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                                  R.O.O.T.S. INC. REFERRAL FORM
	Client’s Name/ID Number                                                                          Today’s Date:

	Address:


	Phone:

	Referring Agency:   

	Address
Phone: 
Contact Person/ Role: 
Contact Person Phone#:

Contact Person E-mail:

	Program: Homes_________ Courts________ ABC_________ CYS_________ Other/Specify________
	Date Referred:


	D.O.B.: 
	Age:
	Gender: Male 

	SS#: 
	Are You a Veteran:    Yes________         No: ______

	Program 

Sponsor _______

Peer Support____

Both_______
	Race Ethnic Group:

African American/Black_______                                  

Asian________

Caucasian/White_X_____                                                
Hispanic/Latino_________

Other/Specify___________________________________________
	Marital Status:

Single____

Married________

Separated______

Divorced________

Widow_________


Names and contact information of caring adults who would like to participate in your success: i.e., social worker, parent or guardian, teacher, uncle or aunt, grandparent, etc.

	Support System

	Name
	      Relationship to consumer
	                       Address/Number

	
	
	

	
	
	

	Do you currently have a Representative payee?

Yes_________ Payee Organization/ Name:_______________________________________________________ Phone/Address:____________________________________________________________________________   

(If Yes, Please Provide name and Contact Information)    

No__________

	If applied for and not yet receiving potential source of income, please describe and give date of application.


	Health Insurance Information

	Medical Assistance ________________________
Medicare________________________________

Other(Specify)____________________________

	Mental Health Information

	DSM IV Diagnosis
	Diagnosed by:
	Date:

	Axis I
	

	Axis II
	

	Axis III
	

	Axis IV
	

	Axis V: GAF (GAF highest level in the past 12 months)
	

	PLEASE ATTACH A RECENT PSYCH EVAL OR DOCTOR’S SIGNATURE TO VERIFY DIAGNOSIS

	Risk Factors
	Unknown
	Yes
	NO

	Suicidal (Ideation, Attempt
	
	
	

	Physical Harm to Others
	
	
	

	Victimization of Others
	
	
	

	Destruction of Property
	
	
	

	Fire setting
	
	
	

	Sexually Abusive (Inappropriate to others)
	
	
	

	Reckless Behavior possibly leading to physical harm to self of others
	
	
	

	Other: (Explain)
	
	
	

	POSSIBLE BARRIERS:

	ISSUES consumers may face:
	This is a possible problem for me
	I can take care of this
	I need help with this

	Substance Abuse
	
	
	

	Transportation
	
	
	

	Day Care
	
	
	

	Family Problems
	
	
	

	Housing
	
	
	

	Clothing
	
	
	

	Medical
	
	
	

	Telephone
	
	
	

	Job Skills
	
	
	

	Education
	
	
	



