SOUTH DAKOTA PRTF REFERRAL FORM
 PSYCHIATRIC SERVICES UNDER 21

A.  					Identifying information

[bookmark: Text31][bookmark: _GoBack][bookmark: Text2]Child’s Name:  		   					Date of birth:         

[bookmark: Check3][bookmark: Check4]Gender: Male |_|                 Female  |_|

[bookmark: Check1][bookmark: Check2][bookmark: Text45]Medicaid eligible:  Yes|_|;    No|_|					Date referral submitted:      
	           
B.  			               Child’s current living arrangements 
	           	            (Check the appropriate box and list name of facility/center/hospital)

[bookmark: Check5][bookmark: Check9][bookmark: Text61] |_|   Parent/relative/non-relative    		 |_|  Group care center       
[bookmark: Check6][bookmark: Check10][bookmark: Text59] |_|   Foster home   			 |_|  Residential treatment facility     
[bookmark: Check7][bookmark: Check11][bookmark: Text60] |_|   JDC       				 |_|  Acute Hospital         	 			  

C.          Complete this section if referral is being made by DSS CPS, DOC or Tribal/BIA agency

[bookmark: Check50][bookmark: Check14][bookmark: Check16][bookmark: Text44]Referring party: DOC|_|;   CPS |_|;    BIA/Tribal agency |_| ( identify agency)      

[bookmark: Text6]Referring party contact information:   Name:             

[bookmark: Text8][bookmark: Text50][bookmark: Text57]Address:      							City:      		Zip:      

[bookmark: Text9][bookmark: Text10][bookmark: Text11]Phone:        				 Fax:        			 E-mail      

TRIBAL/BIA AGENCY REFERRAL – COMPLETE THE FOLLOWING QUESTIONS:  
[bookmark: Text63]List name of school district child most recently enrolled in:      	
[bookmark: Check65][bookmark: Check68][bookmark: Check69]Is the child on an IEP:  Yes|_|;   No|_|;   Currently being tested |_|;
[bookmark: Text64]Tuition paid by:      


D.                        Complete this section if referral is being made by private party

[bookmark: Check51][bookmark: Check52][bookmark: Check53][bookmark: Check54][bookmark: Check57][bookmark: Check63]Referring party: Parent|_|;  School|_|;  Mental Health Therapist/Center|_|;  Acute hospital|_|;  Court Svc:|_|;  HSC|_|;  
[bookmark: Check55][bookmark: Text47] Other|_|-please identify      

Referring party contact information - (NAME):        
 
[bookmark: Text48]If referring party is with an agency or school please identify which agency or school:       

[bookmark: Text52][bookmark: Text53]Address:      						City:      		Zip:      

Phone:       				 Fax:        			 E-mail       

[bookmark: Text46]Name of school district child is currently enrolled in:      			

[bookmark: Check46][bookmark: Check56]TUITION:  Is the child’s school district agreeing to pay the tuition?  Yes |_|;    No |_|;    
[bookmark: Check64]Have not made contact with the school yet|_|; 

[bookmark: Check70][bookmark: Check71][bookmark: Check72]Is the child on an IEP?  Yes|_|;    No|_|;    Currently being tested|_|;

[bookmark: Text35][bookmark: Text36]Parent/guardian contact information (if not listed above): Name      			Phone #      

[bookmark: Check73][bookmark: Check74]Parent / guardian is aware and has been involved in this referral process:  |_|Yes		|_|No


E.  Facility you are requesting to place child in: 
[bookmark: Text12]     Name of facility:           

[bookmark: Check41][bookmark: Check62][bookmark: Check42][bookmark: Text37]     Has the facility accepted the child? Yes |_|;   No |_|;  Still reviewing |_|;     Comment             
                         
[bookmark: Text55]     List all other facilities you have contacted for potential admission and their responses:        


[bookmark: Check21][bookmark: Check22]F.  Prior Inpatient Treatment:    Yes |_|;	No |_|;     
[bookmark: Text29]If yes list facility name, admit/discharge dates and outcome (i.e. psych hospital, HSC, residential/group)      


[bookmark: Check23][bookmark: Check24]G. Prior Outpatient Treatment:  Yes |_|;  	 No |_|;    
[bookmark: Text30]If yes list agency or psychiatrist name and timelines of treatment:      
[bookmark: Text56]If no explain reason outpatient treatment has not been attempted:      


H.  Most current Psychological / psychiatric evaluation:     
[bookmark: Text18][bookmark: Text19]Evaluation completed by:         					Date      

[bookmark: Text21]Axis I Diagnosis:         

[bookmark: Text22]Axis II Diagnosis:        

[bookmark: Text23]Axis III Diagnosis:      

[bookmark: Text24]Axis IV Diagnosis:      

[bookmark: Text25]Axis V Diagnosis:       

[bookmark: Text62]Full Scale IQ: 	        

[bookmark: Text26]List Medications:  (Psychiatric/Behavioral Only)       


[bookmark: Text27]I.  Note current behaviors within the last 30 days necessitating this referral:       




[bookmark: Text28]J.  Note behavior history indicating timelines (i.e.: harm to self or others, aggression, sexual behaviors):      





[bookmark: Check38][bookmark: Check58]K.  Has the child received a GED:   	Yes |_|;   No|_|
[bookmark: Check39][bookmark: Check40]      Has the child received a Diploma:	Yes |_|;	  No|_|

L.  Supporting documentation checklist:  (Please submit all that are applicable/available)
[bookmark: Check29]|_| South Dakota PRTF referral form;
[bookmark: Check30]|_| Service history – discharge summaries and summary from current placement;
[bookmark: Check31]|_| Acute Inpatient Psych Hospital/HSC history/physical and discharge summary;  
[bookmark: Check32]|_| Most recent QMHP/Psychiatric and/or Psychological evaluations with IQ scores;
[bookmark: Check33]|_| Social History;
[bookmark: Check34]|_| Summary of outpatient services including outcomes and recommendations;
[bookmark: Check35]|_| Summary of school behaviors and IEP;
[bookmark: Check36]|_| Pertinent medical information;
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