For Office Use Only:  
	Date:  
	
	Date of Contact:
	

	Date of Referral:
	
	Assigned to:  
	



YOUTH POINT
In-Home Therapy (IHT) Referral Form
Please fill out this referral form as complete as possible and send to:
Email: CBHIReferrals@hptc.org
Fax: (508)941-8086
Or Call: (774)419-5075


	YOUTH INFORMATION


Name: ________________________________________________ Gender:  ____________  DOB: ____/_____/____      Age: ______
Social Security #:  ______/_______/________ MMIS #: _____________________________ Phone #: (_______) ______ -_________
[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4][bookmark: Check5]Payer Type:  |_| MBHP |_|  Wellsense |_|  Blue Cross |_|  Optum |_| DCF-Family Network) |_| Other (specify):________________   Policy #:  ___________________________________________
Primary Language: ______________________ Secondary Language:_________________________ Interpreter Required: [image: ] Y [image: ] N

	PARENT/GUARDIAN INFORMATION


Guardian/Parent Name: ___________________________________________ Relation to Youth: _____________________________
Address: ___________________________________________________ Town: ___________________________ Zip: ___________ 
Members of Household:________________________________________________________________________________________
Primary Language: ______________________ Secondary Language:_________________________ Interpreter Required: [image: ] Y [image: ] N
Email:_____________________________________________________________ *Required
DCF Worker: _______________________________________ Phone: _________________________

	REFERRER INFORMATION


Referral Name: ______________________________________ Referral Agency: _______________________________________
Service Provided (if applicable):_____________________________Referral Phone: _____________________________________

[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
[bookmark: Check48][bookmark: Check49][bookmark: Check50][bookmark: Check51][bookmark: Check52][bookmark: Check53]Preferred time to be seen:  |_| Daytime |_| Afternoon |_| Evening  |_| Weekday  |_| Weekend  |_| Other:  ______________________
	Prior/Current Treatment or Services:


	Axis 1 Mental Health Diagnoses:  





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):



	REASON IHT LEVEL OF CARE NEEDED



Check all that apply (majority need to be checked to demonstrate medical necessity for IHT):
	[bookmark: Check54]|_| Outpatient services alone are not sufficient to meet youth and family’s need for clinical intervention
	[bookmark: Check55]|_|  Need for care coordination with school, other providers, state agencies, natural supports, etc. 
	[bookmark: Check56]|_|  Need for increased frequency/duration/flexibility of family sessions depending on need in home/community.


	[bookmark: Check57]|_|  High Level of Risk Factors (indicate):  ____________________________________
____________________________________

	[bookmark: Check58]|_|  Need for 24/7 urgent telephonic response and risk management/safety planning
	[bookmark: Check59]|_|  Need treatment to enhance youth’s problem-solving, limit setting, and communication to sustain youth in home

	[bookmark: Check60]|_|  Youth at risk for out-of-home placement
	[bookmark: Check61]|_|  Strengthen caregiver(s) ability to sustain youth in home. 

	



	YOUTH RISK FACTORS


Check All that apply (more than one needs to be checked to demonstrate medical necessity for IHT):
	|_| Suicide Ideation
	|_| Suicide Gestures
	|_| Self-Injurious Behavior
	|_| Homicidal Ideations
	|_| *Current Substance Use

	|_| *History of Substance Use
	|_| Running Away
	|_| Violence/Aggression Towards Others
	|_| Lack of Social Group

	|_| Gang Involvement
	|_| Sexualize Aggression/Behavior
	|_| Takes Dangerous Risks
	|_| Fire-setting
	|_| School Refusal

	|_| Isolation Behavior
	|_| Trauma History
	|_| Medical/Physical Issues
	|_| Sexual Promiscuity
	|_| Not Medication Compliant

	|_| In-Home
	|_| Mental Health Diagnosis
	|_| Other:  
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	CAREGIVER RISK FACTORS



	Which caregiver:  

	[bookmark: Check26]|_| Current Substance Use
	[bookmark: Check27]|_| History of Substance Use
	[bookmark: Check28]|_| Not Medication Compliant
	[bookmark: Check29]|_| Housing Instability

	[bookmark: Check30]|_| Financial Distress
	[bookmark: Check32]|_| Current Domestic Violence
	[bookmark: Check33]|_| History of Domestic Violence
	[bookmark: Check35]|_| Mental Health Diagnosis

	[bookmark: Check36]|_| Medical / Physical Issues
	[bookmark: Check38]|_| Unable/Unwilling to Provide Natural Supports
	[bookmark: Check40]|_| Lack of Natural Supports

	[bookmark: Check64]|_| In-Home
	[bookmark: Check66]|_| Other:  
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