Universal Referral Form for Intensive Mental Health Services for Children

Single Point of Access/Accountability Clinton County NY


Client Name: __________________________________________________________   Application Date: _________
_____


                 Last


First


MI

DOB: ____________         Age: ______         Sex : __Male   __Female                                SSN: ___________
_____________


Ethnicity (optional): _________________________________          Primary Language (optional): __________
____________

Address: _____________________________________________________________________________
_________________

City: ________________________________________________________________     State: _________     Zip: ____
______

Custody / Living Arrangements:


In legal custody of: ______________________________________________________________________________
____


Address: _________________________________________________________________________________________
__


City: ____________________________________________________________     State: ____________     Zip: ______
__


Home phone: ______________________

Work phone: ____________________


Custody status:     __Biological parents     __ Adoptive parents     __ Other family or legal guardian     __ DSS  

__ Correctional Facility     __ Emancipated minor     __Other ___________________________________
_________

Is custody being legally contested at this time? __ No     __Yes (Explain) ______________
_____________________

____________________________________________________________________________
__________________


If not living with legal custodian, where is the child currently living?


Name: _________________________________________________________________________________________


Address: _______________________________________________________________________________________


City: __________________________________________________________      State: _________     Zip: _________


Relationship to child: _____________________________________________________________________________


If currently in a residential or foster care placement, what is the discharge plan?

Discharge date: _________________   To what setting? _________________________________________________

Other services involved in discharge plan: ____________________________________________________________


Other contact: ______________________________________   Relationship: ___________________________________


Address: __________________________________________________________________________________________


City: __________________________________________________________     State: _____________   Zip: _________


Home phone: _______________________

Work phone: _____________________

Health Coverage:


Primary Medical Plan: ____________________________________________
Policy / ID # _____________


Secondary Medical Plan: __________________________________________
Policy / ID #______________


Medicaid Status: __ Current     __Eligible     __Application Pending     __Not Applied

Financial: Does the child have any income or financial assets of his / her own (E.g. SSI, SSD, Trust fund, etc.)?


Person making the referral (name & title______________________________________________
___________________


Representing which agency / committee___________________________________________
______________________


Address: ___________________________________________________________________
_______________________


City: _________________________________________________________________    State: __________ Zip: ___
____


Phone: ___________________     Fax: ________________       Email: ________________________
_________________

Relationship to client: ________________________________________________________________________________


Most recent DSM IV diagnosis:  Date: _____________     By whom? _____________________________________________

    (Use words, not code numbers.)

Axis I:

Axis II:

Axis III (Medical conditions):

Axis IV (Environmental stresses):

Axis V (Current Global Assessment of Functioning):         
GAF (Highest level in past year):


	Risk Factors: (Explain below as necessary)
	Unknown
	Not Present
	Mild
	Moderate
	Severe

	Suicidal (ideation, attempts) (explain below)
	
	
	
	
	

	Physical harm to others
	
	
	
	
	

	Destruction of property
	
	
	
	
	

	Cruelty to animals
	
	
	
	
	

	Fire setting
	
	
	
	
	

	Sexually abusive / inappropriate to others
	
	
	
	
	

	Running away / elopement
	
	
	
	
	

	Reckless behavior possibly leading to physical harm to self or others
	
	
	
	
	

	Victimization by others
	
	
	
	
	

	Other (explain)
	
	
	
	
	


	Current Mental Health Symptoms:


	Unknown
	Not Present
	Mild
	Moderate
	Severe

	Hallucinations (describe)
	
	
	
	
	

	Delusions
	
	
	
	
	

	Thought disorder
	
	
	
	
	

	Bizarre (psychotic) behavior (describe below)
	
	
	
	
	

	Anxiety / Nervousness
	
	
	
	
	

	Obsessive / compulsive
	
	
	
	
	

	Phobias / fears
	
	
	
	
	

	Depressed mood
	
	
	
	
	

	Mood swings
	
	
	
	
	

	Sleep disturbance
	
	
	
	
	

	Irritability
	
	
	
	
	

	Anger / temper tantrums
	
	
	
	
	

	Hyperactivity
	
	
	
	
	

	Attention deficit
	
	
	
	
	

	Eating problems
	
	
	
	
	

	Elimination problems
	
	
	
	
	

	Oppositional / defiant to parents / those in authority
	
	
	
	
	

	Antisocial / delinquent behavior / conduct disorder
	
	
	
	
	

	Over sexualized behavior
	
	
	
	
	

	Somatic complaints with no known medical cause
	
	
	
	
	

	Attachment disorder (explain)
	
	
	
	
	

	Other (explain)
	
	
	
	
	


	Historical Factors
	Unknown
	No
	Past
	Current

	Emotionally / verbally abused
	
	
	
	

	Physically abused
	
	
	
	

	Sexually abused
	
	
	
	

	Physical or medical neglect
	
	
	
	

	Psychological or social neglect
	
	
	
	

	Other
	
	
	
	


Drug, alcohol, or inhalant use or abuse (What? When? Current or past use? Extent of use? Addicted?)

Consistency of mental health / substance abuse problems:

Situational consistency (Do the above problems occur consistently across all situations or only in selective situations.  Please describe)

Temporal consistency (Give an estimate of how long the child has had the above problems)

Recent deterioration of functioning? (Describe):
	Other disabilities or medical problems (describe below)
	Unknown
	Not Present
	Mild
	Moderate
	Severe

	Mental retardation
	
	
	
	
	

	Other developmental disability / delay
	
	
	
	
	

	Learning disabilities not accounted for by developmental delays
	
	
	
	
	

	Brain damage due to traumatic brain injury
	
	
	
	
	

	Physical handicap
	
	
	
	
	

	Severe or disabling medical conditions
	
	
	
	
	

	Other (describe)
	
	
	
	
	


	Life areas affected by psychiatric disorder:


	Not Affected
	Mild Impairment
	Moderate Impairment
	Severe Impairment

	Self Care (Adequate personal hygiene & ability to perform age appropriate chores & tasks)
	
	
	
	

	Social Relationships (Ability to establish or maintain satisfactory relationships with peers and adults)
	
	
	
	

	Family life (Capacity to live in a family)
	
	
	
	

	School Performance / learning ability (Satisfactory attendance, able to function in the learning environment and complete assignments)
	
	
	
	

	Self Direction (Behavioral controls, decision-making, judgment and value system
	
	
	
	


Current mental health treatment? (Where?) With whom? Medications? Compliance?)

Mental Health treatment history 


Inpatient hospitalizations (Where? Dates?  For how long?)


Psychiatric ER visits (Where? Dates? Why?)


Outpatient treatment 

(Where?  Dates? For how long? Therapist?  Compliance? Frequency of crisis calls? Effectiveness of treatment?)


Intensive / supportive case management (Where? Dates? For how long? Case manager? Effectiveness?)


Home & Community Based Waiver program  (Where? Dates? For how long?  Case manager? Effectiveness)


Therapeutic Foster Care (Where? Dates? For how long? Effectiveness?)


Crisis calls (Number in last year?  To Whom?)


Other (Describe in detail. Give dates)


Highest grade level achieved: ________  (Current grade, or last grade if not currently enrolled in school)

Present educational placement (check all that apply)

	__Regular class in age appropriate grade
	__Part time vocational / education

	__Regular class, but at least one grade behind
	__Not enrolled in school

	__ Special class for handicapped students
	__HS grad / GED

	__Residential school educationally/emotionally handicapped
	__Home Tutored

	__Full time vocational training only
	__ Home schooled

	__ CVES
	__ Other (Describe)


CSE Classification:

	__ No CSE conditions
	__ Physically disabled
	__ Other_________________________

	__ Emotionally disturbed
	__ Other health impaired
	

	__ Learning disabled
	__ Multiply handicapped
	

	__ Sensory impaired
	__ Referral to CSE pending
	


Current Educational Activity (check all that apply)

__Currently enrolled   __Expelled   __Truant  __Suspended (out of school) 

Name of school district: _____________________________
Name of School: _____________________________________

School contact person: ___________________________________
Title: _______________________________________

Phone: ________________________
How long in this school? ______________________

Teacher:___________________________________

Academic functioning:  How is the child doing academically? Has the child been retained in any grade? Any special classes?

Behavior in school (in the classroom? With teachers? With other students? On the bus?)

Other relevant school related information:


History of placements out of the home (E.g. Foster care, RTF, RTC) (Do not include hospitalizations mentioned above) (Where? Dates? Through what agency? Why?)

Risk of placement in next six months (What steps have been taken toward bringing about a placement?) (Explain your rationale for believing a placement is likely)

Medical information: (Describe any significant current medical conditions and treatment being received, inc. medications)

Legal Status / history: (Describe any involvement with criminal court, family court, PINS, probation, police, etc).  (Describe & give dates.  Indicate current status.)

Other community involvement: (Please describe any involvement with other community services / agencies not described above) (Give dates, name of agency, and reason for involvement)


	Family composition:
	Age
	Relation to child
	Resides with child?

Y or N

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Risk factors / problems of other family members that impact on the mental health of the child:

	
	Who?  What?  When?

	Mental illness
	

	Substance abuse
	

	Developmental disability
	

	Criminal history
	

	Domestic violence
	

	Other (describe)
	


	Caregiver needs & strengths:


	Consistently
	Somewhat / sometimes
	Rarely

	Supervision: Caregiver can provide necessary supervision.
	
	
	

	Involvement with care: Caregiver demonstrates the desire to help the child overcome the problems.
	
	
	

	Caregiver can follow through with care / treatment
	
	
	

	Knowledge: Caregiver understands & accepts the child’s condition
	
	
	

	Organization: Caregiver is able to organize the household to support the needed services
	
	
	

	Resources: Caregiver has the resources to assist in the care of the child
	
	
	

	Housing: Caregiver can provide stable (in the same place) housing
	
	
	

	Safety: Caregiver can provide a safe and non-neglectful environment for the child
	
	
	


Environmental factors that impact on the mental health of the child (E.g. Housing, neighborhood)

Strengths & interests of the child and family that can form the basis for positive change

Family support resources (Describe the family’s natural supports that could be used)

What else has the family tried to help the child besides any of the services described above?


	
	Not needed
	Low need
	Moderate need
	High need
	Explanation

	Coordinate services with multiple agencies / professionals
	
	
	
	
	

	Help client / family access needed services in the community
	
	
	
	
	

	Educate client / family of the range of possible services
	
	
	
	
	

	Ensure client / family involvement in the treatment process
	
	
	
	
	

	Provide crisis intervention and stabilization whenever needed
	
	
	
	
	

	Family support services
	
	
	
	
	

	Respite services
	
	
	
	
	

	Family Based Treatment (foster care)
	
	
	
	
	

	Skill building: help child learn skills to function in the home and community
	
	
	
	
	

	Intensive ongoing in-home services
	
	
	
	
	

	Self care (ADL’s, hygiene, grooming, hygiene, nutrition, shopping, cooking, completing chores)
	
	
	
	
	

	Social relationships (Establishing or maintaining satisfactory & appropriate relationships with peers)
	
	
	
	
	

	Legal (help dealing with the legal system)
	
	
	
	
	

	School / work (attendance, ability to function in the learning / work environment and complete assignments and tasks
	
	
	
	
	

	Other: (describe below)
	
	
	
	
	


Request for Intensive Children/Family Services

And

Information Release Authorization

To

Single Point of Access/Accountability Committee

Name of Child: _____________________________________________

DOB: ______________

I request that the above named child be considered for one of the following intensive mental health services: Child and Family Respite, Intensive Case Management; Home and Community Based Waiver, Family Based Treatment, Community Residence, Residential Treatment Facility.  I am knowledgeable of what the above named services consist.

I understand that acceptance into one of the above programs is decided by Clinton County’s Single Point of Access/Accountability Committee.   I understand that this committee is composed of representatives of community agencies and consumer advocates.  Community agencies represented include, but are not limited to, the Clinton County Mental Health and Addiction Services, Behavioral Health Services North, CVPH Medical Center, Champlain Valley Family Center (CVFC), Department of Social Services, Department of Probation, Champlain Valley Educational Services, Office for People with Developmental Disabilities (OPWDD), and National Alliance on Mental Illness (NAMI).  I understand that the members of this committee have agreed in various signed agreements to be bound by the highest standards defined by law (42 C.F.R. Part 2) to maintain the confidentiality of the information presented to the committee and to not discuss it outside the scope of the committee.

I understand that it is the role of the committee to oversee the use of the above named services in Clinton County and to decide what level of service is most appropriate for each client in light of the demands for those services.  In making its decision, the committee will use and possibly discuss all information available to it regarding the child and his/her family.

With this understanding, I give my permission for members of the Single Point of Access/Accountability Committee to share information regarding the above named child and his/her family in order to determine his/her eligibility for the services named above.  I further understand that I may withdraw this request and permission to share information (except for actions already taken) at any time without jeopardizing the child’s current treatment or any future application for these services.  Unless my permission is withdrawn I understand that this request / authorization will remain in effect as long as the above named child continues to receive the services covered by this committee.

Parent / Guardian (Signature): ___________________________________
____________________
Date: __________

Parent / Guardian (Print Name): _______________________________
______________________

Witness: _______________________________________________
________________________
Date: ___________

Child’s Signature (if appropriate): _____________________________
______________________
Date: __________

Withdrawal of Request / Authorization

I voluntarily withdraw my request for case management, family based treatment, or home and community based waiver services and in so doing withdraw my authorization for the Single Point of Access/Accountability Committee to continue to share information regarding the above named child.  I understand that this withdrawal does not cover actions that have already been taken by this committee. 

Parent / Guardian (Signature): ___________________________________________
____________
Date: __________

Parent / Guardian (Print Name): ________________________________
_____________________ 

Witness: ___________________________________________________________
____________
Date: ___________

Child’s Signature (if appropriate): _______________________________________
_____________
Date: __________
Client Information


 





Mental Health Information





School Information





Referral Information


 





Other Information





Family / Environmental Factors





Service Needs





Application for:  __ Child and Family Planned Respite Program		__ Family Based Treatment (FBT)


		__ Intensive Case Management (ICM)			__ Community Residence (CR)


		__ Home & Community Based Waiver Services (HCBW)	__ Residential Treatment Facility (RTF)
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