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Region IV REACH Referral Form – Adult & Child
	Name:      
     
SS#:      
Medicaid#:                        
	DOB: 
     
	Date of Referral:   
     



	
Address and Phone Number:

	Street 1:      
Street 2:      
City, State Zip:      
Phone Number:      


	
Referred by: 

	
Name & Title:      
Agency:      
Phone Number:      
Email Address:      


	
Legal Guardian/Power of Attorney:  

	
Name:      
Agency (If Applicable):      
Address:      
Phone Number and Email:      


Name:      






DOB:      
	
DSM Diagnoses:

	
I.      
II.      
III.      
IV.      
V.      


Please answer all questions. For any of the areas listed below please use the back of the page for additional space if needed.  Please provide additional clinical reports, consultations & case summaries pertinent to the case as supplemental documents.

1) Reason for referral:  Concerns/ issues; Presenting problem(s);  How long has this been going on?  Describe onset of problems/concerns and what you would like from REACH services.  

SERVICES REQUESTED:  FORMCHECKBOX 
   Respite   FORMCHECKBOX 
  Assessment  FORMCHECKBOX 
  In Home Support FORMCHECKBOX 
 Linkages  
      FORMCHECKBOX 
 Consultation FORMCHECKBOX 
Crisis Plan Development  FORMCHECKBOX 
 Other (describe)      
     
Medical issues/illnesses: Please list all medical concerns including current medications.
     
Name:      






DOB:      
Service history including hospitalizations and residential placements:  
                     

	Date (begin with current and go backwards)
	Name of hospital/service provider
	Outcomes/results

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Name:      






             DOB     
Educational / Vocational Services (please describe all educational / vocations services presently received):

     
2) Psychosocial well-being:

i. Emotional upsets/significant issues/areas of concern: 
     
ii. Recent changes in social functioning: 
     
iii. Problems with expectations and supports (day program/residential/recreational) Changes or concerns re: eating, sleeping, toileting, mood from baseline: 
     
iv. Skills and abilities: 
     
Name     





                           DOB:      
v. List symptoms or target behaviors : 
     
vi. Describe how the individual was doing when he/she was doing his/her best         (include medications, services, date and description of presentation):  
     
vii. Other issues to be addressed:  
	Contact /Name & Relationship
	Contact /Phone Number

	Primary:
     
	Phone Number:
     
	Alt Number:
     

	Other Contact:
     
	Phone Number:
     
	Alt Number:
     

	Other Contact:
     
	Phone Number:
     
	Alt Number:
     

	Other Contact:
     
	Phone Number:
     
	Alt Number:
     


Please fax completed form to, 804-562-5135 along with pertinent records to Autumn Richardson, REACH Director, Region IV, Richmond Behavioral Health Authority.  Please ensure all records, if sent electronically, are password protected or via encrypted email.  
Pertinent Records (please check enclosed documentations):
 Face Sheet

 Psychological Evaluation
 FORMCHECKBOX 
 Psychiatric Evaluation

 Level of Functioning Assessment 
 Person Centered Plan, if applicable
 Individualized Service Plan
 Individualized Education Plan, if applicable

 Supports Intensity Scale

 Last Physical

 Medication Administration Record
 Medication history

 FORMCHECKBOX 
 Labs
 Immunization Record
 PPD Vaccine (Date and Results)
 Flu Vaccine (Date)
 Legal Guardianship/Power of Attorney Documentation

________________________________________________________________ 

_____________

Form Completed By
 (Printed Name & Signature)



Date
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