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Therapeutic Behavioral Services

232 E. Gish Road

San Jose, CA 95112

(408) 876-4105

To Whom It May Concern:

Therapeutic Behavioral Services (TBS) is a strength-based, short-term, one-to-one behavior intervention service for eligible Medi-Cal children/youth with serious emotional problems who need additional short-term support to prevent placement in an RCL 12-14 or a locked facility for treatment of mental health needs; or to enable a transition from any of those levels to a lower level of residential care.
TBS is intended to be an additional mental health service, which supplements the child/youth’s current specialty mental health service by addressing the target behavior(s) or symptom(s) that are jeopardizing the child/youth’s current living situation or planned transition to a lower level of placement.  TBS addresses these behaviors through a one-to-one behavioral goal-oriented approach, and must be short-term. TBS is to be decreased when indicated and discontinued when the TBS provider identifies that the behavioral benchmarks have been achieved or are not expected to be achieved.  Since TBS is considered a concurrent mental health service, pre-authorization from the county is required before beginning services.

If you have a child/youth that you would like to refer for TBS, please complete and submit the TBS referral packet to EMQFF Customer Services Center.  The first page of the referral packet is the Eligibility Checklist. The child/youth must meet each of the criteria in order to be eligible to receive TBS services. The second page gathers Demographic Information including items required for UNICARE. The last page of the referral is the Targeted Behavior Questionnaire for information regarding the specific behaviors TBS is being requested to address.  The information you provide will be used to complete the Initial Screening for TBS Eligibility Form, which will be submitted to the county for pre-authorization, and also to begin the assessment process.  

Please call if you have any additional questions regarding TBS or the referral packet.  Additional packets are available for download at www.emqff.org.  

Please mail or fax completed referral packet to:

EMQFF Customer Services Center
251 Llewellyn Ave.

Campbell, CA 95008

Phone: 408-379-3796

Fax:  408-364-4190

Thank you,

Therapeutic Behavioral Services

EMQ FamiliesFirst
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TBS REFERRAL CHECKLIST

(
CONFIRM CHILD/FAMILY, OTHER PROVIDERS AGREE WITH REFERRAL
(
TBS ELIGIBILITY CHECKLIST
(
TBS BASIC INFORMATION FORM (EMQFF internal referrals complete *items only)
(
TBS TARGETED BEHAVIOR QUESTIONNAIRE

ATTACH SIGNED COPY OF CURRENT ASSESSMENT 

· ATTACH SIGNED COPY OF CURRENT TREATMENT PLAN


ATTACH COPY OF CURRENT IEP (if applicable)

(
TIER TRANSFER AND REFERRAL (EMQFF internal referrals only)

(
SEND COMPLETED PACKET TO EMQFF CUSTOMER SERVICES CENTER
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TBS ELIGIBILITY CHECKLIST

Child/Youth’s Name:___________________________________

Child/Youth being referred must meet all of the following criteria:
Yes
No
 (
 (
Full scope MediCal   (i.e. no share of cost or other insurance unless attach denial letter) 

 (
 (
Is under 18 years old

 (
 (
Meets Medical Necessity criteria

 (
 (
Is receiving other specialty mental health services 

Type/Provider(s):__________________________________________________

  (
 (
Is a certified class member    (Must meet at least one of the following criteria.)
(   Child/Youth is 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 disease OR

(   Child/Youth is being considered by the county for placement in a facility RCL 12 or above, and/or a locked treatment facility:  Name of responsible worker_______________________ OR

· Child/Youth has undergone at least one emergency psychiatric hospitalization related to his/her current presenting disability with the preceding 24 months;  Date(s) of previous hospitalizations__________________________________________________________OR 

· Child/Youth previously received therapeutic behavioral services while a member of the

      Certified class
(
 (
It is highly likely in the clinical judgment of the mental health      



provider that without the additional short-term support of TBS:


(Must meet one of the following criteria)

· 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: 

OR
(   The Child 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. (The coordinator must document the basis for the expectation that 

      the behavior or symptoms will change.)

Person/Provider to whom TBS interventions will be transitioned: 

Name:_______________________________Relationship:________________   Phone: (____)_______________
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TBS DEMOGRAPHIC INFORMATION FORM

                  Date:_____/_____/_____

Child/Youth’s Legal Name: (Last)__________________ _________ (First)____________________________ (M.I.)________   

Referring Provider:________________________________    Referring Provider Agency________________________

Phone: (________) __________-______________ 
                   Fax: (________)__________-______________ 
CHILD/YOUTH INFORMATION 

DOB:____/_____/____   *Birthplace – County:_______________ State:________ Country:__________ Gender: M___ F___ 

Name at Birth (if different) or AKA___________________________________________________________________________

SS#__________________  *BIC/MediCal#_________________ Issue Date_________    County  ID#_______________

Primary Residence(s) for Child while receiving TBS:  (Check all that apply)

( Family Home    ( Foster Home    ( Children’s Shelter    ( Other (specify) ________________________________ 

( Group Home   RCL Level ______  Name of GH _____________________ Phone:  (______)__________________  

Current Address:________________________________ City:_________________ State:_____ Zip Code:_________

*Birth Mother’s First Name:  _____________________ *Legal/Court Status:_________ *Employment Status_______

*Race (List up to 5)______________________________________________    *Hispanic? Yes ( No (  Unknown (
*Language - Primary _____________Secondary_____________Proficiency_____________Preferred_____________ 

*Education:  Current Grade: _______ School: _________________________  School District: ___________________

*Is Youth a Caregiver over 50% of the time? Yes ( No (   If yes,# under 18 y/o:________# over 18 y/o:__________

Trauma: YES____ NO____
PRIMARY CAREGIVER INFORMATION
Caregiver: (Last)____________________________________(First)_____________________________Relationship:_______________

*Living w/youth? Yes ( No (  Placement in Foster Care: Yes ( No (  If yes, is placement with a Relative Yes ( No (
Address:_____________________________________ City:__________________ State:_____ Zip Code:_________ 

Primary Phone:(_____) ______________Hm__Wk__Cell__          Other Phone:(_____) _______________Hm__Wk__Cell__

*Caregiver’s Primary Language__________________________   Secondary Language________________________

Legal Guardian (if different) (Last)________________________________(First)_______________________Relationship:__________

*Living w/youth? Yes ( No (  Address:___________________ City:_____________ State:_____ Zip Code:_______ 

Primary Phone:(_____) ______________Hm__Wk__Cell__        Other Phone:(_____) ___-_____________Hm__Wk__Cell__

OTHER INVOLVED PERSONS (Social Worker, Mental Health, Attorney, Advocate, Probation Officer, etc.)
Name:_______________________________Relationship:________________   Phone: (____)__________________
Name:_______________________________Relationship:________________   Phone: (____)__________________

*Required for UNICARE


*CURRENT DIAGNOSIS

Please include the current 5 Axis diagnosis by a licensed mental health professional.  TBS is appropriate only for the behavior(s) related to Axis I, or the primary focus of treatment.

AXIS I

Primary

Code:__________ Description:________________________________________Modifier:__________________

Secondary

Code:__________ Description:________________________________________Modifier:__________________

Code:__________ Description:________________________________________Modifier:__________________

Code:__________ Description:________________________________________Modifier:__________________

Code:__________ Description:________________________________________Modifier:__________________

AXIS II

Code:__________ Description:________________________________________Modifier:__________________

Code:__________ Description:________________________________________Modifier:__________________

Code:__________ Description:________________________________________Modifier:__________________

AXIS III

Code:__________ Description:________________________________________Modifier:__________________

Code:__________ Description:________________________________________Modifier:__________________

AXIS IV  Problem: ABCDEFGHI

AXIS V  Current GAF:___________
Past GAF:____________

Diagnosis given by:______________________  Degree/Credential___________  Date of Diagnosis ___/___/___

TIER entry:_____ Date:_____/_____/_____ County entry:_____ Date:_____/_____/_____
OTHER RELEVENT INFO: (affecting targeted behavior(s): Check all that apply and give brief description

(  Physical

(  Developmental Functioning/IQ 

(  Substance Abuse 

(  Abuse History 

(  Family/Social  

(  Previous treatment/Placement/Hospitalizations 

(
Current Psychiatric Medication (please list) 

(  Other pertinent information

CURRENT TREATMENT: What services and interventions are currently being provided to address the behaviors?

REQUIRED ATTACHMENTS

PLEASE ATTACH CURRENT MENTAL HEALTH ASSESSMENT (and other assessment documentation, if available), CURRENT TREATMENT PLAN and CURRENT IEP (if applicable)

*Required for UNICARE 
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TBS TARGETED BEHAVIOR QUESTIONNAIRE

Child/Youth’s Name:________________________________

Youth’s Strengths/Interests: That may be helpful in creating interventions & incentives

Family/Caregiver’s Strengths/Interests: 
Targeted Behaviors: List and describe 1 to 3 specific target behavior(s) that may put  the youth’s living situation at risk, or result in further psychiatric hospitalizations:  (Ex. Physical Aggression, Self-harm, Oppositional-Defiant, Runaway, Sexual acting out, etc.)
     1. BEHAVIOR:



Description: (observable actions)

How often does it occur? (Ex. 3 Xs per day)     

How long does each episode last? (Ex. 10 minutes)

What are the risks? (Ex. May cause injury)

     2. BEHAVIOR:___________________________________________







Description: (observable actions)

How often does it occur? (Ex. 3 Xs per day)     

How long does each episode last? (Ex. 10 minutes)

What are the risks? (Ex. May cause injury)

     3. BEHAVIOR:___________________________________________

Description: (observable actions)

How often does it occur? (Ex. 3 Xs per day)     

How long does each episode last? (Ex. 10 minutes)

What are the risks? (Ex. May cause injury)






















TBS Referral Form
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