[image: image1.jpg]Therapeutic Foster Care

< Justice Resource Institute Connecticut

100 Averill Road Pomfret Center, CT 06259 PHONE: (860) 315-5700 FAX: (860) 377-8912 www.jri.org




[image: image2.jpg]Dimock Community Service Agency
' Justice Resource Institute

3313 Washington St, Ste #3 Jamaica Plain, MA 02130 PHONE: (617) 522.0650 FAX: (617) 522.0652 www.jri.org n u






REFERRAL FORM

Please send referrals via FAX or Email to Jude DePaolis at jdepaolis@jri.org 

Or Fran Gannon at fgannon@jri.org 


For CBHI, we accept the following insurances: MBHP, NHP-Beacon, BMCHP, Fallon-Beacon, and Network Health. Child/Youth must be enrolled in MassHealth Standard or CommonHealth

	Which service(s) are you referring for?

     CBHI:

             FORMCHECKBOX 
  Intensive Care Coordination
                       FORMCHECKBOX 
  Family Support and Training  

                                                                                      For FS&T with IHT or Outpatient Hub, please send 

                                                                                      the latest Service Plan, CANS and Assessment

     Caring Together Family Partner Service:

             FORMCHECKBOX 
  DMH Referral     Youth ID:                     FORMCHECKBOX 
  DCF Referral     Youth ID:      
     


	Authorization/Insurance Information

     MassHealth Eligible? Yes:                          No:      

Insurance:      
   Policy Number:      
SSN:     
 For Office Use Only:

     
Authorized dates of Service:      
Number of Units:      
     
Authorization Number:      
     
Staff Assignment:      


Child/Youth’s Name:        


M:  FORMCHECKBOX 
 F:  FORMCHECKBOX 
  T:  FORMCHECKBOX 
 DOB:       Age:      
Address        



City     

Zip      
Ethnicity:   FORMCHECKBOX 
 1 Caucasian      FORMCHECKBOX 
 2 African American    FORMCHECKBOX 
 3 Hispanic       FORMCHECKBOX 
 4 American Indian     

 FORMCHECKBOX 
 5 Eskimo        FORMCHECKBOX 
 6 Asian     FORMCHECKBOX 
 7 Biracial       FORMCHECKBOX 
 8 Unreported      FORMCHECKBOX 
 9 Other Comment:       
Guardian’s Name 1:        

Relationship to Child/Youth:      
Phone:       


Alternate Phone:      
Guardian’s Name 2:        

Relationship to Child/Youth:      
Phone:       


Alternate Phone:      
Does the person or guardian speak English?       
Preferred Language:      
Referring Agency/Source:      
Person making referral:      
Relationship to Child/Youth:      
Phone:       


Fax:       

Email:      
Has the family agreed to services?  FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N   

Are there any safety concerns?  FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N

Current DSM-5 Diagnosis:

Reason for Referral:       
Precipitants to Referral (Family, friends, school stressors? Recent upsetting events? High risk factors?):      
Current Medication and Doses:

	Name of Medication
	Doses 

	
	

	
	

	
	

	
	

	
	


Short term service recommendations:      
Other service / agency / residential involvement:       Phone:      
Address:      
Therapist / Placement Contact:       Phone:      
Med Prescriber:       Phone:      
School Present Enrolled:      
Address:       Phone:      
Contact(s):      
DCF / DMH / DYS / DDS:       Phone:      
Other:      
Other:      
Signature of Referring Provider:__________________________________________________________

Date:      
If you have any additional questions please contact: 

Binh Tran: Program Director 

 617-522-0650 or btran@jri.org
