Incredible Years Completion Report

Children’s Administration


[bookmark: _GoBack]
	Agency: 

	 Provider ID #:
	Name of Group Leaders: 



	Case ID:
	 Name of Parent or Caregiver
	Date of referral and CA source: 

|_|  CPS           |_|  FVS         

 |_|  CFWS- court-ordered             

	Social worker Name
	Region`
	Office

	Child Information 

	Name of Child: 

	Person ID 

 Case ID
	Gender:      
If known – indicate 
|_| Developmental Delay
|_| Emotional/ Behavioral problems
Diagnosis: 


	Complete 1 (one) form for each CA referred participant who completes the IY course

	Parent/ Caregiver Information

	Name of Parent: 



	IY Parent Group offered and the number of sessions delivered:

[bookmark: Check12]|_|  Pre-School Basic  (18 weeks)
[bookmark: Check13]|_|  Baby program  (12 weeks)
|_| Toddler Program (13 weeks)
	Number of sessions this parent attended:
	Did the Parent Successfully Complete the service?  Indicate as achieved to bill for IY participant completed course*.

	Name of Parent:




	
	Number of sessions this parent attended:
	Did the Parent Successfully Complete the service?  Indicate as achieved to bill for IY participant completed course*.


	 
· Successful Completion  Fee is identified at  http://www.dshs.wa.gov/ca/partners/contractRates.asp 






IY Service Summary attached:  		 |_|   YES	|_|    NO


Date sent to CA Fiduciary: ___________

Sent Via:  _____ Mail   _____ Fax  _____ Hand-delivered          

=============================================================================

Signature of IY Agency Staff: 		                                                  Date:     _____________

December 2012
