

[bookmark: _GoBack]Intensive In Home Behavioral Health Treatment Referral Form:
New Directions Northwest, Inc

Date of Referral___________
REFERRAL FOR ELIGIBILITY DETERMINATION: All requested information MUST be provided on page 1 and 2.  Incomplete forms will be returned to the referrer.

Date of most recent MH Asssessment:_______________
In order for authorization for IIBHT, new assessment must be completed.

Youth Referred IIBHT

Youth Name: _____________________    D.O.B: ______________      Age: ______
Oregon Health Plan:  Yes or No   OHP Member ID: __________________
Does the youth have private insurance if so, IIBHT is not covered by private insurance.  

Youth and Family Information
Biological Parents:
Mother: ________________________________________        Phone: ______________
Address: ___________________________________________________________
Father: ______________________________ ____________ Phone: ______________
Address: ___________________________________________________________
Current Placement: __________________________________ Relationship: _____________
Phone: _______________ Address: _____________________________________________
Legal Guardian: _____________________________Relationship: ______________
Phone: _______________ Address: _____________________________________
Please mark (X) the systems this youth and family are involved in: 
	System Level:
	Youth
	Family
	Comments

	Mental Health: 
	
	
	

	Juvenile Justice/Legal System: 
	
	
	

	Developmental Disabilities: 
	
	
	

	Medical: 
	
	
	

	IEP/504 or out of mainstream placement: 
	
	
	

	Substance Abuse: 
	
	
	

	DHS Child Welfare Permanency/CPS: 
	
	
	

	Other: (Snap benefits/TANF) 

	
	
	



Referred by: __________________________    Relationship: __________________
Phone: ______________ E-mail: ___________________ Fax: ________________
School: __________________________ Phone: ___________________________
Mental Health Provider: _________________ Phone: _______________________
Primary Care Provider: __________________ Phone: _______________________


Summary of reason youth and family being referred to IIBHT:









Describe youth and family needs:









How will youth and family benefit from IIBHT?









Cultural Considerations:












Health information is protected by State and Federal law as well as Health and Human Service Policy. 

I understand that participation in the screening process is voluntary and by signing below I give my permission to participate. I understand that a MH assessment and referral will be sent to the EOCCO Utilization Management Committee for Authorization of services.


_________________________________               ________________
Youth Signature (required if over 14 years of age)		Date

________________________________________                  ___________________
Legal Guardian Signature					Date

___________________________________________	        _____________________
Biological Parent Signature (if youth in DHS custody)		Date

_________________________________________	          _____________________
Foster Parent Signature (if youth is in DHS custody)		Date


















REFERRAL COMMITTEE USE ONLY
**IIBHT Care Coordinator will present additional information to Project Review Committee during review process
	
	
	

	Would the family allow IIBHT providers into the home? 
	Yes 
	No




	Are there any safety concerns in the home? 
	
	

	Animals? ____________________________________________________
	
	

	Guns or other weapons of concern?
	
	

	At risk health issues for the family?
	
	

	
	
	


	
Baker County IIBHT Eligibility Criteria and Referral Checklist
Name:                                                       Age:                                          Date of Review:

	All referrals to IIBHT must meet the following 5 criteria: 
	Criteria Met:
	Notes:

	Enrolled in EOCCO (Medicaid Eligible-OHP Primary) 
	
	

	Multi-system involvement (MH, DHS, JJ, DD, Medical, IEP with ED/out of mainstream placement)
	
	

	Youth is under 20 years of age and has a current Mental Health Assessment within 60 Days, recommending IIBHT level of care
	
	

	Care Coordination needs cannot be met by the other systems
	
	

	Youth and family/guardian interested and willing to engage in IIBHT process
	
	

	Additional Prioritized Criteria: Must meet 2
	
	

	Elevating risk of harm to self or others including sexualized behaviors, fire setting
	
	

	Youth is displaying emotional and behavioral issues and there are social concern that disrupt activities of daily living
	
	

	Significant risk of losing current placement and/or multiple moves within the system; youth has no stable living environment 
	
	

	Significant risk of losing school or day care placement due to behaviors related to mental health needs
	
	

	Family support system and environmental stressors impacting activities of daily living
	
	

	Psychiatric Residential Treatment Services or the Commercially Sexually Exploited Children’s residential program
	
	

	Placement in Secure Adolescent Inpatient Program (SAIP), Secure Children’s Inpatient Program (SCIP)
	
	



Date Approved for IIBHT: _________

Date Denied for IIBHT: __________

Project Review Committee Recommendations for services and support: 





																									











