CROSSROADS COMMUNITY, INC.

REFERRAL FORM

	Services:

· Adult PRP

· Supported Employment
· RRP ______________ (date application submitted to MSMHS)
	· C & A PRP

· Partial Day Respite

· Overnight Respite

	

	Send Adult and Child & Adolescent Referrals to:

Program Director

Crossroads Community, Inc.  
            Phone: 410-758-3050

PO Box 718

          
           FAX:     410-758-1223

Centreville, MD  21617

	Please Include the Following if Available:


	· Psycho-Social History 

· Physical Exam

· ITP
	


CONSUMER INFORMATION

Name






   DOB


  Gender:   M   F 

Address












 
Town:



  County

    State

 Zip Code


    Phone



  Work Phone #




Legal Guardian (if applicable):










Guardian Address (if different from above): 










Town:



  County

    State

 Zip Code


    Phone



  Work Phone #




Ethnicity:

	· African American

· Hispanic

· Biracial

· White   
	· American Indian/Alaskan Native 

· Asian American/Pacific Islander 
	· Other (explain)


MA#


    SS#



   Pharmacy Assistance #





FINANCIAL INFORMATION:

· SSDI

Amount________


· SSI

Amount_________


· Employed  
Employer:










Job Title:





    Wages

/


Please provide additional information about employment history: 





















Current School/College






  Special Ed Student?  Y  N  Grade/YR:_______ 

H S Graduate?  Y  N  
 
College?   Y  N

Please provide additional information about Education history:

































 

REFERRAL SOURCE

Name









  Referral Date



Agency












  
Address








  Phone


 

SERVICE  PROVIDERS

Primary Somatic Health Care Provider: 


Name:









 Phone:


 

Address:














Primary Therapist (Mental Healthcare/Clinical):  Agency:







Name:









 Phone:


  Address:













CURRENT DSM-IV DIAGNOSIS

Axis I:







  DSM-IV Code:




Axis II:







  DSM-IV Code:





Axis III:






  DSM-IV Code:





Axis IV:






  DSM-IV Code:



        

Axis V:
Current GAF:



  Date:



  

            Highest GAF in last year:



  Date:





Does consumer meet Medical Necessity Criteria?  Y     N
CURRENT MEDICATIONS

Rx







Dosage






Rx







Dosage






Rx







Dosage






Rx







Dosage






Rx







Dosage






Rx







Dosage






Allergies or Reactions to Medications:
























Dietary Restrictions:



























HOSPITALIZATION OR PLACEMENT HISTORY: (Include RTC, group homes, foster, acute hospitalization, etc.)
Currently inpatient?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No  

Does this patient currently have off-grounds privileges without staff?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No  

Dates:





  Hospital/Prog:







Dates:





  Hospital/Prog:







Dates:





  Hospital/Prog:







Dates:





  Hospital/Prog:







RISK BEHAVIOR & PRESENTING PROBLEMS

	Behavior/Problem (if current, the problem MUST be explained)
	Current
	History

	Suicidal/Homicidal Threat/Attempt (give date of most recent occurrence) 
Explain:


	
	

	Chronic Health Problems/Medical/Somatic/Physical Impairment or Disability Explain:
	
	

	Substance Abuse 

Explain:
	
	

	Learning Difficulties/School or Vocational Problems  

Explain:


	
	

	Legal Issues (charges, delinquent behavior, probation, etc) 

Explain, if COR:


	
	

	Runaway Behavior  

Explain:


	
	

	Malicious Destruction of Property 

Explain:

 
	
	

	Sexual Issues (aggressor, promiscuous)  

Explain:


	
	

	Abuse/Assault/Trauma Victim  

Explain:


	
	

	Chronic Anger/Aggression (physically, verbally, weapon involved etc.) 

Explain: 


	
	

	Social Interpersonal Conflicts 

Explain:


	
	

	Family Problems/Peer Conflicts 

Explain:


	
	

	Coping With Daily Roles & Activities 

Explain:


	
	

	Depression/Mood Disorder 

Explain:


	
	

	Eating Disorder 

Explain:


	
	

	Thought Disorder 

Explain:


	
	

	Other (e.g. fire starter, self mutilation, hallucinations) 

Explain:


	
	


What need prompted this referral now? 






















 What goals do you recommend? 
























OTHER AGENCY INVOLVEMENT

 FORMCHECKBOX 
 DDA
 FORMCHECKBOX 
 DSS
 FORMCHECKBOX 
 DJJ  
 FORMCHECKBOX 
 Family Support Center


 FORMCHECKBOX 
 Other:












 

EMERGENCY CONTACT (If other than Legal Guardian) (Required for Consumers under 16):
Name:






 Relationship:


 Phone:



Address:














Signature of Referring Psychiatrist or Therapist:









Print Name:___________________________________________ Title:_________________________

CONSUMER REFERRAL AGREEMENT

I (guardian/self) 






agree to the referral for services from Crossroads Community, Inc.

I authorize









 (referral source) to release/exchange information to Crossroads Community, Inc. for the purpose of facilitating the disposition of the referral.  I understand that the information exchanged may include the diagnosis, evaluations and records of progress.

I understand that this authorization is valid for one year from the date of signing, and that I may retract it in writing at any time.

Signed:








Date:





Parent/Guardian:







Date:





The following eligibility criteria must be completed for adult consumers referred for PRP services

	Priority Population Definition

Adults Aged 18 and Over
MHA identifies the adult priority population as those individuals 18+ years of age, who are seriously mentally ill, who lack sufficient financial resources to obtain required treatment, and who meet the criteria in the following categories.

	1. Primary Diagnosis- Major mental illness as defined by:
	(Enter diagnosis using DSM IV code)

	a. Schizophrenic disorder (DSM-IV 295.10 - 295.49, 295.60 - 295.79, 295.90 - 295.99); or
	

	b. Major Depressive Disorder (DSM-IV 296.33 or 296.34); or
	

	c. Delusional Disorder (DSM-IV 297.1); or
	

	d. Psychotic Disorder (DSM-IV 298.90); or
	

	e. Borderline and Schizotypal Personality Disorders (DSM-IV 301.83, 301.22); or
	

	f. Bipolar I Disorder (DSM-IV 296.43, 296.44, 296.53, 296.54, 296.63, 296.64, 296.80 and 296.89)
	

	AND

2. Impaired Role Functioning Resulting from Mental Illness:
	(Check all that apply)

	In addition to meeting the above categories, clients must meet at least three of the following five criteria on a continuing or intermittent basis for at least two years.

	a. Inability to maintain independent employment.
	 FORMCHECKBOX 


	b. Social behavior, which results in intervention by the mental health system.
	 FORMCHECKBOX 


	c. Inability, due to cognitive disorganization, to procure financial assistance to enable him/her to remain outside of the hospital.
	 FORMCHECKBOX 


	d. Severe inability to establish or maintain a personal social support system.
	 FORMCHECKBOX 


	e. Needs assistance with basic living skills.
	 FORMCHECKBOX 


	3. The diagnostic criteria may be waived for the following two conditions:  

1. An individual committed as not criminally responsible who is conditionally released from a Mental Hygiene Administration facility , according to the provision of Health General Article, title 12, Annotated Code of Maryland

                                                                   or
	 FORMCHECKBOX 


	2. An individual in a Mental Hygiene Administration facility with a length of stay more than 6 months who requires RRP services but who does not have a target diagnosis.  This excludes individuals eligible for Developmental Disabilities services.
	 FORMCHECKBOX 



Completed By







  Date:





Title: 








AUTHORIZATIONS

	Maryland Health Partners Authorization for Services

	Type of Services
	Amount Authorized
	Authorization Dates
	Authorization #

	Targeted Case Mgmt
	
	
	

	PRP 

· Rehab. Assessment

· Category D (On & off site)

· RRP General

· RRP Intensive


	
	
	

	Respite Services

· Partial Day In-home

· Partial Day Out-of-Home

· Overnight Out-of-Home 
	
	
	

	Mid Shore Mental Health Systems

	· ECS

· ISS (CCI use only)*
	
	
	


*Justification for ISS
· Step-down from acute inpatient or RTC

· Diversion from acute inpatient or RTC

· Intensive in-home services needed to child and family

· Other______________________________________

