  [image: umfslogo09.gif]
CFHC
ONLINE REFERRAL FORM – Please complete all fields or put N/A (not applicable)
Please send any additional information (including psychological, neuropsychological, psychosexual, social history, and IEP) to msaito@umfs.org or fax to (804)239-1267. Admission paperwork list and consent form are included in this form. They can also be emailed or faxed to the above. 
	Today’s Date
	

	Referred to UMFS before?
	Yes 
	
	No
	

	If yes, when? 
	Date
	
	Service
	


	Past or Current Services provided by UMFS or another Agency?
	Yes 
	
	No
	

	If Yes, When?
	Date 
	

	Service 
	

	Is the client currently in imminent danger or at risk for harming self or others?  
	Yes (Please provide details)
	
	No
	

	Are there any current safety concerns?
	Yes (Please provide details)
	
	No
	

	How did you hear about us?
	CSA Directory
Current/Former Customer
Email Newsletter
FAPT Team
Newspaper/Magazine 
	Article
Program Brochure
Guardian Newsletter
Mobile Ads
Radio
	Sales Presentation
Training
TV-Commercial
UMFS Website
Vendor fair/trade show

	Reason for residential level of care

	


	Placement/Services  needed by:
	



	Client Information

	Name
	

	DOB/Age
	

	Gender
	Male       Female

	Race/Ethnicity
	Am. Indian, Alask. Nat.
Asian (Non-Pacific Isl.)
Black, African American
Hispanic, Latino
	Pacific Islander
White (Non-Hisp/Latino)
Multi-Ethnic/Racial
Other

	Height/Weight
	

	Contact at Current Address
	

	Current Address/Phone
	





	Does youth have Medicaid, if so what type/company, or SSA (Financial Status -include Financial Assistance & Insurance Coverage)
	

	Social Security # (if available)
	

	Cultural Issues Requiring Special Service Provision
	

	Does the Indian Child Welfare Act Apply?
(Any Native American Heritage)
If so, Tribal Affiliation (if applicable)
	



	EDUCATION

	Grade
	
	Is there an IEP?
	

	Home School
	
	Current School
	

	Contact at schools (name/phone/email)
	

	Specific Classroom Needs 
	
	Vocational/Independent Living Needs
	



	REFERRAL SOURCE

	Agency/Company 
	

	Worker/Title
	

	Address
	

	Phone including extension
	

	Fax
	

	Email
	



	LEGAL GUARDIAN

	Legal Guardian (Circle one) 
	Biological Parent      
Adoptive Parent
	Legal Guardian                       
DSS

	Legal Guardian’s County/City
	

	Name
	

	Address
	

	Phone including extension
	

	Fax
	

	Email
	

	Supervisor Name if DSS
	

	Supervisor Phone # if DSS
	

	Emergency Contacts/Phone (if any)
	

	Youth Legal Status-legal standing or custody 
	

	Youth Freed for Adoption (TPR date)
	

	Youth’s Permanency Plan
	



	BEHAVIORS

	Current Behaviors
	At Home, School, etc.
	Frequency
	Description of Behavior

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Interventions in the past that have been effective in addressing these behaviors:
	

	Is child on Probation, if yes, who is PO, contact info and charges. Can youth's probation be violated and placed in detention?
	

	Other Significant behaviors in Child's Past not Noted Above
	

	Is there a Current Risk for These Behaviors? Why or Why Not?
	

	Is there a History for Runaway Behavior? If yes, explain
	



	DSM-V DIAGNOSIS

	
	


	Is there a Psychological current within 1 year available? If yes, please send copy.
	

	Is there a Psychosexual current within 1 year available? If yes, please send copy.
	

	IQ
	



	CURRENT MEDICATIONS

	Medication
	Dosage
	Prescribing Physician
	Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Is youth compliant with medications?
	Yes 
	
	If no, please explain:

	
	No
	
	

	Psychiatrist Name and Phone
	



	MEDICAL/PHYSICAL 

	Allergies
	

	Overall Health
	
	Overall Development
	

	Physician (Name / #)
	

	Dentist (Name / #)
	

	Specialist (Name / #)
	

	Psychiatrist (Name/#)
	

	Emergency Health Needs, Known Medical Conditions, Illnesses, Medical care or Physical Limitations
	

	History of Substance Abuse
	

	Is medical/dental follow-up required?
	Yes 
	
	If yes, please explain:

	
	No
	
	

	Does child wear braces?
	Yes
	
	If yes, please explain:

	
	No
	
	

	Nutritional / Dietary Needs
	
	
	



	PLACEMENT HISTORY (including in-home counseling, outpatient therapy, mentoring, hospitalizations, detention center, shelter, residential treatment center, and foster care homes)

	Placement/Service
	Dates
	Reason for Move/Termination

	
	
	

			
	
	

	Placement/Service
	Dates
	Reason for Move/Termination

	
	
	

			
	
	

	
	
	

			
	
	

	Is there a Community Services Board case manager? (Name / #)
	 

	Is there a Family Assessment & Planning Team meeting date?
	

	STRENGTHS/Needs

	What are the client’s strengths, interest, skills and talents?
	

	Other comments/needs
	



	FAMILY Relationships

	Reason removed from birth parents
	

	Parental Involvement?
	

	Mother’s Name
	

	Father’s Name
	

	History of Trauma, Family Violence, Abuse, Neglect or Exploitation in the Family or Child’s Past (including human trafficking)
	

	Other Essential Family Members
	

	Special Needs or Considerations for Family and their participation in Treatment: (one face to face therapy session with family per month is required if family is the D/C plan)
	



	Form completed by
	Name
	

	
	Date
	



	For more information about the UMFS network of services, please visit our website at www.umfs.org. 


For UMFS use Only
	Form Screened by
	Name
	

	
	Date
	

	Screened Recommendations
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CHILD & FAMILY HEALING CENTER ADMISSION PAPERWORK REQUIREMENTS

Thank you for your inquiry/referral. If the youth is interviewed and accepted at The Child & Family Healing Center, below are the paperwork requirements. There is also an admission packet that will be sent to you that contain forms to be signed by the youth and legal guardian. Please contact the Admissions Coordinator if you have any questions at (804)239-1277.

From Locality MUST be received prior to any confirmation of admission date (forms included in admission packet except for CON):
For Medicaid purposes the following must be provided:
· CANS – current within 90 days of admission (youth and care giver scores)
· Certificate of Need – completed within the past 30 days
· CSA Rate Reimbursement Sheet
· Letter of Intent
· Charterhouse School Authorization for Placement

From Parent/Guardian/Custodial Agency:
· Immunization Records (To include MMR#2 booster; Tetanus, Hep B; DPT and OPPV)

· Copy of Birth Certificate

· Copy of Social Security Card

· Copy of Medicaid Card and/or Other Insurance Coverage – ORIGINAL card on day of admission

· Copy of Custody Order

· School Records. Latest transcripts and SOL information from the local education agency and/or previous placements 

· Copy of I.E.P. and Eligibility Minutes

· Copy of Current Service Plan if applicable

· Physical Examination – Please provide a copy of a medical examination within 90 days of admission. If youth is in a juvenile detention center or a residential treatment center, it can be within a year.

· Verification of youth’s freedom of communicable disease including tuberculosis. Clinical TB Risk Assessment verification form will be in the admission packet or a form from a provider is acceptable. 

· Dental Examination – Please provide report of dental exam within 6 months prior to admission.

· MEDICATIONS – If youth is on medication, a prescription(s) is required at time of admission, or a 30-day supply of medications (must be in prescription bottle with correct dosage and doctor’s name).

· Consent forms for the following, or provide a blank with signature and we will fill it out: 1) Your child’s city or county school system, 2) last mental health treatment provider, 3) primary physician, 4) psychiatrist, 5) dentist, 6) case manager/Community Services Board, 7) your city or county Family Assessment and Planning Team/Children’s Services Act Team, and 8) probation officer/court services unit. 


CONSENT TO RELEASE/EXCHANGE INFORMATION
I understand that different agencies provide different services and benefits.  Each agency must have specific information in order to provide services and benefits.  By signing this form, I am allowing UMFS to exchange information with the specific agency listed below, so it will be easier to provide or coordinate services or benefits. Receiving treatment or services is NOT conditional upon consent to release or exchange information.
	I,
	                                             
	,
	am signing this form for

	
	(Full Printed Name of Consenting Person or Persons)
	
	

	 

	(Full Printed Name of Client)

	 
	 

	(Client’s Address)
	(Client’s Birth Date)

	
	


I would like the following confidential information about the client to be exchanged (check all that apply):
ڤ Assessment Information       ڤ Mental Health Diagnosis	ڤ Educational Records
ڤ Benefits/Services Needed    ڤ Medical Diagnosis	ڤ Social History/Assessment
    Planned and/or Received     ڤ Psychological Records	ڤ UMFS Treatment Plan/Quarterly
ڤ Medical Diagnosis                ڤ Psychiatric Records	    Reports/Discharge Summary
ڤOther Information:____________________________________________________________________ for the following purpose(s):_admission, education, evaluation,  and treatment services__________

The above information may be exchanged with the following agency:
1.  _____________________________________________________________________
(Name of Agency and Contact Person)
____________________________________________________________________________________
(Address of Agency)
I want information to be exchanged (check all that apply):
ڤ Written Information (fax or mail)	ڤ Verbally (via phone or face-to-face contact)
The person within UMFS or the named agency who is releasing the information is: 
____Educational staff ,therapeutic staff, recreation and support staff                                   _
Date this consent takes effect: ____________________________________
This consent form is valid until: ____________________________________
(Not to exceed 90 days from the date the consent is given for one time releases of information, or one year or as otherwise required by law when the release is required for ongoing provision of services)

I can withdraw this consent at any time by informing UMFS in writing.  This will stop UMFS from any further sharing any of the information listed on this form. Withdrawal of consent will be effective upon receipt of the written request.

Client Signature:______________________________		Date:_________________

Legal Guardian Signature:______________________		Date:_________________
(If client is a minor or unable to sign)
My relationship to the client is:                ڤ Self                 ڤ Parent	                          ڤ Power of Attorney
ڤ Guardian	ڤ Other Legally Authorized Representative (please explain) _________________________________
A copy of the signed consent must be given to the person(s) or family providing consent, and a copy placed in the client’s case record.
The information released pursuant to this authorization may be subject to re-disclosure by the recipient and may be no longer be protected by federal privacy law.
TO THE RECIPIENT OF RECORDS RELATED TO THE TREATMENT OF ALCOHOL AND/OR DRUG ABUSE: This information is being disclosed to you from records whose confidentiality is protected by Federal Law. Federal regulations (42 CFR Part 2) prohibit you from making further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations. A general authorization for the release of medical or other information is NOT sufficient for this purpose.
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