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-A LIGHTHOUSE IN THE STORMS OF LIFE-

REFERRAL FORM






	Name:


	Social Security Number:

	Parents/Caregiver’s Names:


	Relationship to Client:

	 FORMCHECKBOX 
Parent/Guardian Home
	 FORMCHECKBOX 
Relative Home
	 FORMCHECKBOX 
DCF Placement
	 FORMCHECKBOX 
Regular Foster Home
	 FORMCHECKBOX 
Therapeutic Foster Home

	Address:



	City/State:


	Zip Code:
	County:
	 FORMCHECKBOX 
male      FORMCHECKBOX 
 female

	Phone:


	Email:
	Race:
	DOB:
	AGE:

	School/Daycare:                                                                                       grade:


	 Specialized Placement?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

Type: 

	Client’s preferred language:                                                                        Caregiver’s preferred language?                               Bilingual required?  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

 

	Other children in the home:


	Other caregivers?

	DEPENDENCY/DELINQUENCY INVOLVEMENT:

	 Parental Rights Terminated?  FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO
	 DCF/PS/FC involvement?
	DJJ involvement?

	Case Manager:
	Agency:


	Phone Number:

	Funding Source:  FORMCHECKBOX 
MEDICAID  FORMCHECKBOX 
FSPT  FORMCHECKBOX 
INSURANCE  FORMCHECKBOX 
SELF PAY 

If client has no Medicaid or Private health insurance, please check FSPT

 FORMCHECKBOX 
OTHER: 
	Insurance #
	Group#



	MEDICAID#
	Gold Card #
	Type of Medicaid: 



	Required for Dependent children not TPR’ed
Biological Parent/Legal Guardian Name: 

	Address:



	Phone:



	CASE COORDINATION INFORMATION:

	Person Completing Form:                                                                                             Date referral submitted:



	Client is currently already receiving:  FORMCHECKBOX 
In School counseling         FORMCHECKBOX 
In Home  counseling        FORMCHECKBOX 
Psychiatrist          FORMCHECKBOX 
Other:

	Therapist/Provider’s Name:                                                                                      Agency:                                                               Phone:



	PROBLEM DESCRIPTION:

	Type of services requested:   FORMCHECKBOX 
 counseling       FORMCHECKBOX 
 mentoring       FORMCHECKBOX 
 groups    FORMCHECKBOX 
other:                                                          Licensed therapist required?   FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

 

	Please circle symptoms to be treated:

Physical aggression     Property destruction       Hyperactivity         Depression                     Truancy                  Lying                       Tantrums

Verbal aggression        Disruptive behavior       Distractibility         Anxiety                          Stealing                  Peer difficulties        Bedwetting

Noncompliance           Runaway                         Impulsivity            Suicidal/self injury         Lawbreaking          Social issues             Sexually acting out



	More information on symptoms to be treated:



	FOR NYOKA PLACE

	Type of services client to receive:                                                                                                                               Therapist assigned: 

 FORMCHECKBOX 
 Counseling         FORMCHECKBOX 
 Mentoring          FORMCHECKBOX 
 Tutoring          FORMCHECKBOX 
 Other:                                                

Funding:   FORMCHECKBOX 
FSPT      FORMCHECKBOX 
Medicaid       FORMCHECKBOX 
Grant      FORMCHECKBOX 
Private Insurance (licensure required)   FORMCHECKBOX 
other


