Stonycreek Residential, Inc.

320 Eisenhower Blvd., Johnstown, PA  15905 (814) 288-2845
Referral Form

	IDENTIFYING INFORMATION

	Child’s Name:

     
	Date of Birth/Age:

     
	Gender:

     
	Race:

     

	Address:

     
	Phone:

     

	County:
     
	Social Security Number:
     
	MA Number:

     


	REFERRAL INFORMATION


Referral Source:       





Phone:       
Psychiatrist/Psychologist:       




Phone:       
	Current Mental Health Diagnosis

	Axis I
	     

	Axis II
	     

	Axis III
	     

	Axis IV
	     

	Axis V
	     

	A less restrictive MH treatment is inappropriate or insufficient to meet the needs of the CHILD because (must be completed):       


	Please check all that apply:

	 FORMCHECKBOX 
  Suicidal/homicidal ideation/self-injurious behavior
 FORMCHECKBOX 
  Impulsivity and/or aggression

 FORMCHECKBOX 
  Affection/function impairment (i.e. withdrawn, reclusive, labile)

 FORMCHECKBOX 
  Psychomotor retardation or excitation

 FORMCHECKBOX 
  Trauma

 FORMCHECKBOX 
  Psycho-physiological condition (i.e. bulimia, anorexia nervosa)

	 FORMCHECKBOX 
  Psychosocial functional impairment

 FORMCHECKBOX 
  Thought impairment

 FORMCHECKBOX 
  Cognitive impairment

 FORMCHECKBOX 
  Substance abuse

 FORMCHECKBOX 
  SED*** If present, describe in detail below:

	

	
	


	










FAMILY INFORMATION

	Legal Guardian(s) Relationship:

     
	Biological Mother:

     

	Biological Father:

     

	Address:

     

	Address:

     
	Address:

     

	Phone:

     
	Phone:

     
	Phone:

     

	Others living in household

(Please include name, age and relationship to child)
	Immediate Relatives NOT living in household (Please include name, age, and relationship to child)

	     
	     

	     
	     

	     
	     

	     
	     


	Member’s risk of self:

 FORMCHECKBOX 
  0 (None)

 FORMCHECKBOX 
  1 (Mild to Mildly incapacitating)

 FORMCHECKBOX 
  2 (Moderate to Moderately incapacitating)

 FORMCHECKBOX 
  3 (Severe to Severely incapacitating)

 FORMCHECKBOX 
  NA (Not Assessed)
	Member’s risk to others:

 FORMCHECKBOX 
  0 (None)

 FORMCHECKBOX 
  1 (Mildly to Mildly incapacitating)

 FORMCHECKBOX 
  2 (Moderate to Moderately incapacitating)

 FORMCHECKBOX 
  3 (Severe to Severely incapacitating)

 FORMCHECKBOX 
  NA (Not Assessed)

	Describe detailed information regarding psychiatric symptoms/behavior problems/significant psychosocial stressors that may interfere with child/family function in the home:       


	Previous and Current Mental Health Treatment
	Dates
	Facility/Provider

	 FORMCHECKBOX 
  ICM/RC or Blended Case Management
	     
	     

	 FORMCHECKBOX 
  Outpatient
	     
	     

	 FORMCHECKBOX 
  Partial
	     
	     

	 FORMCHECKBOX 
  BHRS (Wraparound)
	     
	     

	 FORMCHECKBOX 
  Family-Based
	     
	     

	 FORMCHECKBOX 
  Psychiatric Hospitalization
	     
	     

	 FORMCHECKBOX 
  RTF or CRR
	     
	     

	 FORMCHECKBOX 
  Other
	     
	     


	CURRENT MEDICATION

	Name
	Dose
	Frequency

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Any medical concerns:       


	Has the child had a physical examination in the past 12 months?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	Has the child had psychiatric/psychological evaluation in the past 6 months?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   FORMCHECKBOX 
  Unknown

If yes, date of eval:       


	CHILD AND FAMILY STRENGTHS (include individual strengths, family strengths, natural supports and community linkages):       


	SCHOOL INFORMATION:
Current Grade Level:______________________________     Does the Child Have an IEP?______________________

Last Educational Placement (School District):_________________________________________________________

Does the client require Emotional or Learning Support Services?_________________________________________



	Additional Information Needed:
   Immunization Record                                Copy of recent IEP                       Insurance Card and Information

   Most recent Family Service Plan             Psychiatric Evaluation                 List of current medications

   Court Order (if applicable)                       Psychological Evaluation           

  Significant medical information or any on-going medical issues



	

	


Fax Completed Form to (814) 288-2792.





