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[bookmark: _GoBack]Montana i-Home Services Program Referral Form
	Referral Source Information

	NAME:
     
	Date of Referral:
     

	Agency:
[bookmark: Text4][bookmark: Text3]     

	ADDRESS:
     
	CITY:
     
	STATE:
  
	ZIP:
     

	Phone Number:
     
	E-mail Address:
[bookmark: Text6]     



	Youth Information

	NAME:
     
	DOB:
     
	SSN:
     

	Age:
   
	Gender:
[bookmark: Check1][bookmark: Check2]|_| M	|_| F
	Medicaid Number:
[bookmark: Text8]     
	Ethnicity:
[bookmark: Text9]     
	phone number:
     

	ADDRESS:
     
	CITY:
     
	STATE:
  
	ZIP:
     



	Status of Youth

	with whom is the youth currently residing AND HOW IS THIS PERSON RELATED TO THE YOUTH?
     

	is the youth

	[bookmark: Check47]|_|
	Medicaid eligible?

	|_|
	Receiving SSI benefits?

	|_|
	In foster care?

	|_|
	Waiting for developmental disabilities eligibility determination?

	|_|
	Determined eligible for developmental disabilities services?



	Guardian or Responsible Party Information

	NAME and relationship to youth:
     
	phone numbers:
[bookmark: Text78]     

	ADDRESS (mailing and street address):
     
	CITY:
     
	STATE:
  
	ZIP:
     



	Adoption Information (if applicable)

	date adoption finalized:
     
	Adoption agency:
[bookmark: Text81]     

	does the youth know biological family? have contact?
[bookmark: Text80]     



	Foster Family Information (if applicable)

	NAME: 
     
	phone numbers:
[bookmark: Text77]     

	ADDRESS:
     
	CITY:
     
	STATE:
  
	ZIP:
     



	Treatment Information

	is thE youth currently in a prtf?
	|_| Yes	|_| No

	is the youth at risk of going into a prtf?
	[bookmark: Check3][bookmark: Check4]|_| Yes	|_| No

	INDICATE OUTPATIENT SERVICES RECEIVED AND DATES OF SERVICE:

	[bookmark: Check48]|_|
	Outpatient Therapy
	[bookmark: Text91]     

	|_|
	CSCT Services
	     

	|_|
	Day Treatment
	     

	|_|
	Partial Hospitalization
	     

	|_|
	Therapeutic Family Care (Home Support Services)
	     

	|_|
	Therapeutic Foster Care
	     

	|_|
	Respite
	     

	Has the youth been in a group home, prtf, OR hospital (FOR MENTAL HEALTH REASONS) within the PAST 12 months?
|_| Yes	|_| No

	If yes, list facility and dates OF SERVICE:
[bookmark: Text16]     



	Biological Father’s Information (If youth adopted, please also attach a page re adoptive father.)

	NAME:
     

	ADDRESS:
     
	CITY:
     
	STATE:
  
	ZIP:
     

	Work Phone Number:
     
	home Phone Number:
     
	cell Phone Number:
     

	substance abuse problems (define):
[bookmark: Text17]     

	mental health problems (define):
[bookmark: Text18]     

	Has the biological father ever been involved with

	child protective services? (define, including dates):
[bookmark: Text19]     

	Legal system? (define, including dates):
[bookmark: Text20]     

	What is the father’s level of involvement with the youth?

	[bookmark: Text21]     



	Biological Mother’s Information (If youth adopted, please also attach a page re adoptive mother.)

	NAME:
     

	ADDRESS:
     
	CITY:
     
	STATE:
  
	ZIP:
     

	Work Phone Number:
     
	home Phone Number:
     
	cell Phone Number:
     

	substance abuse problems (define):
     

	mental health problems (define):
     

	Has the biological mother ever been involved with

	child protective services? (define, including dates):
     

	Legal system? (define, including dates):
     

	What is the biological mother’s level of involvement with the youth?

	     



	Does the youth have any siblings? List names, ages, with whom they live:

	     



	Tribal Affiliation/Agency

	NAME:
     
	Phone Number:
     



	Youth’s Involvement with Other Agencies (Include dates of involvement. If current, include worker’s/provider’s name and phone number.)

	|_|
	Child and Family Services:
	[bookmark: Text82]     

	[bookmark: Check5]|_|
	Corrections:
	[bookmark: Text83]     

	[bookmark: Check6]|_|
	Juvenile Probation:
	[bookmark: Text84]     

	[bookmark: Check7]|_|
	Youth Court:
	[bookmark: Text85]     

	[bookmark: Check8]|_|
	Physical Health Care Agency/Provider:
	[bookmark: Text86]     

	|_|
	Substance Abuse Agency/Provider:
	[bookmark: Text87]     



	Mental Health Agency Provider

	PROVIDER:
     
	Phone Number:
     

	targeted youth case manager:
     
	Phone Number:
     



	Psychiatrist

	NAME and agency:
     
	Phone Number:
     



	Educational Information

	NAME of school currently attending:
     

	name of school youth will be returning to:
     

	ADDRESS:
     
	CITY:
     
	STATE:
  
	ZIP:
     

	Phone Number:
     
	Youth’s grade in school:
[bookmark: Text29]     
	Teacher’s name or main contact person:
[bookmark: Text30]     

	Describe any problems the youth may have at school:
[bookmark: Text31]     

	Does the youth have an IEP or 504 plan or educational accommodation?
|_| Yes	|_| No

	Does the youth have a learning disability? If so, describe:
     

	what is the youth’s IQ?
[bookmark: Text35]     
	Date of testing:
     
	WHO administered the testing?
[bookmark: Text37]     



	Diagnostic Information

	
	Diagnostic Code:
	DSM-IV or V Name:

	Axis I
	[bookmark: Text38]     
	[bookmark: Text39]     

	axis i
	     
	     

	axis i
	     
	     

	Axis II
	[bookmark: Text45]     
	[bookmark: Text40]     

	Axis III
	[bookmark: Text44]     
	[bookmark: Text41]     

	Axis III
	     
	     

	AXIS IV
	Psychological and Environmental Problems (Check all that apply.):

	
	[bookmark: Check9]|_|
	Problems with primary support group

	
	[bookmark: Check10]|_|
	Problems related to the social environment

	
	[bookmark: Check11]|_|
	Educational problems

	
	[bookmark: Check12]|_|
	Occupational problems

	
	[bookmark: Check13]|_|
	Housing problems

	
	[bookmark: Check14]|_|
	Economic problems

	
	[bookmark: Check15]|_|
	Problems with access to health care services

	
	[bookmark: Check16]|_|
	Problems related to interaction with legal system/crime

	
	[bookmark: Check17]|_|
	Other psychological and environmental problems

	Axis V
	Current GAF Score:
	[bookmark: Text46]     



	Date of determination of SED (Determination must be within past 365 days):

	     



	Licensed mental health professional making the SED determination (Include credentials and contact information.):

	     


Attach most recent clinical assessment; psychological and/or psychiatric reports; treatment team reports; discharge summary; etc.
	Current Medications (Include dosage and start date.):

	PRESCRIBING PHYSICIAN and organization: 
	     

	Is the youth compliant with taking the medications as prescribed?
	|_| Yes	|_| No

	Medication Name
	Dosage
	Date Started

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     



	Behavior Checklist (For each box marked, write in whether occurred in past or currently. If current, include most recent date of occurrence and briefly describe the behavior.)

	[bookmark: Check40]|_|
	Symptoms of psychosis:
	     

	[bookmark: Check19]|_|
	Suicide attempts:
	[bookmark: Text48]     

	[bookmark: Check18]|_|
	Suicidal ideation with intent or plan:
	[bookmark: Text47]     

	[bookmark: Check21]|_|
	Self-harm:
	[bookmark: Text50]     

	[bookmark: Check33]|_|
	Depression, dysthymia:
	[bookmark: Text88]     

	|_|
	Anxiety, fears: 
	[bookmark: Text89]     

	[bookmark: Check36]|_|
	School refusal:
	[bookmark: Text65]     

	[bookmark: Check22]|_|
	Isolative behavior:
	[bookmark: Text51]     

	|_|
	Homicidal ideation:
	     

	[bookmark: Check42]|_|
	Fire setting:
	[bookmark: Text71]     

	|_|
	Sexual aggression:
	     

	|_|
	Behavior causing harm to others:
	     

	[bookmark: Check43]|_|
	Cruelty to animals:
	[bookmark: Text72]     

	[bookmark: Check26]|_|
	Substance abuse/use/dependence:
	[bookmark: Text55]     

	|_|
	Sexual promiscuity:
	     

	|_|
	Other sexual behavior of concern:
	     

	[bookmark: Check35]|_|
	Running away:
	[bookmark: Text64]     

	[bookmark: Check24]|_|
	Impulsivity and/or judgment problems:
	[bookmark: Text53]     

	|_|
	Adjustment problems:
	     

	|_|
	ADHD symptoms:
	     

	[bookmark: Check37]|_|
	Appetite problems:
	[bookmark: Text66]     

	[bookmark: Check38]|_|
	Sleep problems:
	[bookmark: Text67]     

	[bookmark: Check39]|_|
	Encopresis/enuresis:
	[bookmark: Text68]     

	[bookmark: Check46]|_|
	Other (define):
	[bookmark: Text90]     



	How will the family be involved in the service plan?

	     



	What will progress look like?

	     



	What will a discharge plan from Montana i-Home Services look like?

	     



	Why is a referral being made for Montana i-Home Services now?

	     



	If youth is currently in a PRTF, acute hospital setting, or group home, note facility name and anticipated discharge date:

	     



	Office Use Only

	Admit date:
	     
	discharge date:
	     
	Regional manager initials:
	   



To transmit request information:
Fax: 1-888-656-0396     Phone: 1-866-545-9428
Note: Processing May Be Delayed if Information Submitted is Illegible or Incomplete.
	Note: Processing May Be Delayed if Information Submitted is Illegible or Incomplete.

	Revision Date: January 10, 2013
	To transmit request information to Magellan:
Fax: 1-866-656-0396
	Page 3
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