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EZETT YOUTH & FAMILY SERVICES
REFERRAL STATEMENT


IIH FORMCHECKBOX 

     CMH FORMCHECKBOX 

 Emergency FORMCHECKBOX 
          FORMCHECKBOX 
Non Emergency
       Level ___
	Referent’s Name: ________________________________________  Gender  FORMCHECKBOX 
M     FORMCHECKBOX 
F

                                             First                                                 MI                                      Last

DOB: ________    Age: ____    SSN: __________________   Medicaid# _____________

Address: _______________________________________    Phone # ________________

Name of Caller: _______________________      Relationship to Referent ____________

Legal Guardian: __________________________________________________________

Referral Source: _______________________      Agency: ________________________

Address and contact # of Referral Source: _____________________________________

_______________________________________________________________________

In case of emergency, was there a TDO: ⁮ FORMCHECKBOX 
YES ⁮  FORMCHECKBOX 
NO

Method of Contact: ⁮  FORMCHECKBOX 
Phone ⁮      FORMCHECKBOX 
In-person ⁮      FORMCHECKBOX 
Email ⁮      FORMCHECKBOX 
Fax


Why are services needed? (Specific symptoms being displayed by referent within past 30 days include frequency, duration, and intensity, i.e. anger problems – describe behavior). 

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current/Presenting Problems: Check all that apply:

	 FORMCHECKBOX 
 Unhappy 
	 FORMCHECKBOX 
 Low self-esteem 
	 FORMCHECKBOX 
Sleeping Problems 
	 FORMCHECKBOX 
Anger Outburst 

	 FORMCHECKBOX 
 Irritable 
	 FORMCHECKBOX 
 Depression 
	 FORMCHECKBOX 
Sexual Abuse Issues 
	 FORMCHECKBOX 
Head Banging 

	 FORMCHECKBOX 
 Easily Agitated 
	 FORMCHECKBOX 
 Withdrawn 
	 FORMCHECKBOX 
Physical Abuse Issues 
	 FORMCHECKBOX 
Excessive Rocking

	 FORMCHECKBOX 
 Easily Distracted 
	 FORMCHECKBOX 
 Thoughts of Suicide 
	 FORMCHECKBOX 
Stealing/Lying 
	 FORMCHECKBOX 
Impulsive 

	 FORMCHECKBOX 
 Shy 
	 FORMCHECKBOX 
 Short attention span 
	 FORMCHECKBOX 
Peer Conflict 
	 FORMCHECKBOX 
Trouble with Law 

	 FORMCHECKBOX 
 Stubborn 
	 FORMCHECKBOX 
 Destructive 
	 FORMCHECKBOX 
Bedwetting /Bowel Issues 
	 FORMCHECKBOX 
Alcohol/Drug Use 

	 FORMCHECKBOX 
 Disobedient 
	 FORMCHECKBOX 
 School Suspensions 
	 FORMCHECKBOX 
Fire Setting 
	 FORMCHECKBOX 
Runaway 

	 FORMCHECKBOX 
 Aggression 
	 FORMCHECKBOX 
 Defies Rules 
	 FORMCHECKBOX 
Eating Problems 
	 FORMCHECKBOX 
Self-mutilation 

	 FORMCHECKBOX 
 Daydreams 
	 FORMCHECKBOX 
 Lacks Initiatives 
	 FORMCHECKBOX 
Blames Others 
	 FORMCHECKBOX 
Academic Issues 


History of Previous Treatment:

Mental Health _________________________________________________________________________ 

Substance Abuse ______________________________________________________________________

Behavioral Problems _________________________________________________________________
Other services tried / explored within past 30 days (i.e., CSB, CPS, Stabilization, DSS, Judiciary, or other mental health.  List names, contact information etc.)
___________________________________________________________________________________________________________________________________________________________
Assessments completed within past 6 months (i.e. Psychological, Psychiatric, FAPT, etc): _________________________________________
______________________________________________________________________________

Current diagnosis _______________________________________________________________

Special Needs (Medical, Psychiatric include psychotropic medications taking and the doses) ____________________________________________________________________________________________________________________________________________________________

Referent’s Disposition: __________________________________________________________

Projected date of assessment interview: _____________________________________________
Anticipated date of admission: _____________________________________________________ 

Anticipated length of stay: ⁮ FORMCHECKBOX 
 0-3 months ⁮  FORMCHECKBOX 
3-6 months ⁮  FORMCHECKBOX 
6-9 months ⁮  FORMCHECKBOX 
9-12 months
Family involvement: ⁮  FORMCHECKBOX 
YES ⁮ FORMCHECKBOX 
 NO 
Explain: ______________________________________________________________________
Level of Functioning (including educational and social):________________________________

___________________________________________________________________________________________________________________________________________________________
Medical History Information: _____________________________________________________

______________________________________________________________________________
_____________________________________________________________________________
Additional information (i.e. known behaviors, frequency of AWOL, etc.): ___________________
____________________________________________________________________________________________________________________________________________________________
Brief description o the treatment needed: ____________________________________________

___________________________________________________________________________________________________________________________________________________________
Discharge Recommendation: _____________________________________________________

Location:  FORMCHECKBOX 
Richmond City ⁮  FORMCHECKBOX 
Henrico ⁮  FORMCHECKBOX 
Chesterfield ⁮  FORMCHECKBOX 
Hanover⁮ Other: ___________ 
Court Involvement: ⁮  FORMCHECKBOX 
YES ⁮  FORMCHECKBOX 
NO 

Explain: ______________________________________________________________________
I.Q.___________________
Staff: ______________________________        

Date: _________________________
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