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	To Submit Referral:                                                                                                                                                             For Referral Questions:
Email: tcrp@chjc.org                             Therapeutic Crisis Residence Program                     (315) 955-9062                                                                                                   
Fax: 315-201-8042

	REFERRAL SOURCE

	Name/Title:  
	Organization:  
	Phone:

	Relationship to Youth:

	DEMOGRAPHICS

	Name (Last, First, MI):
	Date of Birth:
	

	Chosen Name: 
	Legal Gender:                                   
	Social Security Number:

	Address:
	County of Residence:                                                                                                                           
	Phone:


	CAREGIVER INFORMATION

	Caregiver #1:
	Caregiver #2:

	Relationship to Child:

	Legal Guardian:
[bookmark: Yes][bookmark: Check1]|_| Yes         |_| No
	Relationship to Child:
	Legal Guardian:
|_| Yes         |_| No

	Address (if different from youth): 

	Address (if different from youth):

	Phone:    
	Email:
	Phone:    
	Email:	

	Leave VM:   |_| Yes   |_| No
	Text:   |_| Yes   |_| No
	Leave VM:   |_| Yes   |_| No
	Text:   |_| Yes   |_| No

	CONSENT TO REFER Consent to make this referral must be obtained from the parent/guardian/legally authorized representative up to the age of 18. Children/Youth ages 18-20, may consent on their own behalf. 

	Name of Consenter:
	Signature:
	Date:

	Reason for Referral

	Appropriateness Criteria (Check all that apply): 
|_| Age 5-20
|_| At risk of/experiencing a mental health crisis
|_| Non-suicidal self-injurious behaviors
|_| Suicidal ideations/threats/attempts
|_| Homicidal ideations/threats/attempts
|_| Number of Psychiatric Inpatient Admissions in past 12-months 
|_| History of placement in Community Residence (CR), Residential
     Treatment Facility (RTF), or Residential Treatment Center (RTC)
	Summary of Need (may use additional page):

	INSURANCE

	Name of Insurance Provider: 
	Medicaid CIN# (if applicable):

	CURRENT PROVIDERS

	Therapist/Agency:
	Psychiatrist/Agency:

	Other Providers:
	Diagnosis:

	

SUMMARY OF NEED (continued):

	Assault                                                        AWOC                                                           Trauma
Fire Setting                                           Verbal/Physical Aggression               Cruelty Toward Animals                                                                                                      
Suicide Attempt                                   Developmental Disability               Brain Injury         
Sexualized Behaviors             Drug/Alcohol Use                             Other: Please Elaborate Below

	

	

	

	

	

	MEDICAL INFORMATION

	Allergies: 
	Addictions:
	Medical Conditions:

	CURRENT MEDICATIONS

	Medication Name
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	LEGAL INFORMATION

	Current Orders of Protection:

	Anyone not allowed to have contact with youth (Include name if so):

	Legal Status (if applicable): 

	EDUCATIONAL INFORMATION

	Current/most recent school attended and grade:

	After School programs: 
	Drop-Off Time:
	Pick-Up Time:

	School Schedule:
	Drop-Off Time:
	Pick-Up Time:

	IEP Classification (if applicable):

	I.Q. Level if known:

	Additional Information (if needed):

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	



(Admin Use Only)                                  		
Date Referral Received:

(Admin Use Only)                                  		
Date Referral Received:
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