SOUTH DAKOTA PRTF REFERRAL FORM
PSYCHIATRIC SERVICES UNDER 21
Recipient Name:       
   Date of birth:         
SSN:        

   Medicaid eligible:  Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 

Gender: Male  FORMCHECKBOX 
                 Female   FORMCHECKBOX 

           Medicaid Number:       
Name of current placement or living arrangements:       

  FORMCHECKBOX 
   Parent/relative/non-relative    
  FORMCHECKBOX 
  Foster home 


  FORMCHECKBOX 
   Group home   


  FORMCHECKBOX 
  Residential treatment facility


  FORMCHECKBOX 
   JDC       



  FORMCHECKBOX 
  Acute Hospital    

  FORMCHECKBOX 
   Out of state Residential  

  FORMCHECKBOX 
 Out of state PRTF 

************************************************************************
Referral Contact:                                                   Agency:       
Relationship:  JCA  FORMCHECKBOX 
; CPS SW  FORMCHECKBOX 
; Parent   FORMCHECKBOX 
; BIA/Tribal  FORMCHECKBOX 
; School  FORMCHECKBOX 
; Other  FORMCHECKBOX 


(If other, please explain)  

Address:      
Phone:       ;  Fax:       ;  E-mail      
Date Submitted:        
**************************************************************************************

Recommended Facility Name:                                                       Phone:       
Facility Contact:                                                   Fax:       
List all other facilities contacted for potential admission and their response: 
     
**************************************************************************************
Prior Inpatient Treatment:     FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No    
** If yes list provider, admit/discharge dates, frequency, facility outcome (i.e.: psych hospital, HSC, residential/group)
     
**************************************************************************************

Prior Outpatient Treatment:   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No   
** If yes list provider, time lines, outcome (i.e.: outpatient psychiatric/psychological, Mental Health Center, counselor)

     
SOUTH DAKOTA PRTF REFERRAL FORM

Psychological / psychiatric evaluation:   FORMCHECKBOX 
 Yes              FORMCHECKBOX 
 No 

Completed by:         Date      
Axis I Diagnosis:       
Axis II Diagnosis:      
Axis III Diagnosis:      
Axis IV Diagnosis:      
Axis V Diagnosis:      
**************************************************************************************

Medications  (Psychiatric/Behavioral Only):   (list drug name, dosage, purpose, and dates used)
     
*********************************************************************************************
Outline current behaviors noted within the last 30 days necessitating this referral for inpatient care: 

     
******************************************************************************

Outline behavior history indicating timelines (i.e.: harm to self or others, aggression, sexual behaviors): 

     
Does the recipient have a current IEP:  Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

Has the recipient received a GED:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

Has the recipient received a Diploma:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No
***********************************************************************
Supporting documentation checklist:  (Please submit all that are applicable/available)

 FORMCHECKBOX 
 South Dakota PRTF referral form;

 FORMCHECKBOX 
 Service history – discharge summaries and summary from current placement;

 FORMCHECKBOX 
 Acute Inpatient Psych Hospital/HSC history/physical and discharge summary;  

 FORMCHECKBOX 
 Most recent QMHP/Psychiatric and/or Psychological evaluations with IQ scores;

 FORMCHECKBOX 
 Social History;
 FORMCHECKBOX 
 Summary of outpatient services including outcomes and recommendations;

 FORMCHECKBOX 
 Summary of school behaviors and IEP;
 FORMCHECKBOX 
 Pertinent medical information;








South Dakota PRTF Referral Form
