Consumer Name: _________________
 Medical Records #:  ____________ Medicaid #: 
_____________                                                
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MH        
Rapid Response Referral Form
Date of Referral: 

 Time of Referral: 
             Referral Source: ______________
Address(s): 












Social Sec. #: 


 Sex:

 Race: 
DOB: 

 Age: 



Legal Guardian: 




 Phone: _______________________________
DSM-IV Diagnosis:
Axis I: 












Axis II:












Axis III: 









Case Manager: 




 Phone/Fax #: ________________________

Social Worker: _______________________________ Phone/Fax #: ________________________
Medication(s): 











Dosage(s): 







 Last Eval: 



Description of circumstances requiring CFN services.  What triggered the crisis?  
Transportation Needs: (school, therapy, etc)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Risk Factors: 

H M L Na





Y   N


(  (  (  ( 
Risk of Harm to Self



(   ( 
Psychotic

(  (  (  ( 
Risk of Harm to Others


(   ( 
Depressed

(  (  (  ( 
Current Aggressive Behavior

(   ( 
Current Substance Use: 
(  (  (  ( 
Past Aggressive Behavior


(   (
CMSED (must be CMSED 
(  (  (  (
Current Sexualized Behavior/Offending

if MH consumer)
(  (  (  (
Past Sexualized Behavior/Offending



(  (  (  ( 
Hx of Self-injurious Behavior/Non-lethal Intent

(  (  (  (    Risk of Running Away/Hx of Running

   
Provider Contacted/Time: ___________________________________________________________
Plan for Placement:  ________________________________________________________________
Projected Length of Stay: ___________________________________________________________
Name of Intake/On-Call Staff: 









Disposition:  

( Case Accepted
( Case Denied – reason: 







Durham ACCESS   Contact: ________________________________________________________
(919) 560-7309     Authorization Number: ________________________________________

Time Authorization Requested:____________________________

Time authorization granted: __________________________________
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