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Referral checklist

	Required documents: Referral will not be processed without at least these items.

	 FORMCHECKBOX 
 Treatment Services Referral (this form)
	 FORMCHECKBOX 
 Court order or Voluntary Placement Agreement

	Additional documents

	Has the child had the following within the last 2 years? If yes, attach and note the date:

	Recent mental health assessment
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	Psychological evaluation
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	IEP (within 2 years)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	CANS Assessment
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	Safety & Crisis Plan
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	Recent Wrap Meeting Notes
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	Current Treatment Plan
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	Other: 
	     
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	Other:
	     
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	

	Other:
	     
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Date:
	     
	


	Child information
	Case information

	Name:      
	Case name:      

	Preferred name:      
	Case number:      

	Date of birth:      
	Age:      
	Case worker:      

	Participant ID:      
	Phone:      

	Prime number (OHP number):      
	Email:      

	Sex:    Female Male    
	Supervisor:      

	 Transgender male, trans man, female-to-male (FTM)
	Phone:      

	
	Email:      

	 Transgender female, trans woman, male-to-female (MTF)
	Branch:      

	
	County of jurisdiction:      

	 Genderqueer, neither exclusively male nor female
	Custody: 

	
	 TC/PC
	 Voluntary placement

	      Additional gender category or other. Please specify: 
	 Voluntary custody
	 Jurisdiction

	
	  JPSRB
	

	Race and ethnicity:  FORMDROPDOWN 

	CASA assigned:    No Yes   

	 FORMDROPDOWN 

	

	Cultural identity:      
	CASA:      

	ICWA:   Unknown No    Yes   
	CASA phone number:      

	If yes, specify tribe:      
	Current mental health services:

	IQ:      
	DD eligible:
	 None
	 Outpatient

	
	 In process No   Yes  
	 Community based intensive services

	DD case manager:      
	 Day treatment
	 Residential

	Contact information:      
	 Subacute            
	 SCIP/SAIP
	 Hospital          

	Doctor:      
	Therapist:      

	Dentist:      
	Therapist contact information:

	Juvenile justice involvement:
	     

	 Probation/parole OYA   JCC    None   
	Agency:      

	Assigned worker:      
	Current mental health diagnosis:

	Contact information:      
	     

	Lawyer (dependency):      
	Coordinated care organization (CCO) or private insurance name:      

	Phone number:      
	

	Lawyer (delinquency):      
	Wraparound involved:

	Phone number:      
	 Unknown No    Yes   

	Gang involvement:   No   Yes    
	Wrap facilitator:      

	Gang affiliation:      
	Wrap phone number:      


	Child’s current living situation (include type of placement, reason for move and date needed):

	     

	Child’s strengths:

	     

	Child’s treatment needs:

	     

	Permanency plan:

	     

	Parental involvement:

	     

	Previous placements (within the last 2 years):

	     


	Documentation of the need for Behavioral Rehabilitation Services (BRS)

	Child has two or more dysfunctional and debilitating psycho-social, emotional and/or behavioral disorders and/or other problems that require BRS as indicated below. If applicable, please explain in detail the behavior when it has occurred.

H = History of behavior    C = Current behavior (within 6 months)  
NA = Does not apply


	H
	C
	NA
	Behavior
	Ongoing
	Situational
	Date of last incident

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fire setting or reckless fire play
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Please explain behavior in detail:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cruelty to animals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Please explain behavior in detail:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sexual acting out or reactivity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Please explain behavior in detail:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Aggressive/assaultive
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Please explain behavior in detail:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Alcohol or drug abuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Drug of choice and details of use patterns:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Enuresis
	Frequency:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Encopresis
	Frequency:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Commercially sexually exploited child (CSEC)

	
	
	
	Explain:      


	H
	C
	NA
	Behavior
	Ongoing
	Situational
	Date of last incident

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Impulsive behavior
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Exposes self to harm
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Defiant of authority
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Severe property damage
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Self-abusive behavior
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Physical aggression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Excessively hyperactive
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty staying on task
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Extreme attention seeking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Extreme poor social skills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Runaway behavior
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Withdrawn/depressed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Threats of violence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Extremely fearful/anxious
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Homicidal ideation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	Explain:      



	Education

	Academic setting (please specify current school setting):

	School of origin:
	     
	District:
	     
	

	Last school attended:
	     
	Most recent grade:
	     
	

	 FORMCHECKBOX 
 Mainstream
	 FORMCHECKBOX 
 Alternative
	 FORMCHECKBOX 
 Contained classroom
	 FORMCHECKBOX 
 Expelled
	 FORMCHECKBOX 
 Suspended

	 FORMCHECKBOX 
 Other, explain:
	     

	 FORMCHECKBOX 
 Day treatment (provider information):
	     
	

	 FORMCHECKBOX 
 IEP
	 FORMCHECKBOX 
 504 Plan
	 FORMCHECKBOX 
 Best Interest Finding

	Please attach a copy of the IEP/504/Best Interest Finding


	H
	C
	NA
	Medical needs
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Significant medical issues:

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Medications/dosage:

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pregnant:
	Due date:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Parenting a child:
	Age of child:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hallucinations:
	 FORMCHECKBOX 
 Audio     FORMCHECKBOX 
 Visual     FORMCHECKBOX 
 Both

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Suicidal ideation:
	 FORMCHECKBOX 
 Ongoing     FORMCHECKBOX 
 Situational
	Date of last incident:      

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Suicide attempts:
	 FORMCHECKBOX 
 Ongoing     FORMCHECKBOX 
 Situational
	Date of last incident:      

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Self-harm:
	 FORMCHECKBOX 
 Ongoing     FORMCHECKBOX 
 Situational
	Date of last incident:      

	
	
	
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetic:
	Insulin dependent:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Able to self-manage:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Allergies:
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eating disorder:
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sleep disorders:
	Explain:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other medical issues:
	Explain:      


	Caseworker name

     
	Caseworker signature

     
	Date

     

	Supervisor name

     
	Supervisor signature

     
	Date

     


	Recommendation for Behavior Rehabilitation Services

(Only for BRS placements)
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To be completed by the caseworker and supervisor

Based on the attached documentation describing this child's psycho-social, emotional and behavioral problems and needs, I am requesting authorization for:
 FORMCHECKBOX 
 Initial behavioral rehabilitation services

 FORMCHECKBOX 
 Continued behavioral rehabilitation services
	Child’s name:
     
	Child’s OR-Kids person number:
     
	Child’s OR-Kids case number:
     

	Local branch name:
     
	Local branch number:
     
	Caseworker name:
     

	Recommendation for behavioral rehabilitation services

	Supervisor name:
     
	Phone number:
     
	Date:
     


Authorization for Behavior Rehabilitation Services

This section is completed by the Licensed Practitioner of the Healing Arts (LPHA).

This child needs Behavior Rehabilitation Services for the reasons indicated above. This  FORMDROPDOWN 
 is based on my review of the documentation of this child’s psychosocial, emotional and behavior problems and needs, as well as his/her progress.
	 FORMDROPDOWN 

	Begin date:      
	End date:      

	Comments:      

	Denial: This child does not need Behavioral Rehabilitation Services. The denial is based on the following factors:

[Comments]

	     
	
	     

	Licensed practitioner of the healing arts signature
	
	Date


To be completed by treatment services team
	Date received:

     
	Date approved by RCC:

     

	RRC signature of approval:      

	Service approved:

	 FORMCHECKBOX 
 Proctor care
 FORMCHECKBOX 
 Boys and Girls Aid

 FORMCHECKBOX 
 Connections 365 

 FORMCHECKBOX 
 Family Solutions

 FORMCHECKBOX 
 GOBHI

 FORMCHECKBOX 
 Kairos

 FORMCHECKBOX 
 Maple Star 

 FORMCHECKBOX 
 Morrison

 FORMCHECKBOX 
 The Next Door

 FORMCHECKBOX 
 Oregon Community Programs

 FORMCHECKBOX 
 Professional Therapeutic 
Community Network

 FORMCHECKBOX 
 Youth Progress – Community Collective

 FORMCHECKBOX 
 Youth Unlimited
 FORMCHECKBOX 
 Proctor Enhanced Services
 FORMCHECKBOX 
 The Next Door 
 FORMCHECKBOX 
 Youth Progress – Learning Center
 FORMCHECKBOX 
 BRS Basic Residential
 FORMCHECKBOX 
 Boys and Girls Aid – Seneca

 FORMCHECKBOX 
 Douglas County – Creekside

 FORMCHECKBOX 
 Douglas County – Fowler House

 FORMCHECKBOX 
 Grace House

 FORMCHECKBOX 
 Josephine County – Turning Point

 FORMCHECKBOX 
 Klamath Basin Behavioral Health – 
Pine View
	 FORMCHECKBOX 
 FOCUS
 FORMCHECKBOX 
 Non-BRS
 FORMCHECKBOX 
 Affect

 FORMCHECKBOX 
 Boys and Girls Aid – Safe Place

 FORMCHECKBOX 
 CCS Mid-Valley Rainbow Lodge

 FORMCHECKBOX 
 Hearts With A Mission 

 FORMCHECKBOX 
 Integral Youth Services

 FORMCHECKBOX 
 Janus Youth – Harry’s Mother

 FORMCHECKBOX 
 Jasper Mountain

 FORMCHECKBOX 
 Jackson Street

 FORMCHECKBOX 
 Lincoln County

 FORMCHECKBOX 
 New Avenues For Youth – Robinswood

 FORMCHECKBOX 
 New Avenues For Youth – 
Transitional Program

 FORMCHECKBOX 
 Oregon Community Programs – 
Crisis Respite
 FORMCHECKBOX 
 Taylor House HRY
 FORMCHECKBOX 
 Youth Empowerment Shelter (Yes House)
 FORMCHECKBOX 
 Support Services
 FORMCHECKBOX 
 Shelter
 FORMCHECKBOX 
 Boys and Girls Aid 

 FORMCHECKBOX 
 Connections 365

 FORMCHECKBOX 
 Inn Home For Boys

 FORMCHECKBOX 
 Multnomah County A&E

 FORMCHECKBOX 
 Salvation Army – The Cottage

	 FORMCHECKBOX 
 BRS Intensive Residential
 FORMCHECKBOX 
 Boys and Girls Aid – The Nest

 FORMCHECKBOX 
 Douglas County – River Rock

 FORMCHECKBOX 
 Family Solutions – Cascade House

 FORMCHECKBOX 
 Family Solutions - Cedar House

 FORMCHECKBOX 
 Janus Youth – Imani 

 FORMCHECKBOX 
 Maple Star – BRS Diversion
 FORMCHECKBOX 
 Sachiko BRS Basic Res
 FORMCHECKBOX 
 Salvation Army – White Shield

 FORMCHECKBOX 
 Salvation Army – Wild Flowers

 FORMCHECKBOX 
 St. Mary’s Home For Boys

 FORMCHECKBOX 
 Youth Inspiration Program (YIP)
 FORMCHECKBOX 
 Psychiatric Residential Treatment Services/Sub-acute
 FORMCHECKBOX 
 Albertina Kerr (sub-acute only)

 FORMCHECKBOX 
 Jasper Mountain Center (PRTS)

 FORMCHECKBOX 
 Jasper Mountain SAFE Center (PRTS)

 FORMCHECKBOX 
 Kairos – New Beginnings (PRTS)

 FORMCHECKBOX 
 Looking Glass – Regional Crisis 
Center (PRTS)

 FORMCHECKBOX 
 Trillium Family Services – Children’s Farm Home (PRTS & Sub-Acute)

 FORMCHECKBOX 
 Trillium Family Services – The Parry Center for Children (PRTS & Sub-Acute)
	 FORMCHECKBOX 
 Enhanced Structure Independent Living
 FORMCHECKBOX 
 Boys and Girls Aid

 FORMCHECKBOX 
 Janus Youth – Rivera House
 FORMCHECKBOX 
 Other
 FORMCHECKBOX 
 Lane Leadership ILP

 FORMCHECKBOX 
 Lukedorf ILP

 FORMCHECKBOX 
 Other:      


	Date(s) sent to providers:      

	 FORMCHECKBOX 
 CCO remain current


	Provider Response
(To be completed by the provider upon receipt of the referral)
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	Date received:      
	

	Accepted:
	 FORMCHECKBOX 

	Available bed date:
	     

	Denied:
	 FORMCHECKBOX 

	Specific reason:
	     

	Waitlisted:
	 FORMCHECKBOX 

	Anticipated timeline:
	     

	

	Further information requested:
	 FORMCHECKBOX 
 Specific documents:

	
	     

	
	 FORMCHECKBOX 
 Specific questions to be answered:

	
	     

	Screening requested:
	 FORMCHECKBOX 
 Program contact for scheduling:

	
	     


Providers must complete and return this form via email to the Residential Resource Coordinator and Centralized Referral Coordinator within 5 business days of receiving the referral. Provider must securely destroy all referral packets that are not accepted for placement.
Once placement occurs, the Residential Resource Coordinator will submit the Child Placement Form to BRS Placement Support, the DHS Caseworker, and the Centralized Referral Coordinator.
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