	Le Sueur County Human Services
[bookmark: _GoBack]Child/Adult and Family Voluntary Services Referral

	[bookmark: Text1]Date of Referral:           
	[bookmark: Text2]Referral Source:      
	[bookmark: Text3]Referral Phone:      

	AGENCY USE ONLY    

	Date received:      
	Intake Worker:      

	Services Referred:

	|_| Children’s Mental Health
	|_| Child Welfare (CW)
	|_| CW – Minor Parent
	|_| CW - PSOP

	|_| Adult Mental Health	
	|_| Community Support Program
	|_| Developmental Disability
	|_| MN Choices – PCA

	|_| Needs Assessment
	|_| Diagnostic Assessment	
	|_| Counseling/Therapy
	|_| Chemical Dependency  

	|_| Other:      

	Actions needed:

	|_| Staff at Next Intake Session
	|_| Appointment Scheduled
	|_| Mail Packet for Service Offer

	Date packet/letter mailed:      
	Intake Entered in SSIS: |_| Yes |_| No – Worker may request

	Date response returned:      	
	[bookmark: Check10][bookmark: Check11]Offer for Services: |_| Accepted   |_| Rejected 

	Date opened for assessment:      	
	Worker Assigned:      	

	Initial appointment date and time:      	


Providers: Please attach a signed release of information.
Is client a minor child, or a vulnerable adult with a guardian? 	 Yes |_|    No   |_| 
[bookmark: Check4][bookmark: Check5]If yes, are all legal guardians aware of referral?     	Yes |_|    No* |_|   N/A |_|         *If “No”, please stop here and contact them.
	PERSONAL INFORMATION

	Client’s Name:
	[bookmark: Text4]     
	DOB:
	[bookmark: Text5]     

	Client’s Address:
	[bookmark: Text6]     
	SSN:
	[bookmark: Text7]     

	
	[bookmark: Text8]     
	Sex:
	M  |_|    F  |_|

	Client’s phone:
	Cell:       
Home:       
Work:       
	Marital Status:
	|_| Single        |_| Divorced
|_| Married      
	|_| Other:      

	Race:
	[bookmark: Text9]     
	Native American Heritage:
	[bookmark: Check3][bookmark: Check2]No  |_|    Yes |_|
If yes, tribe:      

	School/Employer:
	[bookmark: Text11]     
	Grade/Occupation:
	[bookmark: Text12]     

	Address:
	     
	IEP:
	No  |_|    Yes |_|,      

	Income:
	     
	In Placement?:
	     

	Disability:
	     
	Residence County:
	     

	Court ordered?
	No  |_|    Yes |_|
	Problem:
	     

	[bookmark: Check6][bookmark: Check7]INSURANCE INFORMATION                                                                            Is the client on MA**?        YES |_|    NO |_|

	Company:
	[bookmark: Text41][bookmark: Text43]     
	[bookmark: Text47]Policy Holder: 
	[bookmark: Text49]     

	Group Number:
	     
	ID/PMI Number:
	     


**If client is on BluPlus, UCare, or covered through private insurance, they should first call the number on the back of their card to locate a provider if seeking Chemical Dependency/Rule 25 Assessment, Needs Assessment, Therapy, or Diagnostic Assessment.
	FAMILY INFORMATION    

	Parent/Guardian 1
	[bookmark: Text13]     
	Parent/Guardian 2
	[bookmark: Text14]     

	DOB:
	[bookmark: Text15]     
	DOB:
	[bookmark: Text16]     

	Address:
	[bookmark: Text17]     
	Address:
	[bookmark: Text18]     

	Phone:
	[bookmark: Text21]     
	Phone:
	     


	OTHERS LIVING IN HOUSEHOLD

	Name
	DOB  
	Relationship to Client

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	SCHEDULING/ AVAILABILITY

	Days available: |_| M |_| T |_|W |_| Th |_| F |_| Sa |_| Su
	Times available: |_| AM |_| PM |_| Evenings

	Other details:      	

	WHAT IS THE PRESENTING SITUATION/ISSUE?  

	[bookmark: Text39]     

	WHAT HELP HAS BEEN SOUGHT IN THE PAST FOR THIS?  

	     

	WHAT DOES CLIENT EXPECT TO GAIN FROM SERVICES?

	[bookmark: Text40]     

	MENTAL HEALTH/MEDICAL

	Current Mental Health diagnosis?
	[bookmark: Check8][bookmark: Check9]Yes  |_|  No |_|
	[bookmark: Text57]Diagnoses:      

	If yes, 
	How long feeling this way?      

	
	Possible cause(s)?      

	
	Impact on daily life?      

	Currently on medications?
	Yes  |_|  No |_|
	[bookmark: Text58]List:      

	Ever admitted to psychiatric hospital?    
	Yes  |_|  No |_|
	[bookmark: Text59]If yes, list hospital and dates:       

	Are there medical concerns?
	Yes  |_|  No |_|
	[bookmark: Text60]If yes, please list:       

	CHEMICAL HEALTH

	Chemical Health Concerns?
	Yes  |_|  No |_|
	Chemical of choice:      

	Pregnant?
	Yes  |_|  No |_|
	Need to be seen ASAP

	Needle/ IV drug user?
	Yes  |_|  No |_|
	Need to be seen ASAP

	Recently out of prison?
	Yes  |_|  No |_|
	

	FAMILY ISSUES

	Problem Child/Adolescent?
	Yes  |_|  No |_|
	List behaviors:      
How long occurring:      

	Marital/Couples Counseling?
	Yes  |_|  No |_|
	Relationship length:      
Past Marriages:      

	Collateral/Support Person?
	Yes  |_|  No |_|
	Name:      
Phone:      

	CURRENT (AND PAST) PROVIDERS

	Therapy/Counseling:      
	Social Worker:      

	Psychiatry:      
	Probation Officer:      

	Skills/CSP/ARMHS/PCA:      
	IEP Case Manager:      

	Diagnostic Evaluations:      
	CD Treatment:      

	Other:      

	SERVICES REQUESTED / OTHER ISSUES (CHECK ALL THAT APPLY)

	|_| Needs Assessment
	|_| Mental Health Concerns*
	|_| Unemployment*
	[bookmark: Check16]|_| CPS Involvement*

	|_| Case Management
	|_| Behavioral Concerns*
	[bookmark: Check22]|_| Employment Issues
	[bookmark: Check20]|_| Child Custody Concerns

	|_| Individual Therapy
	[bookmark: Check26]|_| Suicidal Ideation
	|_| Poverty*
	|_| Adjudicated CHIPS

	|_| Couples Therapy
	[bookmark: Check18]|_| Physical Aggression
	|_| Lack of Financial Resources*
	|_| APS Involvement

	|_| CD Rule 25 Assessment
	[bookmark: Check25]|_| Sexual Behaviors
	|_| Homeless/Couch Hopping*
	|_| Guardianship Concerns

	|_| Respite/ Daycare Funds
	[bookmark: Check15]|_| Running Away
	|_| Needs Emergency Shelter
	|_| Civil Commitment History

	|_| Parenting Classes
	[bookmark: Check21]|_| Safety
	|_| Affordable Housing Needs
	[bookmark: Check27]|_| Legal Problems/ Probation

	|_| Baby Needs
	[bookmark: Check12]|_| Friendships/ Relationships
	|_| Energy/Utility Assistance
	|_| Adjudicated Delinquent

	|_| Medical Health
	[bookmark: Check14]|_| Family Discord
	|_| Lack of Health Insurance
	|_| Currently in custody 

	|_| Chemical Use/Health*
	[bookmark: Check13]|_| Withdrawing/Isolating
	[bookmark: Check17]|_| School/Academic Concerns
	|_| Domestic Violence*

	|_| Connection to Resources
	[bookmark: Check24]|_| Sleeping Problems
	|_| Truancy/Attendance Issues
	|_| DANCO or OFP

	|_| Lack of Transportation
	[bookmark: Check23]|_| Personal Identity/Culture
	|_| Adjudicated Truant
	|_| Victim Witness Support


*PSOP eligibility criteria
3/18 Child and Family Services Referral Form
