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	Multi Program Referral Form
Today’s Date:
	



	                                                         Please select the program you are referring to.
                                  FORMCHECKBOX 
 Community Action Team (CAT) Please Send Referrals to Catreferrals@sayskids.org
                                  FORMCHECKBOX 
 COACHES Please Send Referrals to FredB@sayskids.org
                                  FORMCHECKBOX 
 Targeted Case Management Please Send Referrals to FredB@sayskids.org


	County:
	
	Gender Identified With:             FORMCHECKBOX 
 Male           FORMCHECKBOX 
 Female 

	Client Name:
	
	Age:
	
	DOB:
	

	Social Security Number:
	
	
	
	Medicaid Number:
	

	DSM-5 Diagnosis:
	

	Ethnicity:  FORMCHECKBOX 
 African American  FORMCHECKBOX 
 Asian  FORMCHECKBOX 
 Caucasian  FORMCHECKBOX 
 Hispanic  FORMCHECKBOX 
 Native American  FORMCHECKBOX 
 Pacific Islander  FORMCHECKBOX 
 Other

	School:
	
	Grade:
	
	Placement:
	

	Custodian:
	Name:
	

	
	Phone: 
	Home:
	
	Work:
	
	Cellular
	

	Current Address:
	

	Legal Guardian:
	Name:
	

	
	Phone: 
	Home:
	
	Work:
	
	Cellular
	

	Current Address:
	


	Referring Source:
	

	Email  
	
	Phone:  
	


	 Prior Services (Last 12 Months)
 FORMCHECKBOX 
  Counseling/Therapy                                               FORMCHECKBOX 
    Extra Curricular (I.E., Memberships, Sports…)
 FORMCHECKBOX 
  Psychological Assessment                                     FORMCHECKBOX 
    ESE/504/IEP Services (Attach Information)
 FORMCHECKBOX 
  Substance Abuse Treatment                                 FORMCHECKBOX 
    Tutoring                       
 FORMCHECKBOX 
  Speech/Occupational/Physical Therapy          FORMCHECKBOX 
    Respite              FORMCHECKBOX 
  Mentoring
 FORMCHECKBOX 
  Other:                                                                           FORMCHECKBOX 
    Pending Evaluations/Assessments:


	Family Factor(s):
 FORMCHECKBOX 
 Legal Involvement 
 FORMCHECKBOX 
 Domestic Violence  FORMCHECKBOX 
 Aggressive or Violent Behavior ( FORMCHECKBOX 
 Verbal  FORMCHECKBOX 
 Physical)
 FORMCHECKBOX 
  Homelessness           FORMCHECKBOX 
  Substance Abuse (Check all that apply):  FORMCHECKBOX 
 Child  FORMCHECKBOX 
 Family 




 FORMCHECKBOX 
 History of Abuse:      FORMCHECKBOX 
 Neglect  FORMCHECKBOX 
 Verbal  FORMCHECKBOX 
 Abuse  FORMCHECKBOX 
  Physical Abuse    FORMCHECKBOX 
 Sexual Abuse  

 FORMCHECKBOX 
 Homeless                    FORMCHECKBOX 
 Other: 


	Current Placement Service:
 FORMCHECKBOX 
   Traditional Foster Home                                    FORMCHECKBOX 
   Group Home

 FORMCHECKBOX 
   Specialized/Therapeutic Foster Home          FORMCHECKBOX 
   Hospitalization Due to Medical Condition
 FORMCHECKBOX 
   Parent                                                                       FORMCHECKBOX 
   Psychiatric Hospitalization
 FORMCHECKBOX 
   Emergency Shelter                                               FORMCHECKBOX 
   Other, Specify: i.e. unaccompanied youth/homeless

	 Community Action Team Eligibility Checklist:
 FORMCHECKBOX 
  Age 11-21                                                             

 FORMCHECKBOX 
  Mental Health diagnosis or Co-occurring substance abuse diagnosis   Diagnosis:________________________________                     

 FORMCHECKBOX 
  At-risk for out-of-home placement with one or more:

                      FORMCHECKBOX 
    Two or more periods of hospitalization or repeated failures

                      FORMCHECKBOX 
    Involvement with DJJ or multiple episodes involving law enforcement         

                      FORMCHECKBOX 
    Poor academic performance or suspensions

 FORMCHECKBOX 
  Children younger than 11 with a MH diagnosis or co-occurring substance abuse diagnosis may be candidates if they meet two or more of the above characteristics.  




Briefly Describe Reason for Referral /Description of Issue:
(Why are you seeking services now). Attach Supporting Documentation as Needed.
	


For Staff Use Only:

 FORMCHECKBOX 
  Accepted into Transitional Life Coach Program

	Assigned to: 
	


 FORMCHECKBOX 
  Referred back to referral source: Reasoning the child is being referred back to source, including 
        service recommendations.

	

	

	

	


	
	
	

	Program Supervisor Signature:     
	
	Date
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