UMFS WEB SITE REFERRAL FORM


Please fill in, save to your desktop and email as an attachment to Bill Seay  - bseay@umfs.org or print and fax to 804-239-1060

If you do not get a response from us within 1 hour during regular business hours, please call John Jenks, Intake Administrator at 804-310-7572.


Today’s Date   Referred to UMFS before? Yes _____ No _____ If so, when?  Date:            Service: 

	Residential Treatment for Females 
	

	Residential Treatment for Sexually Reactive Males 
	

	Treatment Foster Care
	

	In-Home Family Services 
	

	Adoption
	

	Mentoring
	

	Therapeutic Day Program
	

	Transition Coordination
	


Program of Interest:


	Is the client currently at risk for harming self or others?   
	Yes
	
	No
	


	Name
	

	DOB/Age
	

	Race
	

	Height/Weight
	

	Gender
	

	Current Address
	

	Contact at Current Address
	

	Freed for Adoption (TPR date)
	

	Permanency Plan
	


CUSTODIAN/REFERRAL SOURCE

	Custodian/Agency/DSS 
	

	Phone
	

	Email
	

	Fax
	

	Address
	


                FOR TREATMENT FOSTER CARE NEEDED FAMILY   

Location:



	No preference
	

	Richmond
	

	South Central
	

	Fredericksburg
	

	Tidewater
	

	NOVA
	


FOR TRANSITION COORDINATION CASES

PLACEMENT/SERVICE HISTORY IN LAST TWO YEARS

	What is the current RTC Placement
	

	Contact
	

	Phone
	

	Discharge date
	

	Where is the child going to be placed after RTC
	

	Name
	

	Address
	

	Phone
	

	Is there a need for a specialized school setting?
	

	Placement/Service
	Dates
	Reason for Move/Termination

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


FAMILY 

	Reason removed from Birth parents
	

	Parental Involvement?
	

	Are there siblings?  Do they need to be placed together? 
	

	Visitation?  With whom? Frequency?
	

	Location of Visitation
	


BEHAVIORS

	 Current Behaviors 
	At Home, school, etc.
	Frequency
	Minor/Medium/Severe

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DSM-IV DIAGNOSIS

	Axis
	

	I
	

	II
	

	III
	

	IV
	

	V
	


MEDICATIONS

	Medication
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Is youth compliant with medications?          


	Yes
	
	No
	

	If no please explain:


STRENGTHS

	What are the client’s strengths?
	


EDUCATION

	Grade
	

	Is Child in Special Ed?
	

	IQ
	

	Specific Classroom Needs
	

	Vocational Needs
	


MEDICAL/PHYSICAL

	Allergies
	

	Overall Health
	

	Any Medical/Physical Needs
	

	History of Substance Abuse
	


OTHER

	Other comments/needs
	

	 How did you hear about us?
	

	Form Completed By (name)/date
	

	Is there a Psychological current within 1 year available?
	

	Placement/Services needed by:
	


