Residential Crisis Services Referral Form
Fenton /Granby/Layhill House

Please fax completed referral to 1-844-762-3230
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Referred By: _________________________________________________________________________________________



NAME, TITLE


ORGANIZATION




PHONE NUMBER

Date Completed: _______________________   

Date Bed Needed:______________________

Client Name: ___________________________________________________ D.O.B.: ________________________



FIRST

MIDDLE INITIAL

LAST           


        MONTH/DAY/YEAR

S.S. #: _________________________ Gender: _______ Race: 
                     Ethnicity(circle): Hispanic or Non-Hispanic
Address: ___________________________________________________________________________________________  
STREET/P.O. BOX


CITY



STATE

      ZIP

Phone #: (H) ___________________________(C)_______________________​​_____Marital Status:_________________   
Highest Education Level: ____________________Employment Status:____________________   

Veteran (circle one): YES  NO   
If yes, most recent service:_____________________________________________
Insurance Information:  ( Medical Assistance  ( Medicare   ( Private Insurance  ( Un-insured   
Insurance Provider: ______________________________     Insurance Number: ____________________________________
--------------------------------------------------------------------------------------------------------------------------------

Current Providers: 
Psychiatrist:  _________________________________________________________________________________________


NAME



ORGANIZATION




PHONE NUMBER

Therapist:  _________________________________________________________________________________________


NAME



ORGANIZATION




PHONE NUMBER

Case Manager:  ______________________________________________________________________________________


NAME



ORGANIZATION




PHONE NUMBER

--------------------------------------------------------------------------------------------------------------------------------

Clinical Information/Presenting problem:
Diagnoses: ​












   


      ________________________________________________________________________________________
( Hx of Substance Abuse
( Hx of self-harm          ( Hx of Suicide Attempts       ( Current Suicidal Ideations

Presenting Problem to include a brief description of how functioning is different from baseline and contributing factors to diminishing functioning: ​​



























































                   










  


                   










      
Medical Information:  ( Visual Impairment ( Hearing Impairment ( Physical/Mobility Impairment   ( Intellectual Disability    ( Other

Brief Description: 























 
RCS Staff use only: 
Date/Time Received: 
  

     Date bed is needed:




       Additional follow up:

