Early Childhood Mental Health Consultation 

Partnership Agreement


Center / Program:  











Contact Person / Title:  










Address:  












City, State, Zip:  











Phone Number:  




Fax Number:  





E-mail:  












ODJFS license number:  



ECMH ID number:  




Number of staff working with children ages 0-6:  







Approximate number of children enrolled ages 0-6:  






Number of classrooms in your program with children ages 0-6:  





Approximate number of children 0-6 receiving subsidized care:  






What behavioral interventions or mental health services are currently available to children ages 0-6 in your program?  










How often are these services used?  









This agreement is made between 





 (center name) and ________________________

 (provider agency name) for the purpose of implementing an Early Childhood Mental Health Consultation program.  The ECMH professional responsible for the consultation will be 


 
(name of consultant).  The classrooms targeted to receive the services are:  



















Anticipated duration of services:  

(begin date) to 

 (end date)

The Early Childhood Mental Health (ECMH) Consultant will:
(Please check all that apply)
· Provide early childhood mental health consultation services to classrooms; including but not limited to:  classroom observation, Devereux Early Childhood Assessment (DECA) review and consultation with staff.

· Assist with completion of Reflective Checklists 
· Offer individual child observation, assessment, referral and parent consultation as needed
· Provide scoring or technical support for completion of assessments
· Share all evaluation results with providers and parents

· Offer training to staff on social/emotional needs of children and relevant mental health topics.

· Provide evaluation materials necessary to implement the program. 

· Other ____________________________________________
The Center / Head Start Provider hereby agrees to:
(Please check all that apply)

· Make arrangements necessary for scheduling and implementation of the program, including teacher and parent completion of the assessment.
· Work in partnership with the ECMH Consultant
· Cooperate with the ECMH Consultant in procedures designed to evaluate program effectiveness.  

· Inform parents about the availability of the program and to secure necessary parental permission for participation as needed.
· Participate in the development and implementation of an action plan.

· Other _____________________________________________
Unless other financial agreements are made, these services will be provided without a fee utilizing funding from the Ohio Department of Mental Health (ODMH) Early Childhood Mental Health Consultation program.

_______________________

          

_________________________

Center Representative Signature                 
 
ECMH Consultant Signature

___________________

                   
_________________________

Center Representative Print Name                   
ECMH Consultant Print Name

_____________________

                 
_________________________

Date                                                    

              Date

ECMH Provider Agency:  










Contact Person / Title:  











Address:  













City, State, Zip:  












Phone Number:  




Fax Number:  






E-mail:  
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