Community Collaborative

Hard to Place/Serve Committee

Request for Referral Form 


Date of Request:     






	


Dear      : (Community Support Provider/Agency)

Please submit a referral for      

 FILLIN "Text57"     (Child) to the Hard to Place/Serve Committee to be considered for admission to

  FORMCHECKBOX 
Whitaker School

  FORMCHECKBOX 
Wright School 

  FORMCHECKBOX 
STARS Program

  FORMCHECKBOX 
PRTF at John Umstead Hospital   

  FORMCHECKBOX 
PRTF at Dorthea Dix Hospital

I believe this referral is necessary because:      .

To the best of my knowledge this child is receiving the following services:(Please check all that apply)

 FORMCHECKBOX 
 Residential 
    

 

 FORMCHECKBOX 
 Community Support/Case Management  
    

 FORMCHECKBOX 
 Individual Therapy  

 FORMCHECKBOX 
 Family Therapy
    

 FORMCHECKBOX 
 In-Home
    

 FORMCHECKBOX 
 Respite     

To the best of my knowledge this child is involved with the following agencies:(Please check all that apply)

 FORMCHECKBOX 
School      (Name/County)

 FORMCHECKBOX 
Juvenile Justice      (County)

 FORMCHECKBOX 
Department of Social Services      (County)

 FORMCHECKBOX 
Other     (Please specify)
    

     








     
Individual Completing Form




Date

     








     


Relationship to Child





Telephone Number

     








     
Address







Fax Number

To: Receiving Community Support Staff: 

Please contact a Child Care Coordinator at Five County MHA at 252 430-1330 within 2 weeks of receipt of this request to advise of the status of the referral.

Thank you.



Endorsed 2/6/08

Request for Referral
 Appendix C
2/9/07


