                          NEW VISION BEHAVIORAL HEALTH SERVICES INC               

    New Vision Behavioral Health Services, Inc.
OMHC-REFERRAL FORM

Date:                                Client Name:_____________________________________________________________                                                                   
Demographic Information:

DOB:                        Age:            Marital Status: ______   [ ] Male        [ ] Female     SS#:_________________________________________
Address: __________________________________________ City:                                            State:            Zip: ______________________       

Home Phone#:                                                  Cell:                                                     Work #:______________________________________
Email:___________________________________________________________________________________________________________
Does the client need accommodations in accordance with the American Disabilities Act (eg, sign language, interpreter, etc) [] Yes []No
If yes, please explain:

Type of living situation: 

[] Private residence            [] Homeless/Emergency. Shelter                [] Foster home                

[] Halfway House               [] Boarding/rooming house                        [] RRP, Group home/TGH      

[] Crisis Residence             [] Assisted Living                                       [] Skilled Nursing Facility
[] Hospital                          [] RTC for Children and Adolescents        [] Jail/Correctional facility/Detention Center                                                  
[] Other: ________________________________________________________________________________________________________
Guardianship:  
Legal Guardian: ___________________________________________________________Relationship:_____________________________
Address: _______________________________________________City:_______________________ State: _______Zip:_______________
Home Phone#:_______________________________Cell#:_____________________________Work #:_____________________________

Email:___________________________________________________________________________________________________________
BCDSS Involvement:   [ ] Yes   [ ] No  Request court order or other documents if someone other than biological parent has guardianship.
Ethnicity Data Standard 
Are you Hispanic, Latino/a, or Spanish origin (One or more categories may be selected)
a. [] No, not of Hispanic, Latino/a, or Spanish origin                     b. [] Yes, Mexican, Mexican American, Chicano/a 
c. [] Yes, Puerto Rican             d. [] Yes, Cuban                             e. []  Yes, Another Hispanic, Latino/a or Spanish origin 
Race Data Standard 
What is your race? (One or more categories may be selected) 
a. [] White                      b. [] Black or African American   c. [] American Indian or Alaska Native 
d. [] Asian Indian           e. [] Chinese                                  f.  [] Filipino                                                                                                                       g. [] Japanese                  h. [] Korean                                   i. [] Vietnamese                                                                                                                                        j.  [] Other Asian             k. [] Native Hawaiian                    l. [] Guamanian or Chamorro

m.[] Samoan                   n. [] Other Pacific Islander 
Data Standard for Primary Language 
How well do you speak English? (5 years old or older) 
a. [] Very well             b. [] Well                  c. [] Not well             d. [] Not at all
1. Do you speak a language other than English at home? (5 years old or older) 
a. []  Yes                      b. []  No 
If yes to the above:
2. What is this language? (5 years old or older) 
a. [] Spanish                  b. [] Other Language (Identify)_____________________________
Data Standard for Disability Status 
1. Are you deaf or do you have serious difficulty hearing?                                                   a. [] Yes           b. [] No 
Name:_______________________________________________________  DOB:____________________________________________

2. Are you blind or do you have serious difficulty seeing, even when wearing glasses?      a. [] Yes           b. [] No 
3. Because of a physical, mental, or emotional condition, do you have serious difficulty concentrating, remembering, or making decisions?      (5 years old or older).                                                                                                      a. [] Yes                  b. [] No 
4. Do you have serious difficulty walking or climbing stairs? (5 years old or older).    a. [] Yes                  b. [] No 
5. Do you have difficulty dressing or bathing? (5 years old or older).                            a. [] Yes                 b.  []No 
6. Because of a physical, mental, or emotional condition, do you have difficulty doing errands alone such as visiting a doctor’s office or shopping? (15 years old or older).                                                                                    a. [] Yes                 b. [] No 
Insurance: 

Insurance Type:  [] Medicaid   Medicaid #____________________________________MCO: ________________________________ 
[]  Medicare? (Red, white and blue card)     [] Yes    [] No  If yes refer to Medicare.

[] Private insurance? (CareFirst, Keiser Permanente, etc) [] Yes   []No  If yes refer to Insurance provider for assistance.
If no insurance request uninsured eligibility, if client meets the requirements.
Employment/Source of Income:  
[] Employed            Where employed______________________________________________ How Long Employed:_______________
[] SSI-Amount: _____________________
[] Family-Amount___________________   
[] Disability- Amount_________________ 
[] Seeking employment        [] Other source of income_________________________________________________________________
Education/Military:
Are you a student:     [] No                 [] Yes,  Name of School: ___________________________________________________________
Type of Education:     [] Reg. Education   [] Special Education.  
Current grade or highest grade completed: ________________________     
Was the consumer suspended/expelled from school during the past 12 months: [] Yes   [] No, last suspension______________________  
Is client a Veteran:  [] Yes   [] No
Legal Status/Agency Involvement:
Was the consumer arrested in the past 3 months: __Yes __ No, If yes, reason for arrest___________________________________________
Agency Involvement:  [] P&P   [] DSS  [] DJS   [] Other, specify_____________________________________________________________
Name and phone # of contact person: __________________________________________________________________________________
Referral Information:    (Authorization release must accompany referral, in order for any information to be released).
Name of Referral Source:__________________________________Agency:___________________________________________________
Relationship:_________________________________Address:__________________________________________State:______
Zip:______________Phone #:_________________________________Fax#:______________________________
Psychotropic medication/referral Information: (Inform clients to bring in all medication bottles to Psychiatric Evaluation appt. )
Type of service requested:    [] Medication Management only (Name and # of therapist)_______________________________________
                                                 [] Therapy only

                                                 [] Both Therapy and Medication Management 

Psychiatric medication(s):  __________________________________________________________________________________________       
Reason for referral: ________________________________________________________________________________________________
Emergency contact:   ____________________________________Relationship__________________Phone:________________________
Allergies:________________________________________________________________________________________________________
Is referral upon discharge from an inpatient or crisis facility? __Yes __No   , If yes, request a copy of the aftercare/ discharge summary.  
Is referral court ordered?    [] Yes     [] No   if yes, request a copy of court order.

OFFICE USE ONLY:
                Referral received by:__________________________________________________________________________
            Is client appropriate for treatment:   [] Yes    [] No, If no document action taken.
            Date of Intake appointment: _________________ Time: ___________________ Appt. with: _____________________________
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