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Out of State Review - Referral Form
[bookmark: _Toc118174282][bookmark: _Toc423010957]Revised: July 15, 2020
	Referral Type:
	Select Type


	Child Information

	NAME:

	DATE OF BIRTH:

	GENDER:
☐   Male     ☐   Female

	COUNTY OF ORIGIN:

	circuit:

	area:


	Does the child require an interpreter?  ☐   Yes     ☐   No
If yes, please explain how interpreter services will be provided to the child: 

	
	Single Point of Access (SPOA) Contact Information

	NAME: 

	Phone number:

	fax:

	E-MAIL: 





	

	DSM-5 Diagnosis / ICD-10 Codes

	
	

	
	

	
	

	Current Medications

	

	

	Child’s Current Out of State Placement Location

	Name of Treatment facility: 


	placement type:
☐  In-Patient   ☐   STGH   ☐  Other: 
ADMISSION DATE (60-Day Review):               

	ADDRESS:

	cITY:

	STATE:

	ZIP:


	CONTACT REPRESENTATIVE/TITLE AT FACILITY:

	CONTACT REPRESENTATIVE PHONE NUMBER:


	CONTACT REPRESENTATIVE E-MAIL ADDRESS: (Video conferencing invite will be sent to this e-mail address)








	Community Based Care Caseworker

	[bookmark: _Hlk47624067]Name:        

	Phone Number:

	Email Address:


	Address:           

	City:

	State:

	Zip:






	[bookmark: _Hlk47624091]Guardian Ad Litem

	[bookmark: _Hlk47624221]Name:        

	Phone Number:

	Email Address:






	Attorney Ad Litem

	Name:        

	Phone Number:

	Email Address:






	[bookmark: _Hlk40963154]CURRENT MENTAL HEALTH ISSUES, TREATEMENT PROGRESS 

	



	



	DESIRED OUTCOMES OF RESIDENTIAL TREATMENT 

	



	



	SUMMARY OF PERMANENCY PLAN GOALS FOR THE YOUTH (INCLUDING PLANNED DISCHARGE PLACEMENT) 

	









	[bookmark: _Hlk536024028]REQUIRED FACILITY DOCUMENTS THAT MUST BE PROVIDED TO THE QUALIFIED EVALUATOR 

	☐  MULTIDISCIPLINARY TEAM (MDT) MEETING NOTE  

	☐  MENTAL HEALTH TREATMENT HISTORY
☐ PSYCHOLOGICAL, ☐ PSYCHIATRIC, ☐ PSYCHOSOCIAL, ☐ PSYCHOSEXUAL EVALUATIONS
☐ THERAPY,  ☐ TREATMENT PLAN, ☐ MEDICATION MANAGEMENT, ☐ ABA

	☐  COURT INFORMATION:  ☐ PLACEMENT ORDER, ☐ OTHER

	☐  DELINQUENCY INFORMATION (DJJ, JDC, PROBATION, ETC.)

	☐  INDIVIDUAL EDUCATION PLAN

	☐  OTHER (PLEASE SPECIFY): 

	



	ADDITIONAL CONTACTS OR INFORMATION

	







We believe that _________________________________________________, a child in the custody of the Department of Children and Families/CBC, is emotionally disturbed and may need residential treatment, pursuant to Section 39.407, Florida Statute.








	
	
	

	Signature of Community based care case worker
	
	Date







I certify the referral form and supporting documentation are complete and that all information will be provided to the Qualified Evaluator upon assignment.

	
	
	

	Signature of SPOA
	
	Date
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