INTAKE REFERRAL INFORMATION

Date:  _____________
Child’s Name:  _______________________

Birth Date:  ____________________
Sex:  ________




Social Security #:  ______________
Medicaid # (12 digits):  _____________________
Caretaker Name:  __________________________
Phone:  _______________________
Caretaker Address:  _______________________________________________________






Caseworker Name:  _________________________
Caseworker Number:  ___________
Ethnicity:  _________




Family Size:  __________________
Current Medications:  _____________________________________________________

_______________________________________________________________________

Lethality/Safety Issues:  ___________________________________________________

________________________________________________________________________

School/Grade/Special Education Placement:  ___________________________________

________________________________________________________________________

Previous Counseling History:  _______________________________________________
Relevant Social History Including Placement History, Number of Disruptions, and Family History:  __________________________________________________________
________________________________________________________________________

________________________________________________________________________

Recommendations/Requests/Reason for referral:  ________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of Person Completing Form (Print)

