HIGHLAND RIVERS REFERRAL
	REFERRAL DATE:
	     


	CLIENT NAME:
	     
	DATE OF BIRTH:
	     


	ADDRESS:
	     


	CITY, STATE, ZIP:
	     
	PHONE:
	     


	DJJ INVOLVEMENT:
	 FORMCHECKBOX 
 NONE
	 FORMCHECKBOX 
 PRE-ADJUDICATION
	 FORMCHECKBOX 
 PROBATION
	 FORMCHECKBOX 
 COMMITTED


	 FORMCHECKBOX 
 MEDICAID
	 FORMCHECKBOX 
 PEACHCARE
	 FORMCHECKBOX 
 PRIVATE INSURANCE:
	 FORMCHECKBOX 
 NONE


	LEGAL CUSTODIAN:
	     
	PHONE:
	     


	CHILD LIVES WITH:
	     
	PHONE:
	     

	 FORMCHECKBOX 
 MOTHER
	 FORMCHECKBOX 
 FATHER
	 FORMCHECKBOX 
 GRANDPARENT
	 FORMCHECKBOX 
 FOSTER PARENT
	 FORMCHECKBOX 
 OTHER:
	     


	REFERRED BY:
	     
	PHONE:
	     
	FAX:
	     

	AGENCY:
	     
	E-MAIL:
	     

	SUPERVISOR:
	     
	PHONE:
	     
	E-MAIL:
	     


REASON FOR REFERRAL

	LIST SPECIFIC REASONS FOR REFERRAL:

	     
  


	 FORMCHECKBOX 
 DELINQUENT CHARGES 
	 FORMCHECKBOX 
 EMOTIONAL DISTURBANCE 

	 FORMCHECKBOX 
 RISK OF HARM TO SELF OR OTHERS 
	 FORMCHECKBOX 
 RISK OF REMOVAL FROM HOME 

	 FORMCHECKBOX 
 SCHOOL ISSUES (DISRUPTIVE BEHAVIOR, ATTENDANCE, GRADES)
	 FORMCHECKBOX 
 SUBSTANCE ABUSE 

	 FORMCHECKBOX 
 SIGNIFICANT DISRUPTION IN HOME OR COMMUNITY
	


BACKGROUND INFORMATION (INCLUDE WITH REFERRAL IF AVAILABLE)

please check items that are included
	 FORMCHECKBOX 
 INTAKE REPORT/SOCIAL HISTORY 
	 FORMCHECKBOX 
 LEGAL HISTORY 

	 FORMCHECKBOX 
 MAYSI ASSESSMENT SCORE
	 FORMCHECKBOX 
 PSYCHOLOGICAL EVALUATION

	 FORMCHECKBOX 
 PSYCHOSEXUAL EVALUATION
	 FORMCHECKBOX 
 SCHOOL RECORDS (ATTENDANCE/INFRACTIONS – NOT IEP )

	 FORMCHECKBOX 
 HIPPA RELEASE FORM 
	 FORMCHECKBOX 
 CONSENT FOR SERVICES **

	 FORMCHECKBOX 
  OTHER:
	** HRCSB must obtain consent from legal guardian before services are provided (in some cases a child may give consent for services). Guardian should be present to sign consent for treatment and to provide important clinical information.


INTAKE APPOINTMENT (TO BE SCHEDULED BY REFERRING AGENCY 1-800-715-4225)
	APPOINTMENT DATE:
	     
	APPOINTMENT TIME:
	     

	LOCATION:
	     


Instructions for completing referral
	REFERRAL DATE:
	The date on which the referral form was completed, which may differ from the date on which you called to set up the appointment

	ADDRESS:
	The current address at which the client resides.

	PHONE:
	The number HRCSB should call if there is a problem with the appointment date.

	LEGAL CUSTODIAN:
	If applicable.

	CHILD LIVES WITH:
	If different from Legal Custodian

	REFERRED BY:
	Include name of person completing the referral and the person to whom HRCSB is to provide feedback. 

	LIST SPECIFIC REASONS FOR REFERRAL: List specific symptoms and behaviors which prompted the referral. 


BACKGROUND INFORMATION (INCLUDE WITH REFERRAL IF AVAILABLE)

Any items checked below should be provided to HRCSB. 
	 FORMCHECKBOX 
 INTAKE REPORT/SOCIAL HISTORY 
	 FORMCHECKBOX 
 LEGAL HISTORY 

	 FORMCHECKBOX 
 MAYSI ASSESSMENT SCORE
	 FORMCHECKBOX 
 PSYCHOLOGICAL EVALUATION

	 FORMCHECKBOX 
 PSYCHOSEXUAL EVALUATION
	 FORMCHECKBOX 
 SCHOOL RECORDS (ATTENDANCE/INFRACTIONS – NOT IEP )

	 FORMCHECKBOX 
 HIPPA RELEASE FORM
	 FORMCHECKBOX 
 CONSENT FOR SERVICES  **

	 FORMCHECKBOX 
  OTHER:
	


INTAKE APPOINTMENT (TO BE SCHEDULED BY REFERRING AGENCY 1-800-715-4225
** HRCSB must obtain consent from the legal guardian before any services are provided (in some cases a child may give consent for his/her services). A legal guardian should be present to sign consent for treatment and to provide important clinical information.

