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Intake Referral Form Child/Adolescent

Fax number: (443) 350-9769 
	DATE of Referral:              				
 
SITE OFFICE:                                                  	           

	REFERRAL STATUS:
	· REJECTED
	· WITHDRAWN
	 ACCEPTED   


· CLIENT INFORMATION: (Enter on Referral/Demographics Screen)

CHILD’S NAME: 			_________________	Age:_____ SSN: 				

ADDRESS: 						 CITY:				 STATE: 	ZIP:		

PHONE: Day (     ) 			   Eve  (      ) 			

GENDER: 	     	        DOB: 			          RACE:				


PRIMARY LANGUAGE:			 	  HISPANIC ETHNICITY:			

RELIGIOUS AFFILIATION: ___________________________________________________

Legal Guardian’s name:____________________________	Address:__________________

Legal Guardian’s phone number:__________________

Emergency contact name and phone #:_____________________________________________   

Relationship_____________________________ COUNTY: 			

Legal Guardian’s INCOME SOURCE:

	
	□ Public Assistance
	□ Food Stamps
	□ SSI

	
□  Earned Income
	
□ Unemployment
	
□ Child Support
	
□ WIC



· INSURANCE INFO: (entered on Demographics/ Benefit Assignment screen)
	
	Provider Name/address/phone
	Policy #
	Effective Date

	Primary 

	
	
	

	Medicaid

	
	
	



Uninsured? 		Y or N					Undocumented?	 Y or N

I authorize the release of any medical or other information necessary to process this claim. I also request payment of government benefits of myself to Sarah Langley, RESET, LLC. I authorize payment of medical benefits to Sarah Langley, RESET, LLC.

_____________________________________				___________________
signature	Date

Is Child with the Department of Social Services: 	        Yes______	NO_______
Therapist need to coordinate services with the school?  Yes______   NO_______
Is there a copy of the court order/custody agreement?  Yes______   NO_______
Is the child receiving special education services?            Yes______  NO_______


Name of School_________________________________  Address________________________  Phone_______________________

Grade________________		How are grades?  Great__________  Good___________  Fair__________  Poor____________

Child/Adolescent had all his/her immunizations?  Yes____  NO________

Has your child/adolescent ever been suspended from school?  How many times?________ expelled, how many times?________

Transferred to another school, how many times?___________________

What is the presenting problem that has you to seek treatment for your child/adolescent?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Tell me briefly of the history of the present illness, such as the symptoms, when you noticed the symptoms, and how long the symptoms occurred.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any Past Psychiatric/Mental Health History? If so, what was your previous diagnose and treatment? (Please include names of outpatient services, hospitalizations, medications and drug & alcohol treatment).  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have your child/adolescent had any suicidal thoughts? Yes______    NO______  
Have your child/adolescent had any suicidal attempts?  Yes, how many?_____   NO________
Have your child/adolescent had any Homicidal thoughts? Yes_____  NO______
Have your child/adolescent had any Homicidal attempts?  Yes_____ NO______

Is there a Family History of Mental Illness (immediate family, or family of origin, including relatives).  If so, please include if there were any attempted or completed suicides, and any alcohol/substance addictions.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Tell about your child’s/adolescent personal history, such as place of birth, birth order, and relationship with family and friends.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	
Employment History:	Part-Time		Full-Time			Seasonal	

	What was your longest position held? 	 Shortest position?  		Total of jobs held:_____		

Military Service?    ⁯  NO		⁯  Yes:  Branch:___________________ Dates:_______________

Are there any cultural, ethnic or religious considerations the therapist needs to know about prior to developing a treatment plan with you?   	⁯ NO		⁯ YES

If yes, please specify: ____________________________________________________________________________________________________________



CURRENT MEDICATIONS
	Medication
	Dose
	Prescribing Physician
	For what condition?

	

	

	

	


	
	
	
	

	
	
	
	

	
	
	
	




Any allergies? Include food, seasonal, drug, etc,: ____________________________________________________________________________________________________________


Other special Health Needs (such as food restrictions, physical disabilities, seizure disorder, etc.):

_____________________________________________________________________________________________

Any Medical History? Please include significant illnesses and surgeries. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there a history of sleep problems?	⁯  NO		⁯  YES 

ALCOHOL/SUBSTANCE HISTORY		
⁯  NO SUBSTANCE USE

Does your adolescent currently smoke or chew any tobacco products?	⁯ NO	⁯ YES  	HOW MANY PER DAY/WK?__________		 currently drink alcohol?	⁯ NO		⁯YES   # of drinks per week____________
Any illicit drug use?	⁯ NO		⁯ YES    
If YES, which substance: ____________________Date of last use: _____________________How much you use?_____________
How much caffeine do you use daily:    __________________________
Has your adolescent been in a Drug & Alcohol Program, including AA or NA?      ⁯ NO		⁯ YES
If Yes, specify where and when:  ____________________________________________________________________________________________________________

Does your adolescent use(d) Prescription drugs beyond prescribed use?  If so what?____________________________


PREGNANCY HISTORY 
How many
 pregnancies?			    Miscarriages?			  Abortions?_____________ 

# of living children?______	 normal births?___________

DOMESTIC Concerns 

Have you or your child/adolescent ever been hit, slapped, kicked or physically hurt by someone?______
Have you or your child/adolescent ever been put down, called names, made to feel bad about self? 
Have anyone threatened to hurt you or your child/adolescent?_________
Have anyone forced you to have sexual activities?________
As a child, have you ever been neglected?________ 
Has any of these events been reported? If so, when and result___________________________________
Have you ever been apart of, or witnessed a violent act(physical fight, shooting, etc.)_________________


Primary Care Physician Name Address & Phone:	_______							

REFERRAL SOURCE:					 	PHONE NUMBER:				

CONTACT NAME:									EXT:				


	CHECK BOXES IF APPLICABLE


	Current Domestic Violence
	□
	Asthma
	□

	Current Drug Abuse
	□
	History of gestational diabetes
	□

	Current Alcohol Abuse
	□
	Cardiac disease
	□

	Current Smoker
	□
	Current or history of STD’s
	□

	History of preterm labor (<37 weeks)
	□
	3 or more spontaneous abortions/miscarriages
	□

	History of low birth weight Babies (< 5.5 lbs.)
	□
	Pre-pregnancy weight ≤ 100lbs or ≥ 200 lbs.
	□

	History of fetal demise or Neonatal death
	□
	Anemia
	□

	HIV/AIDS
	□
	Sickle Cell Disease
	□

	History of previous baby in NICU
	□
	Chronic hypertension (prior to 20 weeks)
	□

	History or pregnancy-induced hypertension
	□
	Homelessness
	□

	Current Diabetes (type 1 or type 2)
	□
	Current or History of Behavioral Health Problems
	□

	 4 or more previous deliveries
	□
	2nd Hand Smoke environment
	□

	
	□
	Transportation
	□

	
	
	Language/literacy 
	□

	
	
	Inconsistent Personal Support
	□

	
	
	Poor Coping Skills
	□

	
	
	Financial Issues
	□

	
	
	
	□

	
	
	
	□



Eating habits:

Any problems with eating? Yes____    No_____ If yes, eat too much?_____ Too little?______ 

Do you binge food? Yes_____      No_______   Any weight changes from this? Yes____   NO______

How long has this been going on?__________




4.   Stress & Social Support: 
Have you or a close family member been hospitalized?		Y or N

Have you separated or divorced from your partner?			Y or N

Have you moved more than 3 times					Y or N

Have you been homeless?						Y or N

Where you live, do you feel safe?					Y or N

Have you or your partner lost a job?					Y or N

Have you argued with your partner more than usual? 		Y or N

Were you in a physical fight?						Y or N

Did your partner tell you he didn’t want you to be pregnant?  	Y or N

Did you or your partner go to jail?					Y or N

Have you or someone close to you ever been diagnosed with mental health issues (e.g. depression)?							                        	Y or N

Have you or someone close to you had a problem with drinking or drugs?    Y or N

Has someone very close to you died?					Y or N

How would you describe your current stress level?  	□ High	        □ Medium	□ Low
 
Main stressors: _______________________________________________

6.  Current Financial Problems: In the last month have you had trouble paying for                                                       any of the following?

□ Food	 □ Rent    □ Utilities    □ Phone or cable  Clothing  □ Credit Cards  Car payments

Interested in: (please check all that applies)

Individual Tx._____	Couples Tx.______	Child/adolescent tx.______	Group tx.________ family tx.______


Pt. Signature___________________________________			Date_____________________

Provider Name_________________________________			Date_____________________
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