SOUTHEAST CENTER OF EXCELLENCE
REFERRAL FORM

DATE OF REFERRAL (-7 - (One form per child) (PLEASE TYPE OR PRINT)
Child_____ W ., ey
Full Legal Name of Client  (First) (Middle) (Last Name) Alias, if applicable

DOB:—_Age:-SS#: _—_'Gcnder: | Male Female
Race: DCaucasian WAfrican American ~Hispanic ~ Asian/Pacific Islander

Insurance: DTcnnCare Private gy, DN(} Ins.

Home County: Mo itan Name of Current Case Manager: Tabiarw “Tohwn
E-mail Address —'ﬂ'r - e LT 51 m LRVAIA noo. ey Work Phone #( 492 ) A 2=5157] Tt 12 A
Fax#( 4723 ) <42 ~57%5 Cell Phone# : ( )

Team Leader: :.d_._ .’}__.-_, i Phone#f%_l'?fl_"-'~-'- 2-=7<1 E-mail Address_/ooooo0

Is child in custody? yes o Date entered Custody:
If not in custody, is there a high risk of removal? Bves Ono Why:

If noncustodial, describe current and past prevention programs, if applicable:

Legal Issues:

Pending Court Dates Type of Hearing (Purpose)
Name of Attorney or GAL:

Child’s Current Placement Information  Please circle one: (GH/RTC/FH/Bio.Parents/Kinship/Relative)

22l oy TR I o o ] A R i &
Name/Agency e tinl 5w W Naee Address/Phone 3000 wheondl Ky i, Th

Level of Placement__| _ Placement Contact Person:_ -+ = Phone #:{ 422) £42-5757

REASON FOR REFERRAL/QUESTIONS YOU WOULD LIKE THE COE TO ANSWER:

)
it P » g i N P v T \ = et ; : %ol
(Cliend fo Ao el i HTe oy e Al G rel ANl A e 2clilc o v ounce \ covite ol W doas
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Check all that apply

D Medication concerns

Last updated: 8/17/09




Q Conflicting diagnoses and/or recommendations

[ Need treatment recommendations
Q Multiple placement disruptions
U Severe problem undiagnosed/being missed (mental health and/or physical)

D/Barricrs to permanency (adoption, subsidy, treatment issues)

Other Educccliconl  Tasiion

List psychiatric hospitalizations & dates, mental health history and past therapists. (Attach List, if
necessary):

Medication Information:

Current (Name/Date began/Dose) Past Trials (NamefDatefDose)

'!‘\ Aevoll Xy B0 e TS ndie?

Diagnosis Information:
Current Past
ADHD

Name of current Theraplst‘——Addresq 204 Hreaitl Bl Wigeein X

Phone:/nz3\ 2472 ~<a] Fax:(~z7) % ...'”*.‘ - s
Name of current treating Psychiatrist: Address:
Phone: Fax:
Name of Current Treating PCP: ddress:_
Phone: Fax:

List impairments (vision, hearing, mobility or disabilities):
2

rd
Has this referral been discussed with the family: EYCG _No Last date of contact with family: 1= 27-1%

EDUCATIONAL INFORMATION B
Name of School: Pettiel Chcistlen Becdcony County: _FroniHon Current Grade: 5.~

ik ! 7 (S
Special Education: Dch No Certification:

I

The following information will be needed for all COE Referrals:
*Social History or Non-Custodial Assessment *¥Placement History with dates (include all foster home placements)
#All previous psychological/all psychiatric intakes & progress notes/intake summaries
*Last 3 progress notes from current therapist & treating psychiatrist*Insurance card; Release of Information
*Hospitalizations: Intake Summaries & Discharge Summaries*Permanency Plan/Current Notice of Staffing/IPP *Specialized
Evaluations: Psychosexual/Neurological Screenings & Reports*All previous medical assessments:
EPSD&T and all medical record *School Records/Academic Testing & IQ Testing/Behavior Records
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