TRANSITIONAL YOUTH REFERRAL PLAN

(SEE TRANSITIONAL AGE YOUTH REFERRAL POLICY AND PROCEDURE 01-01-114 FOR MORE DETAILS)
	Client:       
	InSyst #:       
	Program:       


Section I  (completed by Children’s program with attached referral packet and releases)

Staff Name:       
Date:       
Referring Program:       
Address:       
Phone Number:       
Fax Number:       


Email:       
Client’s Name:       
Birth Date:       
Client’s Address:         

Phone Number:       
Insurance Status:       
Current Diagnosis:       
Services currently receiving:  
     
Services needed from Adult Mental Health System of Care:       
       

I have attempted to refer to the following Adult Mental Health Programs unsuccessfully (include all attempts and outcome);

Program Name:       
Staff member contacted:         

Outcome (include reason for denial of admission and referrals given):  
     
     
Program Name:       
Staff member contacted:         

Outcome (include reason for denial of admission and referrals given):  
     
     
Other Comments:       
     
     
SECTION II  (completed by RPC / designee & provided to Children’s provider who initiated request)

Regional Program Coordinator’s (RPC) Response: 

 FORMCHECKBOX 
deny services because client does not meet medical necessity criteria

 FORMCHECKBOX 
youth 18 and over; an assessment will be requested from an adult provider agreeable to the client and family (see specifics below)

 FORMCHECKBOX 
other (see specifics below)

Program referred to:       
Staff Name/Contact:       
Phone Number:       
Fax Number:       
     
     
RPC / Designee’s Name:       
Date:       
Phone Number:       
Fax Number:       
Email:       
 FORMCHECKBOX 
Date response was forwarded to referring party:  
     
SECTION III  (Completed by RPC when the linkage is not successful.  RPC shall coordinate an initial meeting with a multidisciplinary team within two weeks of the initial referral.)

Date of initial meeting:       
Multidisciplinary Team Members Names and Signatures:  

     
     
     
Transition Plan Recommendation:  

     
     
     
Individual to follow up on Plan:       
Phone Number:       
Fax Number:  
     
Email:       
 FORMCHECKBOX 
Date copy of completed form sent to original children’s referral source:       
Youth accepted plan:   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Other:       
(when “no” an alternative shall be identified & same procedure followed)  
	County of San Diego - CMHS


 
TRANSITIONAL YOUTH REFERRAL PLAN

HHSA:MHS-605  (3/2005)
	Client:      
InSyst #:       
Program:      




Page 1 of 2

