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	COMMUNITY MENTAL HEALTH INDIVIDUAL/FAMILY REFERRAL

	

	Client/Family Information

	Client/Family Name:
	

	D.O.B.
	
	Age:
	
	Race:
	
	Gender:
	

	Social Security Number:
	
	
	
	

	Medicaid/Insurance Billing Number:
	

	Medicaid/Insurance Type:
	

	Primary Language if not English:
	     

	Address: 

	Client Phone #:  (H)                (C)     (W)                   Best Time to Contact: 

	County Services Requested or Needed: 

	

	Identify Strengths of Individual/Family including areas of interest, skills and talents

	     

	

	Service Information

	Date Services Needed:
	

	Reason for Referral:
	 

	
	 

	Referring Agency:
	

	DHHR Caseworker:
	
	Phone:
	
	Ext:
	     

	
	
	
	
	
	

	Programs (s) Requested

	 Individual Counseling
	 CAPS Assessment
	 Family Counseling

	 Parenting
	 FORMCHECKBOX 
 Functional Family Therapy
	 D & A Counseling

	 Family Preservation
	 Other Program:
	     

	
	

	Additional information regarding program(s) requested:

	 

	

	Family/Community Supports

	Name of Legal Guardians/Emergency:
	

	Contact:
	
	Phone:
	
	Ext.
	     

	Address:
	
	

	
	

	Legal (as applicable)

	Currently on Probation:
	 No
	 FORMCHECKBOX 
 Yes
	If yes, start and end date:
	
	
	     

	Parole/Probation Officer:
	
	Phone:
	
	Ext:
	     

	History of charges/convictions:
	

	Next court date/reason:
	

	If Self Referred:  Suicidal/Homicidal

	Referral Completed by:
	

	Date of Referral:
	
	Time of Referral:
	


Initial contact, Time/Day: ________________________________________________________________

Attempted contacts/Outcome: ____________________________________________________________
Initial Visit Scheduled:  _________________________________________________________________
Date Returned to Paula:  ________________________________________________________________
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