001    Telephone (202) 724-5070    Fax (202) 727-1067 

GOVERNMENT OF THE DISTRICT OF COLUMBIA 

Department of Youth Rehabilitation Services  

 
 

 

 
 

 

 
Committed Services Administration  

 

MEMORANDUM 

 

TO:  David Muhammad, Chief of Committed Services 

 

FROM:       , Case Management Supervisor  

     

DATE:       

 

RE: Notification of Youth Release 

 
 

After considering the youth’s rehabilitation and the public safety the Department of Youth Rehabilitation 

Services is planning for this youth to transition back to the community. The following youth has received 

rehabilitative services in secure confinement and will be released to the community on      .   

 

 
Youth:       

Committing Charge:       

Commitment Date:       

Release From:       

Release Date:       

Original Placement Date:        

Services Received at Current Placement:       

 

Release Information:  

Community Placement:        

Services Youth Will Receive:       

Case Manager:       , Phone:       

 

 

 

 



3/5/2007 
Updated 8/14/2007 

Department of Youth Rehabilitation 
Special Placement Unit - Request for Services 

Supportive Documentation Grid 
     
RTC   
(Mental Health and Juvenile Justice) 

Community Based Residential 

 Updated psychiatric – within 1 year 
 Updated psychological – within 3 years 
 Social History 
 Updated Medical Screen/Evaluation 

 Individualized Education Plan (IEP)- 
current 

 Discharge Summary (completed by prior 
placement, if applicable) 

 Level of Care authorization  document for 
Fee-For-Service Medicaid placements 
(Required for Mental Health Facility 
Placements ONLY) 

 
 

 Updated psychiatric (if available) 
 Updated psychological (if available) 
 Social History 
 Individualized Education Plan (IEP) – current  
 Medical Screen/Evaluation 
 Updated Summary of Youth’s Current Level of 

Functioning (Monthly Summary in JIM, Recent 
Court Report, Detailed Treatment Team Notes, 
Revocation Report, etc.) 

 Discharge Summary (completed by prior 
placement, if applicable) 

 YFTM minutes (Required for Foster Care referrals) 
 Enrollment in Core Service Agency for Medication 

Management Services 
 
Independent Living Community Based Services 

 Updated psychiatric (if available) 
 Updated psychological (if available) 
 Social History 
 Individualized Education Plan (IEP) – 

current  
 Medical Screen/Evaluation 
 Updated Summary of Youth’s Current 

Level of Functioning (Monthly 
Summary in JIM, Recent Court 
Report, Detailed Treatment Team 
Notes, Revocation Report, etc.) 

 Discharge Summary (completed by 
prior placement, if applicable) 

 Supervised Site 
 Youth between the ages of 16 and 20 

Scattered Site 
 Youth between the ages of 18 and 20 
 Employed or capable of employment 
 Education status  

o GED 
o High School (Final Year) 
o College 
o Vocational Training 

 Updated psychiatric (if available) 
 Updated psychological (if available) 
 Social History 
 Individualized Education Plan (IEP) – current  
 Updated Summary of Youth’s Current Level of 

Functioning (Monthly Summary in JIM, Recent 
Court Report, Detailed Treatment Team Notes, 
Revocation Report, etc.)  

 Discharge Summary (completed by prior 
placement, if applicable) 

 Enrollment in Core Service Agency for 
Medication Management Services 

 

Items typically required prior to placement:   
 Active Medicaid Number 
 Social Security Number  
 Updated Individual Service Plan (ISP) 

 
  Birth Verification Record (copy) 
 Birth Certificate (upon request) 



Department of Youth Rehabilitation Services  
Request for Services Form 

 

Section I.  Demographics    Provide the most current information in this section. 
 
Youth’s Name:                                      Sex: _________ DOB:  _______________  
SSN: _______________________ Race: _________________  
SF#:  ________________     Ward:______  
Medicaid Number:  _______________________ HMO Provider:  
Primary Language:_________________________    
Legal Status:  _________________Current Placement: _________________________  Date: ___________  
Address: _________________________________  Phone: _______________________________ 
Parent/Guardians Name (s): __________________________ ________________________________ 
Address: _________________________________________ Phone #: ____________________  
 
Last School Attended: ______________________________________     Grade: _______  
Current School Status:  ______________________________________ 
Special Education Classification (if applicable):   

Emotionally Disturbed  Learning Disabled                Mentally Retarded 
Multiple Disability      Other Health Impaired   Other 

 
Referring Party Name/Title: ______________________   Phone #: _____________________________ 
Commitment Date(s): __________________  Expiration Date(s):  ___________  
 
Section II.  Significant Health Issues    
Physical Impairments 
____________________________ ____________________________ ____________________________         
 
Mental Health Diagnoses 
Axis I   ____________________________________________________________________ 
Axis II   ____________________________________________________________________ 
Axis II   ____________________________________________________________________ 
Axis IV  ____________________________________________________________________ 
GAF Score  ____________________________________________________________________ 
 
Medication(s)   Name    Dosage/Freq. of Use  Reason for Use 

__________________ _________________  ___________________________ 
   __________________ _________________  ___________________________ 
 
Substance Abuse   Drug(s) of Choice  Frequency of Use 

     _________________ _________________   
     _________________ _________________   
 

Section III.  Commitment Offenses    
         Committing Judge 
Offense (s):  ____________________________  _________________________________ 
Offense (s):  ____________________________  _________________________________ 
Offense (s):  ____________________________  _________________________________ 
 
Risk Score:  _____    Tier Classification:    Tier 1 Tier 2 Tier 3 
 
 

DYRS Confidential Information Revised 5/7/2007  
 Page 1 
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Youth’s Name:      
 
Section IV.  Current Services    

Provider      Type of Service     
Mental Health  _____________________________  _________________________   
Educational  _____________________________  _________________________ 
Health   _____________________________  _________________________ 
Substance Abuse _____________________________  _________________________ 
Vocational  _____________________________  _________________________ 
Youth Development _____________________________  _________________________ 
Family   _____________________________  _________________________ 
  

Section V.  Placement History 
Dates         Placement     Type of Service 

__________________ ______________________  ___________________________ 
__________________ ______________________  ___________________________ 
__________________ ______________________  ___________________________ 
__________________ ______________________  ___________________________ 

 
Section VI.  Service Referral Checklist  
Check the relevant and most appropriate response for each item listed below. 

Social Behavioral Component 
ANTI-SOCIAL BEHAVIOR R S F N/A EATING IMPAIRMENTS R S F N/A 
Physically Assaultive   Anorexia Nervosa    
Destroys Property   Bulimia    
Fire Setter   Pica    
Stealing        
Animal Cruelty   ATTENTION DEFICITS 
SEXUAL HISTORY Hyperactive    
Sexually Abused       
Predatory Sexual Behavior        
Promiscuity   AFFECTIVE DEFICITS 
ALCOHOL/DRUG HISTORY Depression    
Use       
Distribution   Physical/Intellectual Component 
ADJUSTMENT DIFFICULTIES Indicate severity level below Mi Mo S N/A 
Withdrawn   Hearing Impaired    
Oppositional/Defiance to Authority   Visually Impaired    
Verbally Abusive   Epileptic Seizures    
Attachment Bonding   Ambulatory Impairment    
Passive/Victim   Specific Learning Disability    
SELF-DESTRUCTIVE BEHAVIOR Speech/Language Impaired    
Suicidal Ideations   Other                                 
Suicide Attempts        
Self Mutilation   Key 
FUNCTIONAL DISORDER R = Rarely Mi = Mild 
Inappropriate Self-Care Skills   S = Sometimes Mo = Moderate 
Encopresis   F = Frequent S = Severe 
Enuresis   N/A = Not Applicable 

 
Section VII.  Attached /Most Current Available Documents: 

 
Court Order  Psychiatric  IEP  Social Study  FTM/LOC  

 
GAINSQ 

 
Psychological    Psycho-ED  Medical  

ISP/current 
progress report 

 
YFTM 

Minutes  Revocation 
Minutes 

 Intent to Commit  
Report 

   Other_______  Other_____       



Youth’s Name:____________________________ 
 
Section VIII.  Requested Services (Check services requested.) 

DYRS Confidential Information Revised 5/7/2007  
 Page 3 

 
 
 
 

 
Date Community Based Services Needed:____________           Date Placement Needed:____________________ 
 
Section IX.  Current Situation 
Describe the youth and family’s current situation.  Clearly identify the concerns that prompted this referral, the 
specific service needs and goals for the treatment/service. 
      
 
 
 
 
 
 
 
 
 
 
 
Signature of Social Worker/Case Manager:  _______________________________ Date Submitted: __________ 
 
Supervisory Approval:  _______________________________________________ Date: ___________________ 
------------------------------------------------------------------------------------------------------------------------------------------------- 
Date Received by SPU: _____________________________ 

Acceptance 
Denial Reason for Denial:________________________________________________________________ 

  _______________________________________________________________________________ 
  _______________________________________________________________________________ 
 
Signature of Referral Specialist:_________________________________       Date Accepted:_________________ 

Community Based Services 
 Re-Entry – Alliance for Concerned Men 
 Re-Entry - Peaceoholics 
 Partnership for Success – Alliance for Concerned Men 
 Functional Family Therapy (FFT) 
 Multi-Systemic Therapy (MST) 
 Substance Abuse (Out-Patient) 

Drug Testing Yes  No 
#Times per month   

 Transformative Mentoring 
 Intensive Third Party Monitoring 

Level # of Weeks 
One (1)  
Two (2)  
Three (3)  
Four  (4)   

 Home Detention 
 Evening Reporting Center 

Residential Placement 
Residential Treatment Center 
(Medical Necessity) 
Juvenile Justice Facility 
Substance Abuse Treatment 
(Inpatient) 
Therapeutic Group Home 
Therapeutic Foster Care 
Therapeutic Family Home 
Extended Family Home (Foster Care) 
Multi-dimensional Treatment Foster Care 
(MTFC) 
Independent Living (Supervised) 
Independent Living (Scattered Sites) 
Youth Shelter Home /Date of Order:_______ 
Group Home 
Respite Care 



Department of Youth Rehabilitation Services 
Procurement/Residential Placement Request Form 

 

Requestor: _________________________________ Youth:__________________________ 
 

Phone: _________________________________ SF#:____________________________ 
 

Fax:  _________________________________ DOB:___________________________ Age:____ 
 
 
Provider: _______________________________________  Per Diem  Rate: $___________ 

                                                                                                     
Address: ________________________________________     
          ___________________________ 
Phone: ________________________________________    Name of Placement Site 
           
Fax:  ________________________________________  ___________________________ 
          Address of Placement Site 

 
Service Requested: ____Residential Treatment Center  ___Therapeutic Group Home 
   ____ Substance Abuse Treatment  ___Therapeutic Foster Home 

              ____ Independent Living Program (Scattered) ___Independent Living Program (Supervised) 
  ____Therapeutic Family Homes   ___Extended Family Homes       
              ____Other:_________________________________ 

 
Specific service needs (Required) :______________________________________________________________ 
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
Check one:  Special Education Services                              Regular Education Services 
 
Estimated LOS:  _________months  Projected Placement Date:___________________ 
 
 
REQUIRED INFORMATION FOR PROCESSING: 
 
Court Order   Acceptance Letter    Service Description /Rate 
Or Commitment Order                    (Include only if non-contracted provider.) 
 

___________________________________  ___________________________ 
            Supervisor’s Signature               Date 
 
___________________________________  ____________________________        
Committed Services Administrator or Designee   Date                                                                 
 

REMINDER:  If this form is submitted incomplete or without  
supporting documentation, the request will not be processed. 

DO NOT WRITE BELOW – FOR DYRS FISCAL OFFICE USE ONLY 
Date received by DYRS Procurement Office:_________________  
Processor:________________________________________      PIN #:___________________ 
 
Date signed and sent to OCP: ______________   Date Requestor notified of approval:__________ 

      Form to be completed for all residential placements effective 4/3/2006. 



  DEPARTMENT OF YOUTH REHABILITATION SERVICES 
   SPECIAL PLACEMENT UNIT 

 
                               REQUEST FORM   

                                     EXTENSION OR RE-INSTATEMENT OF COMMUNITY BASED SERVICES 
 

Complete when there is a need to continue community based services and forward to the Special 
Placement Unit at a minimum of 5 working days prior to the discharge date.         
                   
Check one: 
Extension of Services  
Reinstatement of Services  
 
Case Manager/Social Worker  
Phone Number  
Youth Name  
SF#  
DOB  
Current  Placement Address  
Home Address  
City  
State  
Zip Code  
Phone Number  
 
Provider(s) Service(s) Req. 

LOS* 
Date to 
Reinstate 
Services 

Reason for extension or reinstatement 
(Clearly identify the concern that prompted this 
referral and the ongoing specific service needs. 

 
 
 
 
 

    
 
 
 
 

 
 
 
 
 
 

 
 
 

   

*Req. LOS – Indicate number of days or months requested to extend or reinstate services.   
 

 Case/Social Worker Signature: 
 

Date:  
 

Supervisor’s Approval: 
 

Approval Date: 

SPU Referral Specialist Signature  
 

Date: Approved 
 

Denied 
 

Reason for Denial: 

                                                                                                               DYRS/SPU Revised 5/2/2007 
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AUTHORIZATION FOR DISCLOSURE 
System of Care 

  
I,       , hereby request that  all information regarding the mental health services, child 
welfare, juvenile justice and pubic/charter/private school information for       be 
disclosed by my physician or other mental  health professional or provider(s) to: 

  
DC System of Care (SOC).   In authorizing this disclosure of mental health, child welfare, juvenile justice and 
public/charter/private school information I understand that the information will be used for the purpose of developing, 
coordinating and implementing a DC SOC ‘Action Plan’, both now and in the future.  This authorization permits the 
release of information that is in existence today.  I understand that I may permit the Provider to release information that 
it obtains after the date of this authorization for a period of up to sixty (60) calendar days.  If I do not state below 
when this authorization expires, then it will expire sixty (60) calendar days from the date that I signed this form. If I do 
not want to authorize release of information not in existence today, I will indicate below.  I understand that I have the 
right to inspect my record of mental health information.  I understand that the person or organization that received it 
without my authorization cannot disclose this information and the law requires this notice: 
  

The unauthorized disclosure of mental health information violates the 
provisions of the District of Columbia Mental Health Information Act of 
1978.  Disclosures may only be made pursuant to a valid authorization 
by the client, or as provided in titles II or IV of that Act. The Act 
provides for civil damages and criminal penalties for violations. 
  

This disclosure is also made pursuant to protections stipulated in the following:  
D.C. Code 1623.31-36; 41202.06; 41321.05; and 41405.  

  
This consent is subject to revocation in writing at any time. 
  

Authorization for release of additional information expires on       

* date cannot exceed sixty (60) calendar days from date of signature.  
 

I DO NOT authorize release of information not already in existence today. 
 

Signature  Date 

Legal Guardian              
Child/Youth              
Attorney              

  
 
-For Official Use Only- 

Acceptance: ______    ***Non-Acceptance: _______ 
  

DC SOC Meeting Acceptance     ***DC SOC Meeting Non-Acceptance 
  

  
  

 
 

 

 

 

Date scheduled:  
  
Location:  
  
  
Chairperson:  
  
 

***Non-Acceptance for DC SOC meeting request shall be 
followed by a written justification to the referring entity 
within five (5) business days of the referral receipt date.
  
Date written justification forwarded: 
  
Written justification forwarded by: 
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Reason for Referral (check all that apply):  
 

     Needs additional services provided 
 
     Considering Residential Treatment Placement  (Please note: If client has HSCSN, 
Amerigroup, Chartered, Health Right, or Private Medical Insurance, all RTC requests should go to 
their insurer.)  

Referring Person or Organization Information: 

 

Name            

Organization            

Address            

Phone              Cell Phone               Fax             Email            

Supervisors name             Phone            Cell Phone            

Court‐ordered Referral?     Yes     No          Date of Court Order             

Presiding Judge:                   Next Court Date:            

Identified Client Info 
 

Name                  DOB                 SSN             

Gender      M      F      Hispanic/ Latino?     Y      N 

Race/ Ethnicity                Primary Language            

Legal custodian of child:    Parent    CFSA      DYRS   Other            

Social file number              Pre‐disposition   Probation   Committed 

Current housing location of child:    Parent/Guardian   Institution   Hospital 

 Group home/Congregate Care Facility   Foster home    Shelter  

Address:            

Phone                Cell               School last attended:            

Special Ed?   Y       N   Current IEP?    Y  (please send within 1 business day)      N  

Does child have an Axis I diagnosis?     Y      N  Specify            

Has child received a psychiatric evaluation within last year?   Y (please send within 1 business day)  N 

Check all agencies involved with the child:    APRA   CFSA   CSS              DCPS           

 DMH   DYRS   other            

Medical Insurance Carrier                Medicaid Number            

Core Service Agency                 CSA Contact            

      

Family Team Referral  
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Parent/Guardian Information 
 

Have parent’s rights been terminated, waived or relinquished?        Yes    No 

  Which parent?     Mother     Father     Both 

Family’s Ethnicity            Family’s Primary language            

Parent/Guardian (s)  Address  Phone Numbers  Relationship to Child 

                                               

                                               

                                               

                                               

 

Family Information  
(Siblings and other relatives in child’s life) 

 

Name  Address  Phone Number  Relationship to Child 

                                               

                                               

                                               

                                               

                                               

                                               

                                               

                                               

Family needs to consider for meeting planning:  

  Hearing or visually impaired   Physical impairments         Limited Literacy 

   Transportation Needs   Translation     Mental Health Concerns               

Provide details of concerns:            
 

Significant Others/ Other Persons Involved (Please include GAL information, a school 
representative, any mental health treatment providers, an educational advocate if one is 

appointed and any other attorney’s involved with the family.) 
       

Name  Address/E‐mail  Phone Number  Relationship to Child 
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Current Situation 

Describe the family and child’s current situation.  Clearly identify the concerns that prompted 
this referral and what you hope to gain through this process of teaming with the child’s family.  
           
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 
COMMITTED SERVICES ADMINISTRATION 

NOTIFICATION OF COMMUNITY STATUS REVIEW HEARING 

 

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

 

 

 

This is official notification ordering your presence at a Community Status Review Hearing to be held 

with the Department of Youth Rehabilitation Services.  This hearing will consider whether your 

current community status should be revoked, adjusted or continued based on the violation of your 

signed community release agreement, disruption of residential placement, or pending charges. 
 

Violation and/or pending charges are:       

           

Attached is a copy of the Department of Youth Rehabilitation Services Community Status Review 

Request which explains why your community status is being reviewed.  You may be represented at the 

hearing by parents, legal counsel or any other person you designate.  If you are unable to provide your 

own counsel you may request the services of an alternate counsel.  You may call

Mr. Frederick Rogers, (202)508-1885 to make that request.   

 

The Hearing will take place on       at Enter Location. 

 

PLEASE BE ADVISED THIS IS A MANDATORY HEARING, YOUR PRESENCE IS 

REQUIRED.  If you fail to appear at the stated time and place, the hearing shall proceed and a 

decision will be made regarding your community status and level of restrictiveness.  Furthermore, a 

custody order will be sought requesting that you be located and returned to DYRS custody 

immediately.  If there are any questions about this document and pending hearing you must 

immediately contact Enter YOUR NAME HERE, Case Manager at telephone number     . 

cc: Youth 

 Parent or Guardian 

 Attorney of Record 

 

 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 
COMMITTED SERVICES ADMINISTRATION 

COMMUNITY STATUS REVIEW REQUEST 

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

DATE:       

Primary Case Manager: Social Worker Enter Your Name Here 

SECTION I 

JUVENILE DATA 

NAME:       

DATE OF BIRTH:       

SOCIAL FILE:          SDM SCORE:       

COMMITTING CHARGES:                     
Please indicate the charge(s) as well as date, length and type of commitment 

ADDRESS: Enter Street Address 

         Enter City, state and zip code 

PARENT/GUARDIAN INFORMATION 

NAME:       

ADDRESS:        Telephone:       

COUNSEL OF RECORD: ENTER COUNSEL OF RECORD NAME HERE 

ADDRESS: Enter Street Address and Suite Here   

         Enter City, state and zip code 

TELEPHONE:        FAX:       

EMAIL ADDRESS:       

 

 

 

 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 
COMMITTED SERVICES ADMINISTRATION 

COMMUNITY STATUS REVIEW REQUEST 

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

Specific Violations  

Date and time of the offense(s) or violation(s):                                                                               
please indicate if youth has been charged with the commission, attempted commission or conspiracy to commit any of the 

mandatory offenses                                                                                                                                                                                

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                

Report of the arresting officer, if applicable:          
please provide brief narrative of the information and the source; if you have the official report please attach to the request                           

      

Signed Community Release Agreement:  YES       NO 

Case Managers efforts to identify and secure alternative services for the youth:                       
prior to filing community status review request                                                                                                                                  

      

Date & Recommendation of last YFTM:       

                   

 

 

 

 

 

 

 

 

 

 

 

                                                                                                        

 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 
COMMITTED SERVICES ADMINISTRATION 

COMMUNITY STATUS REVIEW REQUEST 

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

Case Manager Recommendation:       

Community Status Placement:       

Level of Restrictiveness: High 

Specific Recommendation:                                                                                                                          

 

 

 

 

 

 

 

 

 

 

 

 

 

____________________________________ 

Primary Case Manager Signature & Date 

 

 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 
COMMITTED SERVICES ADMINISTRATION 

COMMUNITY STATUS REVIEW REQUEST 

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

SUPERVISOR REVIEW 

Meeting Date:       

Supervisor Recommendation:  Additional Services  YFTM  Review Hearing 

Supervisor Explanation: Please provide explanation if review hearing is necessary 

 

Specific Service Plan:        

 

 

 

 

 

 

 

 

 

 

 

 

_____________________________                                                                                                                                                                                                                                                                

Supervisor Signature & Date 

 

 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 
COMMITTED SERVICES ADMINISTRATION 

COMMUNITY STATUS REVIEW REQUEST 

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

 

PROGRAM MANAGER REVIEW 

 

Review Date:       

Program Manager Recommendation:  Additional Services  YFTM  Review Hearing 

 

Basis for Conclusion:       

 

 

 

 

 

 

 

 

 

 

______________________________________                                                                             

Program Manager Signature & Date 

 

 

 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 
COMMITTED SERVICES ADMINISTRATION 

COMMUNITY STATUS REVIEW REQUEST 

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

 

ATTACHMENTS 

(Checklist) 

 

 Signed Community Placement Agreement 

 Police Report if Applicable 

 Report from credible source to substantiate allegations 

 Unusual Incident Report(s) 

 Attendance Report(s)-School/Work/Meetings with Case Manager 

 Urine Screen Report(s) 

 Brief Narrative of efforts to secure additional services 

 

 

 

 

 

 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 

COMMITTED SERVICES ADMINISTRATION 

 WAIVER OF  

COMMUNITY STATUS REVIEW FORM  

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

NAME:              DOB:      

 

Social File:      

 

WAIVER OF COMMUNITY STATUS REVIEW HEARING 
“Due Process Hearing” 

 

I, ____________________________ (Youth’s Printed  Name), __________ (d.o.b.), after having the 

opportunity to consult with my attorney, alternate counsel, or parent/guardian voluntarily agree to 

waive my right to have a Community Status Review Hearing (formerly called Revocation Hearing) for 

the following reasons:              

I further acknowledge that the Case Worker or designee has explained the contents of this form. 

I further acknowledge that efforts have been made to afford me the opportunity to consult with my 

attorney before signing this document. 

I further acknowledge that by signing this form, I am authorizing DYRS to increase my level of 

restrictiveness without convening a Community Status Review Hearing. 

I further understand that I am not automatically waiving my right to any subsequent Community Status 

Review Hearings. 

 

Youth’s Signature:   ___________________________________    Date: __________________ 

Attorney’s Signature (if consulted):_______________________     Date: __________________ 

DYRS Case Worker:  __________________________________   Date: __________________ 

Parent/Guardian Signature (if consulted): ____________________ Date: __________________ 

Program Manager:  __________________________________   Date: __________________ 

 

cc: Attorney 

      Parent 

      DYRS, Case Manager 

      Youth’s File 



DEPARTMENT OF YOUTH REHABILITATION SERVICES 
COMMITTED SERVICES ADMINISTRATION 

PROBABLE CAUSE DETERMINATION 

 

 

 
GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

NAME:               Social File:       

DOB:       

Based on documentation provided by the primary case manger: 

 

 PROBABLE CAUSE FOUND    

I find that above named youth has violated the conditions of his/her community placement agreement 

or has failed to appear at a community status review hearing after receiving notice and is a clear and 

present danger to himself/herself or the community.  The immediate removal of the youth from a non-

secure placement is required.  Furthermore, a custody order will be sought requesting the youth be 

located and immediately returned to DYRS custody.  Upon return to DYRS custody he/she will be 

held securely.  A Community Status Review hearing will be conducted within 5 calendar days.   

 

 PROBABLE CAUSE NOT FOUND     

I find that there is no probable cause to securely confine the above named youth.  DYRS shall return 

the youth to his or her community placement.  The Case Worker may request a Community Status 

Review Hearing in accordance with subsection 1202.3 of the District of Columbia Municipal 

Regulations.  

 

                                         

 

_________________________________________________    _______________                                                                               

David Muhammad Chief of Committed Services or Designee,    Date 

 

 

 



 

DEPARTMENT OF YOUTH REHABILITATION SERVICES 

COMMITTED SERVICES ADMINISTRATION 

 

EMERGENCY REMOVAL CONSENT AGREEMENT 

 

 

 

 

GOVERNMENT OF THE DISTRICT OF COLUMBIA 

 

 

I, _______________________________(Youth’s Printed  Name), __________ (d.o.b.), after having the 

opportunity to consult with my attorney, or alternate counsel, voluntarily agree to DYRS removing me 

from my community placement and placing me in a more restrictive setting, including, but not limited 

to, an in-patient drug, medical, mental health or similar in-patient facility for treatment.  

 

I further acknowledge and agree that by signing this consent agreement I waive any right I have to a 

Community Status Review Hearing immediately prior to or during treatment. This agreement expires 

upon my authorized discharge from the treatment facility. 

 

I further acknowledge that after my authorized discharge from the treatment facility, I will return to the 

placement I immediately left prior to treatment or return to a placement with the same or lower level of 

restrictiveness. 

 

 ____________________________________   _________________ 

Youth’s Signature      Date 

 

 

 ___________________________________  _________________ 

 Attorney       Date 

 

 

___________________________________   _________________ 

Parent/Guardian                   Date  

 

 

____________________________________    _________________ 

Community Program Specialist or designee   Date 

 

cc: Attorney 

      Parent 

      DYRS, Case Manager 

      Youth’s File 

 



 

 

Documentation for Consideration for Placement in Sub Acute Unit 

  

Youth’s Name:          DOB:        

 

Date of Completion of Document:                Referring agency:        

 

To be considered for this level of care, items 1, 2, 3, and 4 must be present and either 

5, 6, or 7. 

 

 

1.  Is the youth under the age of 22?   YES      NO       Actual Age:           

 

2. Do they have an Axis I diagnosis?  YES    NO      

What is the diagnosis (es)?   

 

Name and degree of person assigning diagnosis:         

 

3. Does the youth demonstrate current functional impairment in at least one of the 

following areas, please check all that apply:   

 

    Suicidal/homicidal ideation without intent, plans, or means    

    Impulsivity and/or aggression   

    Psycho-physiological condition (i.e.- bulimia, anorexia nervosa 

    Affect/Function impairment (i.e. withdrawn, reclusive, labile, reactivity) 

    Sexually inappropriate/abusive behavior 

    Psychomotor agitation or retardation 

   Improving Mania. Hypomania, Psychotic, and/or Delusional symptoms     

that do not require acute inpatient care 

    Habitual substance use with mood disturbances increasing 

 

Please provide clinical information that demonstrates the impairment and the 

degree of severity for all the areas checked above: 

 

      

 

4.  Symptoms/Behaviors are expected to improve with treatment.  Please provide a 

brief clinical description indicating why treatment is believed to result in 

improvement. 

 

        

 

 

 

 



 

 

Please indicate if the youth meets at least one of the following criteria: 

 

5.  Family situation and dynamics are such that the beneficiary cannot currently 

remain with his/her biological or adoptive family.    YES     NO    

If YES, please describe:        

 

6.  Disturbances/behaviors/symptoms are such that treatment cannot be successfully 

provided in a lower level of care.  YES     NO     

If YES, please describe:        

 

7.  Placement in a less restrictive and clinically appropriate setting is not available.  

YES     NO    If YES, please indicate what placement options are being 

considered and the status of their availability:        

 

 

 

___________________________________________________________            

Signature & credentials of licensed professional completing the form 



DEPARTMENT OF YOUTH REHABILITATION SERVICES – APRA REFERRALS 

Addiction Prevention and Recovery Administration (APRA) 

Referral Protocol for DYRS Youth 

 

Outpatient and inpatient substance abuse services are provided through the Department of 

Health’s Addiction Prevention and Recovery Administration.  The level of services 

provided to youth is determined by the GAIN-Q assessment instrument. This document 

establishes the referral process to obtain substance abuse services for committed youth in 

the juvenile justice system. 

 

Referral Process – Community Placed Youth 

 

1. DYRS case manager will complete a request for services packet and forward 

to the Special Placement Unit (SPU). 

 

2. The SPU will review the referral, update the tracking log and forward to Mrs. 

Slye-Battle for scheduling and completion of the GAIN-Q assessment. 

 

3. Mrs. Slye-Battle will contact the DYRS case manager within 2 (two) business 

days via phone and email to schedule an appointment for the youth’s 

assessment to take place at 450 H Street or other agreed upon community 

location. 

 

4. Mrs. Slye-Battle will hand carry the referral packet to the APRA youth 

Services office within 2 (two) days of completing the assessment to obtain an 

authorization form that links the youth to an APRA contractor. 

 

5. The DYRS worker will schedule an admission appointment with the 

designated APRA contractor and accompany the youth to the appointment.  

The DYRS worker may opt to coordinate the admission appointment with the 

youth’s community placement provider or other community provider to 

ensure attendance and ongoing participation in the substance abuse services. 

 

Referral Process – New Beginnings Youth Development Center (NBYDC) Placed 

Youth 

 

1. DYRS case manager or Juvenile Justice Institutional Counselor will complete 

a referral and forward to Behavior Health or Michael Moore. 

 

2. The NBYDC screener completes a GAIN-Q assessment within 2 (two) 

business days of the referral. 

 

3. The NBYDC screener will forward the referral packet and completed GAIN-

Q assessment to Mrs. Slye-Battle.  Mrs. Slye-Battle will forward the packet to 

APRA Youth Services office within 2 (two) business days to obtain an 

authorization form that links the youth to an APRA provider. 
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4. The DYRS worker will schedule an admission appointment with the 

designated APRA contractor and accompany the youth to the appointment.  

The DYRS worker may opt to coordinate the admission appointment with the 

youth’s community placement provider or other community provider to 

ensure attendance and ongoing participation in the substance abuse service. 

 

APRA Youth Services – Intake Office: 

 

Administrator Julie Donavon 202-645-0326 

Program Manager Lonnie Hutchinson 202-645-0342 

 

 

APRA Out-Patient Providers: 

 
Hillcrest Children’s Center 

1325 W Street, N.W. 

(202) 232-6100 

Riverside Hospital 

2041 MLK Avenue, S.E.  

Suite 311 

(202) 889-3182 

Latin American Youth Center 

1419 Columbia Road, N.W. 

(202) 319-2225 

IPEV 

3717 Horner Pl, SE 

(202) 563-0680 

 

 

 

 

APRA In-Patient Providers: 

 

In-Patient Hospital Detoxification 

Mountain Manor  

3800 Fredrick Avenue 

Baltimore, Maryland 

(410) 233-1400 

 

Psychiatric Institution of Washington 

4228 Wisconsin Avenue, N.W. 

(202) 885-5600 

 

 

DYRS Screener’s Contact Information: 

 

DYRS COMMUNITY SCREENER NBYDC YOUTH SERVICE CENTER 

Charlene Slye-Battle 

450 H street, N.W., 9
th

 Floor 

(202) 727-3577 

(202) 207-7005 

Freedom Dowdy 

Behavioral Health 

(240) 456-5231 

Isaiah Webb 

Youth Service Center 

(202) 251-2726 

 

*Note: Charlene Slye-Battle is based at APRA Office on Mondays & Wednesdays. 
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New Beginnings Youth Development Center 

 

DC Model Units Program Summary 

 

 

New Beginnings Youth Development Center has two distinct programs; Assessment and 

Orientation Behavioral Management Program and the DC Model. The Assessment and 

Orientation Unit is our intake unit where youth come to be assessed and oriented for 

placement and service needs. This program includes a token economy system, where 

youth earn points/tokens based on their behavior and how well they follow the program 

milieu and demonstrate skill acquisition. Tokens can be used to purchase products 

(rewards) for basic behavioral and program specific compliance. Items such as snacks and 

toiletries can be purchased as positive rewards for demonstrating appropriate behavior. 

Youth are eligible to cash in their tokens on two designated days each week for items 

from the canteen.  

 

The DC Model and Assessment and Orientation Behavioral Management Programs are 

designed on the premise that in order for youth to truly change and not recommit 

crimes, they must go through a process of self-exploration that addresses their history, 

family issues and challenges, and how this has influenced their present situation. This 

approach works with perception (cognition), feelings/emotions, and how this has an 

impact on behavioral choices and decisions. It is our belief that a program based on 

youth and family needs offers the best chance for youth to learn, grow and change.  

Included in this therapeutic/rehabilitation process are individual and group work, family 

involvement, individual treatment planning and experiential learning activities.  In 

addition youth participate in structured daily and weekly schedules that include 

educational, recreational, and treatment oriented activities, daily group meetings with a 

focus on building positive, healthy peer to peer relationships, youth to adult interactions, 

successful coping and decision-making skills and self awareness/insight and behavioral 

change. 

 

If youth are assessed and assigned to one of our DC Model Units, they must successfully 

meet the criteria and expectations of a 6 phase level system. The phases of the level 

system are: The Learning Phase, The Self-Awareness Phase, The Self-Exploration Phase, 

The Growing Phase, The Collective Work and Responsibility Phase and The Transition 

Phase. These phases will are further explored in a later chapter. 

 

All of our programs also include components of behavioral modification (encouraging 

and reinforcing positive behavior with structured techniques and feedback) and cognitive 

therapy (addressing unhelpful patterns of thinking). Youth and staff safety is the 

foundation of the treatment program and compliance as viewed as the 1
st
 step in the 

change process. 

  



The Level System 

 

Phase One:   The Learning Phase 

During this initial phase of development and orientation to the unit, youth will begin to 

acquire knowledge about their surroundings. 

 

Phase Two:   The Self-Awareness/Discovery Phase 

During this phase youth will begin to explore a balanced and honest view of their own 

personality and ability to interact frankly and confidently with others. 

 

Phase Three:   The Self-Exploration Phase 

 

Phase Four:   The Growing Phase 

 

Phase Five:   The Collective Work and Responsibility Phase 

 

Phase Six:   The Transition Phase 

 

Level System Process 

Every month each youth will have the opportunity to petition for the next level.  The 

Advocate is responsible for helping youth prepare for the meeting.  Each youth 

petitioning for advancement must come before the Youth Development Team and 

present their petition for advancement.  During the meeting the Youth Development 

Team will facilitate and discuss how the youth has progressed on criteria or petition 

level.  All decisions on level advancement will be made during that meeting and youth 

will be informed the same day.  Youth not receiving their levels will get strategies and 

additional help from staff to ensure they reach the next level. 

 

During the Level meeting, youth may have any number of “champions” (such as their 

Advocate, family members, etc.) present for support.  



DC Model Unit Population Criteria 

 

All youth referred to a DC Model Unit will meet the following criteria for placement.  These 

criteria will help New Beginnings Youth Development Center establish better practices for how 

we meet the best interest of residents in our care and ensure that our referral process is fair 

and equitable.   

 Committed youth (ONLY) 

 

 High SDM with some exception for Medium SDM 

 

 12-19 year old males 

 

 No extreme untreated mental health issues 

 

 No more than one previous placement in DC Model Units 

 

 Prior to placement in a DC Model Unit, caseworkers must complete the youth’s 

Individual Development Plan (IDP) 

 

 To the fullest extent possible, all youth court matters should be completed prior to 

placement on a DC Model Unit  consistent exceptions will only be committed 

youth who have new charges that we revoke 



Note:  If necessary attach a separate sheet for additional information.  7/06 

GOVERNMENT OF THE DISTRICT OF COLUMBIA 
Department of Youth Rehabilitation Services 

UNUSUAL INCIDENT (UI) REPORT 
 

Reporting Information 
Facility/Program: Location: 
Reporter: Title: 
Reporter: Title: 
Date of Incident: Time of Incident: 
Date Reported: Time Reported: 
DYRS Contact:  
 
Type of Incident  (Place a check mark to indicate nature of incident.) 
Death  Youth on Staff Assault  Restraint  
Fire  Youth on Youth Assault  Fight (2 or More Youth)  
Hostage Taking  Suicide Attempt  Accidental Injury  
Riot  Felony Arrest (Staff)  Staff Discipline  
Reported Crimes  Attempted AWOL/abscondence  
Attempted Escape  AWOL /Abscondence  

Other:  

Escape  Other:  (Inappropriate Sexual 
Behavior) 

   

Alleged Child Abuse      
Serious Injury or Illness 
(Youth) 

     

 
Youth Data 
Name Social File 

Number 
Sex  Race  Date of Birth  Date of Placement 

1.      
2.      
3.      
4.      
 
Description of Incident  (In the space below describe the who, what , when, where and how of the incident.  
Use additional sheets/attachments if necessary.) 
 
 
 
 
 
 
 
Actions Taken (Indicate steps taken to address the incident and include notifications to other persons/agencies.) 
 
 
 
 
 
 



REQUEST FOR THE ISSUANCE OF A CUSTODY ORDER FOR A 
JUVENILE/NEGLECT ABSCONDER 

District of Columbia - Department of Youth Rehabilitation Services 
To:  Superior Court of the District of Columbia 
Family Division                                                                                 
Juvenile/Neglect Branch                                                            
500 Indiana Ave. NW Room 4310                                                      
Washington, DC  20001 
Phone:  202-879-1319  Fax:  202-879-0099 ; Back up Fax:  202-737-0807 

 
Date:_________________ 
 
Time:_________________ 

Respondent’s Name:  (Last, First, Middle Initial) 
 

 
 

Docket 
Number: 
 

 
 

Social File 
Number: 

 

Race:  
________ 
DOB: 
________ 

Height: 
_________
Weight: 
________ 
 

Respondent’s Home Address and Telephone Number: 
 
 
Parents’ /Guardians’ Name, Address and Telephone Number: 
 
 
Name, Address and Telephone Number of Facility From Which Respondent Absconded: 
 
 
Date and Time of Absconding: 
 
 
Is the respondent a suicide risk?     _____ Yes   _____No  If yes, please explain. 
 
 
Does the respondent have any health problems?    _____Yes   _____No 
Is the respondent taking any medication?               _____Yes   _____No 
If the answer to any of these questions is yes, please explain. 
 
Special Instructions:  (Places Frequented; Regular Companions; Boyfriend/Girlfriend; Visible Scars; etc. 
 
 
Name, Address and Telephone Number of Respondent’s Attorney: 
 
Custody Order Requested by: 
Printed Name:                                            Signature:                       Phone Number:                    Date: 
 
 
Supervisor of Requestor: 
Printed Name:                                            Signature:                       Phone Number:                    Date: 
 
 
Fax to DYRS Committed Services at 202-727-9985 
Fax to Office of Attorney General at 202-727-3745 

 
EXHIBIT A 

Revised:  5/18/06 



 
REQUEST TO QUASH CUSTODY ORDER FOR A 

JUVENILE/NEGLECT ABSCONDER 
District of Columbia - Department of Youth Rehabilitation Services 

To:  Superior Court of the District of Columbia 
Family Division 
Juvenile/Neglect Branch 
500 Indiana Ave. NW Room 4310 
Washington, DC  20001 
Phone:  202-879-1319  Fax:  202-879-0099 ; Back up Fax:  202-737-0807 
Respondent’s Name  (Last, First, Middle Initial) 
 

 
 

Docket Number 
 

 
 

Social File 
Number 

 

Date of Birth 
 

Date Custody Order Issued: 
 
Facility Requesting the Withdrawal of the Custody Order: 
 
Address of Facility: 
 
Telephone Number of Facility: 
 
Circumstance Surrounding Reason for the Withdrawal: 
 
 
 
 
Name and Telephone Number of Social Worker: 
 
 
Name and Telephone Number of Respondent’s Attorney: 
 
 
Withdrawal of custody Order Request By: 
Printed Name:                                            Signature:                       Phone Number:                    Date: 
 
 
Supervisor of Requestor: 
Printed Name:                                            Signature:                       Phone Number:                    Date: 
 
 
  
  Please, present the child for a hearing before me on _________________ at ________ a.m./p.m. 
   
  Quash Custody Order; no hearing necessary 
 
 
         __________________________________ 
                       JUDGE’S SIGNATURE  
Revised:  5/18/2006 

EXHIBIT C 

















Department of Youth Rehabilitation Services 450 H Street NW. Washington, DC 20001  (202) 724-5070 
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