(Enter Program Name Here)		System of Care REFERRAL FORM
	
_____________  			      ____Referral source_______       _____________
Person Completing Referral                                                            Title or Relationship to Client                          Date
_(605)-856-1465/ 500 E. 9th Street Winner, SD 57580__        Guardian Aware of Referral: Y / N      _________________ 
Phone Number/Address/ of Person Referring                                                                                                              Date Guardian Notified

________________        ____________________	      _______________	  		 ________________
Person Being Referred       	                    DOB                           School/Grade                                                               Tribal Affiliation
Reason for Referral: _____________________________________________________

                                              
Concerns: 
	__Anxiety
	___Abuse/Trauma
	___ Behavioral Issues

	__ Depression
	___ Family/Relational Conflict
	___ Self-harm

	__ Grief
	___ School issues
	___ Substance abuse

	___ Anger                               ___ Sexual Behaviors
	___ Suicidal Thoughts   Current: Y / N
___ Homicidal Thoughts Current: Y/N

	Other Concerns: __________________________________________________________________________


Youth has experienced or witnessed: domestic violence, abuse, neglect, suicidal attempts or completion _____________________________________________________________________________ _______________________________________________________________________________________________________________________________________________________

[bookmark: _GoBack]________________________     Has Custody: Y / N  _______          HOME
Mother/Guardian’s Name	 or “Self” if Self-Referral				Phone #  (Home/Cell)
__________________________________________________	__________________	     Has Custody: Y / N
Father/Guardian’s Name							Phone #  (Home/Cell)
	Siblings (Name/Age): *others in the home
_______________________________________________________________________________________

____________________________	
Mailing Address                                                                                                           
__________________________________________________         
Directions to Home
INSURANCE:  Medicaid: Y / N      Medicaid #: ___________________   CHIPS: Y / N     Private Insurance: Y / N



_______________________________________________		            __________________________________________
Program(s) Referred To                                                                                                           Signature of Person(s) Making the Referral
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