Medicaid #: _______________  

Record # _______________


NC START SCREENING AND REFERRAL
NC START Team (Circle One):  East
       Central
West
Person’s Name: _____________________________________  Phone: _______________________
Address: __________________________________________________________________________
Date: ___ / ___ / ___      Time of Referral: ____ : ____ AM/PM    Team:  ( East   ( Central    ( West
Crisis Call (Check One):  ( Yes  ( No

Report Completed by (Print): ___________________________________________ 
LME Where Service was Provided:________________________________
Legal Guardian: _______________________________________________________

Address: _________________________________________  Phone: ___________________________
Clinical Home (CH)/Case Management Provider in Place:  yes ______  no ______

If yes:  Agency Name _________________________________________________

QP Name: ___________________________________________________________

Agency/QP Phone: ____________________________________________________

After Hours Crisis Number: _____________________________________________

Instructions: Score all sections for Referral Information; score Outcome Information if appropriate.
REFERRAL INFORMATION                            
Source of Referral: 

( Clin. Home/CM _____________
( Provider (No CM) ___________

( Hospital Emergency Dept
(  Developmental Center

( Psychiatric Facility

( School
( Social Services Department
( LME/STR Crisis Line
( Self
( Family/Support System
( Friend
( Community Individual
( Law Enforcement
( Other __________________
 ( LME  __________________
Referral Contact Number:  _______________________
Reason for Referral (Check all that apply): 

( Physical Aggression

( Verbal Aggression

( Threats of Physical 

     Aggression

( Mental Health Symptoms

( Depressed or Suicidal 

     Behavior

( Property Destruction

( Self-Injurious Behavior

( Other: ____________________
Funding Source(s) (Check all that apply): 

( CAP MR-DD
( Medicaid (non-CAP)
( State Funds
( Other: ______________________________

Residential Setting at Time of Referral: 

( Community ICF/MR

( Supervised Group Living

( Supervised Living

( Alternative Family Living
( Independent Living/Apartment/Own Home

· Family Home

· Foster Care Home

· Homeless Sheltered
(   Homeless Unsheltered
(   Other: ______________________________

Diagnosis Reported at Time of Referral:

Axis I: ______________________________________________________________________________

Axis II: _____________________________________________________________________________

Axis III: ____________________________________________________________________________

Axis IV: ____________________________________________________________________________

GAF Score: ________________

Current Medications:
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Level of Intellectual Disability: ( Mild ( Moderate  ( Severe  ( Profound  ( Not Specified ( None
Hospitalizations Prior to START Intervention: Past Year:  _________     Past 5 years: _________
OUTCOME INFORMATION                           
As a Result of This Service: 

· START Clinical Team Referral Review
· Respite admission
· Hospital Diversion

(   Diversion from Institution
(   Maintenance of Stable Residence


(   De-escalation of Crisis 
( Decrease in Behavioral Challenges

( Self-Advocacy

( Identification of Natural/Community Support

( START Linkage with Community Resources
( Decrease in Mental Health Symptoms
( Hospitalization
COMMENTS: ___________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

_________________________________________
Signature/Title

