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Justice Resource Institute


	Southeast In Home Behavioral Health Services

35 Summer Street, Suite 104 ♦ Taunton, MA 02780

Phone:  508-828-1308


	Cape & Islands In Home Behavioral Health Services

889 West Main Street, Centerville ♦ MA  02632

Phone:  508-771-2402


Referral Fax Line:  508-570-4389
*Please complete form for In Home Behavioral Services as completely as possible and include Individual Care Plan, CANS assessment, Risk Management-Safety Plan and authorization (as well as other helpful/necessary information or documents), and send to Michelle Corrao: FAX: 508-570-4389 PHONE: 508-828-1304, x2621 or email  mcorrao@jri.org.
Date of Referral:       
Referral Source:     FORMCHECKBOX 
   ICC        FORMCHECKBOX 
 Outpatient        FORMCHECKBOX 
  In-Home Therapist

Name of Referral source: 
     







Address:      








Phone Number:        

                         Email:      




Youth Name:       




Gender:           

Date of Birth:      




Age:            

Social Security Number:      
Ethnicity: 
 FORMCHECKBOX 
  Hispanic or Latino
 
 FORMCHECKBOX 
  Not Hispanic or Latino

Race: 
 FORMCHECKBOX 
 American Indian/Alaskan
 FORMCHECKBOX 
 Asian

 FORMCHECKBOX 
 Black or African American

 FORMCHECKBOX 
 Native Hawaiian or other Pacific Islander

 FORMCHECKBOX 
 White

 FORMCHECKBOX 
 Other Race:      
Preferred language:      
Special communication needs? 
 FORMCHECKBOX 
 None reported    FORMCHECKBOX 
 TDD/TTY    FORMCHECKBOX 
 Sign Language Interpreter   FORMCHECKBOX 
 Assistive Listening Device  
 FORMCHECKBOX 
 Language Interpreter Services Needed/Other Spoken Language
Parent/Guardian/Caregiver(s)* name:      



*specify role:      





 

Home Address:      





Home/Cell/Work Phone:      



Emergency Contact Name/Address/ Phone number:      
Briefly state reason for referral:     

Please note that in order to be eligible for In Home Behavioral Services the youth must meet medical necessity criteria.  Please review the following requirements and check each box to indicate eligibility:
 FORMCHECKBOX 

A comprehensive behavioral health assessment inclusive of the MA Child and Adolescent Needs and Strengths (CANS) indicates that the youth’s clinical condition warrants this service in order to diminish, extinguish, or improve specific behaviors related to the youth’s behavioral health condition(s)
 FORMCHECKBOX 

Less intensive behavioral interventions have not been successful in reducing or eliminating the problem behavior(s) or increasing or maintaining desirable behavior(s). Please specify:

 FORMCHECKBOX 

There has been an attempt to identify situational influences or motivators, contextual factors, and controlling variables that may elicit or maintain the youth’s problem behavior(s).
 FORMCHECKBOX 

There has been an attempt to teach/train caregiver(s) the systematic use of reinforcement and punishment (e.g. response cost, time out, grounding) in various settings.

 FORMCHECKBOX 

Clinical evaluation suggest that the youth’s clinical condition, level of functioning, and intensity of need require the establishment of a specific set of rules, rewards and consequences to be applied consistently across home and school settings; and warrant this level of care to successfully support him/her in the home and community.
Please note any of the following criteria is sufficient for exclusion from this service:
· The environment in which the service takes place presents a serious safety risk to the behavior management therapist or monitor, alternative community settings are not likely to ameliorate the risk and no other safe venue is available or appropriate for this service.
· The youth is at imminent risk to harm self or others, or sufficient impairment exists that requires a more intensive level of care beyond a community-based intervention.
· The youth has medical conditions or impairments that would prevent beneficial utilization of services.

· Introduction of this service would be duplicative of services that are already in place.

· The youth is in a hospital, skilled nursing facility psychiatric residential treatment facility or other residential setting at the time of referral and is not ready for discharge to a family home environment or community setting with community-based supports.

Has the family been informed about what in-home behavioral service offers?   FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
  No

Insurance (needs MassHealth Standard or CommonHealth and MCE coverage):      
MMIS #:          



   
Policy #:       
MassHealth Standard?  FORMCHECKBOX 

MassHealth CommonHealth?  FORMCHECKBOX 

Policyholder Name/DOB 
Whether the client has MassHealth Standard OR CommonHealth, if they have a primary insurance carrier (i.e., Blue Cross, Harvard Pilgrim, etc), you MUST provide the following information:

Name of Primary Insurance:       
Policyholder of Primary Insurance:       
Primary Insurance Policy Number:       
Member # of client being served on this policy:       
Primary Insurance Contact Department/Phone Number (found on the backside of the primary insurance holder’s card):        
Diagnosis: 

DSM 5 Name and Code      
Therapist name and agency:      




Phone:      
Psychiatrist name and agency:      




Phone:      
Primary Care Physician:      








Address:       






Phone:      
Is the youth currently taking any medications?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If so, list drug name(s), dosage(s) and targeted symptoms: 

1.     
2.     
3.       
Does the youth have an allergy, seizure disorder, speech, hearing / vision and/or any physical challenges? Briefly explain.      









Does the youth have any medical disorders or problems? Briefly explain. 

     

Has the youth been hospitalized, placed residentially, or used emergency respite in the last two years? Briefly explain.      
 

Describe behavior(s) which prompted referral (be as specific as possible).      




How long has the youth exhibited this behavior?      
How frequent are these behaviors (specify per hour, day, etc.)?      





Has any change been noted in frequency, severity, duration since onset of behavior?      
Under what known conditions does behavior occur?      






How are the behaviors currently handled (be specific)?      






How effective is this procedure in a) stopping the behavior, b) decreasing/ increasing the frequency of the behavior?      
What else has been tried as treatment? Summarize results of other treatments.      




Child’s strengths:      
Describe any other relevant aspects of the youth’s social, educational or vocational history:        



Any additional relevant information or history?      






School Name and Address:      









School Contact / Phone:      








Does the behavior occur at school?  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Briefly describe behaviors if different from home:      
Is there a behavior support plan for child at school?  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
If Yes, Behavior Therapist will obtain a copy of plan. Date Received:      
Family members in home:

	Name
	Relationship (specify ages of siblings/children)

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


Other significant family members:
	Name
	Relationship (specify ages of siblings/children)

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


 

Family strengths:      
Supports for family:       









 

Stressors on family:       









 

 

Cultural / ethnic considerations:        


Care Planning Team/Treatment Team members/Natural Supports (not already identified):

	Name/Agency
	Role
	Address
	Phone

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Please attach:

 

 FORMCHECKBOX 

Signed Authorization 

 FORMCHECKBOX 

Care Plan or Treatment Plan



 FORMCHECKBOX 

CANS



 FORMCHECKBOX 

Risk Management / Safety Plan





 FORMCHECKBOX 

Comprehensive Assessment
 FORMCHECKBOX 

IEP, if applicable
