Changing Turn Community HealthCare Services
500 Edgewood Road #210 
Edgewood, MD 21040

TBS REFERRAL FORM

Thank you for referring this client to CTCHCS. Please provide the following information and pertinent medical records so that we can provide the best and most timely service.
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Date:  _______________________________

Gender: Male              Female








Race:____________________________
Client Name:  ________________________
________________________
Date of Birth:  _________



(Last)                                 

(First)

Age:  _____________
MA#:  __________________________    Social Security: __________________

Home Address:  ________________________________________________________________________



(Street)                                          (City)                                          (State)                    (Zip)

Parent/Foster/Legal Guardian:  ____________________________________________________________

(Circle one)

Home Address:  ________________________________________________________________________



(Street)                                          (City)                                          (State)                    (Zip)

Home Phone:  __________________    Work Phone:  ______________   Cell Phone:  ________________

Referral Source Information

Agency Name:  ____________________________________________   Phone #:  __________

Referring Worker:  _________________________________________ Phone #:  __________

Address:  ____________________________________________________   Fax#:  ___________________
Medical

Primary Care Physician:  _____________________________________ Phone#:  ____________________

Address:  _____________________________________________________________________________

 Employer/ School
Name:  ____________________________________________________  Grade:  ____________________
Address:  ___________________________________________________________ Phone:  ___________
Does Client have an I.E.P (If yes, please provide any special accommodations or behavioral interventions):  
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 Yes                

    No

Reason for I.E.P:    SHAPE  \* MERGEFORMAT 


 Social
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___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Reason for Referral /Presenting Problems: 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

Disruptive and Dangerous Behavior:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

 Harm to self/ others:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

 Developmentally Inappropriate Behavior.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

Participated in Previous Rehabilitation Services 
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Response to OMHC Services: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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History of Past/Current Hospitalizations: 
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______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Rehabilitation Services Needed:
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Past/Current Treatments: Please list the locations, dates, responsible parties and phone numbers of inpatient or outpatient settings in which the consumer currently participates. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________
Has consumer participated in any higher intensity program? 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________
Diagnosis:  If applicable, please indicate current DSM IV diagnoses:

Axis I: ___________________________
Date:  _____________________
Axis Code:  ___________

Axis II: __________________________
Date:  _____________________     Axis Code:  ___________

Axis III:  _________________________
Date: _____________________
Axis Code:  ___________

Axis IV:  _________________________
Date:  _____________________
Axis Code:  ___________

Axis V:  _________________________
Date: ______________________
Axis Code:  ____________

Diagnosis given by:  _____________________________________________________________________

Medications

Type:  ____________________________________   Dosage/Frequency__________________________

Type:  ___________________________________      Dosage/Frequency _________________________

Type:  ___________________________________     Dosage/ Frequency _________________________

Additional comments/concerns:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Collaboration Agreement

I,_____________________________________________________(Therapist Name and Title), agree to participate in team treatment planning sessions/initial session within two weeks of receipt of the referral and quarterly sessions in person or by phone
** Please send or fax this form to our office along with relevant medical records (Clinic/hospital notes, test, lab or other imaging results, and pertinent consultations. Please include any necessary insurance referral authorizations. Thank you.)

Referring Provider/Agency Staff Signature:  ________________________________________________

Position/Title:  ____________________________________   Date:  ______________________________

CTCHCS USE ONLY

Date Received:  ___________________________________________________________

Facility:  _________________________________________________________________

____________ Referral Accepted      _________________________ Date of Appointment

____________ Referral Denied         _________________________________ Reason

Referral status communicated to _______________________________________ Date _______________
Insurance Authorization Number__________________________________________________________

Number of Authorization Visits ______________________________________________________

Dates of Authorization from:  ______________________ To:  __________________________________

Scheduled Diagnostic Interview ____ Yes ____ No   Date: __________ Therapist:  _________________

Date Assigned:  __________________ Counselor:  _________________________________________

Comments:  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________









Phone:  (443) 402-0172

Fax:  (443) 922-7839

Email:  changingturn@comcast.net
Website:  www.changingturn.org

