Park Center Referral Application

CONSUMER NAME:  __________________________                    DATE:  _______________

PERSON MAKING REFERRAL/AGENCY:  ______________________________________

CONTACT NUMBER:  _________________________________________________________

This Referral is being made to:

Housing:____________________________________________Fax Referral To:____________

 FORMCHECKBOX 
 Independent Housing   




226-5783

 FORMCHECKBOX 
 Supported Housing





262-9636
 FORMCHECKBOX 
 Safe Havens






262-9636

 FORMCHECKBOX 
Psych. Rehab. Program 




650-8917__________________

 FORMCHECKBOX 
 Case Management, 




             650-2929__________________
To complete this referral, I have included the following information:

 FORMCHECKBOX 
  A completed referral application (all questions answered)

 FORMCHECKBOX 
  A Current CRG (assessment sheets)

Identifying Information:

Date of Birth ________________   Sex:  _______ Race:  _______  Marital Status:  ___________  

Social Security # ________________         Education (last grade completed):  _______________   

Address:  ______________________________________________________   Zip:  __________  

Phone #: ______________     Current Living Arrangements:  _____________________________ 

Income:  ______  Income Source:  _______   

Check all that apply:   FORMCHECKBOX 
Tenncare/Americhoice     FORMCHECKBOX 
Tenncare/Amerigroup    FORMCHECKBOX 
Tenncare/Other:  _____________     FORMCHECKBOX 
State Only     FORMCHECKBOX 
Safety Net     FORMCHECKBOX 
Private Insurance      FORMCHECKBOX 
Other:  __________

Current Treatment Facility/Case Manager/Phone #: ____________________________________

Has this consumer ever been a member of Park Center?    Yes         No  If Yes, which program and when?______________________________________________________________________
Does this consumer have a history of substance abuse?     Yes        No   If yes, describe any current or past use:  _______________________________________________________________

CRG Rating:  ____________   Date of last CRG Assessment:  ____________________________

______________________________________________________________________________

Current Medications/Doses/TimeTaken:_____________________________________________ ____________________________________________________________________________________________________________________________________________________________

Prescribing Physician:  __________________________ Agency:  _________________________

Diagnostic Information (All 5 axes MUST be completed):



Axis 1:  ____________________________




___________________________



Axis 2:  ____________________________




___________________________



Axis 3:  ____________________________




___________________________



Axis 4:  ____________________________



Axis 5:  Current:  _____  Last Year:   _____

History of Psychiatric Inpatient Admissions (date of admission(s), reason for admission, precipitating factors, etc.)  ____________________________________________________________________
______________________________________________________________________________
Does Consumer have a history of suicidal, violent or aggressive behavior?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, please describe:  ______________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

Has the consumer had any involvement with the judicial system?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No   If yes, please describe:_______________________________________________________________________ 

Why are you referring this individual to Park Center at this time?  _________________________
____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

For Psychiatric Rehabilitation Day Program Only:

What type of transportation will the consumer use if attending a Park Center program?  ____

______________________________________________________________________________

What are the consumer’s vocational goals?  ___________________________________________

______________________________________________________________________________

What work history does this consumer have?  _________________________________________

______________________________________________________________________________

______________________________________________________________________________

For Housing Program Only:

What is the consumer’s housing history?  ____________________________________________
______________________________________________________________________________

Has consumer had difficulty in maintaining housing?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No.  If yes, please describe: ___  ______________________________________________________________________________
______________________________________________________________________________

***FOR SAFE HAVEN AND SHELTER PLUS/SECTION 8 HOUSING REFERRALS, A PHYSICIAN’S SIGNATURE IS REQUIRED:

Physician’s Signature/Date:  _____________________________________________________

Park Center Phone Numbers

Psychiatric Rehabilitation Program Admissions – 650-2900

Independent Housing Admissions – 228-1164

Supported Housing Admissions – 228-7047

Safe Haven Admissions – 228-9254

Case Management Admissions – 650-5550
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