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' Lead4 Life

Psychiatric Rehabilitation Program (PRP) Referral Form
Please fax the referral to (443)-859-8880 or email it to PRPMD@lead4lifeinc.org

D BALTIMORE CITY D EASTERN SHORE

D FREDERICK COUNTY

D MONTGOMERY COUNTY D WaASHINGTON D.C METROPOLITAN AREA

Client Demographic Information

Date:

Client Name: Client Birth Date:

Client Address: Client Phone Number:

Client Email Address: Marital Status:

Medical Assistance #: History of Military Service:

Emergency Contact Name: Relationship to Client:

Contact’s Email Address: Contact’s Phone Number:

Living Situation/Condition:

[JPrivate Residence OGroup Home
[JResidential Program  [IShelter
OFoster Home (if applicable, include name, phone, and email of client’s DSS worker)

Oinpatient Program
[Correctional Facility

Gender Expression:

Sexual Orientation:

CIFemale CIMale CINon-Binary (DHeterosexual OGay [OLesbian
[Transgender Female [Transgender Male [JAgender OBisexual OQueer [JAsexual
[OGender not listed [JQuestioning OpPrefer not to say| Clidentity not listed  [JQuestioping [IPrefer not to say
Culture/Ethnicity: [ Hispanic or Latino  [CINot Hispanic or Latino School/Employer Name: Address:

[OBlack or African American Owhite

[ONative Hawaiian or Other Pacific Islander ~ CAsian

. ) . o Phone Number: Highest Grade Completed:
[JAmerican Indian or Alaska Native OMulti-racial

JUnknown [JPrefer not to say

Referral Source and Treatment Information

Referring/Treating Clinician(w/credentials):| Clinician’s Phone Number:

Agency Name: Clinician’s Email:

Frequency of treatment provided to this client:
CJAt least 1x/week  [JAt least 1x/month  [JAt least 1x/6 mnths

How long has the client been engaged in active outpatient treatment?
[JLess than one month [J2-3 months [J4-6 months
[17-12 months [CIMore than a year

Has the client received PRP services with ANOTHER PRP agency withi

1the past year? (if yes, with whom?) [OYes ONo

Reason for Referral/ Presenting Problems

Please provide details regarding behavioral history (include hospitalizations, out of home placement, previous mental health treatment etc.):

Please provide a detailed description of client’s problem areas (current symptoms, and in words of client, family member and/or others, what their concerns are, problem areas,

and, how symptoms are affecting them.)

How will client benefit from PRP services?

Social Elements Impacting Diagnosis: (check all that apply):

CIProblems with access to health care services: inadequate health care, lack of

transportation, inadequate health insurance etc.

CJProblems related to social environment: death/loss of friend, inadequate social

support, discrimination, etc.

CIProblems with primary support group: death of family member, divorce, abuse,

health problems, etc.

[Jother psychosocial and environmental problems: exposures to disasters,

unavailability of resources, issues w/caregivers like physicians, etc.

CIProblems related to interaction w/legal
system/crime: arrest, incarceration, etc.

CJHousing problems (Not Homelessness):
inadequate housing, unsafe neighborhood

COHomelessness

JOccupational problems: unemployment, [JUnknown
stressful job, difficult job, etc.
[CJEducational problems: illiteracy, discord ~ [JNone

wy/peers, dangerous school, etc.

[J No previous tx history

OJFinancial problems




Presenting Behaviors (check all that apply): Clw/in the last week [1w/in the last 2 weeks [Iw/in the last month Clw/in the last 6 months

Client has experienced the following:

OFire setting [OSuicidal/homicidal ideations [JObsessions or compulsions
[INon-suicidal self-injury CCruelty to animals [(ODelusions/hallucinations
[dPsychiatric medication noncompliance [JSubstance use disorder [ODestruction of property
[JRepeated psychiatric hospitalizations OPersistent violation of court orders OArrest/confirmed illegal activity
[TRepeated failure to follow through with [OSexually inappropriate/ [ODisorganized thoughts, speech, or

hospitalization discharge plans aggressive/abusive/threatening behavior
[THypomanic or hypermanic symptoms increased [JRepeated running away for more than 24 CJAngry outbursts/aggression that

and/or psychomotor agitation hours is unmanageable

[JLacks motivation for substance use appointments, Clinability to utilize or the absence or formal or C1Daredevil, risky, and/or impulsive etc., due to
mental illness or substance disorder

informal supports (health care providers, behaviors

treatment family, friends, etc.)
[IDifficulty with activities of daily living such as cooking,
cleaning, financial management, shopping, attending Have client’s behaviors been present and persistent for more than 6
months? appointment, etc., due to mental illness pr substance use disorder Do you expect client’s [lYes CINo behaviors to continu

. 5
withouttreatment?

Presenting Symptoms

[OCruelty to animals
[ODestruction of property
[JObsessions/compulsions

[JHas ongoing isolation and/or inappropriate [(ISuicida] and/or homicidal ideations (with or C1Post-traumatic stress disorder or history of

social behaviors withofit intent) trauma
[OSUD history with high risk for relapse [LIPodr stress tolerance [1Job or daily structured activities interrupted
\:‘|mpu|5|v|ty [JPodccancentratiaon [llack nfincishf

[Yes CINo

(check all that apply): Clw/in the last week Clw/in the last 2 weeks CIw/in the last month CIw/in the last 6 months

Client has experienced the following:
[1Depressed mood with associated [JAnxious mood with associated symptoms [1Disorganized thoughts, speech, or behavior symptoms

ODisruptive behaviors (check all that apply): CIHas interpersonal conflicts [ONon-suicidal self-injury

[JAnger outbursts [OPsychiatric medication noncompliance
[Hostile/intimidating CIDelusions/hallucinations CIDistractibility ~ [JPoor boundaries

[Serious rule violation OManipulative CParanoia

[stalking [IPhysical altercations [CIPsychosis

OTheft [(IHas had an after-hours crisis [OHypomanic symptoms

[OHas been arrested or negative Uis neglecting ADLs and/or needs monitoring [IHas school problems resulting in suspensions
contact with law enforcement for AQLs or expulsions

Have the client’s symptoms been present and persistent for more than 6 months?

OYes CONo

Do you expect client’s symptoms to continue without treatment?

OYes CONo

Rehabilitation Needs (check all that apply):
CActivities of Daily Living — Challenges in performing necessary skills [ILife Skills-inability to maintain personal safety due to inadequate
related to shopping, hygiene, cooking, etc. health and wellness, medication noncompliance, therapy
OSelf-Care — Inability or challenges to independently maintain personal noncompliance, positive problem-solving skills, etc.
hygiene, make appointments, manage money, etc. DEmplovment - Dlndependent LiVlng-lnablIlty or challenges to live independently due
Inability to gain or maintain employment. to lack of age-appropriate boundaries, time management, community
OSocial Skills/Peer Interaction- difficulty in establishing or maintaining ~ @Wwareness, personal space maintenance, etc.
normal interpersonal relationships [OSupport System — Inability to establish or maintain relationships and
CJTCommunity Living — Unable to live independently due to mited eonnectionsthatfosterasense-ofsupport:

finances, inability to budget, manage money, etc.




[JEducation-current issues related to the completing educational [CICoping Skills — Ineffective tools to assist in handling difficult emotions
goals/requirements and situations that may lead to unhealthy behaviors and/or substance
use.

[JSsymptom Management — Inability to identify and effectively cope
with thoughts or behaviors related to mental illness.

[Legal Issues — Current issues related to the legal system.
[CJEntitlements- inability to obtain benefits and financial assistance
necessary to support living in the community

Oinitiation — Inability to plan/organize, carry out goal-directed
behavior, etc.

Based on my knowledge of the individual and clinical expertise, the client needs and/or would benefit from the above selected Psychiatric

Rehabilitation Services for the following reasons:

[OTo prevent worsening of symptoms [To restore/rehabilitate functional level

[JTo sustain recovery lifestyle [OTo increase compensatory supports

[OTo improve effective utilization of community [To build and strengthen natural supports, including family of choice
resources zacy and/or [To facilitate participation in the individual’s community, school, work, or
[To strengthen resiliency, self-advocacy, home

selfempowerment

[To increase capacity to better manage treatmer
diagnosed illnesses

Behavioral Health Diagnosis

Diagn Diagnosis 2: Diagnosis 3:
osis

1:

Diagnosis 4: Diagnosis 5: Diagnosis 6:

Eligibility/Qualification for Services

Please verify that the person you are referring for services meets ALL of the following criteria by placing a check mark in the box.

[ The youth has a Public Behavioral Health System (PBHS) specialty mental health DSM-5 diagnosis and the youth’s impairment(s) and functional
behavior can reasonably be expected to be improved or maintained by using these services. AND

[J The youth’s emotional disturbance is the cause of serious dysfunction in multiple life domains (home, school, community). AND




[ The youth’s condition requires an integrated program of rehabilitation services to return to age-appropriate development and to progress
accordingly towards independent functioning and independent living skills. AND

[J The youth does not require a more intensive level of care and is deemed to be able to be safely maintained in the rehabilitation program and to
benefit from the rehabilitation provided. AND

[ There is evidence that the use of pharmacotherapy, if deemed appropriate, has been considered by the primary treating clinician.
AND

[J The impairment, as a result of the youth’s emotional disturbance, results in: A clear, current threat to the youth’s ability to be maintained in
his/her customary setting,

OR
[J An emerging/impending risk to the safety of the youth and others,
OR

[J Other evidence of significant psychological or social impairments such as inappropriate social behavior causing serious problems with peer
relationships and/or family members.

[J The youth, due to the dysfunction, is at-risk for requiring a higher level of care, or is returning from a higher level of care.

AND EITHER:

[J There is clinical evidence that the current intensity of outpatient treatment is not sufficient to reduce the youth’s symptoms and functional
behavioral impairment resulting from the mental illness and restore him/her to an appropriate functional level, or prevent clinical
deterioration, or avert the need to initiate a more intensive level of care due to current risk to the youth or others;

or

[ The youth is transitioning from an inpatient, day hospital or residential treatment setting to a Community setting and there is clinical evidence
that PRP services will be necessary to prevent clinical deterioration and support a successful transition back to the community or avert
the need to initiate or continue a more intensive level of care.

Functional Assessment

. Within the past 3 months is there a clear, current threat to the client s ability to be maintained in their current setting? [JYes [INo Ifyes:

a. Describe the symptoms of the diagnosis that affect the client's functioning in this area: (ex: Dishonesty, Theft, Violate

b. Describe how these symptoms impair the client's functioning in this life domain: (ex. Feelings of hopelessness has i
suicidal ideations; resulting in multiple hospitalizations)

c. Provide specific examples of how client's symptoms have significantly impacted them in this are: (ex: Over the past :
inability to manage symptoms related to their diagnosis of conduct disorder () client has been arrested 3 times for shopli
upcoming court date. Client’s mother reports client does not appear to show remorse for their actions to the point of “findin
try and talk about it”.




2. Within the past 3 months is there an emerging risk to the safety of the client or others? [Yes [No If yes:

a. Describe the symptoms of the diagnosis that affect the client's functioning in this life domain: (ex: Fatigue or loss of energy, irritability, physical
and mental sluggishness)

b. Describe how these symptoms impair the client's functioning in this life domain: (ex: Feelings of hopelessness has increased client’s suicidal
ideations; resulting in multiple hospitalizations)

c.  Provide specific examples of how client's_symptoms impair function in this life domain: (ex.: Over the past 3 months, due to inability to manage
symptoms related to their diagnosis of major depressive disorder (fatigue, loss of energy, diminished interest and pleasure from most activities,
feelings of hopelessness, and suicidal ideations) client has been hospitalized twice. Client’s most recent hospitalization was two weeks ago due to
suicidal ideations without plan. Client’s mother reports conflict with peers at school as one of the main triggers)

3. Within the past 3 months does client have significant psychological or social impairments causing serious problems with peer relationships
and/or family members? CYes [INo If yes:

a. Describe the symptoms of the diagnosis that affect the client's functioning in this life domain: (ex: isolation, withdrawal from family and friends,
low self-esteem, feelings of guilt)

b. Describe how these symptoms impair the client's functioning in this life domain: (ex: Isolation, Low self-esteem, distorted feelings of guilt,
prevents client from leaving the house, quitting social/sports activities, and engaging with others)

c. Provide specific examples of how client's symptoms impair function in this life domain: (ex: Due to client’s symptoms of isolation, low
selfesteem, and distorted feelings of guilt, client reports feeling “fat, disgusting, poor, and nasty” preventing them engaging with others as they
relate to their diagnosis of major depressive disorder. In addition, client states that they are a burden to their friends and family. Client’s mom
reports they refuse to participate family events/activities, quit the basketball team, and has “completely cut off all her friends)

Additional Qualifiers and Disability Status

If the client is in school, are they involved in any after-school activities, Is the primary reason for impairment due to the following: organic

including work, which would interfere with delivery of PRP services the process or syndrome, intellectual disability, neurodevelopmental or

required times a month? [Yes [CINo neurocognitive disorder? [Yes [INo

Will the client’s level of cognitive impairment, current mental status, or| Is the client blind or do they have serious difficulty seeing, even when

developmental level impact their ability to benefit from PRP? [Yes | wearing glasses? [Yes [INo

ONo

Is the client eligible for full funding for DDA services? [Yes [INo Is the client deaf or do they have a serious difficulty hearing? [ClYes [INo

Does the client have serious difficulty walking or climbing stairs (age 5 or| Does the client have difficulty dressing or bathing (age 5 or older)?

older)? [Yes [CINo [OYes CINo

Because of a physical, mental, or emotional condition, does the client have| Because of a physical, mental, or emotional condition, does the client

serious difficulty concentrating, remembering, or making decisions? have difficulty doing errands alone such as visiting a doctor’s office or
CIYes [INo shopping? [lYes [INo

Primary Medical Diagnosis (please include all medical concerns)




Diagnosis 1: Diagnosis 2: Diagnosis 3:

Diagnosis 4: Diagnosis 5: Diagnosis 6:

Medications Has Medication Been Considered? [INot Considered [CIConsidered and Ruled Out  [ITried and Stopped
[JOngoing

Name of Medication| Dosage:| Freq: |[Name of Prescriber:| Compliant?|Medication: Dose: |Freq: | Prescriber: Compliant?

Crisis Management / Safety Plan

1.Does the member have a behavioral health crisis management or safety plan in place? (lYes [INo

a. If yes, what is the date of the most recent plan?

2.Has client received crisis intervention services in the last 60 days?

b. If yes, list dates crisis services were provided to client and describe crisis below

Current Treatment Goals [] Goal not Met [ Goal Partially Met [JGoal Attained (Date Client met Treatment Goal )

Long Term Goal:

Objective Goal:

Intervention(s):

Date of Last Treatment Team Meeting:

In Attendance:

Additional Providers/Support Team:
Psychiatrist:

Contact Information:

PCP:

Contact Information:

Probation/Parole:

Contact Information:

Other:

Contact Information:

Attestation



Based on the clinical evaluation and ongoing treatment plan, PRP services are indicated and are expected to reduce the symptoms of the
client’s mental illness or the functional behavioral impairment that is a result of the client’s mental illness. [lInformal supports such as
family/friends

[(IGroup Therapy

[Targeted Case Management
have been tried and ruled as non-effective. (for those not checked, please briefly explain why not ex: doesn’t qualify, didn’t want, etc.)

Furthermore:

[IThere is clinical evidence that the current intensity of outpatient treatment will not be sufficient to reduce the client’s symptoms and
functional behavioral impairment resulting from the mental iliness. There is also clinical evidence that client’s current level of treatment
will not be able to restore them to an appropriate functional level, prevent clinical deterioration, and/or avert the need to initiate a more
intensive level of care due to current risk to the individual or others.

OR

LIFor individuals transitioning from an inpatient, day hospital or residential treatment setting to a community setting there is clinical
evidence that PRP services will be necessary to prevent clinical deterioration and support successful transition back to the community or
avert the need to initiate or continue a more intensive level of care. Therapist will make referral to PRP program. The client will be

connected with an outpatient mental health center or mental health provider.

In addition:

(The client’s condition requires an integrated program of rehabilitation services to develop and return to age-appropriate development and

progress towards independence
[J The client does not require a more intensive level of care above PRP, and is judged to be in enough behavioral control to be safe in the
rehabilitation program and benefit from the rehabilitation required

[IWith these services the client’s disorder can be expected to improve and there is clinical evidence that this intensity of rehabilitation is

needed to maintain the individual's level of functioning

Signatures

I, (Therapist Name and Title), agree to

participate in team treatment planning sessions/initial session within two weeks of receipt of the referral and quarterly sessions in person or by phone

hereafter.

Referring Provider/Agency Staff Signature:
Position/Title: Date:

Clinical Director/Co-Signer/Supervisor (LCSW-C, LCPC, PhD) Signature & Date:




