EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER, INC.

INITIAL CLINICAL CONTACT/REFERRALS

Name: ________________________________________           Chart #: ___________

Date: ______________   Time: _________to_________   Service Code: 105
1.   Contact Type (check one)  FORMCHECKBOX 
 Initial Clinical Contact (CDC 21)   OR      FORMCHECKBOX 
 Referral
2.   Note of Contact:

· Presenting Problem (consumer’s strengths and treatment preferences, potential risks identified, medication needs, statement of services available) (Maximum 1500 Characters, Be Brief):

	


· Drugs of choice:  Usual Route of Administration,  Frequency of use, & Age first used*

	


· Is Consumer Pregnant?    FORMCHECKBOX 
No         FORMCHECKBOX 
Yes, # of months pregnant: ______
Disposition:    FORMCHECKBOX 
Admit          FORMCHECKBOX 
Referral

	

	

	


· In the past 30 days, how many times has the consumer been arrested? ______________

· In the past 12 months, how many times has the consumer been arrested? ____________

· How many days in the last 30 days has the consumer attended a self-help group? ____
3.  Provisional Diagnosis:

AXIS l:      Code:  Z13.9 encounter for screening, unspecified
    Problem areas:  

    FORMCHECKBOX 
 primary support group     FORMCHECKBOX 
 social relations/environment     FORMCHECKBOX 
 school/education      

    FORMCHECKBOX 
 living situation/housing    FORMCHECKBOX 
 financial/economic 

     FORMCHECKBOX 
 occupation  



    FORMCHECKBOX 
 healthcare services
     FORMCHECKBOX 
 physical health  


  

    FORMCHECKBOX 
 legal issues 

     FORMCHECKBOX 
 custody/placement issues
     FORMCHECKBOX 
 other:  _____________________

________________________________________                     ___________________

Clinician Signature/Credentials                                                    Date     

CONSUMER NAME: ________________________________CHART #____________

	I, ______________________________________, have been made aware that I am 

	not eligible for services at Edwin Fair CMHC, Inc. because:

	

	                                                                                                                                            

	

	I have given my consent to be referred to another facility for services. Alternative 

	treatment options have been provided to me. I have been referred to:

	

	                                                                                                                                            

	


	
	
	

	Signature of Consumer (if age 14 and older)
	
	Date

	
	
	

	Signature of Parent/Guardian
	
	Date

	
	
	

	Staff Signature/Credentials
	
	Date
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