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REFERRAL FOR SERVICES
Email: tmartin@jmjenterprise.net
Fax:  336-271-6982

[bookmark: Text1]DATE OF REFERRAL     	
CONSUMER INFORMATION (Please print clearly)
	CONSUMER’S FULL NAME: 
(as it appears on Medicaid/Insurance Card)
	[bookmark: Check3]|_|    Adult	     |_|	Male
[bookmark: Check4]|_|    Child	     |_|	Female
	DOB:

	

	If still in school – Name of  School
			 Grade: 
	SSN:

	ADDRESS WHERE CONSUMER IS RESIDING:
	ETHNICITY

	Street:
	[bookmark: Check6]|_|   African American    			|_|  Caucasian
[bookmark: Check8]|_|   Hispanic	 		|_|  Other

	City/State :				Zip:		County:                                        Phone:  

	INSURANCE INFORMATION
[bookmark: Check9]	|_|  Medicaid:     
[bookmark: Check10]	|_|  Health Choice

	Please write clearly
[bookmark: Text2]Medicaid ID No.        
[bookmark: Text3]Health Choice Policy No.       

	
	


LEGALLY RESPONSIBLE PERSON (LRP) / GUARDIAN INFORMATION
	LRP/GUARDIAN NAME:

	ADDRESS:

Street:
	[bookmark: Text5]RELATIONSHIP TO CONSUMER:     
TELEPHONE NO:
[bookmark: Text6][bookmark: Text7](Home)                                                      (Cell)      _

	
City/State
	
Zip
	
County:

	
	
	
	


CONSUMER BEHAVIOR/SERVICES NEEDED (Not all requested information may be applicable to this consumer- Check all that apply)
	What other services are currently being provided to this consumer?

	

	Child Involvement: (check all that apply)
|_|	DSS				
[bookmark: Check16]|_|	DSS substantiated report 	                |_|  DPI/Schools System
[bookmark: Check17]		      Within past year	|_|  Mental health
[bookmark: Check18]|_|    Currently in DSS custody	|_|  Health Dept.
[bookmark: Check19]|_|  Juvenile Justice			|_|  Community Organizations

Child Behavior:  (check all that apply)
[bookmark: Check35][bookmark: Check39]|_|  Incomplete tasks	|_|  fight/bites	     |_| easily frustrated	
[bookmark: Check36][bookmark: Check40]|_|  Inattentive	|_|  name calls	     |_| impulsive/blurts out
[bookmark: Check37][bookmark: Check41]|_|  fidgety	|_|  intrudes	     |_|  tantrums
[bookmark: Check38][bookmark: Check42]|_|  easily distracted	|_|  hoard/steals	     |_|  destroys property\
[bookmark: Check47]|_|   defiant/refuses	|_|  withdrawn              |_| attention seeking
[bookmark: Check48][bookmark: Check45]|_|  procrastinates            |_|  ignores adults        |_| lacks confidence
[bookmark: Check46]|_| weepy                         |_| threatens/curses		          

[bookmark: Check50]				         
	Services Requested/Recommended
|_|  Intensive In-Home Services
|_|  CAP/MR/DD Services
[bookmark: Check26]       |_| Personal Care
[bookmark: Check27]       |_|  Supportive Employment
[bookmark: Check28]       |_|  Home and Community Support
|_|  Residential Level III Group Home

ADULT INFORMATION
[bookmark: Check54]|_|  Depression		|_|  Substance Abuse
[bookmark: Check55]|_|  Anxiety Attacks	|_|  Other (explain)
|_|  Bipolar



REFERRAL FORM (Continued)


	

	REFERRAL SOURCE INFORMATION

	NAME:


	REFERRING AGENCY (if applicable)
	CONTACT PHONE NO:



Is the parent/legally responsible person aware of this referral?

[bookmark: Check56][bookmark: Check57]	|_|	YES		|_|   	NO

Additional Problem Areas/Needs and or Comments:






Referral Source Signature 	________________________________________________________________________

Parent/Guardian’s Signature (if available):  __________________________________________________________


	OFFICE USE ONLY
 (PRIORITY EVALUATION - 1)

|_|  Been hospitalized within last year
|_|  Been in detention, prison, or jail within the last year
|_|  Police have been called out to the home on emergency due to client’s behavior within the last year.
|_|  Convicted of 2 or more serious misdemeanors within the last year

	



(PRIORITY EVALUATION- 2)

[bookmark: Check62][bookmark: Check63]	|_|     	YES		|_|  	NO -  Indications of Developmental Disabilities
[bookmark: Check64][bookmark: Check65]	|_|     	YES		|_|  	NO – Prior hospitalizations    #_____
[bookmark: Check66][bookmark: Check67]	|_|    	YES		|_|	NO - Suicidal thoughts, gestures, statements
[bookmark: Check68][bookmark: Check69]	|_|	YES		|_|	NO -  Violence toward others
[bookmark: Check70][bookmark: Check71]	|_|	YES		|_|	NO – Meets criteria for Intensive In Home
[bookmark: Check72][bookmark: Check73]	|_|	YES		|_|	NO – Substance Abuse


Staff processing referral (Initial & Date:   __________________

[bookmark: Check74][bookmark: Check75]Open Record:  |_|	YES	|_|  NO		RECORD No.  ___________________
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