PIEDMONT CENTER FOR MENTAL HEALTH SERVICES
Child Intake Referral Form

Section 2

	Name
	     


	Adult making the referral
	     
	relationship
	     
	phone
	     


	Guardian/Parent, if other than the referring adult
	     
	relationship
	     
	phone
	     


	          Brief description of problem/reason for referral (describe specific school or home problems or concerns)
	     

	     

	     

	     

	          Medications?
	     



	Previous Mental Health Services        FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No


	           If yes, where
	     
	When
	     


	           Focus of Treatment
	     


	           Diagnosis
	     
	Rx
	     


	Has the child ever been hospitalized for mental health problems?        FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No


	           If yes, where
	     
	when
	     



Has the child ever been treated or hospitalized for alcohol or drug problems?        FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

           Do you suspect alcohol or drug problems?        FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No


Current health problems?       FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	If yes, please describe
	     

	     

	     

	     



	            Other agencies involved:      FORMCHECKBOX 
 DJJ      FORMCHECKBOX 
 DSS      FORMCHECKBOX 
 COC      FORMCHECKBOX 
 DDSN      FORMCHECKBOX 
 Other
	     


	            Disposition MHC record opened       FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No


	            Was person referred to other services?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     If yes, where
	     

	     


	Comments:
	     

	     

	     


	              MHP Signature
	
	Date
	     
	Time
	     


