
REGIONAL INTERAGENCY COUNCIL 
CHECKLIST FOR IDENTIFICATION OF 

CHILDREN WITH SEVERE EMOTIONAL DISABILITIES 
 
 1. _____________________________________________________ 
  Child's Full Name 
 2. _____________________________________________________ 
  Child's Social Security Number 

3. _____________________________________________________ 
  DSM IV Diagnosis (Required) 
 
 As stated in KRS 200.503, the child must present with one of the 
following conditions: 
 
PLEASE CHECK THE EXISTING CONDITIONS 
 
[ ] (1) Presents substantial limitations that have persisted for at 

least one (1) year or are judged by a mental health professional 
to be at risk of continuing for one (1) year without professional 
intervention in at least two (2) of the following (5) areas: 

 
 [ ] (a) Self care:  Defined as the ability to provide, 

sustain and protect himself at a level appropriate to his 
age; 

 
 [ ] (b) Interpersonal relationships:  Defined as the 

ability to build and maintain satisfactory relationships 
with peer and adults; 

 
 [ ] (c) Family life:  Defined as the capacity to live in 

a family or family type environment; 
 
 [ ]  (d) Self direction:  Defined as the child's ability 

to control his behavior and to make decisions in a manner 
appropriate to his age, and; 

 
 [ ] (e) Education:  Defined as the ability to learn 

social and intellectual skills from teachers in an 
educational setting; 

 
OR 
[ ] (2) Is a Kentucky resident and is receiving treatment for 

emotional disability through the interstate compact;  
OR 
[ ]  (3) The Department for Social Services has removed the child 

from the child's home and has been unable to maintain the child in 
a stable setting due to behavioral or emotional disability; 

OR 
[ ] (4) A child who presents impairment/behavior of short duration 

yet of high intensity.  Included are severe emotional problems 
such as suicidal or psychotic trauma reactions where prognosis 
regarding duration of symptoms cannot be accurately assessed. 

 
This child is certified to meet the criteria as established above.  
Documentation of the existence of these conditions is present in the client's 
record. 
 
 
 ____________________________________ _________________________ 
 Authorized Agency Representative  Date 
 
This child is hereby identified by the Regional Interagency Council as a 
"severely emotionally disabled child" in need of case management services. 
 
 
 _____________________________________ __________________________ 
 RIAC Chairperson    Date 
 


