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REFERRAL FOR SERVICES
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Referral First & Last Name: _______________________________________________

Date of Birth:  ____ / ____ / ______     Age:  _____     Gender: 

  Sex: 



Race: 



  Ethnicity: 


 Refugee (yes/no): 




Medicaid ID#:  ________________________________ (ex. ID# AB12345C)

Social Security Number:  ________ - ________ - __________

Street Address:  ___________________________________        Apt. #:  ________

City:  ______________________      State:  ________      Zip Code:  __________

Phone Number:  ( ______ ) ______ - __________  
Qualifying Conditions (Must have ONE of the following):

□  Two (2) or more CHRONIC medical conditions   ____________________________________

                                                                                         ____________________________________

□  One (1) SEVERE and PERSISTENT MENTAL HEALTH condition (Severe Emotional Disturbance)
___________________________________________________________________


□  Complex Trauma  ______________________________________________________
Risk Factors: Check all that apply and provide explanation of how child/youth exhibits risk factors

	· At risk for adverse event (e.g. death, disability, inpatient or residential admission, mandated preventive services, or an out of home placement);

· Has inadequate social/family/housing support, or serious disruptions in family relationships

· Has inadequate connectivity with healthcare system;

· Does not adhere to treatments or has difficulty managing medications;

· Has recently been released from incarceration, placement, detention, or psychiatric hospitalization;

· Has deficits in activities of daily living, learning or cognition issues; OR

· Is concurrently eligible or enrolled, along with either their child or caregiver, in a Health Home.
	


Indicate any need for language/interpretation services; specify language spoken if other than English:
Consent to Refer for Services obtained from:  ________________________________________

Relationship to Child:  _____________________________________________________

Signature:  _____________________________     OR    Consent obtained verbally  □
Catholic Charities of Onondaga County


Children’s Health Home Program


Referrals can be sent to: Healthhomereferrals@ccoc.us





Date of Referral:  ____ /____ /______





Referred By (provider’s name): ________________________________________





Clinic/Practice: _____________________________________________________





Phone:  (______) ______ - __________





Email:  _______________________________











