EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER

APPLICATION ROUTING FORM


NAME: ______________________________________________ Chart # ________________

AGE: _________   Male  FORMCHECKBOX 
  Female  FORMCHECKBOX 

#1.
DATE OF INITIAL CONTACT BY CONSUMER_____________________________

(The following should be completed within five (5) days of the initial contact)

#2
Initial Contact scheduled with:  Clinician ______________________/ Date__________

#3
 FORMCHECKBOX 
 Individual requested a later appointment than within 5 days for the following reason:

______________________________________________________________________

#4
 FORMCHECKBOX 
  Client Agreement   FORMCHECKBOX 
 OHCA Verification   FORMCHECKBOX 
  Chart # search 
 FORMCHECKBOX 
  Chart requested 
#5
 FORMCHECKBOX 
  Circle payer source:  DMH eligible    T19     Insurance    Self-pay

#6
 FORMCHECKBOX 
  Verification of Income  FORMCHECKBOX 
 Copies of SS Card, Ins. Cards, D. L. or Photo ID   
#7
 FORMCHECKBOX 
  Application logged on Application Routing log.

#8
Has Consumer had any past Hospitalizations?   Yes  FORMCHECKBOX 
  Dates: _______________   No  FORMCHECKBOX 

#9
Consent form signed?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     Sent for records: Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
  

#10        FORMCHECKBOX 
    Copy of Client Agreement Form, OHCA Verification, D.L. or Photo ID, SS Card, 
                      and Insurance Cards, to DP.
          Staff Signature & Date: _____________________________   _______________
________________________________________________________________________________
Applicant recommended for:
                      FORMCHECKBOX 
    Med Clinic      FORMCHECKBOX 
    PACT

 FORMCHECKBOX 
    Outpatient Services (Adult or Child)   FORMCHECKBOX 
    Case Management Services 
 FORMCHECKBOX 
    Substance Abuse/Integrated Services  FORMCHECKBOX 
    Systems of Care Services

(If service requested is not available at EFC, a referral form should be completed)


Completed Contact: _____________________________________/ Date_____________

                                                Signature/credentials

Disposition:   FORMCHECKBOX 
 Admit
 FORMCHECKBOX 
 Referral

 FORMCHECKBOX 
 Outreach

Comments:
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