Lake Whatcom Residential & 

Treatment Center

REFERRAL TO LWC CLINICAL PROGRAMS

PREADMISSION ASSESSMENT

 FORMCHECKBOX 
ALF
 FORMCHECKBOX 
 IOP Program  FORMCHECKBOX 
 CCM  FORMCHECKBOX 
  ALF RESPITE
	Client Name:      
	DOB:      
	Date:      

	SS #:      
	Ethnicity:      
	Phone:      

	Address:      


	Guardian:
	     

	Referring Agency/Case Manager:
	     

	Provider One Card:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  ID#      

	Source of Income and Amount:
	     

	LW Payee
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  or Other payee (who):       


Reason for Referral:      
CLIENT’S PLACEMENT STATUS:(check all that apply)


 FORMCHECKBOX 
 HOMELESS  FORMCHECKBOX 
 IN APT. FORMCHECKBOX 
 WITH FAMILY  FORMCHECKBOX 
 IN JAIL/PRISON  FORMCHECKBOX 
 INPATIENT PSYCHIATRIC

 FORMCHECKBOX 
 OTHER (specify):      
IF CURRENTLY HOSP., LIST HOSP., DATE OF ADMISSION/LEGAL HOLD:      


IF CURRENTLY HOSP., LIST REASONS FOR HOSP/DETAINMENT:      
PSYCHIATRIC DIAGNOSIS (DSM IV Dx & code):

Axis I       
Axis I:      
Axis II:      
GAF:    
HEALTH AND MEDICAL
History of chronic health conditions or chronic pain:       
Are you receiving treatment for any ongoing medical conditions?  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes, if Yes Explain:       
Current Psychiatric Medications:      

Other Prescribed Medications:      

Over-the-Counter Medications:      

Have you had adverse reactions/allergies to any medications?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes, if Yes Explain:       
Have you had a TB test in the last six months?    FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes, If Yes what is the frequency/duration of needed care:       
FUNCTIONAL ASSESSMENT
Assess client functioning, strengths and preferences in the following areas.

Legal Problems/history (including Less Restrictive Orders, Probation, Parole, Charges Pending, Court Orders)



  FORMCHECKBOX 
 No issues



  FORMCHECKBOX 
 Legal issues:
Explanation (including needs/strengths/preferences):      
Role Performance (school, work, parenting, etc):



  FORMCHECKBOX 
 No issues



  FORMCHECKBOX 
 Needs: Explanation (including needs/strengths/preferences):      
Cultural/Spiritual:



  FORMCHECKBOX 
 No issues



  FORMCHECKBOX 
 Needs: Explanation (including needs/strengths/preferences):      
Awareness of Personal Safety issues:



 FORMCHECKBOX 
 No issues



 FORMCHECKBOX 
 Needs: Explanation (including needs/strengths/preferences):      

ADLS (toileting/incontinence, ambulating, bathing, medication management, dressing, personal hygiene, specialized body care, etc.)



 FORMCHECKBOX 
 No issues



 FORMCHECKBOX 
 Needs: Explanation (including needs/strengths/preferences):      
Substance Abuse Treatment/Concerns:



 FORMCHECKBOX 
 No issues



 FORMCHECKBOX 
 Needs: Explanation (including needs/strengths/preferences):      
Significant known behaviors:


 FORMCHECKBOX 
 Suicide Risk


 FORMCHECKBOX 
 Anger Outburst
 FORMCHECKBOX 
 Sexual inappropriate

 FORMCHECKBOX 
 Threatening/assaultive

 FORMCHECKBOX 
 Arson


 FORMCHECKBOX 
 Wandering

 FORMCHECKBOX 
 Other




Comments:      
Monthly Income:      
Spenddowns:  FORMCHECKBOX 
 No
 FORMCHECKBOX 
Yes, If yes amount:      
Preferences regarding other issues important to the applicant, such as food and daily routine:      
Has the client lived in residential facilities in the past?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes, if yes list facilities/length of stay and reason for leaving:      
	FOR LWC USE ONLY

Recommendation for admission:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No Explain:      
_____________________________________________________

ALF Supervisor                                                                       Date

Request is:  FORMCHECKBOX 
 Approved   FORMCHECKBOX 
 Not Approved (include reason):      
_____________________________________________________

Clinical Director                                                                       Date




Continue only for IOP & CCM referrals
MONTHLY BUDGET:

	Rent (1/3 of income if subsidy):
	     

	Cigarettes:
	     

	Utilities (around $50.00)
	     

	Laundry:
	     

	Food:
	     

	Transportation:
	     

	Spending Money:
	     

	Debts:
	     

	TOTAL INCOME:
	     

	TOTAL EXPENSES:
	     

	REMAINING FUNDS:
	     


PLAN FOR HOUSING: 
 FORMCHECKBOX 
LWC housing   FORMCHECKBOX 
 Other
PRE-TRANSITION SECTION: 
Case Manager Submits Apartment Referral Form (if necessary) along with the Referral to LWC Clinical Programs (Packet) to Supervisor.
Supervisor discusses with case manager and submits approved packet to Clinical Director.

Clinical Director will submit the Apartment Referral Form to the Housing Committee for discussion/approval.    
MEETING SECTION: Case Managers from respective programs develop a proposed transitional plan at IOP or Community Team Meeting  and e-mail to the appropriate supervisors for approval.  Supervisors may attend meeting as necessary. 
CLIENT TRANSFERRING TO THE COMMUNITY PROGAM OR IOP FROM THE AGATE ALF
Community or IOP Case Manager Duties:

a. Obtain keys for LEC apartment.
b. Notify new roommate and roommate’s case manager for transition
c. Get $10 per night cash in IOU form from front office
d. Take client to the apartment or arrange to meet there

e. Assess ability to purchase food
f. Assess ability to keep apartment clean

g. Assess medication compliance as agreed

h. Compile receipts to clear transition money and give to Supervisor
Residential Case Manager Duties:

a. Assist client to develop an activity schedule for transition dates and cc: CCM

b. Assist client to pack a bag for length of transition

c. Assist client to ensure mediset is full for transition

d. Update Treatment Plan to reflect transition and dates of transition 

e. Coordinate transportation to apartment for client
POST TRANSITION SECTION:

LPN:

a. ALF Supervisor will notify the ALF LPN of the assigned community case manager, program and the move out date.
b. ALF LPN will notify community LPN of the assigned case manager, program, move out date and the status of the mediset.
c. Community LPN will notify Hoaglands, schedule psychiatric appointment and notify the assigned case manager of appointment. 


Residential Case Manager:

a. Notify DSHS/SS/Change of Address to Post Office(Change of Circumstance to DSHS)
b. Update Flow Sheet and Current address on ID Sheet (include phone #).
c. Complete Transition Summary to Supervisor
d. Give chart to Community or IOP Supervisor.
e. Coordinate all belongings are moved and checked out of room at BH

f. Give all medications to Community LPN day of move.
g. Obtain room and locker key and give to ALF Supervisor.
Community Case Manager:

a. Roommate conference to discuss bills and cleaning duties
b. Develop budget with client for community living

c. Review Tx plan and develop new treatment plan within 30 days.

d. Review Crisis plan and update within 30 days if necessary.
e. Complete Clinician Disclosure.
PROGRAM PROCEDURES:
Community clients to ALF

a. Program Supervisor will notify Community LPN of assigned RCM and transfer date.  Community LPN will notify ALF LPN of assigned RCM, transfer date and status of mediset.  ALF LPN will notify Hoaglands, schedule psychiatric appointment(if necessary) and notify assigned case manager of appointment.

b. Community program case manager will schedule a meeting to meet with scheduled assigned RCM to discuss treatment plan issues.
Community Clients to IOP

a. Community Program Supervisor will notify Community LPN of assigned case manager, program and effective date of transfer.

b. Community case manager will attend an IOP weekly meeting to discuss the transfer of the case and treatment plan issues.
IOP or Pact clients to Community Program
a. IOP supervisor will notify Community LPN of assigned case manager, program and effective date of transfer.
b. IOP case manager will schedule a meeting with the assigned community case manager to discuss the transfer of the case and treatment plan issues.
