Schenectady County
High Need Behavioral Health Population Referral Form

Client Name: __________________________                Date of Referral:_____________
DOB:                _______/________/_________	           Referral Source:______________

Address: _______________________________           Primary Clinician: _____________
_______________________________________          Clinical Treatment Agency:_________________

Telephone Number _______________________

DSM V Diagnosis, if known _______________________________________________

Please give an estimate for the following variables for the 180 days prior to the date of the referral:
							    Number of Substance Abuse Crisis Contacts____

Number of Substance Abuse Detox Contacts ____
Number of Police Contacts_____
Number of Shelter Days     _____
Number of Emergency Department Visits ____
Number of Ambulance Trips _____

 





Reason for making referral______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








Alerts: Risk Factors as they relate to implementation of the Cross-Systems Service Plan
__________________________________________________________________________________________________________________________________________________________________________________
______


Medical Information (include special needs)________________________________________________________________________________________________________________________________________________________________________________
Medical Provider Name / Number:_______________________________________________________________
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Persons Affiliated with the Client
