Southeastern Regional Mental Health, MH/DD/SAS
                                                               
      N.C. DIVISION OF MH/DD/SAS_____

SYSTEM OF CARE / CTSP PROGRAM

REFERRAL FOR SERVICES

Date of Referral:




Child’s Name: 

                   __________    
  Date of Birth: ___________ Record Number: ___________ 

Medicaid: Yes/No (if “Yes”, provide number):  ______________________Social Security:  _____________________
Health Choice:  Yes/No (if “Yes”, provide number):____________________________________________________

Insurance: Yes/No (if “Yes”, insurance company name and policy number): ______________________________________________________________________________________

Referral Source Name: _______________________________________________  Phone # _____________________ 

Referral Source Agency: __________________________________________________________________________   

Guardian Name: _______________________________________________    Phone # _________________________
Guardian Address: _______________________________________________________________________________ 

Is child currently in DSS custody?  _____Yes _____ No         If “yes”, answer the following: 

DSS County with custody:  ________________________________ Main DSS Phone No. :_____________________

DSS case worker’s name:  _____________________________________ Phone Number: ______________________

Describe in detail why you are referring child for SOC/CTSP services: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________
List Diagnoses:

Axis I: _________________________________________________________________________________________                                            

Axis II: ________________________________________________________________________________________

Axis III: ________________________________________________________________________________________
Axis IV: ___________________________________
Axis V: __________________________________________
What services are currently being provided and by whom? ____________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________
Please check applicable boxes:

· Child, 18 years of age or younger, with atypical development (up to age 5) or Serious Emotional Disturbance (SED) by the presence of a diagnosable mental, behavioral, or emotional disturbance that meets diagnostic criteria specified in DSM-IV-R:

· Sexually Aggressive (describe behaviors):______________________________________________________
___________________________________________________________________________________________

· Deaf ___________________________________________________________________________________

· Dually/multiply diagnosed (describe behaviors):  ________________________________________________

___________________________________________________________________________________________

Is the child involved with:

· DSS (contact name and number): ____________________________________________________________

· Juvenile Justice (contact name and number): ___________________________________________________

· DPI/Schools System (contact name and number): _______________________________________________

· Mental Health-LME (contact name and number):  ______________________________________________

· Health Department (contact name and number): ________________________________________________

· MH/SA/DD Provider Agency (agency name, contact name, and number): ___________________________

· Other: _________________________________________________________________________________
Southeastern Regional Mental Health, MH/DD/SAS
                                                               
      N.C. DIVISION OF MH/DD/SAS_____

SYSTEM OF CARE / CTSP PROGRAM

REFERRAL FOR SERVICES

Do any of the following apply?  (Must explain all boxes checked below)

· Utilizing or having utilized acute crisis intervention services in the past year to maintain community placement;

· Having had 3 or more state hospitalizations in the past year or at least 1 hospitalization of 60 continuous days within past year;

· Having had DSS substantiated abuse, neglect or dependency in the past year;

· Having been expelled from 2 or more daycare or pre-kindergarten situations within the past year;

· Having been convicted of a felony or 2 or more serious misdemeanors in juvenile/adult court or being currently placed in a youth advocacy program (training school), prison, juvenile detention center, or jail - any within the past year;

· Situation exacerbated by special needs, (e.g. physical disability that substantially interferes with functioning)

Narrative to explain in detail reason for request:  ( include cost structure) ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
___________________________________                                                 ______________________________

(Referral Source Signature)





(Parent/Guardian Signature)

Please attach consent to exchange information form signed by guardian and mail or fax application to:

Southeastern Regional MH/DD/SAS

Attention: Janine Britt, Director of SOC, MSW, LCSW 


Phone:
  910-272-1275 

450 Country Club Rd 

           





Fax:  910-739-1725

Lumberton, NC 28360

Must attach the following documents where applicable:

__ Copy of Medicaid, Health Choice, and insurance cards (front and back of insurance card)

__Treatment Plan/Person Centered Plan



__ Diagnostic Report


                        __ Release to exchange information with other involved parties
__ Application for Admission                                                __ Service Order    





__ Current Target Population form           

__ Medication history and current medications


__ Completed Financial Data Document form                       __ Guardianship papers (if applicable)



__ NCTOPPS or COI                       
                                       __ Discharge summaries from hospitals, treatment providers
__ Admission Assessment/Diagnostic Assessment
__ Evaluations, IEPs, court orders, DSS/DJJ reports/evaluations/family treatment agreements (within past year)
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