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         Date _________                                                      
Appendix B

Referral For Mental Health Services
 FORMCHECKBOX 
 Community Mental Health        FORMCHECKBOX 
 Mental Health Case Management        FORMCHECKBOX 
 Residential Mental Health

Child Information:

	Name:     
	Date of Birth:      

	Social security:      
	Gender:   FORMCHECKBOX 
 Male       FORMCHECKBOX 
 Female

	Medicaid ID #:      
	Race/ ethnicity:      

	Current school:      
	Current grade:      

	Legal  Status (as reported in Home Safenet)       


Parent or Legal guardian information: (This is the biological or adoptive parent or relative or other adult appointed by the court as legal guardian, not the Child Welfare/CBC staff, foster parent, or shelter):

	Name of parent or legal guardian:      
	Mailing address:      
Street address:      

	Daytime phone:      
	Directions:      

	Evening phone:      


Child’s current living arrangement:  Complete this section if the child is not living with the parent or legal guardian.

	Name of current caregiver:      
	Daytime phone:      
Evening phone:      

	Type of setting: 

 FORMCHECKBOX 
 Shelter                                 FORMCHECKBOX 
 Foster Home

 FORMCHECKBOX 
 Group Home  FORMCHECKBOX 
 Therapeutic Foster Home

 FORMCHECKBOX 
 Therapeutic group home     FORMCHECKBOX 
 Residential treatment 

 FORMCHECKBOX 
 Acute hospital                     FORMCHECKBOX 
 Crisis Unit

 FORMCHECKBOX 
 Psychiatric Hospital            FORMCHECKBOX 
 Detention

 FORMCHECKBOX 
 Other (specify)      

	Mailing address:      
Street address:      
Directions:      


Child Welfare/CBC:  Complete this section if the child has a Child Welfare/CBC counselor; if not, place “N/A” next to  “name.” 

	Name:      
	Mailing address:      

	Phone:      
	E-mail address:      

	Pager or cell phone:      
	

	Supervisor name:      
	Supervisor phone:        


Summary of permanency or transition plan goals for the child:
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Appendix B

Guardian ad Litem:  Complete this section if child has a Guardian Ad Litem: if no, place N/A next to “name.”

	Name:      
	Mailing address:      

	Phone:      
	

	Pager or cell phone:      
	E-mail address:      


Juvenile Probation Officer:  Complete this section if child has a Juvenile Probation Officer; if not, place N/a next to”name.”

	Name:      
	Mailing address:      

	Phone:      
	

	Pager or cell phone:      
	E-mail address:      


Child’s mental health Information: 

	Current prescribed medications
	Current DSM-IV Diagnosis

	Drug Name
	Dosage & Frequency
	Dates Used
	Axis I       

	     
	     
	     
	Axis II       

	     
	     
	     
	Axis III       

	     
	     
	     
	Axis IV       

	     
	     
	     
	Axis V (GAF)       

	Prescribing physician name & phone number:      
	Diagnosing professional’s name & phone number:     


Reason for referral for treatment:  In your own words, describe the child’s need for mental heath services.  Please describe specific behaviors the child is exhibiting.

	     



Desired treatment outcomes:  In you own words, describe the results you want for the child from receiving mental health treatment.

	     



Summary of discharge plan:  (include specific caregiver and living arrangements.)

	     



Additional comments or information regarding the child’s referral:
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Appendix B
Required documents attached:  Check all the documents that are attached, if not available, please explain why.

	 FORMCHECKBOX 
 Threshold criteria ( Appendix A)

 FORMCHECKBOX 
  Comprehensive Behavioral Health Assessment

 FORMCHECKBOX 
  Most recent CFARS (completed by the mental health professional working with the child)

 FORMCHECKBOX 
 Previous mental health treatment (types of services/facilities, dates of admission & discharge, outcomes.)

 FORMCHECKBOX 
 Shelter petition, shelter order, or foster care order.

 FORMCHECKBOX 
 Pre-Disposition Summary

 FORMCHECKBOX 
 Case Plan

 FORMCHECKBOX 
 Individual Educational Plan and/or 504 plan

 FORMCHECKBOX 
 Multidisciplinary service plan including outcomes

 FORMCHECKBOX 
 Summary of foster care placements  (List child’s foster care placement, reason moved, and dates)

 FORMCHECKBOX 
 Summary of Juvenile Justice involvement  (List delinquency charges, dispositions, and dates) 

 FORMCHECKBOX 
 Department consent for treatment

 FORMCHECKBOX 
 Parent of legal guardian consent for psychotropic medication or court order

 FORMCHECKBOX 
 Statement of Medical stability (Appendix F) – for referrals of SIPPs

 FORMCHECKBOX 
 Other – attachment (please describe):       




	Return the completed form and attachments to:    Dr. Pamela Carbone

                                                                               Children’s Mental Health Coordinator

                                                                               3333 Forest Hill Blvd., 2nd 

                                                                               West Palm Beach, FL  33406

                                                                               Fax: 357-4812
                                                                               Phone: 357-4800 xt. 219

	Case Manager /Agency __________________________________________ Date__________________

Case Manager/ Supervisor _______________________________________  Date__________________




	We, the undersigned____________________________, a child in the custody of the Department of Children and Families, has a severe emotional disturbance and may need residential treatment, pursuant to Section 39.407, Florida Statues.

Child Welfare/CBC Counselor____________________________________         Date____/_____/____

Child Welfare/CBC Supervisor___________________________________           Date ____/____/____

Next Level Supervisor________________________________________             Date____/____/_____




	I certify the referral from the packet for suitability assessment are complete:

__________________________________________________________               Date____/____/____

Single Point Access ( CMH Specialist)
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Appendix B

Each child being considered for referral for a suitability assessment must meet one or more of the conditions described in Section A and one or more of the CFARS problem severity ratings in Section B.  CFARS ratings in Subsection B-1 should be provided also, but they should be considered only as supplementary risk factor or functional impairments related to the child’s serious emotional disturbance as described in Section B.  This form will be completed by the family services counselor with the assistance from the child’s mental health case manager.
A. Attempts to treat child in the community:  (Check all that apply)

 FORMCHECKBOX 
 A comprehensive service plan developed by a multidisciplinary team was implemented, the Behavior Analysis        Services Project completed a behavioral review and made service recommendations as appropriate, a case manager coordinated the provision of the services, and the services were not successful in treating the child’s condition; and/or

 FORMCHECKBOX 
 The child was placed in a Specialized Therapeutic Foster Home program or other community-based therapeutic setting for treatment and the placement was not successful in treating the child’s condition; and/or

 FORMCHECKBOX 
 The child’s condition is so severe and the situation so urgent that treatment cannot be safely attempted in the community.

B. Serious emotional disturbance: Insert the number ratings from the most recent CFARS and attach the CFARS two-page summary sheets.  A rating of 7 or above on one or more of the following areas generally indicates a child with a serious emotional disturbance.

       Depression (unipolar, dysthymia, bipolar)

       Anxiety (panic attacks, obsessive-compulsive disorders)

       Thought Process (schizophrenia, psychotic disorders, hallucinations)

       Traumatic Stress (intrusive thoughts, hyper-vigilance)

       Danger to Self (recent suicidal gestures or attempts, head-banging)

B-1 Supplementary information:  Insert the number ratings from the most recent CFARS and attach.

       Danger to others





       Behavior in “Home” setting

       Cognitive Performance




       ADL Functioning

       Hyperactivity





       Socio-Legal

       Medical/Physical




       Work or School

       Substance use





       Security Management Needs

       Interpersonal Relationship
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