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INITIAL REFERRAL FORM

Youth Name:_____________________  Referral Date:_____________________

Address: __________________________________________
 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female 
D.O.B._______________ Age: _________ Social Security Number: _____-____-_____
Parent/Guardian: _______________________________________________________  

Home #:________________ Work #:________________ Cell# ___________________ 

Primary Language:   FORMCHECKBOX 
 English   FORMCHECKBOX 
 Spanish   FORMCHECKBOX 
 Other: Specify ___________________

Race:   FORMCHECKBOX 
 Caucasian    FORMCHECKBOX 
 African American   FORMCHECKBOX 
  Asian/Pacific Islander   FORMCHECKBOX 
 Hispanic 

  FORMCHECKBOX 
 Native American   FORMCHECKBOX 
 Other: _______________________________________
Medicaid Number: _________________ Ins. Carrier:____________________________  

Policy Number: ____________________  Group Number: _______________________ Probation:  Y  or  N   Officer’s Name: ________________________________________
DCPP: Y or N Case worker’s Name: ________________________________________       

Current CMO/IIC/ CMRSS: Y or N Provider Name: _____________________________
Referral Source: ____________________  Referral Phone Number:________________

Reason for Referral/Presenting Problem:_____________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Substance Use (History or Current): ________________________________________
Diagnosis (Past and Current): _____________________________________________
Family History (trauma, diagnoses, mental health, substance use):

____________________________________________________________________________________________________________________________________________
______________________________________________________________________
Treatment History (outpatient, CMO, IIC, PHP, Hospitalizations, CMRSS  etc.):
____________________________________________________________________________________________________________________________________________
______________________________________________________________________

School Status (School name, Grade, IEP or 504 plan, Attendance, Behavioral Issues etc.): ______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Last Hospitalization:  Date:_____________  Location:___________________________
Date of Discharge: ___________________________
Current Medication(s)/ Prescriber:________________________
Check One:  New Case: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
                 Reactivation:  FORMCHECKBOX 

Program Supervisor: ___________________  Staff Signature: ____________________
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