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PHP Referral Form- Parent or Clinician

Today’s date: Referral source:

Patient’s Demographic Information:

Patient’s Name: Patient’s DOB: Age:

Address:

Gender: LIM [JF LITrans M LITrans F [INonbinary

Race: [JAmerican Indian ClAsian/Pacific Islander [IBlack/African American ClWhite
[JOther: LIPrefer not to answer

Ethnicity: [IHispanic CINon-Hispanic

Patient’s preferred language: [English [ISpanish LJASL [Other:

Interpreter needed: 1Y [IN

Patient’s current location: [JHome [JED (where? ) Oinpatient (where?

Parent/Guardian Information:

Primary Contact: Relationship to patient:
Legal Custody: [ IMarried parents LIMother LIFather (Married LJY [IN)

[(Joint or Sole Custody?  [IDCF [JConservator:

LIGuardian: [1O0ther:

Parent/Guardian’s preferred language: [1English [ISpanish LJASL [Other:

Interpreter needed: 1Y [IN

FATHER:

Mailing Address (if different from patient):

Email address:

Preferred Phone #: Type: LIC Ow  OH
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MOTHER:

Mailing Address (if different from patient):

Email address:

Preferred Phone #: Type: LIC Ow  OH

Secondary Contact: Relationship:

Mailing Address:

Preferred Phone #: Type: LIC Ow  OH

Insurance Information:

Primary Insurance: ID #:

Subscriber Name: Relationship: DOB:
Secondary Insurance: ID#:

Subscriber Name: Relationship: DOB:

Patient Clinical Information:

Date of ASD diagnosis: Name of clinician:
Diagnosed by: [1Birth-to-Three [ISchool Psychologist [1Psychiatrist/Neurologist
[1Other:

Can provide report documenting Autism diagnosis with ADOS/CARS/GARS? [lYes [INo

Additional diagnosis:

Ointellectual Disability [1Down syndrome CJADHD CIJDMDD ClAnxiety
[1Depression []Reactive Attachment Disorder [1Other:
Grade: School name: School district:

Patient has: [JIEP [1504 [INone [IJPatient not attending school
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Patient communicates via: [ 1Sentences [1Single Words [1Sign/gestures

[L1AAC device [1Other:
Does patient have any of the following impairments: [1Vision [1Hearing CIMobility/Physical
Patient requires assistance with: [1Dressing L Toileting [JHandwashing

What are the primary behavior problems? [1Aggression [1Verbal threats to others  [1SIB
LIProperty destruction [ISuicidal ideation/attempts  [1School refusal [ISexualized behaviors
[1Other (specify):

Does patient have any history of legal involvement? []Arrest [IProbation  [IDetention = [INone

Legal contact if applicable:

Has patient ever been to the emergency room for his/her behavior?

Dates Hospital Reason Outcome

Has patient ever been on an inpatient unit for his/her behavior?

Dates Hospital Reason Outcome

Current medications

Medication Start date Dose/Schedule Prescriber

Allergies? LIN L[1Y:

Does patient have any major medical problems? [1Seizures  [IDiabetes [JAsthma
[C1Other:
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Current services:

Name/Agency Phone number

PCP/Pediatrician

Psychiatrist

Neurologist

ABA therapy at home

Individual therapist

DDS worker

DCF worker

(OVoluntary Clinvestigations [JOngoing services)

Covid-19 Precautions

[] COVID-19 exposure screening

Will child wear a mask for program hours? 1Y LIN

Decision Point:

A) Appropriate for PHP admission: [1Y LIN Date reviewed with Medical Director:

Date of intake assessment: Wait time quoted to referral source:

B) Needs higher level of care: [1Referral to AIU  [JReferral to ED [IReferral to other
hospital

C) Not appropriate for PHP admission: State reason:

Referral made (date and type of service):

Form completed by:

(print name/title)
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