For Office Use Only:  
	Date:  
	
	Date of Contact:
	

	Date of Referral:
	
	Assigned to:  
	



HIGH POINT
Therapeutic Mentoring (TM) Referral Form

	YOUTH INFORMATION



Name:________________________________________________Gender:  male   DOB:____________ Age:___ ____
Social Security #:________________________ MMIS #: _______________ Phone #: (______) ______ -________
[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4][bookmark: Check5]Payer Type:  |_| MBHP |_|  BMC |_|  NHP |_|  Network Health |_| DCF-Family Network)  Policy #:  _________________________
Primary:______________________________________ Policy #:
Primary Language: ______________________            Secondary Language:_________________________
	PARENT/GUARDIAN INFORMATION


Guardian/Parent Name: _______________     Relation to Youth: ____________________________
Address:___________________________ Town: _______________________________ Zip: ____________________ 
Members of Household: ____________________________________________________________________________
Email:________________________________________________ *Required
	REFERRER INFORMATION


DCF Worker: _______________________________________ Phone: ____________________ Agency: _______________________ 
Referral Name: ______________________________________Referral Agency: _______________________________
[bookmark: Check46][bookmark: Check47]Referral Phone: ___________________________ If ICC, have the IHT service units been authorized? |_| Y   |_|  N
	If clinical provider: please attach CANS, Comprehensive Assessment, & Safety Plan (if applicable)
If ICC: Attach CANS, Safety Plan & Care Plan.



[bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9]Have you spoken to the family about this referral?    |_| Y  |_| N       Has the family voluntarily agreed to this referral?   |_|  Y  |_|  N
	Prior / Current Treatment or Services:  




	Axis 1 Mental Health Diagnosis:  





Other Providers:
	Provider:
	Name
	Phone Number 
	Agency

	CSA
	
	
	

	Psychiatry
	
	
	

	Therapist
	
	
	

	Other
	
	
	



[bookmark: Check10][bookmark: Check11][bookmark: Check12]Significant Impairment in Functioning:   |_|  Home  |_|  School  |_| Community      	
	Reason for Referral (Please provide as much detail as possible):






	CLINICAL HUB REFERRAL SOURCE


TM is a HUB dependent service, which means this HUB is responsible for including TM services on care/treatment plan updating document quarterly, and maintaining a minimum of weekly phone contact with the assigned TM.  
	[bookmark: _Hlk527387073]
	Name
	Phone Number 
	Agency

	ICC
	
	
	

	*Insurance requires CANS, safety plan, and updated care plan with descriptive goals specific to mentor at time of referral.

	If referred by the ICC, have the TM service units been authorized 

	[bookmark: _Hlk527387132]
	Name
	Phone Number 
	Agency

	IHT
	
	
	

	*Insurance requires CANS, safety plan, comprehensive assessment, and updated treatment plan with descriptive goals specific to mentor at time of referral.

	
	Name
	Phone Number 
	Agency

	Outpatient
	
	
	

	*Insurance requires CANS, safety plan, comprehensive assessment, and updated treatment plan with descriptive goals specific to mentor at time of referral


Please identify one or more of these skills-building categories to be included on the updated treatment plan/care plan:
	[bookmark: Check13]|_| Socialization Skills
	[bookmark: Check14]|_| Anger Management Skills
	[bookmark: Check15]|_|  Daily Living Skills
	[bookmark: Check16]|_| Problem Solving Skills

	[bookmark: Check19]|_| Self-Management Skills
	[bookmark: Check17]|_| Behavior Management Skills
	[bookmark: Check18]|_| Conflict Resolution Skills


	YOUTH RISK FACTORS



REV 9/18		F-702-013-2
Check All that Apply:
	[bookmark: Check20]|_| Suicide Ideation
	[bookmark: Check21]|_| Suicide Gestures
	[bookmark: Check22]|_| Self-Injurious Behavior
	[bookmark: Check23]|_| Homicidal Ideations
	[bookmark: Check24]|_| Current Substance Use

	[bookmark: Check26]|_| History of Substance Use
	[bookmark: Check27]|_| Running Away
	[bookmark: Check28]|_| Violence/Aggression Towards Others
	[bookmark: Check29]|_| Lack of Social Group

	[bookmark: Check30]|_| Gang Involvement
	[bookmark: Check32]|_| Sexualize Aggression/Behavior
	[bookmark: Check33]|_| Takes Dangerous Risks
	[bookmark: Check34]|_| Fire-setting
	[bookmark: Check35]|_| School Refusal

	[bookmark: Check36]|_| Isolation Behavior
	[bookmark: Check37]|_| Trauma History
	[bookmark: Check38]|_| Medical/Physical Issues
	[bookmark: Check39]|_| Sexual Promiscuity
	[bookmark: Check40]|_| Not Medication Compliant




FOR OFFICE USE ONLY:  
Please note that the following criteria excludes youth for the service:
1. The youth displays a pattern or behavior that may pose an imminent risk to harm self or others, or sufficient impairment exists that requires a more Intensive service beyond community- based interventions.
2. The youth has medical conditions or impairments that would prevent beneficial utilization of services
3. TM not needed to achieve identified treatment goal.
4. The youth's primary need is only for observation or for management during sport/physical activity, school, after-school activities, recreation, or parental respite
5. The service needs identified in the treatment plan/care plan are being fully met by similar services.
6. The youth is placed in a residential treatment setting with no plans to return to the home setting.

	To complete the referral, please complete the following steps:
[bookmark: Check41]|_|  Care Plan and/or units have been approved (if ICC is HUB)
[bookmark: Check42]|_|  Updated CANS completed and attached
[bookmark: Check43]|_|  Updated treatment / care plan with TM goal(s) completed and attached
[bookmark: Check44]|_|  Updated Comprehensive Assessment completed and attached (if IHT or OP is HUB)
[bookmark: Check45]|_|  Updated Safety Plan completed and attached (if IHT or ICC is HUB)

	Please fill out this referral as completely as possible
Call or email completed referral to:
CBHI Administrative Assistant
[bookmark: _GoBack]Call: (774)271-4868
Email: CBHIReferrals@hptc.org





Jasmine Hall - Intake
FX 774-213-8477
PH 774-213-8338
