ATTACHMENT 1568.01

Wraparound Referral Form (Children/Youth Only)
Referent:___________________________________ Phone:________________________________
Referring Agency:_____________________________ Referral Date:__________________________
Current Clinician/ Agency/ Phone (if other than referent):
__________________________________________________________________________________
Consumer Name:_______________________________D.O.B:________________________________
Consumer Address:___________________________________________________________________
New Approval*

180-Review/Existing IOP Child/Youth

*For new referrals of current consumers, most recent assessment and treatment plan may be sent in lieu of completing
questions 1-4 if these documents answer the questions adequately. Please be sure to justify the need for the service
requested at this time.

1. Current Diagnoses:
Axis I:______________________ Axis II:_______________
Axis IV:______________________ Axis V :_______________

Axis III:_____________________
Date:_______________________

2. Most Recent CALOCUS Score:__________ CALOCUS Level:______________ Date:____________
3. Describe treatments/ services the child/youth is currently receiving (Including but not limited to, mental
health services):
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4. Describe child/youth’s history with the following services. If appropriate, indicate the number of
episodes or placements (i.e. 5 psychiatric hospitalization, 3 foster placements, etc.):
A. Outpatient Mental Health Services (including CHAP)

B. Psychiatric Hospitalization (acute and residential)

C. Educational Services

D. Children’s Administration including Family Preservation Services, Family Reconciliation Services,
Voluntary or Involuntary placements (foster care), etc.

E. Juvenile Detention or Juvenile Rehabilitation Administration

5. Describe the current presenting need for Wraparound and the expected benefit. How will Wraparound
help the child/youth and family meet their needs and decrease risk factors?
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ELIGIBILITY CRITERIA & RISK FACTORS
The child/youth must meet all eligibility criteria for approval including one or more of the risk factors.
Please use the check boxes below:
Child/youth has a Medicaid Coupon or will have one once services begin.
Child/youth meets State Access to Care Standards.
Child/youth’s most recent CALOCUS level is 4 or higher.
Child/youth will be residing in the NSMHA service area during the episode of care.
There is multi-agency involvement in need of collaboration.
The child/youth and his/her family have been informed about Wraparound and voluntarily agree to
participate in services and all team meetings.
Child/youth or family have exhausted other known resources and are seeking additional assistance.
Risk Factors (Please check all that are appropriate. One or more must be met for eligibility.)
Child/youth is currently experiencing, or is at risk for:
Children’s Administration Placement
Psychiatric Hospitalization
Severe Academic Difficulty
Substance Abuse
Severe Parent/Child Conflict
Involvement with legal system (delinquency, truancy, JRA, etc).
Returning from a living situation outside of the home (CLIP, BRS, etc)
Child/Youth Signature:__________________________________Date:_____________________
(All children are encouraged to sign. Signature is required for youth age 13+.)

“It’s not about us without us.”

Parent/Guardian
Signature:___________________________________________Date:_____________________
(Required when child is under age 13.)

Referent Signature:____________________________________Date:_____________________
Supervisor Signature:___________________________________Date:_____________________
(Wraparound provider)

NSMHA USE ONLY
Approved
Declined Comments

NSMHA Signature:__________________________________________ Date:______________________________
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