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ATTENTION!!!
This document must be completed using Adobe Reader or Adobe Acrobat (version 9.1 or greater).
Please close this document and re-open it in either application for full/proper compatibility.
 
If needed, you may download the latest free version of Adobe Reader (aka Adobe Acrobat Reader DC)
from Adobe's website: www.get.adobe.com/reader
 
NOTE: 
Other third-party PDF viewers such as "Preview" (on Apple computers), FoxIt Reader, Nitro Reader, PDF XChange, and/or Nuance PDF Reader / Power PDF should NOT be used to complete this document, even if the document opens and appears to look and function OK.
Using any of the aforementioned software (other than Adobe Reader or Acrobat) will likely cause formatting and/or calculation errors.
 
This message will disappear upon opening the document in the proper version of Adobe Reader, or Adobe Acrobat.
Please fill in the information below. If the information does not apply, please fill in N/A.
To prevent accident data loss, Save the document periodically.
REFERRAL INFORMATION
Parent/Guardian #1 Info
Phone Contact
In-Person Contact
Parent/Guardian #2 Info
Phone Contact
In-Person Contact
*Please specify type of supervision required (i.e. on speakerphone, in room hearing only youth’s side of conversation, in the room during in-person visit, direct eye-line, door open, not in eye-line, etc.)
Other Family Members in the Home
Name/Relationship
DOB or Age
Type of Contact Authorized
Caseworker's Name:
Supervisor's Name:
Individuals with Restricted or No Contact
(Please indicate Restricted or None)
Individuals Authorized Contact 
PREVIOUS ASSESSMENTS (Please Attach)
Name of Assessment
Author
Date Completed
Has the youth participated in a psychological assessment which measured their cognitive, executive and/or adaptive functioning?
Low
Average
Superior
1
2
3
4
5
6
7
8
9
10
COGNITIVE:
(i.e. Verbal comprehension, non-verbal problem solving, intellectual capacity)
ADAPTIVE:
(i.e. Daily living skills, communication, social skills, behaviors & coping skills)
EXECUTIVE FUNCTIONING:
(i.e. Organization, shift attention, initiation of goals, planning, monitor of their own behavior, emotional control)
Concerns to be addressed: 
(Note: The field below will auto-expand, vertically, if needed.
Youth's understanding of situation:
(Note: The field below will auto-expand, vertically, if needed.
0 =  Not serious / distressed  10 = Very serious / distressed
Transition plan following discharge:
Coping Strategies:
STRESSORS
Please select N (No) or Y (Yes) for each item below.
(Note: Each "Describe" field below will auto-expand, vertically, if needed.
Significant Loss
Health Problems
Legal Problems
School Problems
Interpersonal/Social Problems
Housing/Financial Problems
Others (Describe Below)
MOST CONCERNING STRESSOR
MENTAL HEALTH CONCERNS
Please select N (No) or Y (Yes) for each item below.
(Note: Each "Describe" field below will auto-expand, vertically, if needed.
Depression
Mood Disorder
Trauma
Anxiety
Attention
Other (Describe Below)
Current Child/Adolescent Psychiatrist:
Referral Required?
Diagnosis
Date of Last psychiatric exam?
Date of Next Appointment?
Follow-up Required?
Therapist's Information:
Name:
Contact Information:
Date of Last Appointment?
Date of Next Appointment?
HISTORY IF SUICIDALITY
Please select N (No) or Y (Yes) for each item below.
(Note: Each "Describe" field below will auto-expand, vertically, if needed.
Ideation
Single Attempt
Multiple Attempts
Significant Others Completed Suicide
Other (Describe Below)
HISTORY OF SELF-HARM
Please select N (No) or Y (Yes) for each item below.
(Note: Each "Describe" field below will auto-expand, vertically, if needed.
Non-accidental, yet very unlikely to cause serious injury.
Non-accidental, which is not life-threatening, but not trivial.
Non-accidental, self-destructive behavior has resulted in or could result in serious self-injury.
Has this client even been hospitalized?
If Yes, please give details (Location, Dates(s), Length of stay, and Reason)
(Note: The field below will auto-expand, vertically, if needed.
SUBSTANCE ABUSE
Please select N (No) or Y (Yes) for each item below.
(Note: Each "Describe" field below will auto-expand, vertically, if needed.
Alcohol
Drugs
Prescription Drugs/Over the
Counter Drugs (e.g., Coricidin)
Others (Describe Below)
Running Away Behaviours:
Frequency:
VIOLENCE
Please select N (No) or Y (Yes) for each item below.
(Note: Each "Describe" field below will auto-expand, vertically, if needed.
Family Violence
Child Maltreatment
Weapons in the Home?
Aggressive/Assaultive behaviour by youth?
Destruction of property by youth?
Inappropriate sexual perpetration?
Formal Charges?
Defiant to authority?
Current level of risk for violence:
Legal Involvement:
Medical Information:
Medications
(Note: The cells below will auto-expand, vertically, if needed.
Current Medication
Dosage
Route
Frequency
Reason for the Medication
(e.g., depression, difficulty with sleep, etc.)
School Information:
Grade currently enrolled:
Youth's Readiness for change:
On a scale of 1-10 (with 1 = Not at all and 10 = High) what is their...
Possible setbacks to change and plan to address:
(Note: The field below will auto-expand, vertically, if needed.
Parent #1 Readiness for change:
On a scale of 1-10 (with 1 = Not at all and 10 = High) what is their...
Possible setbacks to change and plan to address:
(Note: The field below will auto-expand, vertically, if needed.
Parent #2 Readiness for change:
On a scale of 1-10 (with 1 = Not at all and 10 = High) what is their...
Possible setbacks to change and plan to address:
(Note: The field below will auto-expand, vertically, if needed.
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