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ADVANCED PLACEMENT BHHS, INC.


Referral Application

	Date:      
	Date Placement Required:      


Consumer Information
	Consumer’s Name: 
	Social Security Number: 

	Alias;      
	Medicaid Number:      

	Date of Birth:       -       -      
	Age:      
	Sex:      
	Weight:      
	Height:       (inches)

	Religious Affiliation
	 FORMCHECKBOX 
 Protestant
	 FORMCHECKBOX 
 Catholic
	 FORMCHECKBOX 
 Muslim
	 FORMCHECKBOX 
 None

	
	 FORMCHECKBOX 
 Jewish
	 FORMCHECKBOX 
 Other (specify):      

	County of Legal Custody:      
	Place of Birth:      

	Distinguishing Features (i.e., scars, tattoos, birthmarks, etc.):      



	Strengths
	 FORMCHECKBOX 
 Strong Family Base
	 FORMCHECKBOX 
 Appropriate Reading Level
	 FORMCHECKBOX 
 Good Personal Hygiene

	
	 FORMCHECKBOX 
 Average / Above IQ
	 FORMCHECKBOX 
 Impulse Control
	 FORMCHECKBOX 
 Good Social Skills

	
	 FORMCHECKBOX 
 Good Verbal Skills
	 FORMCHECKBOX 
 Appropriate Coping Skills
	 FORMCHECKBOX 
 Other:      


	Weaknesses
	 FORMCHECKBOX 
 Functionally Illiterate
	 FORMCHECKBOX 
 Weak Family Base
	

	
	 FORMCHECKBOX 
 Low IQ
	 FORMCHECKBOX 
 Poor Personal Hygiene
	

	
	 FORMCHECKBOX 
 Poor Social Skills
	 FORMCHECKBOX 
 Other:      
	



Medical Information
	
	Diagnoses
	Date
	Source

	DSM IV Dx:
	Axis I
	     
	     
	     

	
	Axis II
	     
	     
	     

	
	Axis III
	     
	     
	     

	
	Axis IV
	     
	     
	     

	
	Axis V
	     
	     
	     


	IQ:      
	Verbal:      
	Performance:      
	Full Scale:      

	Examiner:      
	Date:       -       -      

	LOE:      
	CAFAS:      
	GAF:      


	Medications
	Dosage
	Instructions

	     
	     
	     

	     
	     
	     

	     
	     
	     


Referral Application

Medical Information (Continued)
Medical Conditions (past and present)

	 FORMCHECKBOX 
 Lice
	 FORMCHECKBOX 
 Bulimia
	 FORMCHECKBOX 
 Eczema

	 FORMCHECKBOX 
 Anemia
	 FORMCHECKBOX 
 Anorexia
	 FORMCHECKBOX 
 Asthma

	 FORMCHECKBOX 
 Drug/ Alcohol Abuse
	 FORMCHECKBOX 
 Measles
	 FORMCHECKBOX 
 Hay Fever

	 FORMCHECKBOX 
 HIV / AIDS
	 FORMCHECKBOX 
 Mumps
	 FORMCHECKBOX 
 Convulsions

	 FORMCHECKBOX 
 Sexually Transmitted Diseases
	 FORMCHECKBOX 
 Chicken Pox
	 FORMCHECKBOX 
 Sinus Problems

	 FORMCHECKBOX 
 Ringworm
	 FORMCHECKBOX 
 Sickle Cell Anemia
	 FORMCHECKBOX 
 Diabetes

	 FORMCHECKBOX 
 Tuberculosis
	 FORMCHECKBOX 
 Migraine Headaches
	 FORMCHECKBOX 
 Other:      


	Date of Last Physical Exam:

      -       -      
	Last Dental Exam:

      -       -      
	Last Eye Exam:

      -       -      

	Allergies:      

	Dental Appliances:
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No
	Contacts / Glasses: 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No

	Medical Insurance Company:      

	Insurance Policy Number:      

	Name of Primary Insured:      

	Special Dietary Needs:      


Give a brief family history on education, behavior, development, adoption, psychosocial, legal (arson, stealing, sexual, burglary, or assault), parent’s psychiatric history, and any other information that will assist in consumer’s treatment.

	

	

	

	

	

	

	



Referral Application

School Information
	Last School Enrolled: 

	District:      
	Grade:      

	Special Classes
	 FORMCHECKBOX 
 EH
	 FORMCHECKBOX 
 LD
	 FORMCHECKBOX 
 Resource
	 FORMCHECKBOX 
 Homebound

	
	 FORMCHECKBOX 
 Other:      

	Is there a truancy history?      
	Grades repeated:      

	Current IEP?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Date:       -       -      

	Suspensions / Expulsions:      



Agency Involvement

Indicate all agencies currently involved:

	 FORMCHECKBOX 
 DSS
	 FORMCHECKBOX 
 LME
	 FORMCHECKBOX 
 DJJ
	 FORMCHECKBOX 
 Vocational Rehab

	Other:      



Consumer’s Primary Referral Source Information

	Referring Agency:
	 FORMCHECKBOX 
 DJJ
	 FORMCHECKBOX 
 LME
	 FORMCHECKBOX 
 DSS
	 FORMCHECKBOX 
 SCHOOL
	 FORMCHECKBOX 
 Other:      

	Case Manager’s Name:      

	Address:      

	Phone Number:      

	Reason for Referral:      



	Disposition (include recommendations and/or referral to another service):      




Referral Application

Current Behavioral Problems

	 FORMCHECKBOX 
 Abandonment Issues
	 FORMCHECKBOX 
 Anxiety
	 FORMCHECKBOX 
 Arson

	 FORMCHECKBOX 
 Alcohol / Drug Abuse
	 FORMCHECKBOX 
 Antisocial Behavior
	 FORMCHECKBOX 
 Difficulty with      

	 FORMCHECKBOX 
 Assaultive (Physical)
	 FORMCHECKBOX 
 Assaultive (Sexual)
	 FORMCHECKBOX 
 Assaultive (Verbal)

	 FORMCHECKBOX 
 Bedwetting
	 FORMCHECKBOX 
 Eating Disorder
	 FORMCHECKBOX 
 Depression

	 FORMCHECKBOX 
 Destroying Property
	 FORMCHECKBOX 
 Fire Setter
	 FORMCHECKBOX 
 Development Disability

	 FORMCHECKBOX 
 Homeless
	 FORMCHECKBOX 
 Hyperactive
	 FORMCHECKBOX 
 Impulsive

	 FORMCHECKBOX 
 Lying
	 FORMCHECKBOX 
 Low self-esteem
	 FORMCHECKBOX 
 Loss / Grief Difficulties

	 FORMCHECKBOX 
 Physical Impairment
	 FORMCHECKBOX 
 Mental Retardation
	 FORMCHECKBOX 
 Parent Neglect Issues

	 FORMCHECKBOX 
 Perception of Reality
	 FORMCHECKBOX 
 Phobic Behavior
	 FORMCHECKBOX 
 Physical Disability

	 FORMCHECKBOX 
 Oppositional
	 FORMCHECKBOX 
 Self Destructive Behavior
	 FORMCHECKBOX 
 Sibling Related Difficulty

	 FORMCHECKBOX 
 Social Immaturity
	 FORMCHECKBOX 
 Sexually inappropriate behavior
	 FORMCHECKBOX 
 Stealing

	 FORMCHECKBOX 
 Suicidal
	
	 FORMCHECKBOX 
 Running Away

	 FORMCHECKBOX 
 Unruly / Ungovernable
	 FORMCHECKBOX 
 Cruelty to Animals
	 FORMCHECKBOX 
 Truancy

	Other:      

	Is there a history of abuse? Explain:      



Family Information

	Biological Mother’s Name:      

	Address:      

	Telephone Number:      

	Race:      
	Educational Level:      
	Criminal Record:      


	Biological Father’s Name:      

	Address:      

	Telephone Number:      

	Race:      
	Educational Level:      
	Criminal Record:      


	Are parents:
	 FORMCHECKBOX 
 Married
	 FORMCHECKBOX 
 Separated
	 FORMCHECKBOX 
 Divorced
	 FORMCHECKBOX 
 Never Married
	 FORMCHECKBOX 
 Deceased

	Have their parental rights been terminated?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	If yes, when:      

	How many siblings does the consumer have?      
	Are siblings in out-of-home placement?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	If yes, please specify:
	 FORMCHECKBOX 
 DSS Foster Care
	 FORMCHECKBOX 
 Relatives

	
	 FORMCHECKBOX 
 Incarcerated
	 FORMCHECKBOX 
 Group Home

	
	 FORMCHECKBOX 
 Other:      


“The mission of A
dvanced Placement, Inc. is to offer a comprehensive range of services and support for children and families designed to address their physical, educational, emotional, and spiritual needs and to build on strengths and capabilities of all family members.”
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