

SCHOOL-BASED MENTAL HEALTH REFERRAL FORM

Student Name/ID #
                        Grade      DOB       SS#                 Person Writing Report
       Date
  


 ________________________       ______    ______   __________    _____________________                _______
Currently receiving services with another provider? _____no     _____yes, Provider name/agency:________________
Attendance:





Attitude:





___Frequently absent




___Mood changes from day to day

___Frequently tardy





___Very defensive

___Unexplained gaps of time bet. Classes


___Sensitive (feelings get hurt easily)

___Frequent attempts to excuse from class


___fearful, worries excessively 








___Often becomes angry/loses temper

Performance:





___Never satisfied w/performance


___Grades decreasing

___Assignments late




Self-Control:




___Assignments poorly completed



___Difficulty waiting his/her turn

___Not working up to potential/ low motivation


___ Often talks out

___No performance problems




___ Shifts from one activity to another








___ Difficulty accepting change
Relating to Peers:

___Challenges___________________________


Compliance:
___Excitable towards______________________


___ Argumentative with others

___Overreacts to minor events



___ Defiant towards others (authority)

___Critical to others





___ Often blames others for mistakes

___Withdraws from others




___ Often defensive or easily annoyed 

___ Argumentative





___ Excessively submissive to others

	Areas of Problem Behavior
	Frequency of Behavior
	Intensity of Behavior

	
	1. Occasional 2. Several times
3.  Constant
	1. Mild   2. Moderate  3.Severe

	Verbal Aggression
	
	

	Physical Aggression
	
	

	Time on Task/ Inattentive
	
	

	Acceptance of Authority
	
	

	Peer Relationships
	
	

	Poor Attendance
	
	

	Bullying Behavior
	
	

	Has changed friends 
	
	

	Family Problems
	
	

	Suicidal threats or attempts
	
	

	Homicidal threats or attempts
	
	

	Theft or illegal activity
	
	

	Disruptive Behavior in class
	
	

	Obscene language or gestures
	
	

	Fighting
	
	

	Cheating
	
	

	Cutting
	
	

	Personal Responsibility
	
	


Student’s identified strengths/Additional Information: 
________________________________________


________________________________________________

Parent’s/ Guardian Name






Phone
FOR OFFICE USE ONLY
Date referral was received:_________________


Openings available in school based program?      ______
Yes 
Date assessment was scheduled:____________







______
No, requested to wait until opening w/ CMH-SB program 

Offered Clinic Based Services?

______ 
Yes
Intake number given? ______ Yes, Date:______


**** Record of Contact:

Date contacted:__________________ Outcome:_______________________________________________________

Date contacted:__________________ Outcome:_______________________________________________________

Date contacted:__________________ Outcome:_______________________________________________________

Date contacted:__________________ Outcome:_______________________________________________________

Date contacted:__________________ Outcome:_______________________________________________________

Date contacted:__________________ Outcome:_______________________________________________________

Date contacted:__________________ Outcome:_______________________________________________________

***Please document date of assessment scheduled and no show on the lines above.  
Required Initial EHR Information
Index Card Information:
Client Legal Name _________________________________________ Date of Birth ___________________
Address, City, Zip Code ___________________________________________________________________
SS#___________________________ Race ____________________________ 

Sex M / F 

Home Phone ___________________ Cell Phone ___________________ Contact Phone _______________
Additional Information needed to open & assign:

SAI ID _______________ Unit / Subunit ______________________ Pay Source _____________________
Required documentation:

· This form (‘Required Initial EHR Information’)

· Client Information Form

· Child Information Form

· Client Fee Agreement Form

· OHCA Screen Shot

· Copy of Insurance Card(s) (use Comment box if unable to obtain)
· Copy of SSN Card (use Comment box if unable to obtain)
· Copy of Birth Certificate (use Comment box if unable to obtain)
Comments:

	


Updated November 12, 2013

