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Referral Form

Clubhouse 
Date Form Given:_____________

Prospective Member Information

Name:________________________________________  Date of Birth:________________

Address:___________________________________  SSN: ______ / _______ / _________

City:______________ State:_________ Zip:___________  Tel: (_____) ________________

Email address:______________________________________________________________

	Diagnosis
	Medications

	
	

	
	

	
	

	
	



Medicaid Recipient? 	        No          Yes if yes, HMO: __________________________________ 


									Name of HMO

Reason for Referral/Goals: _______________________________________________________

	Risk Assessment
Behavior                            History                   Current Activity Level

	Violence
	    NO      YES


	    None      Minimal      Moderate      High





	Suicide Attempts
	    NO      YES 


	    None      Minimal      Moderate      High





	Alcohol/Drug Abuse
	    NO      YES 


	    None      Minimal      Moderate      High





	Sexual Exploitation
	    NO      YES 


	    None      Minimal      Moderate      High







Rate living skill competencies in the following areas:
(1) Does Not Need Assistance (2) Needs Some Assistance (3) Needs Ongoing Assistance
____ Community Living Competencies (self-care, cooking, money management, personal grooming, maintenance of living environment)
____ Social and interpersonal competencies (conversational competency, developing and/or maintain a positive self-image, ability to maintain positive relationships)
____ Personal adjustment competencies (ability to hand life experiences, stress management, leisure time management, coping with symptoms of mental illness)
____ Cognitive and adults role competencies (able to develop/maintain cognitive abilities, adult role functioning such as increased attention, improved concentration, enhancing ability to learn, establish the ability to develop empathy)
____Prevocational activities (positive work habits, meaningful activities and/or employment, time management, prioritizing tasks, tasking direction, following policies/rules and procedures, problem solving/conflict resolution, building appropriate relationships with co-workers and persons of authority, on-task behavior, and task completion skills)
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Fax: 754-755-6225
Address: 8201 Pembroke Rd,
	Pembroke Pines, FL 33025
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Psychiatrist/Licensed Clinician Information — Please fill out completely

Name:, Date:,
Address:

Clty:





image3.png




image24.png




image14.png




image7.png




image28.png




