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REFERRAL FORM
	DATE:       
CLIENT’S NAME:                                                                                   MEDICAID #:      
ADDRESS:                                                                                             DOB:      
                                                                                         SS#:       
                     (City)                                  (State)               (Zip)                   

WITH WHOM IS THE CHILD CURRENTLY RESIDING?     
PHONE:                           SCHOOL:                                         GRADE:      
LEGAL GUARDIAN NAME:                                                            PHONE:      
LEGAL GUARDIAN ADDRESS:       
                                                                                                                                        
                                                         CITY                                 STATE                              ZIP 

PARENT NAME:                                                                             PHONE:      
PARENT ADDRESS:       
                                                                                                                        
                                          CITY                                 STATE                              ZIP   

COUNTY:                       REFERRING AGENCY:      
INSURANCE INFORMATION:      
CURRENT MEDICAL DOCTOR:       
CURRENT PSYCHIATRIST:      


	CRITERIA REQUIRED FOR SERVICES
	EVIDENCE

	Presenting Problems:  

     
	Explain:

     

	Is there a history of the following?

 FORMCHECKBOX 
History of sexual abuse

 FORMCHECKBOX 
Sexual behavior Problems

 FORMCHECKBOX 
Drug & Alcohol Use
	If yes, please explain:

     

	Any Legal Involvement?

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	If yes, please explain:  

     

	Is there a need for assistance from multiple agencies (i.e., Mental Health, DFCS, DJJ, School System etc?) 

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	If yes, list agencies:  

     

	Will the services provided help the client remain in a family setting?  

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	If yes, list issues to be addressed:  

     
If no, why?       

	Does the child have psychiatric diagnosis?  

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	**Please attach a copy of the most recent psychological or psychiatric evaluation

     
     

	Is the psychiatric diagnosis at least one year in duration or is it likely to be at least one year in duration? 

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	If yes, explain:  

     

	Have mental health services been provided in the past year?

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No 
	If yes, explain.

     

	Have other interventions been attempted?

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No 
	If yes, explain.

     


CURRENT FAMILY MAKE-UP

	Current Family Make-up:      

	

	

	

	


REFERRAL RATIONALE/DESIRED OUTCOMES 
	Type of Concern:      

	

	

	

	


______________________________________



___________________

Signature 







PHone Number
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