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Community Psychiatry Program 
 

Child, Adolescent & Transitional Youth Psychiatric Rehabilitation Program Referral 

Directions-  This form may only be completed by you/your child’s mental health provider.  Once the form is complete, you may fax it to 410-550-9755 or e-mail to rbosch2@jhmi.edu.


 
	Patient’s Name: Click or tap here to enter text. 
	Date: Click or tap here to enter text. 

	Parent/Guardian: Click or tap here to enter text. 
	Referral Source: Click or tap here to enter text. 

	
	Referring Provider’s NPI#:Click or tap here to enter text.
Referring Provider’s Licensure Supervisor Name and NPI# (if applicable):  Click or tap here to enter text.

	Patient’s Address: Click or tap here to enter text. 
	Tel. Of Referring Provider: Click or tap here to enter text. 

	Patient’s DOB: Click or tap here to enter text. 

	Patient/Guardian’s Telephone: Click or tap here to enter text. 
	Patient’s School: Click or tap here to enter text.  

	Patient’s MA number:  Click or tap here to enter text. 
	Patient’s Grade Level: Click or tap here to enter text. 



 
Reason for Referral (why is this needed now?):
Click or tap here to enter text.
 
Diagnosis ICD-10 Codes:  
Click or tap here to enter text. 
 

Medication (please include name, dosage, and frequency): 
	Name
	Dosage
	Frequency

	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.

  
 
Medication Compliance? Choose an item.
Does the patient currently receive any other services? (Please note Medical Assistance will not authorize PRP in conjunction with some services) Choose an item.  If “yes,” please explain: Click or tap here to enter text.
 
Client’s Strengths:   
Click or tap here to enter text.
 
Client’s Symptoms:   
Click or tap here to enter text.

Functional Domains Impacted:
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Health practices Choose an item.
Housing stability/maintenance  Choose an item.
Safety  Choose an item.
Managing Time  Choose an item.
Managing Money/belongings  Choose an item.
Nutrition  Choose an item.
Problem solving  Choose an item.
Family relationships  Choose an item.
Alcohol/drug use  Choose an item.
Leisure  Choose an item.
Access to community resources  Choose an item.
Social network  Choose an item.
Sexuality  Choose an item.
Productivity  Choose an item.
Coping skills  Choose an item.
Behavioral norms  Choose an item.
Personal hygiene  Choose an item.
Grooming  Choose an item.
Dress   Choose an item.

 
 

Please explain how these symptoms impact the patient’s functioning within the home, community, and school/work settings: 
Click or tap here to enter text.
 
 
List Initial Goals:  
Click or tap here to enter text.


Current Psychosocial Stressors (please explain):  
Click or tap here to enter text.
 
Barriers to Treatment (please explain):  
Click or tap here to enter text.

Treatment History (What worked, what hasn’t, what is needed?): 
Click or tap here to enter text.


Agencies Currently Involved (please select yes or no):   
 
DSS/CPS Choose an item.
DJS Choose an item.
Housing Choose an item.
School/IEP  Choose an item.	 
Other:  Click or tap here to enter text.
 
Two Emergency Contacts (phone #s and addresses; must be other than parent/guardian, or note if none are available): 
 
1) Click or tap here to enter text. 
Click or tap here to enter text.
 

Note: Please accompany this referral sheet with copies of the following (if available):  
 

Psychosocial Assessment, 
Psychiatrist’s Diagnostic Note   
Health Questionnaire 
Master ITP  
ITP-R (most recent) 
Guardianship Papers (if applicable) 

 
Please include any other relevant assessments (i.e., Educational Testing). 
 
The team psychiatrist or licensed clinician must sign and credential the following line. Please note if the referring clinician is a LGSW or LGPC, the referral must be co-signed by the therapist’s licensure supervisor:  
 
Based on the areas of concern noted above and a review of medical necessity criteria, I recommend that this individual receives psychiatric rehabilitation services. 
 

Signature and Credentials of Referring Provider 
 


Signature and Credentials of Referring Provider’s Supervisor (if applicable) 
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