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Comprehensive Behavioral Health Assessment Referral
Please complete this form and forward it to the Single Point of Access along with the Authorization for Comprehensive Behavioral Health Assessment form.

Date:
Child's Name: 



  Sex: 

  D.O.B. 

  Race: 



SSN #: 





Name of Caregiver: 




  Phone #: 




Address of Caregiver: 










Relationship of Caregiver to Child:___________________________________________________      

School Child Attends: 










Reason for Shelter : (Abuse, Neglect, Abandonment) 








____________________________________________________________________________________________________________________________________________________________________________Shelter Date:_________________________  


Name of Parents: 




  Phone/Cell/Pager #: 



Name(s) of siblings:    1.



  Location: 






         2.



  Location: 






         3. 



  Location: 






Preliminary Goal: (Reunification, adoption, expedited termination of parental rights) 















What services and with whom are services currently provided to the child/family: 




























Prior reports to DCF (date, findings, indications) 




















Has there been any identified mental illness in child/family? :



















Has there been any identified alcohol or other drug use with the child/family?:  











Please provide the Following Department Information:

FS Counselor/Investigator: 




  County: 

  Phone #: 


FS Supervisor: 





      Phone Number: 




FS Contact Person: 




      Phone Number: 





Please fax this referral and authorization to Kristen Embree, SPOA asst, Fax    519 8914.
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