

Trinity Support Services, LLC
Referral and Pre-Screening Form   
CLIENT DEMOGRAPHIC, INSURANCE, AND DIAGNOSTIC INFORMATION


DATE OF REFERRAL __________________

Client Name: ____________________________________________ Gender: _____ Marital Status: ____

Address: _________________________________________________________________________________

__________________________________________________________________________________________

Temporary _____________ Permanent ____________ At Risk for homelessness _____________

Home Phone Number: ______________________    Cell Phone/Other Number ___________________________

SSN: _____________________________ DOB: ____________Medicaid Number ___________________________	 

Legal Guardian/POA: ______________________________ Relationship to Client ________________________

Address: _______________________________________________________________________________________

________________________________________________________________________________________________

Home Phone Number ______________________Cell Phone/Other Number _________________________________

Diagnosis:  ______________________________________________________________________________________

Medications: _____________________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Have you ever been hospitalized due to symptoms of Mental Illness?

Facility _____________________________________________________________ Dates ______________________

________________________________________________________________________________________________

Facility _____________________________________________________________ Dates _______________________

________________________________________________________________________________________________

If not, have you ever been screened or evaluated at the ER, CSB, or other facilities due to symptoms of Mental Illness?

Facility ______________________________________________________________ Dates __________________

______________________________________________________________________________________________

Please check all that apply:

______ At-Risk behavior to self or others
______ Current or past substance abuse (please identify the substance(s) if known: ______________________________________________________________________________________
______________________________________________________________________________________



______ Functional impairments in major life activities due to mental, behavioral, or emotional illness.
(Check all that apply):
__________	Health, Safety, Medication Management
_________	Activities of Daily Living (Cooking, Cleaning, Hygiene, Budgeting, etc.)
_________	Use of Community resources (Benefits, Housing, Transportation, Grocery Shopping
_________	Other problem areas




PLEASE SPECIFY ADDITIONAL PROBLEM AREAS THAT APPLY TO THIS CLIENT NOT ADDRESSED ABOVE

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________


REFERRING PARTY NAME: ________________________________________AGENCY: ________________________________

ADDRESS: ______________________________________________________________________________________________

TELEPHONE NUMBER: ______________________ E-MAIL:_________________________________________


Trinity Support Services Disposition:
	Date Referral Received:
	
	Date Medicaid Confirmed:
	

	Date Assigned for Assessment:
	
	Staff Assigned to Do Assessment:
	

	Date Assessment Accomplished:
	
	Outcome of Assessment:
	

	Date Pre-Authorization Received:
	
	Pre-Authorization Number:
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