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BHRS Children’s Reach Clinic Intake Referral


Referral Source
Date:                                               Referred by (Name):                                                                     
Referred by (Agency/Program/School Name):                                                                  Phone:                               
Relationship to Referral:                                                                      

 FORMTEXT 
                                           
Is the child currently receiving BHRS from another provider   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No  If Yes, please do not submit this referral.  Please reach out to the family to see if they want to switch providers to NHS BHRS, and direct them to call CBH or MBH Member Services to request the transfer. 
 Referred Individual 
Last Name:                                                                        First Name                                                                Age                       
Address:                                                                              City, State, Zip                                           Phone:                                  
DOB:                                                        SSN:                                                    Gender:   FORMCHECKBOX 
M      FORMCHECKBOX 
F

Parent/Guardian Name:








          
Last Name                                               First Name:                                               Relationship                              
Does Parent have legal custody of the child?    FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No 
If NO, does DHS have legal custody?    FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No       FORMCHECKBOX 
 Unknown
Does the family require Spanish Speaking Staff:  
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO
Client Mental Health Diagnoses (jf known): 

                                                                                                                                                

 FORMTEXT 
                                           
Current Behavioral Problems (be as descriptive and concrete/measured as possible & describe any safety issues): 

                                                                                                                                                

 FORMTEXT 
                                           
                                                                                                                                                

 FORMTEXT 
                                           
                                                                                                                                                

 FORMTEXT 
                                           
                                                                                                                                                

 FORMTEXT 
                                           
                                                                                                                                                

 FORMTEXT 
                                           
What type of help do you believe the referred individual needs:

 FORMCHECKBOX 
 BHRS     FORMCHECKBOX 
 Individual Therapy      FORMCHECKBOX 
 Medication
 FORMCHECKBOX 
 Early Intervention 
 FORMCHECKBOX 
 Family Based Therapy
 FORMCHECKBOX 
Family therapy   
       FORMCHECKBOX 
Case Management (ICM, RC)

 FORMCHECKBOX 
 Other                                            _

High Risk Screen

1. During the past two days, has the child attempted to seriously injure or harm self and/or others?  If NO, continue referral. If YES, give numbers to CRC and Mobile Response Team
Germantown CRC 215-951-8300   
  911
  Mobile Emergency Team 215-685-6440
2. Has the referred individual ever been treated in a psychiatric hospital?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No   FORMCHECKBOX 
 Unknown                                     If Yes, when was the client hospitalized and why?                               

 FORMTEXT 
                              

 FORMTEXT 
                                                              

 FORMTEXT 
                              

 FORMTEXT 
                              

 FORMTEXT 
                              

 FORMTEXT 
                                          
 
3. Is the referred individual currently receiving any Psychiatric or MH therapy, including BHRS? If so, where, why and name of individual providing treatment (include therapist and/or MD).   FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown
· Provider/Agency Name & Location :  
                                                                                                                                                
                                                                                                                                                 
4. Is the referred individual currently taking medications prescribed by a psychiatrist? 
 FORMCHECKBOX 
 Yes 
Name and Dosage of Medication:                              

 FORMTEXT 
                              

 FORMTEXT 
                                   

 FORMCHECKBOX 
No      FORMCHECKBOX 
Unknown
5. Is there any history of trauma or loss? 
  FORMCHECKBOX 
 Yes      
 FORMCHECKBOX 
 No
If YES, please identify in what areas:
  FORMCHECKBOX 
 Sexual Abuse      FORMCHECKBOX 
 Emotional Abuse     FORMCHECKBOX 
 Physical Abuse       FORMCHECKBOX 
 Loss of loved one      FORMCHECKBOX 
 Fire
 FORMCHECKBOX 
 Car accident     FORMCHECKBOX 
 Separation from parent/guardian/caregiver
 FORMCHECKBOX 
 Violent Crime or Assault
 FORMCHECKBOX 
Bullying
 FORMCHECKBOX 
Other school related incident
 FORMCHECKBOX 
Other -                                                                                                                 
6. Does the client currently have involvement from any of the following: 
                                            Department of Human Services (DHS)

 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
No

Court System 




 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
No
Juvenile Justice



 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
No

7. Has the client ever been diagnosed with Mental Retardation (Mild, Moderate or Severe) or Autism? 


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No          FORMCHECKBOX 
 Unknown
8. Does the client have any major medical diagnosis/problems?  







 FORMCHECKBOX 
 Yes Please describe:                                                                                                                 

 FORMCHECKBOX 
No          FORMCHECKBOX 
 Unknown
9. Does the child or any family members require any specialized accommodations in order to complete the intake appointment?  
 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
No
OTHER IMPORTANT INFORMATION:

                                                                                                                                                                                                                   
                                                                                                                                                                                                                   
                                                                                                                                                                                                                   
Insurance Information:
Medical Assistance/Access Card Number:                                                                                                                 
	Primary Insurance Policy #                                                  Group#                                       Date Effective            
Primary Insurance Policy #                                                   Group#                                       Date Effective            


Please return completed form to:

Lori Paster, Lead Clinical Supervisor

Fax Number – 215-754-0219

Scan and email to – lpaster@nhsonline.org.

NHS Human Services

27 East Mount Airy Avenue

Philadelphia, PA 19119

Phone:  215-248-6803









