
Hope Services, LLC 

Referral Application
[image: image1.png]



2900 Kidd Road, Raleigh NC 27610      


    
office:(919)532-7599
Date of Referral:   /  /  





        
            fax: (919)532-7597
Identifying Information

Consumer’s Name:        Wake Co Record #:        Consumer’s preferred name:              
Date of Birth:   /  /          SSN:    -  -            Gender:  FORMCHECKBOX 
Male  FORMCHECKBOX 
Female 
Race/Ethnicity:  FORMCHECKBOX 
Hispanic     FORMCHECKBOX 
Caucasian     FORMCHECKBOX 
African American   FORMCHECKBOX 
Asian/Pacific Islander 

 FORMCHECKBOX 
Native American/Alaskan   FORMCHECKBOX 
Other:  

Insurance Funding Type(please check all that apply):  FORMCHECKBOX 
Medicaid       FORMCHECKBOX 
NC Health choice     
 FORMCHECKBOX 
IPRS              FORMCHECKBOX 
Private/Other


Recipient ID(primary):      
Recipient ID(secondary):      
Has the team considered or discussed a higher level of care in the last six months?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Requested Service:   FORMCHECKBOX 
Day Treatment    FORMCHECKBOX 
Residential   FORMCHECKBOX 
Intensive In Home   FORMCHECKBOX 
Community Support  FORMCHECKBOX 
Outpatient Therapy                    

                                  FORMCHECKBOX 
Medication Management
Does the team agree  FORMDROPDOWN 
 is an appropriate level of care?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No  

Anticipated length of treatment:        
Presenting Problems (please include current behaviors/symptoms): 
Residential Program
Has the consumer received one of the following services in the past 6 months (check all that apply)? 
 FORMCHECKBOX 
Intensive In home     FORMCHECKBOX 
Multi-Systemic Therapy   FORMCHECKBOX 
Level 4      FORMCHECKBOX 
PRTF  

What is the current placement of the consumer? If Home, what other Mental Health Services are currently in place?

      
What is the expected Discharge Placement for the consumer once Residential Treatment has been completed:            
Day Treatment Program

Anticipated day treatment schedule:   FORMCHECKBOX 
Full day 6 hours      FORMCHECKBOX 
Partial day 3-5 hours
Will your child have reliable transportation to program:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No  From program:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
Outpatient Therapy
Therapy Sessions Types:   FORMCHECKBOX 
Individual      FORMCHECKBOX 
Family     FORMCHECKBOX 
Both

Requested time of sessions:  FORMCHECKBOX 
Mornings       FORMCHECKBOX 
Afternoons
Preferred Clinician:       
Clinical Assessments
Type of Assessment Requested:  FORMDROPDOWN 

**NOTE** All Assessments are conducted at the above address and parent/legal guardian must be present at the time of the Assessment.


Intensive In Home
 Entrance Criteria

 FORMCHECKBOX 
There is an Axis I or II diagnosis present, other than a sole diagnosis of Developmental Disability.

 FORMCHECKBOX 
 Treatment in a less intensive service (e.g. community support) was attempted or evaluated during the assessment but was 
      found to be inappropriate or not effective.

 FORMCHECKBOX 
The youth and/or family have insufficient or severely limited resources or skills necessary to cope with immediate crisis.

 FORMCHECKBOX 
The youth and/or family issues are unmanageable in school based or behavioral program settings and require intensive 
      coordinated clinical and positive behavioral interventions.

 FORMCHECKBOX 
The youth is at risk of out of home placement or is currently in an out-of-home placement and reunification is imminent.
Referral Source Information
Name of person making referral:                         Relationship to Consumer:  FORMDROPDOWN 

Address:      


Phone Number:      -   -     /     -   -    
Email:      




               Fax:      -   -    
Family Information
Name of legal guardian:                         Relationship to Consumer:  FORMDROPDOWN 

Address:      


Phone Number:      -   -     /     -   -    
Email:      




               Fax:      -   -    
If biological parent(s) is/are not legal guardian(s), is there involvement?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No


Explain:      
Child’s Current Residence/Placement:  FORMDROPDOWN 


Current Address:      
If out of home placement, please list: 


Contact Name:             Phone Number:      -   -     /     -   -    

Agency:                        Email:      
Other People In the Home (please list all): 
Name:       Age:        Relationship:      

 FORMTEXT 
     
Name:       Age:        Relationship:      

 FORMTEXT 
     
Name:           

 FORMTEXT 
 Age:   Relationship:      

 FORMTEXT 
     
Name:       Age:        Relationship:      

 FORMTEXT 
     
Name:       Age:        Relationship:      

 FORMTEXT 
     
Name:       Age:        Relationship:      

 FORMTEXT 
     
Is there a history of mental illness in child’s biological family?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Is there a history of domestic violence/spousal abuse in the child’s biological family?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Is there a history of substance abuse in the child’s biological family?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Is there a history of criminal involvement in the child’s biological family?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Has child ever been physically abused?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Has child ever been sexually abused?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Has child ever been emotionally abused?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Educational Placement

Is client currently Enrolled in WCPSS:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No


Explain:      
Current/Last School Placement:   

 FORMTEXT 
           Current/Last grade enrolled in:      
Calendar of attendance:  FORMCHECKBOX 
Traditional      FORMCHECKBOX 
Year-Round   Track:       

 FORMCHECKBOX 
Modified Year Round      FORMCHECKBOX 
Other:      
Contact Name:             Phone Number:      -   -     /     -   -    
Email:      
Is child currently receiving special education services (please check all that apply): 
 FORMCHECKBOX 
IEP       FORMCHECKBOX 
504       FORMCHECKBOX 
SST/IEP pending  Meeting date:          

 FORMCHECKBOX 
Modified Day      FORMCHECKBOX 
Separate Setting    FORMCHECKBOX 
Home Hospital   FORMCHECKBOX 
Special Transportation      
 FORMCHECKBOX 
BED      FORMCHECKBOX 
OHI    FORMCHECKBOX 
LD      FORMCHECKBOX 
AU      FORMCHECKBOX 
Other:          

Date of Last IEP:   /  /  

Legal Status

Legal Involvement (please check all that apply):  FORMCHECKBOX 
None    FORMCHECKBOX 
Probation 

 FORMCHECKBOX 
History of charge(s): Charge               Date:      
 FORMCHECKBOX 
Pending charge(s): Charge                  Date:      
 FORMCHECKBOX 
Other:      
Is client currently assigned a court counselor:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Contact Name:             Phone Number:      -   -     /     -   -    
Email:      
Current Diagnosis

Date of Evaluation:   /  /  
Completed By:      

 FORMTEXT 
     

 FORMTEXT 
            Phone Number:      -   -      Fax:      -   -    

Agency:      

 FORMTEXT 
     

 FORMTEXT 
                       Email:      

 FORMTEXT 
     

 FORMTEXT 
     
Axis I:        
Axis II:     
Axis III:      
Axis IV:      
Axis V: GAF=      
Highest in last year:      
Medication/Medical Information

Is client currently taking medication(s)?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No      

If yes, please list-include medication, dosage and time(s):      
Prescriber’s Name:            Type of Physician: FORMDROPDOWN 
           
  Phone Number:      -   -      Fax:      -   -    
Agency:                       Email:      
Is consumer compliant with medications?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No  

Are medications effective?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
Does Consumer have any allergies:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No


If yes, please list:      
Does consumer have any medical conditions (asthma, diabetes, etc):  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

If yes, please list:      
Does consumer have a primary care physician?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Practice:                           Name:                        
Phone Number:      -   -     

 Fax:      -   -    

Address:       
Do you have a preferred primary care hospital?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Name:                        
Phone Number:      -   -     
Address:       
Do you have a preferred psychiatric hospital?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No


Name:                        
Phone Number:      -   -     
Address:       
Level of Functioning

Select one response for each current and history. Indicate the degree to which each of the following interferes with the child’s performance in daily activities. 
Scale: 0-Not evident
1-Mild    
2-Moderate
3-Marginally Severe
4-Severe







Current (last 3 months) 

              History






  0        1        2         3       4                          Yes    No

Suicidal Ideation



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Suicide Attempts
(Date:   /  /  )
 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Homicidal Ideation



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Homicide Attempts (Date:   /  /  )

 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Psychotic Symptoms (ie hallucinations)
 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Depression




 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Anxiety




 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Dangerous to Self



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Dangerous to Others



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Temper Tantrums



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Sleep Difficulties



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Enuresis/Encopresis



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Alcohol use/abuse



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Drug use/abuse



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Developmental Delays


 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Sexually Inappropriate (ie poor boundaries) 
 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Sexually acting out (ie promiscuity) 

 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Sexually aggressive (ie perpetrator/potential) FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Verbally aggressive



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Physically aggressive



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Animal Cruelty



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Eating Disorder



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Peer conflict




 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Parent/Caregiver conflict


 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Hyperactivity




 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Impulsive




 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Self-Injurious




 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Runaway 
 



 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Defiance




 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

School Failure




 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

School Suspension/expulsion


 FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 
                     FORMCHECKBOX 
     FORMCHECKBOX 

Other Concerns (behavioral/emotional):      
Risk and Resiliency

Supports/Strengths (Protective Factors)



Risk Factors
 FORMCHECKBOX 
Easy-going, good-natured infant    



 FORMCHECKBOX 
Difficult, fussy infant


 FORMCHECKBOX 
Self-confident, independent toddler



 FORMCHECKBOX 
Irregular eating/sleeping habits
 FORMCHECKBOX 
Good problem-solving skills          




 FORMCHECKBOX 
Shy or fearful child
 FORMCHECKBOX 
Perseverance not easily frustrated




 FORMCHECKBOX 
Poor attachment with caregiver
 FORMCHECKBOX 
Likeable    







 FORMCHECKBOX 
Chronic health problems
 FORMCHECKBOX 
Gets along well with others     




 FORMCHECKBOX 
IQ less than 80
 FORMCHECKBOX 
High hopes for the future





 FORMCHECKBOX 
Low socioeconomic status
 FORMCHECKBOX 
Good sense of humor                    




 FORMCHECKBOX 
More than 4 siblings
 FORMCHECKBOX 
Capable of accomplishing/achieving



 FORMCHECKBOX 
Siblings born w/in 2 years
 FORMCHECKBOX 
Feeling of being in control of own destiny    


 FORMCHECKBOX 
Single parent household
 FORMCHECKBOX 
Sensitivity to feelings of others     




 FORMCHECKBOX 
Significant substance abuse (parent)
 FORMCHECKBOX 
Parents use consistent, fair discipline



 FORMCHECKBOX 
Parent(s) incarcerated
 FORMCHECKBOX 
Family has rules and daily routines              


 FORMCHECKBOX 
Hx of parental MH problems
 FORMCHECKBOX 
Adult mentor available





 FORMCHECKBOX 
Long term absence of caregiver
 FORMCHECKBOX 
Family has adult support outside the family    


 FORMCHECKBOX 
Witness to extreme conflict/violence
 FORMCHECKBOX 
Family gets support from community organizations         
 FORMCHECKBOX 
Sexual abuse
 FORMCHECKBOX 
Family gets extra support from employer      


 FORMCHECKBOX 
Physical abuse
 FORMCHECKBOX 
Social support from school and church



 FORMCHECKBOX 
Removal from home
 FORMCHECKBOX 
Support from friends                      



 FORMCHECKBOX 
Teen pregnancy
 FORMCHECKBOX 
 Participation in extra-curricular activities


 FORMCHECKBOX 
Family moved 5 or more times
 FORMCHECKBOX 
 Helpful   







 FORMCHECKBOX 
Parental separation/divorce
 FORMCHECKBOX 
 Intelligent







 FORMCHECKBOX 
Substantiated caretaker neglect
 FORMCHECKBOX 
 Artistic   FORMCHECKBOX 
 Athletic





 FORMCHECKBOX 
Other stressful life event(s)
Please explain any additional Strengths/Needs not identified in the list above which we need to consider in regards to Resiliency:
     
Person Centered Plan
Does Consumer have a current PCP?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    Date of last review:   /  /  
Person responsible for PCP:      

 FORMTEXT 
     

 FORMTEXT 
            Phone Number:      -   -      Fax:      -   -    

Agency:      

 FORMTEXT 
     

 FORMTEXT 
                       Email:      

 FORMTEXT 
     

 FORMTEXT 
     
Please explain any gaps in service:      
Mental Health Service/Treatment History

Please add in any service not listed or use “other” row(s) for multiple dates of the same service. 

Screening Placement Committee will not be able to make determination without a complete and accurate treatment history. 
	Service
	Dates
	Agency
	Contact 
	Current

	Comm. Support
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Individual/Family Therapy
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Intensive In Home
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	MST
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Day Treatment
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Level II residential (family) 
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Level II residential (group) 
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Level III residential
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Level IV residential/PRTF
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Detention  Program
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Wilderness Camp
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Acute Hospitalization
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	State Psychiatric Inpatient 
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Other:      
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Other:      
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Other:      
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Other:      
	     -     
	     
	     
	 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No


Referral Checklist

All items do not have to be submitted with initial referral application, but are required prior to admission. Please keep a copy of this page for your records if you require time to complete checklist, however any available items will be accepted with initial referral. 

 FORMCHECKBOX 
Referral Application Completed
 FORMCHECKBOX 
Copy of PCP 

 FORMCHECKBOX 
Copy of most recent diagnostic/psychological evaluation  

 FORMCHECKBOX 
Copy of Medicaid Card/Other Insurance Information

 FORMCHECKBOX 
 Birth Certificate   FORMCHECKBOX 
School Transcript (IEP if applicable)

 FORMCHECKBOX 
Discharge Summaries, Assessments, History & Evaluations

Please submit completed referral via fax, email or mail to: 

Marquita McCoy, Intake Coordinator



mmccoy@hopeservices4u.com
2900 Kidd Rd Raleigh, NC 27610


            fax: (919)532-7597

The Helping Hands of HOPE





For internal office use only:         	Date Received:


 Screening Placement:                	Parent Orientation:	        


Admission Date:
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