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ASSOCIATION




REFERRAL SHEET FOR DIVERSION BEDS
	Date of referral:  __________________________  



	Referred by:                                                                       Title:


	Name:


	  Date of Birth:

	Current address:



	Current Phone #:


	Therapist:

	Psychiatrist:


	Social Security #:

	Medicaid #


	Medicare #

	Next of kin (indicate relationship):  
                                                               __________________________________________

       Address:                                                                              Phone:

	In case of emergency notify:
                                                     _______________________________________________

       Address:                                                                              Phone:


	Reason for referral: ________________________________________________________ ________________________________________________________________________________________________________________________________________________________



	ICD.10 Diagnosis and Code:                                   
      

	Brief summary of psychiatric history:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	Most recent psychiatric hospitalization - Name of Facility and Date:  ____________________________________________________________________________



	Substance use/supports in place:  ____________________________________________________________________________



	Suicidal assessment/Recent thoughts/plans:  ____________________________________________________________________________

____________________________________________________________________________

Past suicidal ideation/attempts:  ________________________________________________________________________________________________________________________________________________________



	Threatening or assaultive behavior:________________________________________________

____________________________________________________________________________

       

	Mood/Affect (depressed, flat, elevated, irritated, labile):  ____________________________________________________________________________

Interventions that work with individual:  ____________________________________________________________________________



	Known allergies:  



	Current Medications: ___________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

       Pharmacy:________________________________________________________________

List significant medication changes over the last 28 days:

____________________________________________________________________________

Over-the-counter medications (requires physician consent):          

____________________________________________________________________________

History of medication non-compliance:  ____________________________________________________________________________



	Current physical disabilities or medical problems (allergies, seizures, special diet, 

incontinence, dentures or other adaptive devices) Note: Referred applicant must past self- preservation test at Stonebridge:  ________________________________________________________________________________________________________________________________________________________

Smoking habits/cautions:




	Current Care Manager:  ____________________________________________________________________________



	Day Treatment Program schedule:  ________________________________________________________________________________________________________________________________________________________

	Outpatient therapist:                                                 Next appointment:  



	Name of psychiatrist consulted:
____________________ ___________________Signature:_________ ___________________

Recommendation/Treatment Plan:  ____________________________________________________________________________



	Plan following Diversion:  ________________________________________________________________________________________________________________________________________________________



	I agree to my admission to the Diversion program and to adhere to all program expectations.  I understand that there will be no charge for the first two weeks of stay, but thereafter there may be a fee of $12.00 per day depending on my resources.  
Referred applicant signature


Please see attached.  Rules need to be reviewed with and signed by applicant. An Intake Meeting may be required.  
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