
OFFICE USE ONLY 
  Client ID: ______ 

COMMUNITY PARTNER'S CLIENT SCREENING 

REFERRAL STATEMENT 
Client Information 

Client’s Name: ____________________  _____ ________________________________  

Gender:   □ Male   □ Female Age: ____ 

Emergency   □   Non-emergency   □ 

In case of emergency, was there a TDO:   □ YES   □ NO 

SSN: ______-____-______   DOB: _____________   Medicaid #: ________________________     □ CCC   □ MCO 

Client address: ______________________________________________________________________ 

Referrer Contact Information 

Name of Referrer: ______________________  __________________________________ 

Relationship to Referent: __________________________ 

Referrer address: _____________________________________________________________________________________ 

Phone Number: ________________________ Email: _______________________________________ 

Reason for Referral 

FOR ALL other services tried / explored within past 30 days  
(i.e. CSB, CPS, Stabilization, DSS, Judiciary, or other mental health. List names, contact information etc.) 
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 

Any Hospitalization required: name and dates of discharge from Psychiatric hospital or other facility        
(i.e. residential crisis stabilization, ICT or PACT services; psychiatric residential treatment facility; TDO, etc.) 
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 

Psychotropic Medications prescribed in last 12 months 
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________ 

Medication   □ Day Support   □ PSR   □ Crisis In   □ Skills Training   □ 
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