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 “It takes a village to raise a child”, African proverb

3340 Sunrise Ave Suite 103 Las Vegas, NV 89101
Phone (702) 445-6594▪ Fax (702) 445-6970

www.unity-v.org

REFERRAL FORM

	REQUESTOR’S  INFORMATION
	REQUEST DATE

	Name:       
	Agency:      
	Email:      

	Address:       
	Phone:       
	Fax:      

	City:      
	State:      
	Zip Code:      

	RECIPIENT’S INFORMATION

	Name (Last, First, MI):      

	Recipient Medicaid Number:      
	DOB:       

	Address:       
	Phone:       

	City:      
	State:      
	Zip Code:      

	Gender:   FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Male
	School Name:
	Grade:      

	PARENT/ LEGAL GURADIAN INFORMATION

	Name:       
	Phone:        

	Relationship to Recipient:       

	Address (City, State, Zip):       

	Marital Status:   FORMCHECKBOX 
 Married     FORMCHECKBOX 
 Single     FORMCHECKBOX 
 Divorced     FORMCHECKBOX 
 Widowed     FORMCHECKBOX 
 N/A

	Recipient is in the custody of:   FORMCHECKBOX 
 Parents

 FORMCHECKBOX 
 State/County Custody – Name of Agency:       

	MENTAL HEALTH PROVIDERS INFORMATION  

	Lead QMHP
	Agency:       
	Name:      
	Phone:      

	Psychiatrist 
	Agency:       
	Name:      
	Phone:      

	Therapist
	Agency:       
	Name:      
	Phone:      

	CLINICAL INFORMATION

	CASII (Score and level):      
	Intensity of Needs (level 1-6):      
	Date:       

	LOCUS (Score and level)      
	Date:       

	Other Assessment Score:  (FSIQ, if avail.)       
	Date:       

	Has the recipient been identified with 
 FORMCHECKBOX 
 SED?
   
 FORMCHECKBOX 
  SMI?
	Date:       

	DSM IV Diagnosis (All Axes)

	Axis I
	Primary Code:       
	Narrative:      

	
	Secondary Code:       
	Narrative:      

	Axis II
	Code:       
	Narrative:      

	Axis III
	     

	Axis IV
	(Check all items below that present a problem for the recipient.)  Provide an explanation below for each checked item.
 FORMCHECKBOX 
 Primary Support Group    FORMCHECKBOX 
 Housing    FORMCHECKBOX 
 Social Environment    FORMCHECKBOX 
 Legal    FORMCHECKBOX 
 Education    FORMCHECKBOX 
 Occupation    FORMCHECKBOX 
 Access to Health Care    FORMCHECKBOX 
 Other (specify):       
Explanation:  

	Axis V
	Current GAF:      
	Highest GAF in the last year:       


	REASON  FOR THE REFERRAL

	Presenting Problems and Symptoms:       

	Precipitating Events:       

	Recipients Strengths:       


	PERTINENT MEDICATION(S)  (Attach medication sheet or additional documentation if applicable.)

	Medication
	Dosage/Frequency
	Start Date
	D/C Date

	1.       
	     
	     
	     

	2.       
	     
	     
	     

	3.       
	     
	     
	     

	4.       
	     
	     
	     

	5.       
	     
	     
	     

	Is the recipient allergic to any medications?   FORMCHECKBOX 
  No

 FORMCHECKBOX 
  Yes

 If yes, specify:       


	MEDICAL HISTORY:  

	Does the recipient have seizures?   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes 

	Describe the recipient’s general medical condition:   

	Describe previous medical hospitalizations: 

	Enter known information regarding previous surgeries:  

	FAMILY MEDICAL HISTORY:  (Check all conditions that apply.  For all checked items, indicate the family member(s) to whom the condition applies and any pertinent details.)

	Condition
	Family Member
	Details

	 FORMCHECKBOX 
 Alcohol Abuse
	     
	     

	 FORMCHECKBOX 
 Anxiety
	     
	     

	 FORMCHECKBOX 
 Bipolar
	     
	     

	 FORMCHECKBOX 
 Dementia
	     
	     

	 FORMCHECKBOX 
 Depression
	     
	     

	 FORMCHECKBOX 
 Psychosis
	     
	     

	 FORMCHECKBOX 
 Substance
	     
	     

	 FORMCHECKBOX 
 Suicide
	     
	     


	REQUESTED MENTAL HEALTH REHAB SERVICE(S):  (Check all items that apply)

	 FORMCHECKBOX 
 Basic Skills Training                              
	Hours per week:      
	Projected Start Date:      

	 FORMCHECKBOX 
 Psychosocial Rehabilitation 
	Hours per week:      
	Projected Start Date:      

	 FORMCHECKBOX 
 Therapy
	Projected Start Date:      

	 FORMCHECKBOX 
 Independent Living Program & Home
	Projected Start Date:      

	 FORMCHECKBOX 
 Independent Living Classes
	Projected Start Date:      

	 FORMCHECKBOX 
 Treatment Home
	Projected Start Date:      

	 FORMCHECKBOX 
 Foster Home
	Projected Start Date:      


	ADDITIONAL INFORMATION  (Check all items being included with referral form)

	 FORMCHECKBOX 
 IEP (Individual Education Plan)

 FORMCHECKBOX 
 Court Documentation

 FORMCHECKBOX 
 School Transcript

 FORMCHECKBOX 
 Psychiatric Evaluation
	 FORMCHECKBOX 
 Copy of Medicaid Card

 FORMCHECKBOX 
 Copy of SSI Card

 FORMCHECKBOX 
 Copy of Birth Certificate

 FORMCHECKBOX 
 Other:_________________________


	FORM OF PAYMENT

	 FORMCHECKBOX 
 Fee for Service Medicaid (Only)
	 FORMCHECKBOX 
 Cash
	 FORMCHECKBOX 
 Government Contract

	 FORMCHECKBOX 
 Other       Explain:      


	REQUESTOR’S SIGNATURE:
	DATE:  


*** Fax request to:  (702) 445-6970 or (702) 445-6970***
Or

*** Email request to:  unityvillage@unity-v.org
 To the Attention of:  
Raymond Giddens Jr. 
(702) 445-6594 
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