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Birch Tree Communities, Inc.

 P. O. Box 1589 1718 Old Hot Springs Highway

Benton, AR  72018-1589

Telephone:  501-315-3344   Fax:  501-303-3180

REFERRAL FORM

Date of Referral: _________________ Referring Agency/Contact Person: ___________________________________________

Phone #: _______________________ Responsible CMHC or Catchment area: _______________________________________

A. IDENTIFYING INFORMATION

Full Name: ______________________________, _______________________, ____________________, _________________



           Last


           First

              Middle

     Other Names

Address (most recent): _________________________________   ________________________  ___________    ____________



            Number and Street
                                                   City/State
                  Zip Code
 County
Current Location/Phone #: __________________________________________________________________________________

Medicaid #: _______________________   Medicare #: ______________________ Social Security #: _____________________ 

Date of Birth: ______________________ Race: _______ Sex: _______ Marital Status: ____________ Education: _________

Income: $________________ Source of Income: __________________ Payee: ________________________________________

Is the consumer informed that Birch will become payee?   Yes      No

Previous Birch Client?  YesNo  
 If yes what year_______________
Other Health Insurance?   No  Yes—if yes you must attach copy of ID card (company, name/tel, group name/#, policy/ID#, etc.)

Support Systems:

___________________________________     ___________________________________     __________________________


          Name



             Address


                             Phone

___________________________________     ___________________________________     __________________________
      Name



             Address


               
     Phone

B.  LEGAL STATUS

Guardian?   No    Yes; please specify name, address, relationship, phone # ---and--- send copy of  court appointment.

____________________________________   _________________________________     _______________   ______________

Name


                      address
                                relationship
              phone

Guardian approval of placement?    No     Yes

Court Order          7-day      45-day      180-day      911      CCO dated  _________ (attach copy)

Legal Charges Pending?      No      Yes – attach explanation of type of charges, circumstances, anticipated resolution, etc.

Legal history:


C. PURPOSE OF REFERRAL & ANTICIPATED DISCHARGE OUTCOME

Description of presenting problem(s) and response to treatment: 

Is the client willing to come to Birch?    (  Yes
( No
If yes, what does the individual want to achieve at Birch?

D.  DIAGOSTICS

Diagnoses (list all current):

Axis I:


Axis II:

Axis III:


Axis IV:


Axis V:     

E.  RISK HISTORY

(Description of any assaults, homicides, use of or threats with weapons, thoughts of hurting self or others, suicidal gestures, thoughts, attempts and sexual assaults).

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

F.  SPECIAL NEEDS/ADDITIONAL COMMENTS

Specify special needs or assistance needed: _____________________________________________________________________

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

                                                                                     CC-f-001.002 
                                                                        Revised:  11/06/00
ALL SECTIONS OF THIS FORM MUST BE COMPLETED BEFORE PLACEMENT IS CONSIDERED
PLEASE SEND THE FOLLOWING:

1. PSYCHIATRIC EVALUATION AND TREATMENT HISTORY
2. INITIAL INTAKE

3. SOCIAL HISTORY

4. CURRENT MEDICATION RECORD AND CURRENT LABS

5. PSYCHOLOGICAL EVALUATION

6. SUBSTANCE ABUSE HISTORY AND TREATMENT

7. MEDICAL HISTORY
8. LEGAL DOCUMENTATION (COURT ORDER, REPORTS TO COURTS, ETC.)

9. SIGNED SMI CERTIFICATION
10. CURRENT TB SKIN TEST & PHYSICAL
11. COPIES OF I.D. ; MEDICAID AND/OR MEDICARE CARDS; SOCIAL SECURITY CARD

