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RESIDENTIAL TREATMENT REFERRAL
For referrals to American Behavioral Health Systems (ABHS) only.  Do not use if the individual has arson convictions, wants, warrants, or detainers.
[bookmark: _GoBack]Date:       	
	PERSONAL INFORMATION


Name:      	 	DOC number:	     	
[bookmark: Check1]Date of birth:      		Age:      		|_| Male 	|_| Female
Current location/residence:      		City:      	
County:      		Phone number(s):      	
Releasing address:      	
	EMERGENCY CONTACT


Next of kin:      	
Address:      	
Phone number(s):      	
	SUPERVISION


Case manager:      		Phone number:      	
Assigned Field Office:      	
	TRANSPORTATION ARRANGEMENTS


Describe arrangements necessary to transport the individual to the facility:
			
Date available for treatment:      	
Treatment provider will make arrangements for outpatient care and schedule the appointment.
	LEGAL


Currently serving a Residential Drug Offender Sentencing Alternative sentence?  |_| No |_| Yes
Current conviction(s):      
Past/present assault conviction(s)?  |_| No |_| Yes
Details and date(s):      
Contact restrictions/victim concerns:      
History of sex offense crimes?  |_| No |_| Yes 	Registration required? 	|_| No |_| Yes, Level:      
Details and date(s) of sex offense conviction(s), including relationship to victim, age of victim, circumstances of crime, and if there are multiple similar crimes:      
Is there a documented Security Threat Group (e.g., gang) affiliation?  	|_| No |_| Yes
If yes, explain:      
	ALCOHOL/DRUG USE AND TREATMENT


When did the individual last use/drink?      
List history of all drugs/alcohol used:      
History of withdrawal?  |_| No |_| Yes |_| Unknown	 	Detox needed?	|_| No |_| Yes
Has the individual been to substance use disorder treatment before?  	|_| No |_| Yes
	Provider name
	Dates
	Type*
	Completed

	[bookmark: Text2]     
	     
	|_| TC |_| IIP |_| IOP |_| OP
	|_| Yes |_| No

	     
	     
	|_| TC |_| IIP |_| IOP |_| OP
	|_| Yes |_| No

	     
	     
	|_| TC |_| IIP |_| IOP |_| OP
	|_| Yes |_| No

	     
	     
	|_| TC |_| IIP |_| IOP |_| OP
	|_| Yes |_| No


*TC: Therapeutic Community    IIP: Intensive Inpatient    IOP: Intensive Outpatient    OP: Outpatient
Is the individual willing to participate in treatment?  |_| No |_| Yes
Any special needs/limitations (e.g., mobility, literacy, language, dietary)?  |_| No |_| Yes
If yes, explain:      
	MEDICAL


Currently under the care of a medical provider?  |_| No |_| Yes
Reason(s):      
Last reported visit to a medical provider:      
Purpose of visit:      
Any open wounds that are not healing? 	|_| No 	|_| Yes
Pregnant?  |_| No |_| Yes   Trimester:  	|_| 1st 	|_| 2nd  |_| 3rd 
Significant physical/medical conditions, treated or untreated, that would interfere with fully participating in treatment?  |_| No |_| Yes, explain:      
Significant past/current medical concerns that may prevent fully participating in intensive inpatient treatment?  |_| No |_| Yes, explain:      
	PSYCHOLOGICAL


Reported significant emotional/mental health conditions?	|_| No |_| Yes
Treatment received?  |_| No |_| Yes	Inpatient:  |_| No	|_| Yes	Outpatient: 	|_| No |_| Yes
If yes, explain:      
Recent suicide ideations reported?  	|_| No |_| Yes 		Suicide attempts reported?  	|_| No |_| Yes
Psychological evaluation completed? 	|_| No |_| Yes
If yes, diagnosis:      
Significant past or current emotional/mental health concerns that may prevent fully participating in intensive inpatient treatment?   |_| No 	|_| Yes
If yes, explain:      
	PRESCRIPTION MEDICATIONS


Prescription medication(s) reported for any condition(s)? 	|_| No |_| Yes
If yes, can s/he bring a 30 day supply of the prescribed medication(s)?  |_| No |_| Yes
If yes, list medication(s):      
S/he MUST have a 30 day supply at the time of admission or will be denied inpatient treatment.  The individual will not be allowed to use and be detoxed from the following medications:
· 
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· Barbiturates
· Narcotic-opiates
· Norepinephrine
· Opiate maintenance medication
· Stimulants
· Benzodiazepines
· Medical cannabis
· Methadone
· Health food supplements
· Any substance containing alcohol

The records contained herein are protected by Federal Confidentiality Regulations 42 CFR Part 2.  The Federal rules prohibit further disclosure of this information to parties outside of the Department of Corrections unless such disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.
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