DJJ 20.24, Attachment E (Rev. 3/18)

Youth Residential File Audit Form
	General Information

	[bookmark: Text1][bookmark: _GoBack]Alternate Placement Facility Name:      

	[bookmark: Text15]Alternate Placement Address:      

	[bookmark: Text2]Phone #:      
	[bookmark: Text3]Fax #:      

	[bookmark: Text4]Date(s) of Audit:                        

	[bookmark: Text16][bookmark: Text17]Period of Review:        through      

	[bookmark: Text6][bookmark: Text7]Assigned DJJ Auditor: Name                               Position:      

	[bookmark: Text8][bookmark: Text9]                                        Phone #:                         Cell Phone #:      

	[bookmark: Text10]Current # of Youth Enrolled at Residence:       (attach facility list of DJJ youth in placement)

	[bookmark: Check13][bookmark: Check14][bookmark: Check15]Program Type: |_| Base   |_| Additional Oversight   |_| Maximum Oversight

[bookmark: Check16][bookmark: Check17][bookmark: Check18][bookmark: Check19][bookmark: Check20][bookmark: Check21]                           |_| ILP   |_| Maternity   |_| Shelter   |_| Wilderness   |_| CPA   |_| Other
   

	[bookmark: Text18][bookmark: Text19][bookmark: Text20]# of Records Audited:               % Open         % Closed

	[bookmark: Text21]% of Records Audited which had Referral for Therapeutic Services:      %

[bookmark: Text22]% of Records Audited which had Current Service Plans:      %

[bookmark: Text23]% of Records Audited which had Current Documentation of Services Provided/Billed:      %

	Auditor Comments
(Use attachments, if needed, to document comments or concerns expressed)

	[bookmark: Text12]     



	General Information

	Record Audited:      

	Date of Admission:      
	Date of Discharge:      

	[bookmark: Check22][bookmark: Check23]Service Plan in Record:  |_| Y  |_| N   
	[bookmark: Text24]Date of Service Plan:      
	[bookmark: Check24][bookmark: Check25]Current: |_| Y  |_| N

	[bookmark: Text25]Date of Referral for Therapeutic Services:      
	[bookmark: Text26]Date Authorization Sent to APS:      
	[bookmark: Text27]Date Therapeutic Services Began:      

	Services Documented in Record
(Check the services recommended for the youth and for which DJJ is being billed)
	Dates of Services/Comments

	Anger Management
	[bookmark: Text28]     

	[bookmark: Check26]|_| Tutoring/Educational Assistance
	[bookmark: Text29]     

	[bookmark: Check27]|_| Bi-lingual Staff
	[bookmark: Text30]     

	[bookmark: Check28]|_| Additional Staff
	[bookmark: Text34]     

	[bookmark: Check29]|_| Youth with Sexually Harmful Behaviors Component
	[bookmark: Text35]     

	[bookmark: Check30]|_| Substance Abuse/Education
	[bookmark: Text36]     

	[bookmark: Check31]|_| Self-Esteem/Trust Building Exercises
	[bookmark: Text37]     

	[bookmark: Check32]|_| Life Skills/Independent Living
	[bookmark: Text38]     

	[bookmark: Check33]|_| Off-Campus Activities
	[bookmark: Text39]     

	[bookmark: Check34]|_| Pet Therapy/Equine Therapy
	[bookmark: Text40]     

	[bookmark: Check35][bookmark: Text31]|_| Other:      
	[bookmark: Text41]     

	[bookmark: Check36][bookmark: Text32]|_| Other:      
	[bookmark: Text42]     

	[bookmark: Check37][bookmark: Text33]|_| Other:      
	[bookmark: Text43]     




____________________________			__________________________
Auditor Signature					Date
Submit to the Program Operations Manager.
1

