ASSESSMENT WAIVER REQUEST FORM
CHILD AND FAMILY ASSESSMENT COMPONENTS

· MEDICAL 

· PSYCHOLOGICAL/DEVELOPMENTAL SCREENING/ASSESSMENT

· EDUCATIONAL 

· FAMILY ASSESSMENT

· MULTIDISCIPLINARY TEAM STAFFING (MDT)

Date:     
County Name:     
Child’s Name:     
DFCS Casemanager’s name:     
DFCS Supervisor’s name:     

Date Assessment Referred:     
Original Due Date:     
Reason for waiver request:     
Length of Waiver Requested: (Check appropriate box – not to exceed 30 calendar days.)

 FORMCHECKBOX 
0-10 days

 FORMCHECKBOX 
11-15 days


 FORMCHECKBOX 
16-30 days

Assessor’s Name:     
Agency name:     
Phone/Fax/Pager:     

TO BE FILLED OUT BY DFCS ONLY
Request Approved: FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No      If yes, new due date (enter date)     
If no, state reason:     
Approved by:

Name:     




Title:     
Date:     
FPBP4 Revised (11-03)
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