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   Greater New Bedford Community Based Services 

  IN-HOME THERAPY REFERRAL FORM

Date of referral     

[bookmark: Text1][bookmark: Dropdown1]Youth Name:      				                           Gender:
[bookmark: Text2][bookmark: Text3]Social Security #:     				               D.O.B./Age      			
[bookmark: Text4]Address:      

Ethnicity: |_| Hispanic or Latino  Not Hispanic or Latino
Race:       |_| American Indian/Alaskan |_| Asian  |_|Black or African American |_| Native Hawaiian/other Pacific Islander    
                 |_| White  |_| Other Race

[bookmark: Text24]Parents/Legal Guardian:                                     Relationship to Child     
[bookmark: Text25][bookmark: Text26]Address:                                                                Tel:       
Members of Household:      


	[bookmark: Text15]Policyholder Insurance Co. Name:      

	[bookmark: Text16]Policyholder Name:      

	[bookmark: Text17]Policy Number:      

	[bookmark: Text18]Policyholder DOB:    

	[bookmark: Text19]Group Type (Mass Health Standard/Common):  

	[bookmark: Text20]Policyholder SSN:      


	[bookmark: Text21]Secondary Insurance:      
	[bookmark: Text22]Secondary Insurance Policy #:       




Calling from phone:    |_|yes   |_| No
Has the person received services here before?  |_| Yes  No |_| 
Has IHT referral been placed to other agencies?        If yes, which agencies?       
Has the family received IHT services previously?        If yes, which agency?       
Reason for IHT services ending?       

Referral Source?   	  
|_| CSA        |_| OPT    |_| PCP        |_| Parent/Caregiver/Youth     |_| DCF
|_| CBAT      |_| DYS    |_| Hospital  |_|MCI   |_| In-home Service   |_|School |_| Other

Referral Source Name:                                          Tel:     
Referral Source Address:       
[bookmark: Text74]Email Address:       

Reason for referral (symptoms, behavioral/social/emotional functioning of youth/family, focus of treatment):
	

	

	

	

	

	



Identify family’s preference for scheduling:  Weekday     Weekend     Either
Details regarding availability:

List all Psychiatric Hospitalizations, Crisis Visits/Screenings that have occurred in the past year:
	

	

	




Other Current Providers (CSA, Psychiatry, Individual Therapist, etc)
	Name
	Service
	Agency
	Phone number

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




[bookmark: Text8][bookmark: Text9]School      					Grade:      
[bookmark: Text10][bookmark: Text11]School Contact Person     	Tel:        	

Reason IHT Level of Care needed (please check all that apply):
|_| Outpatient services alone are not sufficient to meet youth/family’s clinical needs
|_| Need for 24/7 urgent telephonic response management/safety planning
|_| Youth at risk for out of home placement
|_| Need for care coordination with school, other providers, state agencies, etc
|_| High level of risk factors
|_| Need treatment to enhance youth’s problem-solving, limit-setting, and communication to sustain youth in the home
|_| Strengthen caregiver(s) ability to sustain youth in the home

Youth Risk Factors (please check all that apply)
|_| Suicidal Ideation     |_| Suicidal Gestures       |_| Self-Injurious Behavior (cutting, burning, etc)    |_| Homicidal Ideation
|_| Current Substance Use      |_| Hx of Substance Abuse     |_| Running Away    |_| Violence/Aggression toward Others
|_| Lack of Social Group |_| Gang Involvement |_| Sexualized Aggression/Behavior |_| Takes Dangerous Risks |_| Fire-Setting
|_| School Refusal    |_| Isolates  |_| Medical/Physical, please explain      
|_| Not medication compliant    |_| Trauma History, please explain      
|_| Sexual Promiscuity    Other:       

Caregiver Risk Factors: 
|_| Current Substance Abuse     |_| History of Substance Abuse    |_| Not medication compliant     |_| Housing Instability
|_| Financial Distress      |_| Current Domestic Violence   |_| History of Domestic Violence
|_| Mental Health Diagnoses - In treatment?       |_| Unable to provide Adequate Supervision
|_| Medical/Physical Issues, please explain:     
|_| Lack of Natural Supports           |_|Other


      
*Please send the most recent Individual Care Plan (ICP), CANS assessment, and authorization for communication along with this completed referral form to: 

                                               Jennifer Tavares Office Manager/Administrative Asst.
                                                                       Email: jtavares@jri.org
                                                                           Fax: (508) 762-1291
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