Monterey County
Children’s Behavioral Health

Therapeutic Behavioral Services (TBS) Referral Packet
Please provide: 
□ Completed referral

□ Most recent assessment 

□ Treatment plan 
To : Mandy Briseño, MFT  TBS Coordinator
951-B Blanco Circle

Salinas, CA 93901

(831) 784-2152 phone

(831) 758-6640 fax

TBS referral packet must be completed in its entirety for services to be authorized.







Date: __________________________
Client Name: ________________________________________
CBH ID: ______________
DOB: ___________
Gender: ______

Ethnicity: ________________
Primary Language: ____________  

Social Security Number: _____________________

Street Address: __________________________________________

City: ____________________  State: _______ Zip Code: _________

Phone Number: ________________ Alternate Number: __________                                                                            

Parent/Caregiver: _________________________________________

Relationship to client: ___________
Primary Language: _______

Others involved with client: 


Parent/Legal Guardian

Phone  



DSES Worker

Phone  



Probation Officer

Phone  



26.5 Case Manager

Phone  



Group Home Staff Contact

Phone  



Other

Phone  



Current Diagnosis: 


Axis I  ____________
Axis IV ___________

Axis II  ___________
GAF   ____________

Axis III  ___________

1. □  Yes  
□ No** Does the child have full-scope Medi-cal?  
Medi-Cal Number: ___________________________

2. □  Yes  
□ No ** Does the child meet medical necessity criteria?

3. □ Yes □ No    Is the child / youth a Certified Class Member?



    (see box below)
	Criteria for Certified Class Member
Child/youth must meet at least one of these criteria, please mark all that apply:
A. □ Yes □ No  Is this child/youth placed in a group home facility of RCL 12 or above and / or a locked treatment facility for the treatment of mental health needs which is not an institution for Mental Health Disease?
B. □ Yes □ No  Is this Child / youth is being considered by the County for placement in a facility RCL 12 or above, and / or locked treatment facility?
C. □ Yes □ No  Has this Child / youth undergone at least one emergency in-patient psychiatric hospitalization related to his/her current presenting disability within the preceding 24 months? (specify date/place) ______________

D. □ Yes □ No  Has this Child / youth previously received Therapeutic Behavioral Services (TBS) while a member of the Certified Class.


4. □ Yes □ No    Is it 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?: (please check all that apply)
□The child / youth will need to be placed in a higher level of residential care, including acute care, because of a change in the child / youth’s behaviors or symptoms which jeopardize continued placement in 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, a change in behavior or symptoms are needed to stabilize the child in the new environment. 

5. □ Yes □ No   Does the child / youth have specific target behavior(s) that puts him / her “at risk” for a higher level of placement or “at risk” of being unable to transition to a lower level placement?

Please describe specific behaviors this child/youth is displaying that are putting them at risk for higher level of care: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

**If you answered ‘no’ to questions 1-5, your client does not meet criteria for TBS**
What services and interventions are currently being provided to address this behavior?  __________________________________________________________________________________

__________________________________________________________________________________

Recommended # of hours of TBS per week _______________________________________________
Name of person completing the form: _________________________

Agency: _______________________ Ph #: ____________________







