Client Screening/Referral Statement Form
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Office use only:
_____IIH
______MHSS
______SAIOP 
_____SAOP
_______SA Residential
  


*Please complete the first shaded area and fax form to 804-282-0040.
Initial Referral Date: _____________________________



Referent’s Name:____________________________________ Gender_______________

Age: _______________
         Emergency: __________
           Non-emergency___________
SSN:____________________  DOB:___________

□Private Insurance __________________________□ Medicaid ___________________________

                         Insurance/Medicaid #______________​​​​​​________/Copay Amount ________ 
□Private/Self Pay      □Yes           □No
Home Phone Number ______________                  Cell Phone Number ______________

Address ______________________________________________________________________
Name of Caller: ___________________________ Relationship to Referent_________________
Phone: _______________________


Fax: _____________________

Agency/Address: _______________________________________________________________

Who is the Authorized Representative? _____________________________________________
Best Method of Contact with AR: _____________________________________________
Why are services needed? ________________________________________________________

______________________________________________________________________________

Presenting situation:

(Psychiatric    (Medical problems  (Current medications  ( Substance Use  (History of medical care  (Other _________________________________________
Negative Behaviors Present: 
□Home

□Community        □School
Must meet at least 2 of the criteria: 

(Have difficulty in establishing or maintaining normal interpersonal relationships to such a degree that they are at risk of hospitalization, homelessness, or isolation from social supports.  

(Exhibit such inappropriate behavior that repeated interventions by mental health, social services, or judicial system are necessary

(Exhibit difficulty in cognitive ability such that they are unable to recognize personal danger or recognize significantly inappropriate social behavior

(Requires help in basic living skills, such as maintaining personal hygiene, preparing food, and maintaining adequate nutrition, or managing finances to such a degree that health and/or safety is jeopardized.

(History of substance abuse (Required for SA)

Must meet all of the criteria for Outpatient:

( a. Requires treatment in order to sustain behavioral or emotional gains or to restore cognitive functional levels that have been impaired; 

(b. Exhibits deficits in peer relations, dealing with authority; is hyperactive; has poor impulse control; is clinically depressed or demonstrates other dysfunctional clinical symptoms having an adverse impact on attention and concentration, ability to learn, or ability to participate in employment, educational, or social activities; 

(c. Is at risk for developing or requires treatment for maladaptive coping strategies; and 

(d. Presents a reduction in individual adaptive and coping mechanisms or demonstrates extreme increase in personal distress. 

History of Hospitalization

	Name of Service
	Dates of Service
	Reason for Admission

	
	
	

	
	
	


Psychotropic  Medication within Last 12 Months

	Name of Medication
	Dosage
	Frequency
	Date of Prescription

	
	
	
	

	
	
	
	


Referent disposition: __________________________________________________________
Any court involvement: ________________________________________________________
Current Medications: __________________________________________________________
____________________________________________________________________________
Medical History Information: ____________________________________________________
____________________________________________________________________________
Special Needs (medical, physical, educational, protection, psychiatric:)______________________________________________________________

________________________________________________________________________

Family involvement: ______________________________________________________

________________________________________________________________________
Level of functioning (including educational and social): __________________________

_______________________________________________________________________

Severe cognitive and development delays or impairment:   Yes     or      No
History of previous treatment or exploration of treatment within last 30 days:


Mental Health ______________________________________________

Substance Abuse ____________________________________________

Justice System __________________________________________
Current/Presenting Problems (presenting needs/situation including psychiatric and medical problems, current medications, and history of medical care) Check all that apply and include frequency in days and duration:
	⁫Unhappy 

__ of __ / ______min.
	⁫Low self-esteem

Onset ___________
	⁫Sleeping Problems

__ of __ / ______min.
	⁫Anger Outburst

__ of __ / ______min.

	⁫Irritable

__ of __ / ______min.
	⁫Depression

__ of __ / ______min.
	⁫Sexual Abuse Issues

Onset ____________
	⁫Head Banging

__ of __ / ______min.

	⁫Easily Agitated

__ of __ / ______min.
	⁫Withdrawn
__ of __ / ______min.
	⁫Physical Abuse Issues
Onset ___________
	⁫Excessive Rocking
__ of __ / ______min.

	⁫Easily Distracted

__ of __ / ______min.
	⁫Thoughts of Suicide

__ of __/Onset______
	⁫Stealing/Lying

__ of __/Onset______ 
	⁫Impulsive

__ of __/Onset______ 

	⁫Shy

__ of __/Onset______
	⁫Short attention span

__ of __ /Onset_____
	⁫Peer Conflict

__ of __ / ______min.
	⁫Trouble with Law

__ of __/Onset______ 

	⁫Stubborn

__ of __ / ______min.
	⁫Destructive

__ of __ / ______min.
	⁫Bedwetting/Bowel Issues

__ of __/Onset______ 
	⁫Alcohol/Drug Use

__ of __ / Onset ____

	⁫Disobedient

__ of __ / ______min.
	⁫ Fire Setting

__ of __/Onset______

 
	⁫ Blames Others

__ of __ /Onset _____

 
	⁫ Lacks Initiatives

__ of __ / ______min.



	⁫Aggression

__ of __ / ______min.
	⁫Defies Rules

__ of __/Onset______
	⁫Eating Problems

__ of __ /Onset _____
	⁫Self-mutilation

__ of __ / ______min.

	Arsonist *
	⁫ Actively suicidal or homicidal *

	⁫ Intellectual disability is a primary area of educational disability *

	⁫ Severely and profoundly intellectually disabled *


	Actively experiencing visual and/or auditory hallucinations when on medication or are so disoriented in thought processes that they present a safety hazard to themselves or others*
	⁫Physical disabilities preventing active participation in the therapeutic process*


	⁫Persistent assaulting behaviors when on medication*


	⁫Children and adolescents with sexual offense convictions or charges who are not currently in treatment.*




Describe at least 3 of the behaviors checked above that have been exhibited in the last 30 days by giving specific examples: ____________________________________________

________________________________________________________________________

________________________________________________________________________ 

Are mental health case management services being provided? _____________
CSB Contacted: □RBHA 
□Henrico
□Chesterfield
□District 19
Treatment Goals: List goals that are related to the presenting behaviors above.

· Goal 1(Behavior Health)
· Goal 2 (Health, wellness, and Safety)
· Goal 3 (Vocational/Educational)
· Goal 4 (ADL)
· Goal 5 (Crisis/Relapse)
Discharge plan ___________________________________________________________

Location:    Richmond
   Petersburg
Chesterfield
Henrico
      Other _____________
	Admission Criteria Check list

	(At risk of homelessness or residential displacement due to clinical needs
(In need of more intensive services than outpatient therapy in order to stabilize the adult in the community

(Services in the home will be more successful than in a clinic
(Is willing to participate with the goal of living independently
(Is enrolled in Medicaid

(History of substance abuse
(Meets outpatient criteria
	(Have a dual diagnosis of either mental illness and intellectual disability or mental illness and substance abuse disorder and services more intensive that mental health case management are required for them to be successful at living independently.

(If has a co-occurring mental health and substance abuse disorder, the Individual must and has agreed to participate in integrated treatment for both disorders as long as the treatment for the substance abuse condition is intended to positively impact the mental health condition.


Screener ______________________________        

Date:________________
Method of Screening: 
Phone

Face-to-Face
Screening Recommendation: 

(Applicant is appropriate for service.      (Applicant is not appropriate for service.
Anticipated date of admission: __________________________________________________
Anticipated length of stay: _____________________________________________________
Assessment interview date: ______________  Assessment assigned to: __________________
Comments: ____________________________________________________________________
Action Taken _______________________________________________________________________
⁫Acceptance Letter Sent _________


⁫Denial Letter Sent _______

Date Assigned to Counselor: ____________
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