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Cover Letter
You are receiving this reference letter because the person named on the enclosed Adult Behavioral Health Reference Letter has applied to be a kinship, foster, or adoptive parent. The applicant indicated that he or she is either a current or previous client of you or your agency. As part of the approval process, a reference from the behavioral health professional that is providing or has provided services to the applicant is required.  We have also attached Form 08HI003E (HIPAA 3), Authorization to Disclose Medical Records, authorizing you to furnish the requested information. 
OKDHS requests the information in the reference letter from you or your agency to fully assess the applicant's ability to care for children in OKDHS custody. The requested information helps identify strengths of the applicant and opportunities for support. It will also assist, throughout the approval process, to ensure more in-depth conversations are held addressing any concerns or potential triggers children with similar histories may create for the applicant. The goal is to always provide the best services to the children and families we serve which is why the information you provide is vital for OKDHS to safeguard the success and wellbeing for all children and families. Thank you for helping us approve safe homes for the vulnerable children in our care.
 
:
Check any of the following that applies to the above-named applicant:
Psychosocial assessment / Initial evaluationTreatment plan and / or Treatment goalsDischarge or Transition plan
2.  Does the applicant have a diagnosis/symptom? *Please select from the list below.
4(a). Can you anticipate how long counseling will continue? 
4. How often do you see the applicant for counseling? 
per
.
Signature
Please complete and return this letter within 10-calendar days of receipt.
Thank you for taking the time to provide this information. If you wish to speak to the worker regarding this applicant, please contact:
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