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HOLLYGROVE




REFERRAL/ASSESSMENT FOR THERAPEUTIC BEHAVIORAL SERVICES

Telephone:  (323) 463-2119          FAX:  (323) 463-6102
	           CLIENT’S IDENTIFYING INFORMATION

	Referring Party Name: 

(Therapist, Clinician, Dr.)
	
	Date:
	
	Client Name:
	

	Phone:
	
	Fax:
	
	SSN#:
	

	Address:
	
	MIS#:
	

	
	DOB:
	
	Age:
	
	Sex:
	

	Caller’s relationship to client:
	
	

	SPECIAL RISKS/CONCERNS
	Ethnicity:
	
	Primary Language:
	

	
	Medi-Cal#:
	

	Suicidal Ideation:
	( Yes    ( No   ( Unknown
	Previously Received TBS
	( Yes (Dates:______)  ( No 

	Suicidal Behavior:
	( Yes    ( No   ( Unknown
	CLIENT’S CURRENT LIVING ARRANGEMENT

	Homicidal Ideation:
	( Yes   ( No  ( Unknown
	

	Threats of:
	   (    Aggression      (  Weapons

   (    Other  __________________________________      
	(Family Home     (Foster Home     (Transitional Living  

(Relative’s Home  (Agency  (Juvenile Hall  (Hospital

                (Residential Treatment (RCL#) _______

	Self-Destructive Behavior:
	( Yes    ( No   ( Unknown
	Name of Caregiver:
	

	Destruction of Property:
	( Yes    ( No   ( Unknown
	Address:
	

	Gang Involvement Current:
	( Yes    ( No   ( Unknown
	

	Past:
	 ( Yes    ( No   
	Gang:
	
	
	Zip Code:
	
	Phone:
	

	Substance Abuse
	  ( Yes    ( No   ( Unknown
	Placement Since:
	

	Type of Substance Last Used
	( Yes    ( No   ( Unknown
	Placing Agency
	

	Medical Cleared

Physical Disability
	( Yes    ( No   ( Unknown

( Yes    ( No   ( Unknown
	DMH/CSW/P.O. Contact Name:  
	

	Development Disabled
	( Yes    ( No   ( Unknown
	Address:
	

	Client of Regional Center
	( Yes    ( No   ( Unknown
	Phone #:
	
	FAX #:
	

	Hospitalized in past 24 months
	( Yes    ( No   ( Unknown
	ATTORNEY’S NAME: 

	
	If yes,  Month/Year:_____________
	Phone #:
	
	FAX #:
	

	Hallucinations
	  ( Yes   ( No   ( Unknown
	RCL 12     (Yes (No  

	Delusions
	  ( Yes   ( No   ( Unknown
	Considered for RCL 12 or Above      (Yes  (No

	SPECIAL NEEDS/REQUESTS FOR CLIENT
	CURRENT SCHOOL PLACEMENT

	___________________________________________________________________________________________________________________________________________________________________________REASON FOR REQUESTING TBS
	School Name:
	

	
	Grade 
	
	

	
	Client IEP  (Yes  (No    Currently in NPS (Yes  (No

	   Maladaptive Behavior(s) Displayed by Client: (Check all that apply)
	

	(  Physically Assaultive        ( Tantrums        ( Transitioning Issues (i.e., Level 12 to Level 14, or Enable a Transition to a Lower Level)     
( Verbally Aggressive/Threatening       ( Self-Injurious Behaviors        (  Sexually Inappropriate Behaviors



	RE:​_____________________________________________
	

	                             Child’s Name
	

	
	

	Specific Behaviors (frequency, intensity, duration):
	

	

	

	

	Client’s Strengths/Reinforcers:
	

	

	

	

	

	Estimated Need for Services / Location (Home/School) 
	
	CURRENT DSM DIAGNOSIS

	Day:                                  Hours AM / Hours PM: 
	
	AXIS I:
	

	Sunday
	
	
	AXIS II:
	

	Monday
	
	
	AXIS III:
	

	Tuesday
	
	
	AXIS IV:
	

	Wednesday
	
	
	AXIS V:
	

	Thursday
	
	
	Medication:
	

	Friday
	
	
	Current Therapist:
	

	Saturday
	
	
	Phone:
	
	Fax:
	


	List who would be most helpful to be involved in TBS Services and Monthly Meeting (For example, “Prime” Caregivers):

	Name:
	
	Phone:
	

	Name:
	
	Phone:
	

	Name:
	
	Phone:
	


                                                                

CURRENT CLIENT INTERVENTIONS AND OUTCOMES:

Please list all previous interventions used and the client’s response to those interventions:

	

	

	


Please list less intensive services given to the client and client’s response to those interventions:

	

	

	



Certified Class: 
MUST HAVE ONE “YES” IN ORDER TO QUALIFY FOR SERVICES
Yes
No
· Is the child/youth currently placed in rate classification level (RCL) home 12 or above/and or locked 


treatment facility for the treatment of mental health needs?        OR
  (
(
· Child/Youth being considered by the county for placement in a facility described above?        OR
  (
(
· Child/Youth has undergone at least one emergency psychiatric hospitalization related to his/her current 


disability within the preceding 24 months?        OR
  (
(
· Child/Youth previously receiving TBS while a member of the certified class?  
  (
(

RE:  ____________________________________________

                                       Child’s Name

REQUIREMENT:

It is highly likely, in the clinical judgment of the specialty mental health service provider, that without additional short-term support of Therapeutic Behavioral Services (TBS) one of the following will occur:


If yes, check the appropriate box below and explain specifics on lines provided (check one only).   
· The child/youth will need to be placed in a higher level of residential care, including acute care (hospitalization), because the child/youth’s 

behaviors or symptoms are jeopardizing continued placement in their current facility. 

· The child/youth needs this additional support to transition to a lower level of residential placement. Although the child/youth may be stable in 


the current placement, assistance to change behaviors or symptoms are needed to stabilize the child in the new environment or ensure lower transition.

NOTE:  
· If the child is not currently receiving Mental Health Services, you must first make a referral to a Mental Health Provider.  The Mental Health Provider can assess need for Mental Health Services as well as complete the referral for TBS.  TBS is only provided in conjunction with other Mental Health Services.  TBS is not a “stand alone” service.

· The parent or caregiver must agree to the provision of TBS as well as agree to participate with TBS.  TBS cannot be provided without parental/caretaker participation. 

· TBS may not be provided solely for the convenience of parent/caretaker; to satisfy terms of Probation; for children who will never be able to sustain non-impulsive behaviors; as a form of supervision; or for a suicide watch.  
Service Request Submitted By:  ________________________________________________________________________________________


          Print Name   

__________________________________________________________________________________________________________________

                        Address
                                                                  Telephone number 
Thank you for your TBS referral for the above-named child.  In order to provide the most thorough assessment and develop a most appropriate treatment plan which will address the child’s treatment needs, we will need the following information to determine eligibility.  Please submit all of the documents listed below.  

NOTE:  If a document/information is not available, make a note of that when turning in the paperwork.  

· Hollygrove Therapeutic Behavioral Services Referral form 

· Copy of client’s Medi-Cal card

· Copy of client’s DMH Initial Assessment report (8 pages) (MH533) 

· Copy of current DMH Client Care/Coordination Plan (MH636) 

· Copy of the Client’s Payor Financial Information (PFI) form (MH281)
· Client Face Sheet form (4 pages) (MH224) 

· Copy of Minute Order consenting to Mental Health Services

Other optional paperwork when applicable: 

· Copy of current Quarterly/Clinical Progress Report

· Record of child’s current medication(s) (Include dosage and frequency)

· Individualized Education Plan (IEP) (34-EH-88)
· Copy of the most recent Psychological/Psycho-Educational testing

· Transfer of Coordinator forms (MH530)
· Change/Update of Diagnosis forms (MH501) 
Thank you for your prompt assistance and cooperation in this matter. Please feel free to contact the TBS Program Manager, Dana Rose, if you have any questions: Main Line (323) 463-2119, Direct Line(323)769-7156.
