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Referral Decision For Children’s Residential Treatment

Children’s Residential Program:______________________________________________ Date:________

· Yes, we can accept this child into our program. A bed will be available on:____________

· We can accept this child into our program with additional supports. (Please check what would be needed)

· Increased staffing ______________________________________________________________________

· Non-traditional supports ________________________________________________________________

· Partial programs _______________________________________________________________________

· Medical support _______________________________________________________________________

· Physical plant limitations or modifications __________________________________________________

· Other ________________________________________________________________________________

· No, we cannot accept this child into our program. (Please check reasons)

· No beds currently available.  Current waiting list of _______ children.

· Child’s needs currently are not a good fit with other children in the treatment milieu, please explain:

_____________________________________________________________________________________

· Child’s needs currently exceed level of supervision our agency can provide, please explain: _____________________________________________________________________________________

· Physical plant limitations or modifications would be needed to safely support this child, please explain: _____________________________________________________________________________________

· Child’s needs currently exceed types of treatment our agency can provide, recommended treatments include: ______________________________________________________________________________

· Child Requires PRN medications, please explain:_____________________________________________

· Another treatment model would better meet this child’s needs, i.e., _____________________________________________________________________________________

· Child appears to need a higher level of care which we are unable to provide, please explain: _____________________________________________________________________________________  

· Other: _______________________________________________________________________________

Summary of findings & recommendations:

Signature of Decision Maker:______________
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