[image: image1.jpg]%

QUALITY CARE

SoLuTioN




 [image: image1.jpg]



PLEASE SELECT REQUESTED SERVICE(S)
RESIDENTIAL SERVICES     (                  INTENSIVE IN HOME SERVICES   (          DAY TREATMENT    (
OUTPATIENT THERAPY       (              MEDICATION MANAGEMENT       (          OTHER  ( ____________________


Referral Face Sheet

Medicaid #:______________________SS #: 
                
             MR #: 
______________                
******************************************************************************
· Target Client 















Last



First


Middle/Maiden

Address: 




Street




City, State, Zip


County

Phone: 


                                     Sex:     FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
Ethnicity: 
                       DOB: 

                 Marital Status: _                           _____

******************************************************************************
For Juveniles:

School Name: 


___________  Current Grade level: 

_____
Special Education Services:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   (if yes classification): ____________________
******************************************************************************

Court Involvement:    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Court Counselor Name (if applicable): ________________________________________________

Phone: _________________________________________

Special Needs (if applicable): 


_____________________



Known Allergies:  ______________________________________________________________

Diagnosis (please include number, modifier & description): 
Axis I:





_______________________________



Axis II:_______________________________________________________________________

Axis III:______________________________________________________________________
Axis IV:________________________________________ ___________  Axis V:_GAF =_____
Legally Responsible Adult Name (if applicable): 

                     





Address: 




__________________________________________


Street




City, State, Zip


County
Phone (home) #: 

______
 Work/Cell #: 
_______
  
   
Marital Status: 
_________         
Occupation: 





 Hours worked: 



Significant Other: (if applicable): 










· Siblings:

 Name 


 Live With 

 M/F 

 DOB
· Others in the Home (include relationship to consumer): _____________________________________
______________________________________________________________________________
******************************************************************************

Presenting Problems (please be specific): ________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other Services Consumer is Currently Receiving:  
 FORMCHECKBOX 
 Community Support Services    FORMCHECKBOX 
 Outpatient Therapy   FORMCHECKBOX 
 Day Treatment   FORMCHECKBOX 
 Therapeutic Foster Care

 FORMCHECKBOX 
 Other (please specify): _____________________________________________________________________________________
Referral Source Name and Title:_______________________________________________________ 
Phone:_________________________    Date: ___________________
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