ST. AUGUSTINE YOUTH SERVICES - CLIENT REFERRAL FORM

First Name: _______________________  Last Name: ____________________   Middle: ________     

DOB:  
       /        /
                SSN: ____________________       Referral Date:        /        /      
Insurance: ___________________________   Policy #: __________________________________


Legal Guardian's Name:_______________________  Agency, if appropriate: __________________

Address: _________________________________________________________________________

Phone #: ______________  Fax #: ______________  Emergency After Hours #: ________________

Name of Family Service Counselor: __________________________________________________

Address: _________________________________________________________________________

Phone #: ________________  Fax #: _______________  Emergency After Hours #: _____________

Name of Referral Agency: ___________________________   County of Jurisdiction: ___________

Address: _________________________________________________________________________  

Program To Which You Are Referring (circle one):    Specialized Therapeutic Group Home (6-18)   
               Pre-Independent Living (14-18)                  Transitional Living (16-18) 


Recipient of SSI Benefits?   Yes      No
  Current Living Status: _________________________

C-GAS: _____________
Mental Health Diagnosis: ___________________________________

School: _________________________________________________  Phone: _________________  

Fax: __________________  Grade: _________  Special Ed. Program: _______________________ 

Case Manager's Name: ____________________________   Agency: _________________________

Address: _____________________________________________________________ District: ____

Phone #: ________________  Fax #: ______________  Emergency After Hours #: ______________

Name of Department of Juvenile Justice Counselor: _______________________________________

Address: _________________________________________________  County: ________________

Phone #: ________________  Fax #: _______________  Emergency After Hours #: _____________

Reason for D.J.J. Status: ____________________________________________________________

ST. AUGUSTINE YOUTH SERVICES - CLIENT REFERRAL FORM (Page 2)

Child's Permanency Goal: ___________________________________________________________

Reason for Referral: ________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Total # of Placements: ________  Have Parental Rights Been Terminated? __ Yes __ No __ Pending    

Services Child Has Received: ________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Medication and Dosage: ____________________________________________________________

Medical Problems: _________________________________________________________________

Allergies: ________________________________________________________________________

Guardian Ad Litem Name: _____________________   Phone #: ____________ Fax #: __________

Address: ___________________________________________________  County: ______________

Significant Others:   

Name: __________________________________  Relationship to Client: _____________________

Address: ______________________________________________   Phone #: __________________

Name: __________________________________  Relationship to Client: _____________________

Address: ______________________________________________   Phone #: __________________



*

*

*

*

*

*


PLEASE SUBMIT THE FOLLOWING WITH REFERRAL (please mark (X) what is not available).

____ Social History  _____ Current Psychiatric  ____ Current Psychological     ____Shelter Order

____ School Records, Including IEP 
_____ Immunization Records   ____ Release of Information

____ Medical Exam/Medical Records         ____ Court Orders
_____ Past Treatment Records

____ Dependency Order, Performance Agreements, or Permanent Plan; Current Judicial Review

____ 90-Day Assessment or other evaluation identifying level of care need (TGH Only)

If the child is approved for placement, SAYS must have, prior to admission: 




30-day supply of medication and court approval for SAYS to administer medication 

Medicaid Card, Birth Certificate, Social Security Card, Funding Letter, medical exam within 90 days.

At time of admission, the Legal Guardian must accompany the child to sign admission paperwork.
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