Referral Application

Client Name: Medical Record #

REFERRAL PROCESS:
1 - Complete Referral Application
2 — PPP Staff review application for program acceptance

3 —If approved, submit the following:
- Signed PCP, including interventions for day treatment

- Most recent Diagnostic or Clinical Assessment, including Axis | through Axis V

Nickname DOB Race oM oF SSN

CURRENT RESIDENCE

o Birth Family o Adoptive Family o Level | Foster Care o Level Il Thera/F.Care o Level lll Group Home 0 Other

Address

Please indicate with whom the child currently resides and their contact information:

NAME RELATIONSHIP PHONE NUMBERS

If the child does not live with birth family, is the birth family involved? o©Yes oNo If yes, please specify below:

NAME RELATIONSHIP PHONE NUMBERS

INSURANCE INFORMATION

0 Medicaid o IPRS 0O Health Choice o Other ‘ Policy # ‘
EDUCATIONAL INFORMATION
Grade: 05th o6th o7th o8th o9th 0l10th ol1th ol2th Is client currently attending school? oYes oNo
Current/Last School Attended Main Number ‘
Does this client currently have an IEP? oOYes oNo | IEP Contact |

Is this client currently on a 0 modified day 0 home hospital o long term suspended?

If yes to either, please describe the current situation/schedule |

TREATMENT TEAM MEMBERS

NAME TITLE AGENCY PHONE NUMBER(S)
MEDICATIONS
Medication Dosage Frequency Prescribed By & Contact # Compliance?
oYes oONo
oYes oNo
oYes oNo
oYes oNo

oYes oNo




Client Name:

Medical Record #:

DSM IV DIAGNOSIS

Diagnosis

DSM Code

AXxis

AXis

AXis

AXxis

AXxis

AXis

AXxis

AXis

PRECIPITATING EVENTS

Describe why you are seeking Day Treatment for this client:

Please include information regarding past psychiatric hospitalizations:

Is client currently (or in last 6 months) a risk to self or others? oYes tONo If yes, please briefly describe:

Court Involvement? cYes cONo If yes, please briefly describe situation/outcome:

Name of person completing this form:

Agency:

Title

Date

| Email ‘

| Phone # ‘

FAX COMPLETED APPLICATION TO KENDRA @ (919) 600-6700




